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SCIENTIFIC  ARTICLES 

48  Psychiatry  and  the  Abortion  Problem 

John  P.  Vanderpool  is  a resident  in 
neuropsychiatry  at  The  University 
of  Texas  Medical  Branch  in  Galves- 
ton. He  is  a member  of  Alpha  Ome- 
ga Alpha  medical  fraternity  and  of 
the  Academy  of  Religion  and  Men- 
tal Health  in  Galveston.  His  co- 
author is  Dr.  Robert  B.  White,  a 
psychiatrist,  Galveston. 


65  Cardiomyopathy  in  Pseudohypertrophic 
Muscular  Dystrophy 

Hugh  H.  Hanson  is  consultant  in 
cardiovascular  diseases  at  the  Di- 
agnostic Clinic  of  Houston,  chief  of 
cardiology  at  Hermann  Hospital, 
and  a clinical  associate  professor 
of  medicine  at  Baylor  University 
College  of  Medicine.  His  coauthor. 
Dr.  Laszio  Makk,  is  now  patholo- 
gist and  director  of  laboratories  at 
St.  Anthony  Hospital  in  Louisville, 
Ky. 
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52  The  Family  Doctor  and  the  Suicidal  Crisis 

Jerry  M.  Lewis,  Dallas,  is  Director 
I { of  the  Adolescent  Service,  Timber- 

lawn  Psychiatric  Center,  as  well  as 
S'  Director  of  Research  for  the  Tim- 
..  berlawn  Foundation.  He  is  a mem- 

ber  of  the  Mental  Health  and  Men- 
tal  Retardation  Professional  Advi- 
I Fwi';  Committee. 


79  Primary  Aldosteronism  and  Surgically 
Correctable  Hypertension 

Ralph  Donald  Patman  is  presently  stationed  at  the 
US  Naval  Hospital  in  San  Diego,  Calif.  His  surgical 
practice  is  in  Dallas,  and  he  is  instructor  at  The 
University  of  Texas  Southwestern  Medical  School. 
His  coauthors  are  Drs.  Jesse  E.  Thompson  and  Dale 
J.  Austin,  both  also  Dallas  surgeons. 


57  Permanent  Liver  Disease 
From  Infectious  Hepatitis 
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John  M.  Eiband  is  assistant  profes- 
sor of  medicine  at  Baylor  Univer- 
sity College  of  Medicine,  Houston. 
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Leonard  R.  Robbins  is  associate 
professor  of  clinical  medicine  at 
Baylor  University  College  of  Medi- 
cine in  Houston,  and  is  a diplo- 
mate  of  the  American  Board  of  In- 
ternal Medicine.  His  coauthors  are 
D.  Dwight  Odom,  student  fellow, 
and  Harold  L.  Dobson,  associate 
professor  of  medicine  at  Baylor. 
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61  Nephrotomography:  Drip  Infusion  Method  The  Intelligent  Physician’s  Guide 


Curtis  H.  Burge  is  director  of  the 
Department  of  Radiology,  Method- 
ist Hospital,  Houston.  He  is  also 
clinical  professor  of  radiology  at 
Baylor  University  College  of  Medi- 
cine. He  has  practiced  radiology  in 
Houston  since  1943.  His  coauthor 
is  Dr.  Carole  R.  Simmons,  a radiol- 
ogy resident  in  the  Baylor  program. 
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Allergy  and  the  American  Board  of 
Pediatrics,  he  practices  pediatric 
allergy  in  Dallas. 
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97  Clinicopathologic  Conference 

Samuel  R.  Snodgrass,  chief  of  The 
University  of  Texas  Medical  Branch 
Division  of  Neurosurgery,  presents 
the  clinical  discussion  of  this  clin- 
icopathologic conference  case.  Oth- 
er participants  include  guest  editor 
F.  Lamont  Jennings,  professor  and 
chairman  of  the  Department  of 
Pathology:  McClure  Wilson,  associ- 
ate professor.  Department  of  Radi- 
ology; Friedrich  Unterharnscheidt,  research  associ- 
ate professor.  Department  of  Pathology;  and  C. 
Roger  Youmans,  Jr.,  assistant  professor.  Division 
of  Thoracic  and  Cardiovascular  Surgery. 
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ON  THE  COVER 

While  physicians  at  the  conference  table  have  often 
been  concerned  with  the  physician’s  image,  almost 
shadowed  is  the  fact  that  there  are  many  people  in 
many  Texas  towns  who  have  never  even  considered 
their  physician’s  image  in  abstract  terms.  Such  is 
the  case  of  the  citizenry  in  and  about  Roma,  Texas, 
on  the  Mexican  border  in  the  Lower  Rio  Grande 
Valley.  Their  worried  reaction  to  the  illness  of  their 
own  Dr.  Mario  Ramirez  last  summer  is  told  in  four 
little  words,  “How  is  Dr.  Mario?’’  (See  story,  page 
112.)  Upon  hearing  that  he  was  improving,  their 
response  was  equally  simple,  “Thanks  to  God.” 

Like  other  small-town  practitioners.  Dr.  Mario 
fervently  hopes  that  young  doctors  of  today  will 
come  to  recognize,  as  he  has,  the  “real”  rewards 
of  small  town  practice.  In  Texas  alone  today,  there 
are  at  least  100  communities  seeking  capable  and 
interested  physicians. 
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In  February,  Texas  Medicine  will  feature  several 
articles  on  surgical  subjects.  An  unusual  proposal 
for  handling  communications  between  the  surgeon 
and  the  patient’s  family  will  be  presented  by  Dr. 
F.  C.  Rehfeldt.  Other  subjects  will  include  a report 
on  the  National  Conference  on  Group  Practice, 
guidelines  for  premarital  consultation,  and  a brief 
outline  of  new  Texas  highway  safety  laws. 
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. . .can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity'  or  side  effects^’"  and  will  not  mask  symptoms  of 


serious  organic  disorders. 
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solution 
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Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 
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(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hd  0.26% 

Phenylpropanolamine  Hcl  . . .0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


Vdsonust 


^asonuS' 


'VdsomisT 


^ahtihistaminic^ 

AKTIHiSTAMlinC 


MUMCO  LA»0**W*Tf 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 
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Worry  about  how  he  is  going  to 
pay  his  hospital-medical  bills  makes  any 
hospital-medical  team’s  work  harder.  Often 
much,  much  harder.  It  is  beyond  calculating  — the 
healing  power  of  peace  of  mind. 

This  is  the  Number  One  reason  doctors,  nurses  and  everyone 
else  in  the  health-care  team  should  be  cheer-leaders  for  Blue 

Cross/ Blue  Shield. 

Don’t  ever  get  it  confused  with  “insurance.” 
Blue  Cross,  providing  benefits  based  on  the 
actual  services  of  the  hospital,  is  a plan  to 
keep  every  member’s  protection  abreast  of 
these  rising  costs  none  of  us  can  hold  down. 
This  is  a lot  different  from  a limited  sum 
of  money,  which  shrinks  in  buying  power 
by  the  month,  isn’t  it? 

This  year,  let’s  help  spread  peace  of  mind! 


BLUE  CROSS 

GROUP  HOSPITAL  SERVICE.  INC. 

BLUE  SHIELD' 

GROUP  LIFE  4 HEALTH  INSURANCE  COMPANY 

OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY 
DALLAS,  TEXAS  75222 
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THE  DICARBOSrL®  MONOGRAPH  ON  MODERN  ART 

Number  Eight  of  a series:  Contemporary  Art 


"Delfina  77,"  Youngerman  (7926-  ) Courtesy  of  the  Art  Institute  oi  Chicago 

Mary  and  Leigh  B.  Block  fund  for  acquisitions 

Contemporary  art  has  obtained  a freedom  comparable  with  that  of  poetry  and  music.  Contemporary 
art  is  as  characteristic  of  our  time  as  in  any  period  in  the  past.  It  reflects  the  doubts,  apprehensions,  and 
problems  of  the  time  as  well  as  the  hopes;  nevertheless,  it  is  alive  with  the  vigor  of  the  20th  century. 
Art  in  the  last  half-century  has  been  influenced  by  a mechanized  civilization,  of  science,  and  of  city  life. 
Many  artists  are  seeking  the  effect  of  definite  outline;  this  known  as  “hard  edge”.  Today,  we  have  a 
strong  trend  toward  internationalistic  art  in  which  there  is  no  basic  difference  between  the  products  of 
one  country  and  another.  It  is  the  painting  as  a combination  of  actions  and  decisions,  presented  in  the 
artist’s  own  language,  which  distinguishes  the  contemporary  work. 


...for  the  best  taste 
in  the  art  of 

antacid  therapy 


Dicarbosir 

ANTACID 


DICARBOSIL  FEATURES;  ■ effective  neutralizing  power 
■ pleasant  taste  ■ exceptional  economy  ■ convenience. 

Specify  Dicarbosil  144  s (Box  of  144  tablets  in  12  convenient  rolls).  Each  tablet  contains;  Active  Ingredients; 
Calcium  carbonate  precipitated  0.489  Gm..  Magnesium  carbonate  0.01 1 Gm.,  Magnesium  trisilicate  0.006  Gm. 

A n T A A T'O  n r I?  C 319  south  Fourth  street 

/lIlLiO  Li/lJDLy  li/l  1 LJrilliO  St.  Louis,  Missouri  63102 
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TEXAS  MEDICINE 


b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  l)lood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare) . Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Gm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively, 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent)  : The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 

491-7—6046 


a. 


'EMPIRIN’^COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 

Each  tablet  conlaiiib:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  2>  2,  Aspirin  gr,  SVi,  Caffeine  gr.  Vi. 

I Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 

Compound  with  Codeine  remains  unchallenged. 


.IZl  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  iNC.,Tuckahoe,  N.Y. 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension.  Be-  i 
cause  of  the  possibility  of  progres- 
sion of  renal  damage,  periodic 
determination  of  the  BUN  is  indi- 
cated. Discontinue  if  the  BUN  rises 
or  liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated. 
Electrolyte  imbalance,  sodium  and/ 
or  potassium  depletion  may  occur. 

If  potassium  depletion  should  oc-  ', 
cur  during  therapy,  Hygroton  should  [ 
be  discontinued  and  potassium  j 

supplements  given,  provided  the  ■ 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 

Now  she 
shows  them 
in  public. 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed 
Hygroton — to  get  rid  of 
the  edema. 

And  you  found  that 
Hygroton  is  not  only 
effective;  it  frequently 
costs  less  than  other 
equivalent  therapy. 

A nice  way  to  treat  the 
Mrs.  Larsons  in  your 
practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
A summary  of  the  pre- 
scribing information  is 
shown  below. 


patient  does  not  have  marked  oli- 
guria. 

Take  special  care  In  cirrhosis  or 
severe  ischemic  heart  disease  and 
in  patients  receiving  corticoste- 
roids, ACTH,  or  digitalis.  Salt  re- 
striction is  not  recommended. 
Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 
weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypo- 


tension, apiastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
Include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg,  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  botties  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com' 
plete  prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HY-5576 


100  mg. 
Hygroton 

chlorthalidone 

and  new 
50  mg. 
Hygroton 


For  the 

Dorothy  Larsons 
in  your  practice, 
you  can  prescribe 
Hygroton 
either  way. 

Hygroton  50  mg.  offers  convenience 
for  your  patients  who  are  halving  the 
100  mg.  tablets  or  taking  one  every 
other  day. 


Geigy 


Please  see 
preceding  pages  for 
prescribing  summary. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsiey,  New  York  10502 


If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Synthetic  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications;  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage;  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able ; Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


consider 

LETTER’ 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TARLETS 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO,  ILLINOIS 
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VERSATILE  COUGH 
SEDATIVE /EXPECT 


To 

A Cough  Sedative/Expectorant 


Each  Fluid  Ounce  Contains: 
ALCOHOL  10% 

Codeine  Phosphate  (1  gr.)  ..  65  mg. 
(WARNING:  may  be  habit  forming) 
Chlorpheniramine  Maleate  ...  6 mg. 

Glyceryl  Guaiacolate 600  mg. 

Chloroform  2 min. 


io  consider  Tolu-Sed: 


iboes  not  contain  vasoconstrictors! 


(Better  suited  for  diabetic  and  obese  patients) 
C 


Sugar-free  i 

m.  ■ 

Quiets  the  cough! 

Decreases  the  viscositrof  mucus  of  the  respiratory  tract 


(Glyceryl  Guaiacolate) 


Jeduces  congestion  caused  hy  the  release  of  histamine 


BiWe^naine  to’remember  for  all  patients  needing  a cough 


sedative/expectorant 


DIRECTIONS:  Adults  and  older  children,  1 to  2 teaspoonfuls; 
Children  10  to  12  years  of  age,  1 teaspoonful;  7 to  9 years,  V2 
teaspoonful;  6 to  7 years,  ’A  teaspoonful,  every  4 hours.  Under 
6 years  consult  a physician. 


WARNING:  Persons  with  a high  fever  or  persistent  cough  should 
not  use  this  preparation,  unless  directed  by  a physician. 

AVAILABILITY:  Pints  and  gallons. 


r 


CAUTION:  This  product  may  produce  drowsiness,  and' if  so  do 
not  drive  a car  or  engage  in  other  activities  requiring  alertness. 


FIRST  TEXAS  PHARMACEUTICALS,  INC.  DAI] 


mjf 


WHAI 


anticostive* 

hematinic 


ToliJsefDM 

* NON-NARCOTIC 

Cough  Syrup 


For  the  temporary  relief  of  cough 
due  to  the  common  cold 


Each  5 cc  teaspoonful  contains 

ALCOHOL  10% 

^ Dextromethorphan  Hydrobromide  ..10  mg. 


Chlorpheniramine  Maleate  1 mg. 

Glyceryl  Guaiacolate  100  mg. 

Chloroform  0.34  min. 


Does  Not  Contain  Vasoconstrictors 

DOSAGE:  Adults:  One  tea- 
spoonful every  3 to  4 hours. 
Children:  (6-12  years)  V2  tea- 
spoonful every  3 to  4 hours. 
Children  under  6 years,  as  di- 
rected by  a physician. 

WARNING:  Do  not  exceed  rec- 
ommended dosage. 

WARNING:  Persons  with  a 
high  fever  or  persistent  cough 
should  not  use  this  prepara- 
tion, unless  directed  by  a phy- 
sician. 

CAUTION:  This  product  may 
produce  drowsiness,  and  if  so 
do  not  drive  a car  or  engage  in 
other  activities  requiring  alert- 
ness. 


First  Texas  ^k€t/muiceuUc(Ui,^nc. 


PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  coirstipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bz 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

t Bottles  of  60 


anticostive,  adj.  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  WeTl  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


Manufacturer  of  pharmaceuticals  since  1903 


488-7-6062 


Dallas,  Texas  ysssa 
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treat  one . . . six  people  benefit 


The  brunt  of  senility  falls  on  the  family  as  much 
as  the  patient.  But  usually  within  one  or  two  days, 
‘Thorazine’  can  control  senile  anxiety  and  fear . . . 
dispel  the  confusion  shown  by  nighttime  wandering 
and  chattering  . . . restore  appetite  and  interest  in 
personal  grooming.  Treat  the  senile  patient  with 
'Thorazine'— the  whole  family  can  benefit. 

Before  prescribing,  see  complete  information,  including 
adverse  effects  reported  with  phenothiazines  and  symp- 
toms and  treatment  of  overdosage,  in  SK&F  literature  or 
PDR.  The  following  is  a brief  precautionary  statement. 
Contraindications:  Comatose  states  or  the  presence 
of  large  amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may 
occur  (reduce  dosage  of  such  agents  when  used  con- 
comitantly). Use  with  caution  in  patients  with  chronic 
respiratory  disorders.  Antiemetic  effect  may  mask  over- 
dosage of  toxic  drugs  or  obscure  other  conditions.  Ad- 
minister in  pregnancy  only  when  necessary.  Because  of 

© 1967  Smith  Kline  4 French  Laboratories 


possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal 
congestion;  constipation;  amenorrhea;  miosis;  mild 
fever;  weight  gain;  hypotensive  effects,  sometimes  se- 
vere with  I.M.  administration;  epinephrine  effects  may 
be  reversed;  dermatological  reactions;  parkinsonism- 
like symptoms  on  high  dosages  (in  rare  instances,  may 
persist);  lactation  and  moderate  breast  engorgement  (in 
females  on  high  dosages);  and  less  frequently,  chole- 
static jaundice  (use  cautiously  in  patients  with  liver 
disease).  Adverse  reactions  occurring  rarely,  include: 
mydriasis;  agranulocytosis;  skin  pigmentation;  epithe- 
lial keratopathy;  lenticular  and  corneal  deposits  (after 
prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and 
200  mg.;  Spansule®  capsules,  30  mg.,  75  mg.,  150  mg., 
200  mg.  and  300  mg.;  Injection,  25  mg./cc.;  Syrup,  10 
mg./5  cc.;  Suppositories,  25  mg.  and  100  mg. 

Smith  Kline  & French  Laboratories 


in  senile  agitation . . . 


Thorazinr  chlorpromazine 
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TEXAS  MEDICINE 


Maniln  and 

Hadlnm  QUnic 

3601  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


Duo-IVIedihaler“ 


f-  Isoproterenol  HCI  (4  mg.  per  cc.)  and 
i'  phenylephrine  bitartrate  (6  mg.  per  cc.) 


acts  in  seconds.!, 
lasts  for  hours 


a therapeutic  difference 


ytik^  Biker  Laboratories,  Northridge,  California  91324 


U.L.,....,.  


j 


^^JT^asy  on 

the^^udget... 

^^J^asy  on 

the  ^J[£othGr 

6H  GA  T a ble  ts  Elixir  y) 

^Jfor  ^ron  ^^J^eficiency  Q/^nemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Volume  64,  January,  I96S 


17 


WHAT  DOES 

GALVANIC  SKIN  RESISTANCE 

DEMONSTRATE 

AROUT  THE  EFFECT  OE 

VA.LIUM  (diazepam)? 


Galvanic  skin  resistance . . . one  measure  of  the  Valium  (diazepam)  effect 
in  reducing  the  somatic  response  to  acute  stress' ' 


The  subjective  value  of  Valium  (diazepam)  has  been  proved  by 
many  clinical  and  empirical  evaluations.  Now,  also  objective 
criteria  such  as  used  in  other  areas  of  scientific  research  have 
demonstrated  the  effectiveness  of  Valium  (diazepam)  in  reduc- 
ing certain  somatic  responses  to  acute  stress. 

Devised  as  a research  tool  in  psychosomatic  medicine,  this  in- 
teresting method  records  respiratory  excursions,  galvanic  skin 
resistance,  cardiac  activity  and  finger  pulse  volume  as  physical 


responses  to  stress.  These  autonomic  nervous  system  responses 
to  a standardized  stressor— a film  dealing  with  life-threatening 
incidents  — are  continuously  monitored  on  the  polygraph. 

This  gives  a graphic  representation  of  changes  which  the  body 
may  undergo  in  reacting  to  stress.  The  application  of  modern 
statistical  analysis  to  these  graphs  provides  a yardstick  by 
which  the  calming  effect  of  Valium  (diazepam)  can  be  meas- 
ured quantitatively. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  a history  of  con- 
vulsive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  or  debilitated  patients  (not  more  than  1 mg,  one  or  two 
times  daily  initially)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  or  tolerated.  As  is  true  of  all 
CNS-acting  drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous  procedures 
requiring  complete  mental  alertness  or  physical  coordination. 
Driving  during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recommended. 
If  such  combination  therapy  is  used,  carefully  consider  in- 
dividual pharmacologic  effects— particularly  with  known  com- 
pounds which  may  potentiate  action  of  Valium  (diazepam), 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and 
other  antidepressants.  Advise  patients  against  simultaneous 
ingestion  of  alcohol  or  other  CNS  depressants.  Safe  use  in 
pregnancy  not  established.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Periodic  blood  counts  and  liver  function  tests 
advisable  in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizzi- 
ness, blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 


ment, depression,  stimulation,  sleep  disturbances,  acute  hyper- 
excited  states,  hallucinations);  changes  in  EEG  patterns  dur- 
ing and  after  drug  treatment.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting,  sweating)  simi- 
lar to  those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCl. 

Yiosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions, 
2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to 
10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needed 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10 
mg;  bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 

References:  1.  Selesnick,  S.  T.,  and  Clemens,  T.  L.:  From  research  film 
“Motion  Picture  Films  in  Psychosomatic  Research,”  available  from  Roche 
Laboratories.  2.  Clemens,  T.  L.,  and  Selesnick,  S.  T. : Dis.  Nerv.  System, 
28:98,  1967. 

VALIUM^ 

(diazepam)  Roche® 

useful  for  somatic  symptoms 
of  psychic  tension 


Photo  professionally  posed 


No  injection  after  alii 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


o-lren.vee  K 

(potassium  phenoxymethyl  penicillin) 


In  winter  “flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal®).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  a,  M.  KoIiIhs  company,  Richmond,  Va.  23220 


THERE’S  A 
FORMULATION 
FOR  EVERT 
OOnOHINQ  NEED 


All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg, 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg, 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg 

Dextromethorphan  hydrobromide  . 15.0  mg 

Alcohol,  1.4% 


Newl  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Indications:  JoiranW  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
Tofranil  was  added  to  the  regimen. 
Imipramine  may  block  the  pharma- 
cologic activity  of  guanethidine  and 
other  related  adrenergic  neuron- 
blocking agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  12  ye« 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  di; 
turbances  of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis 
schizophrenics  and  agitation  (includ 


When 
a milestone  in  life 

is  marred 
by  depression... 


ing  hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 
and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood 
pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
row depression  including  agranulocy- 
tosis, sensitization  and  skin  rash 
including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
on  sudden  discontinuation  after  pro- 
longed treatment  with  high  doses. 
Occasional  hormonal  effects  (im- 
potence, decreased  libido,  and  estro- 
genic effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
susceptible  patients  and  in  those 
using  anticholinergic  agents  (includ- 
ing antiparkinsonism  drugs). 

Outpatient  Adult  Dosage:  Initially, 

75  mg.  daily,  increased,  if  necessary. 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranii;  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  i.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  ot  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter.. .she's  losing  a son. 

The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad- 
ness, incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 

Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 


Tofranir 

Geigy 


imipramine 

hydrochloride 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


ERYTHROCIN-SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 

In  clinical  trials^  ^ this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 


ERYTHROCIN-SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 

87  patients  were  treated^  all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


Brief 

Summary 
on  next 
page 


ERYTHROCIN-SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  aliergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sciera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  botties  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 
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TEXAS  MEDICINE 


the” Librium  effect  ” 

(chlordiazepoxide  HCI) 


For  years,  physicians 
have  valued  Librium 
(chlordiazepoxide  HCI) 
capsules  for  their  reliable 
calming  effect. 


(in  capsuies) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets— Libritabs 
(chlordiazepoxide). 


(in  Libritabs) 

(chlordiazepoxide) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows; 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lac- 
tation, or  in  women  of  childbearing  age  re- 
quires that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 


Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  com- 
bination therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been 
established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 


tions. edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts 
and  liver-function  tests  advisable  during 
protracted  therapy. 

Usual  Daily  Dosage;  Individualize  for  maxi- 
mum beneficial  effects.  Ora/— Adults;  Mild 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients;  5 mg 
b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg  — bottles 
of  50.  Libritabs'  *^-  (chlordiazepoxide)  Tab- 
lets, 5 mg,  10  mg  and  25  mg  — bottles  of  100. 
With  respect  to  clinical  activity,  capsules 
and  tablets  are  indistinguishable. 
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Ihe  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  is 
considered  to  be  the  well-known  symptom  complex 
which  includes  sore  throat,  stuffy  nose,  and  a cough. 
Febrile  states  or  extension  of  the  disease  process 
into  the  lower  respiratory  tree  are  not  part  of  the 
common  cold  and  will  not  be  included  in  this  dis- 
cussion. 

the  clinical  picture  of  a cold  in  pregnancy  can  be 
confused  by  a long-known  physiological  phenome- 
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non.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
part  of  the  nasal  septum  above  the  intermaxillary 
bone)  becomes  engorged,  apparently  due  to  hypere- 
mia induced  by  the  increased  estrogen  level  which 
accompanies  pregnancy.  The  amount  of  congestion 
can  vary  in  degree  from  woman  to  woman.  Some 
have  very  little  congestion,  others  will  have  occa- 
sional nosebleeds  from  this  area,  still  others  will 
have  symptomatic  congestion  to  the  degree  that  they 
will  complain  of  having  a "chronic”  or  constant 
cold. 

less  well  recognized  is  the  occurrence  of  this  type 
of  hyperemia  in  any  part  of  the  nasopharyngeal 
mucosa,  again  in  varying  degree.  Such  swelling 
often  produces  a postnasal  drip  which,  the  patient 
will  state,  is  present  only  when  she  is  pregnant. 
Patients  who  do  not  have  symptomatic  congestion 
ordinarily,  will  find  that  when  they  do  get  a cold, 
the  symptoms  last  much  longer  than  those  of  a cold 
usually  do.  Occasionally,  this  hyperemia  is  respon- 
sible for  closure  of  the  medial  end  of  the  Eustachian 
tube;  such  patients  will  complain  of  "plugging”  of 
the  ears.  Inspection  of  the  ear  drum  will  show  a 
depression  which  confirms  the  presence  of  Eusta- 
chian closure  rather  than  wax  in  the  canal  which  is 
the  patient’s  diagnosis.  Symptoms  related  to  this 
physiological  congestion  are  more  apt  to  occur  in 
heavier  smokers  or  those  who  have  a history  of 
allergic  rhinitis,  just  as  are  the  symptoms  of  the 
common  cold.  And  when  the  cold  does  occur  in 
pregnancy,  the  symptoms  are  worse  because  of  the 
underlying  congestion. 

The  pregnant  woman  with  a cold  is  miserable  for 
other  reasons,  dependent  somewhat  on  her  parity 
and  the  length  of  her  gestation.  As  parity  increases, 
so  also  does  the  relaxation  of  the  abdominal  and 
perineal  musculature.  The  uterus,  lying  against  a 
slack  abdominal  wall,  and  bearing  down  on  relaxed 
perineal  muscles,  acts  like  a piston  when  the  patient 
coughs,  sneezes,  or  even  blows  her  nose,  pushing 
down  on  the  bladder.  Stress  incontinence  during 
colds  is  almost  the  rule. 

3s  the  length  of  gestation  increases,  so  does  the  size 
of  the  uterus.  As  it  grows,  it  pushes  the  abdominal 
contents  above  it  and  elevates  the  diaphragm.  This 
results  eventually  in  a lateral  displacement  of  the 
lower  rib  cage,  often  to  a point  at  which  the  patient 
will  complain  of  soreness  in  this  area.  If  such  a 
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A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
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Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


It’s  a comforting  thing  to  know  that  Triaminic  really  works. 
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timed-release  tablets 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 


Side  effecgs:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drops. 
The  use  of  antibiotics  in  an  uncomplicated  cold  is 
contraindicated  and  should  be  scrupulously  avoided. 

In  summary,  a cold  in  pregnancy  is  more  severe  and 
longer  lasting.  The  treatment  of  the  symptoms  with 
local  and  systemic  decongestants  will  make  the 
patient  more  comfortable. 

Jlpparently  the  cold  is  so  common  in  pregnancy  that 
it  has  received  very  little  attention  in  the  literature. 
References  are  almost  non-existent  and  the  few 
which  are  available  add  little  to  the  common  knowl- 
edge, are  out-dated,  or  are  not  helpful.  Thus  the 
usual  bibliography  is  not  appended. 
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Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Direct  Billing  Concept 
Gets  CongressionnI  Boost 

TEXAS  PHYSICIANS  can  be  heartened  by  action 
of  the  90th  Congress  on  the  issue  of  direct  billing. 
H.R.  12080,  the  Social  Security  Amendments  of  1967, 
will  further  direct  billing  in  the  Medicare  program, 
and  will  make  possible  this  concept  to  some  extent 
in  Title  XIX  (Medicaid). 

Under  Medicare,  as  part  of  the  direct  billing  pro- 
cess, patients  have  been  required  to  present  a re- 
ceipted bill  from  the  physician  in  order  to  secure 
reimbursement  from  the  fiscal  intermediary.  Blue 
Cross  of  Texas.  During  the  past  year  when  this  leg- 
islation was  under  consideration,  physicians  pointed 
out  to  Texas  Congressmen  that  the  concept  of  direct 
billing  would  be  enhanced  by  permitting  payment  to 
the  patient  by  the  fiscal  intermediary  upon  presen- 
tiition  of  an  itemized  statement.  This  amendment 
was  approved  by  both  the  House  of  Representatives 
and  the  Senate.  The  change  will  benefit  many  pa- 
tients who  may  not  be  in  position  to  pay  the  doctor 
prior  to  filing  a claim  for  reimbursement. 

Unlike  Medicare,  the  Title  XIX  program  has  made 
no  provision  for  payments  directly  to  the  patient. 
The  federal  law  has  been  interpreted  to  state  that 
the  fiscal  intermediary  can  make  payments  only  to 
physicians  and  other  providers  of  health  care  ser- 
vices. Thus,  physicians  are  expected  to  take  an  as- 
signment from  the  patient  and  submit  it  to  Blue 
Cross  for  reimbursement. 

During  the  past  year,  the  Texas  Medical  Associa- 
tion worked  diligently  in  support  of  an  amendment 
to  Title  XIX  which  would  permit  payments  to  be 
made  to  the  patient  on  the  basis  of  a physician’s 
itemized  statement.  This  would  provide  the  physi- 
cian with  option  of  either  billing  the  patient  directly, 
or  taking  an  assignment  from  him  for  services  ren- 
dered. 

The  90th  Congress  has  approved  an  important 
^■oncession,  but  it  is  not  as  complete  as  Texas  physi- 
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cians  had  sought.  H.R.  12080  provides  for 
each  state  to  decide  if  it  will  permit  Title 
XIX  recipients — other  than  those  who  are 
receiving  cash  assistance  grants — to  be  re- 
imbursed directly  upon  presentation  of  a 
physician’s  itemized  statement.  This  option 
will  not  apply  to  Old  Age  Assistance  recipi- 
ents, the  blind,  the  disabled,  and  families 
with  dependent  children.  For  those  groups. 
Congress  took  the  position  that  those  indivi- 
duals are  truly  needy,  and  do  not  have  ade- 
quate resources  to  pay  for  their  medical  bills. 
In  Texas,  a resident  generally  is  not  eligible 
for  Old  Age  Assistance  unless  his  annual  in- 
come is  less  than  $1,400-$1,500. 

The  adopted  amendment  will  prove  sig- 
nificant immediately  in  many  states.  It  un- 
doubtedly will  be  important  to  Texas  phy- 
sicians in  the  future.  Congress  has  voted  to 
allow  direct  billing  under  Title  XIX  to  indi- 
viduals who  qualify  under  a fifth  category — 
the  medically  needy — which  is  not  included 
in  the  Texas  program  at  this  time.  This  is 
the  group  which  has  created  controversy 
because  of  high  income  limits  of  $6,000  in 
New  York  and  in  other  states.  It  will  be  nec- 
essary for  the  State  of  Texas  eventually  to 
define  the  medically  needy  and  provide  that 
group  with  Medicaid  benefits  by  1975.  When 
they  are  provided  with  coverage,  Texas  phy- 
sicians will  have  the  option  of  either  billing 
them  directly  or  accepting  an  assignment 
for  services  rendered. 

PERSISTENT  EFFORTS  by  physicians 
throughout  the  past  year  have  also  brought 
about  a number  of  other  desirable  changes 
in  the  Medicare  and  Medicaid  programs, 
and  have  eliminated  several  undesirable  fea- 
tures. 

In  the  face  of  proposed  expansion  of  Medi- 
care, Texas  physicians  recommended  that 
Medicaid,  which  was  already  underway  in 
Texas,  should  be  utilized  for  caring  for  the 
disabled.  Congress  voted  not  to  include  the 
disabled  in  the  Medicare  program.  Thus, 
costly  duplicate  benefits  to  some  benefi- 


ciaries were  prevented.  Physicians  also  won 
a victory  when  Congress  declined  to  include 
in  the  bill  certain  seiwices  by  chiropractors. 

An  amendment  to  Medicare,  supported  by 
physicians,  will  eliminate  the  requirement 
that  a physician  certify  as  “medically  neces- 
sary” the  admission  of  the  patient  to  the 
hospital.  Medical  societies  had  taken  the  po- 
sition that  certification  requirements  are 
unnecessary,  that  they  did  not  further  the 
objectives  of  the  program,  and  are  not  re- 
quired of  non-Medicare  patients.  Recertifi- 
cation for  longer  stays  in  the  hospital,  how- 
ever, will  continue  to  be  necessary. 

Congress  did  not  include  in  the  final  bill 
an  amendment  which  would  have  provided 
for  a National  Formulary  Committee  and 
establishment  of  a reasonable  cost  range  for 
drugs  under  all  federally  supported  health 
programs.  This  amendment  would  have  con- 
trolled drug  prices  and  dictated  to  doctors 
which  drugs  were  necessary  and  proper. 

Other  amendments  included  a directive  to 
the  Department  of  Health,  Education  and 
Welfare  to  study  the  feasibility  of  adding 
drugs  as  a benefit  of  the  Medicare  program, 
and  to  report  by  Jan.  1,  1969 ; a stipulation 
that  Medicaid  recipients  shall  have  free 
choice  of  physician  (which  already  is  a part 
of  the  Texas  program),  qualified  health  care 
facility,  pharmacy,  and  drugs  and  safe- 
guards against  improper  utilization  of  ser- 
vices. Deleted  also  from  the  final  version  of 
Medicare  was  a Senate  amendment  which 
would  have  given  federal  inspectors  the 
right  to  look  over  records  of  physicians  and 
other  providers  of  health  care  services. 

In  summation,  it  is  apparent  that  physi- 
cians, many  of  whom  were  demoralized  after 
the  enactment  of  Medicare  in  1965,  can  in- 
deed be  effective  in  encouraging  sound  prin- 
ciples in  health  care  legislation. 

— Courtney  M.  Townsend,  M.D., 
Paris,  Member,  Council  on  Medical 
Jurisprudence,  Texas  Medical  Association. 
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Tax  Incentive  foi  Establishing 
A Keogh  Retirement  Plan 

PHYSICIANS  WHO  ARE  interested  in 
establishing  retirement  programs  for  them- 
selves and  their  employees  likely  will  be  pre- 
sented with  many  proposals  and  plans  in  the 
months  ahead. 

Amendments  to  the  Keogh  Act  by  Con- 
gress will  make  the  establishment  of  retire- 
ment plans  considerably  more  attractive  to 
the  physician  and  other  self-employed  indi- 
viduals in  1968.  Insurance  companies  and 
others  already  are  placing  proposals  before 
physicians,  and  urging  them  to  commit 
themselves  at  this  time. 

For  the  physician  who  is  interested  in  set- 
ting up  a retirement  plan,  there  is  an  addi- 
tional tax  incentive  starting  this  year.  The 
Keogh  Act  allows  the  self-employed  indivi- 
dual to  establish  a retirement  plan  and  to 
make  contributions  of  an  amount  up  to  10 
percent  of  his  annual  earned  net  income,  or 
$2,500,  whichever  is  less.  An  amendment  by 
the  89th  Congress  now  will  provide  100  per- 
cent deductibility  of  contributions  made  by 
the  self-employed  individual  on  his  own  be- 
half, in  contrast  to  the  50  percent  which  was 
allowed  prior  to  this  year.  Actually,  the  in- 
come tax  on  the  contributions  is  deferred 
from  the  time  of  the  contribution,  when  the 
tax  bracket  of  most  self-employed  is  high, 
until  the  time  when  the  benefits  are  drawn 
when,  in  most  cases,  the  individual  is  in  a 
lower  tax  bracket. 

In  order  for  a physician  to  participate  in 
a tax-sheltered  plan,  all  full-time  employees 
— those  who  have  worked  20  hours  a week  or 
more  for  three  years — must  be  covered.  A 
contribution  of  a percentage  of  their  gross 
salary  equal  to  the  percentage  of  the  em- 
ployer’s earnings  must  be  made. 

As  a service  to  its  10,000  members,  the 
Texas  Medical  Association  will  sponsor  a 
Retirement  Plan  starting  in  1968  under  the 


provisions  of  the  Keogh  Act.  This  will  be  an 
extremely  flexible  plan  which  will  permit 
the  physician  to  place  contributions  for  him- 
self and  his  employees  in  one  or  more  of 
eight  investment  media. 

Contributions  may  be  made,  in  any  pro- 
portion, in  four  “no  load”  mutual  funds — 
T.  Rowe  Price  Growth  Stock  Fund,  Loomis- 
Sayles  Capital  Development  Fund,  Stein  Roe 
& Farnham  Balanced  Fund,  and  Loomis- 
Sayles  Mutual  Fund — in  an  annuity  pro- 
gram of  an  insurance  company,  a common 
trust  fund  maintained  by  the  Mercantile  Na- 
tional Bank  at  Dallas,  a savings  account  at 
the  Bank,  or  United  States  Government 
Bonds.  The  Mercantile  National  Bank  will 
serve  as  Trustee  for  the  Plan.  Since  the  pro- 
gram will  be  trusteed,  changes  may  be  made 
from  one  media  to  another  from  time  to 
time,  both  for  new  contributions  as  well  as 
for  prior  ones,  without  incurring  tax  liabil- 
ity. 

The  Texas  Medical  Association  is  sponsor- 
ing the  retirement  plan  only  because  it  is  be- 
lieved that  the  plan  can  offer  a program 
which  will  be  more  attractive  and  flexible 
than  many  other  programs  which  will  be  pro- 
posed to  physicians.  The  Association  is  offer- 
ing it  as  a service  to  its  members ; it  does  not 
stand  to  profit  financially  in  any  way. 

The  physician  can  anticipate  receiving  nu- 
merous proposals  in  1968  from  insurance 
agents,  investment  brokers,  and  perhaps 
from  some  medical  societies  in  which  he 
holds  membership.  All  of  the  proposals  should 
be  studied  carefully.  There  is  no  need  for  the 
physician  to  make  a hasty  decision.  In  order 
to  take  advantage  of  the  tax-sheltered  fea- 
tures of  the  Keogh  Act  in  1968,  the  physi- 
cian need  not  commit  himself  prior  to  the 
end  of  the  year.  He  should  select  a plan 
which  he  feels  will  best  serve  him  and  his 
employees. 

— Robert  F.  Gossett,  M.D.,  San  Antonio, 
Chairman,  Council  on  Medical  Service 

and  Insurance. 
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American  Medical  Association: 
Old  Organization  of  Individuals 

IF  THE  AMERICAN  Medical  Association, 
that  is,  all  of  its  more  than  200,000  members, 
is  not  careful,  it  could  turn  into  a form  of 
corporate  old  fogey.  By  the  standards  of  our 
relatively  young  nation,  we  are  an  incredibly 
old  organization. 

For  example,  of  the  2,300  companies  listed 
on  the  New  York  and  American  stock  ex- 
changes in  1960,  only  31  were  100  years  old. 
We  were,  at  that  time,  113  years  old.  Fewer 
than  10  percent  of  those  companies  were  in- 
corporated before  1900.  We  were  organized 
53  years  before  1900. 

The  AMA,  now  the  largest  medical  organ- 
ization in  the  world,  was  born  in  1847  in  an 
atmosphere  of  turbulence.  Three  problems 
that  faced  the  founding  physicians  are  with 
us  today  and  still  receive  much  dedicated  at- 
tention. 

1.  Medical  education.  At  that  time,  the 
need  was  to  establish  basic,  competent  medi- 
cal education  so  that  physicians  might  be 
better  prepared  before  being  permitted  to 
practice.  Today,  the  problem  is  that  of  con- 
tinuing to  improve  the  quality  of  medical 
education  and  making  this  education  avail- 
able to  larger  numbers  of  students  so  that 
the  continual  increase  in  demand  for  medi- 
cal care  can  be  met. 

2.  Campaign  against  quackery.  We  have 
fought  this  campaign  for  120  years  and  con- 
tinue fighting  today.’ 

3.  Code  of  ethics.  At  the  time  of  the  AMA 
founding,  physicians  were  practicing  with- 
out a medical  education;  with  only  an  ap- 
prenticeship; or  with  the  equivalent  of  only 
a few  lecture  hours. 

A standard  of  conduct,  for  members  of 
our  profession,  was  seen  by  the  association 
founders  as  vitally  important  if  the  profes- 
sion was  to  reach  the  desirable  standard  of 
excellence  in  every  facet  of  its  performance. 


Such  a code  spelled  out  the  manner  of  action 
of  physicians  toward  each  other  and  toward 
their  patients.  With  the  necessary  modifica- 
tions through  these  120  years,  our  principles 
of  ethics  have  continued  to  guide  us. 

The  fact  that  medicine  did  organize  has 
given  it  an  influence  in  society  that  it  would 
otherwise  never  have  achieved.  Organiza- 
tion, especially  the  representative  form  of 
organization  we  enjoy,  has  given  the  profes- 
sion unity,  strength,  direction,  and  purpose. 
Organizational  strength  from  the  local  level 
to  the  national  is  directly  proportionate  to 
the  extent  to  which  individual  physicians 
are  willing  to  give  support  to,  and  actively 
participate  in,  medical  society  affairs.  It  is 
not  only  desirable,  but  imperative  that  phy- 
sicians take  an  active  part  in  the  programs 
and  activities  of  their  local  and  state  socie- 
ties ; and  that  they  participate  in  the  formu- 
lation of  policies. 

Participation,  of  course,  does  not  always 
mean  success.  Every  physician  cannot  be  ex- 
pected to  agree  with  every  policy  of  the  lo- 
cal, state,  or  national  society.  Neither  is  he 
expected  to  agree  with  every  policy  of  his 
local,  state,  or  national  government.  In  the 
latter  case,  however,  citizenship  is  not  re- 
nounced. Instead,  still  as  an  active  citizen, 
the  person  continues  working  to  change  pro- 
grams he  does  not  like,  or  to  defeat  candi- 
dates with  whose  philosophy  he  disagrees. 
The  same  course  of  action  is  most  productive 
for  any  physician  who  disagrees  with  a pol- 
icy decision  of  his  local,  state  society,  or  the 
AMA.  He  might  not  be  successful  for  a long 
time;  he  might  never  be  successful.  But  he 
will  find  the  experience  much  more  satisfy- 
ing than  resigning  his  membership,  thereby 
lessening  by  his  own  power  the  total 
strength  of  organized  medicine. 

The  problems  faced  by  our  profession  are 
more  complicated  and  demanding  today 
than  ever  before,  and  these  complications 
will  probably  increase.  The  problems  that 
are  with  us  will  not  go  away:  they  will 
linger.  Eventually,  somehow,  they  will  be 
solved,  by  us  or  by  somebody  else.  How 
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much  better  it  will  be  if  the  solutions  are  in 
keeping  with  the  best  interests  of  our  pa- 
tients and  of  our  profession. 

More  than  90  percent  of  AMA  resources 
are  devoted  to  educational  activities  for  the 
profession  and  the  public,  scientific  pro- 
grams, and  to  socio-economic  matters  of  im- 
portance to  the  public  and  the  profession. 
Congressional  lobbying  is  an  incidental,  al- 
beit important,  AMA  function. 

Evidence  of  AMA  success  is  heartening. 
Membership  is  the  highest  in  AMA  history. 
And  a Gallup  Poll  taken  about  a year  ago 
among  the  general  public  showed  the  AMA 
to  be  second  among  the  ten  national  organi- 
zations most  respected  by  the  American  peo- 
ple. Only  the  Federal  Bureau  of  Investiga- 
tion commanded  greater  respect. 

The  task  is  not  easy.  We  cannot  expect  a 
calm  and  tranquil  life.  In  truth,  most  of  us 
would  not  enjoy  a windless  sea.  But  the  re- 
wards, when  they  come,  will  be  invaluable. 

— F.  J.  L.  Blasingame,  M.D.,  Chicago, 
Executive  Vice-President, 
American  Medical  Association. 


QUESTIONS 

a a /A  1 

AND 

ANSWERS 

A forum  for  your  questions  on  medicolegal,  socioeconomic,  medical, 
and  miscellaneous  matters.  You  are  invited  to  submit  questions 
which  will  be  presented  to  appropriate  consultant-experts  for  com- 
ment. Publication  will  be  determined  by  established  journal  policy. 
Letters  should  be  signed  but  names  will  be  withheld  upon  request. 
Address  questions  to  TEXAS  MEDICINE,  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701. 

Transferral  of  Records 

When  asked  by  a physician  for  a copy  or  a sum- 
mary of  a patient’s  record,  must  that  request  be  hon- 
ored and  may  a charge  be  made  for  the  service?  What 


is  the  best  way  to  handle  such  requests?  What  should 
be  done  if  the  patient  requests  that  his  record  be  sent 
to  another  physician? 

Section  9 of  the  Judicial  Council  Opinions  and  Re- 
ports states: 

"At  the  request  of  the  patient,  preferably  in  writ- 
ing, reports  should  be  immediately  sent  to  the 
doctor  then  in  charge  of  the  patient.  . . . 

"The  interest  of  the  patient  is  paramount  in  the 
practice  of  medicine,  and  everything  that  can 
reasonably  and  lawfully  be  done  to  serve  that 
interest  must  be  done  by  all  physicians  who  have 
served  or  are  serving  the  patient.  When  a col- 
league who  is  presently  treating  a patient  re- 
quests records  from  another  physician  who  has 
formerly  treated  the  patient,  that  former  physi- 
cian should  promptly  make  his  records  available 
to  the  attending  physician.” 

Thus,  we  should  answer  such  requests  as  promptly 
as  possible  providing  the  patient  has  given  permission. 
Never  send  your  original  record  as  it  may  be  needed 
in  the  future  if  some  litigation  arises. 

One  advantage  of  the  patient’s  writing  to  you  and 
requesting  that  you  send  the  information  to  a speci- 
fied physician  is  that  you  will  have  the  letter  in  your 
record  permitting  you  to  release  the  information.  On 
the  other  hand,  a physician’s  request  may  be  more 
specific  as  to  the  information  that  is  needed. 

It  is  usually  my  practice  to  dictate  the  request  while 
the  patient  is  in  my  office.  At  the  bottom  of  the  page 
my  secretary  types:  “I  hereby  request  that  you  release 
the  above  information,”  and  the  patient  signs  below 
this  statement. 

As  to  the  method  by  which  you  may  answer  the  re- 
quest, this  will  depend  on  the  record  that  you  have. 
If  the  record  is  long  and  complicated,  a summary  may 
be  dictated  and  copies  of  x-ray  reports  and  other  con- 
sultations may  be  attached.  If  the  record  is  short,  cop- 
ies of  all  pages  may  be  the  most  practical.  A good 
hospital  discharge  summary  will  cover  all  of  the  pa- 
tient’s medical  history  prior  to  that  time,  and  it  is 
always  well  to  keep  a copy  in  your  office  records. 

In  my  opinion  it  would  not  be  in  good  taste  to 
charge  a colleague  for  preparing  such  reports;  how- 
ever, it  would  not  be  unethical  to  request  reimburse- 
ment for  the  actual  expense  involved  in  preparing  cop- 
ies of  records,  but  I would  not  recommend  it. 

R.  M.  TENERY,  M.D., 
Waxahachie,  Chairman, 
TMA  Council  on 
Constitution  and  Bylaws. 
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Some  things  cannot 
be  beat  at  any  price ! 


AND  WHEN  SPEAKING  OF  DISABILITY  INSURANCE 


nThe  Texas  Medical  Association  long-term  plan  pays  sickness  benefits  to 
age  65  for  all  disabilities  which  occur  prior  to  age  60  Between  age  60  and 
70  the  maximum  benefit  period  is  5-years,  but  no  payments  are  made 
beyond  age  72.  Accident  disabilities  are  payable  for  lifetime  regardless  of 
the  age  of  the  insured. 

nThe  Group  Disability  Insurance  Program  sponsored  by  the  Texas  Medical 
Association  has  been  in  force  since  1955-your  assurance  of  permanence 
and  stability 

nThe  T.M.A.  Plan  has  paid  cash  dividends  to  policyholders  each  year  since 
1961  The  dividend  for  the  policy  year  ending  October  31,  1967  was  22% 
of  the  annual  premium. 

H T.M.A  policies  are  renewable  to  age  70.  Many  policies  of  this  type  fail 
to  provide  protection  during  the  critical  years  because  they  terminate  at 
age  65 

HYour  T.M.A.  long-term  group  plan  contains  a sound  and  equitable  premium 
rate  for  all  ages.  The  premium  has  never  been  increased  even  though  the 
plan  has  been  improved  several  times. 
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ASSOCIATION  NEWS 


AMA  Adopts  Guidelines  for  Hospitals 
With  Intern,  Resident  Training  Programs 


Texas  delegates  to  the  American 
Medical  Association  gave  their  sup- 
port to  a significant  statement  of 
guidelines  for  medical  staffs  in  hos- 
pitals with  intern  and  resident  train- 
ing programs  which  was  adopted  by 
the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  at  Houston 
Nov.  26-29,  1967. 

The  guidelines  were  formulated  in 
response  to  the  desire  of  many  med- 
ical societies  to  secure  counsel  in 
dealing  with  hospital  intern  and  resi- 
dent training  programs  and  methods 
of  payment  for  patient  care.  The 
statement  recognized  that  voluntary 
health  insurance  and  the  new  Medi- 
care and  Medicaid  programs  have 
made  it  possible  for  most  medically 
indigent  patients  to  choose  their  pri- 
vate physician.  This  has  posed  a re- 
lated problem  to  hospitals  with  in- 
tern and  resident  training  programs 
inasmuch  as  it  has  reduced,  in  some 
instances,  the  number  of  patients 
which  are  served  by  those  institu- 
tions. This  problem,  if  not  con- 
trolled, could  interfere  with  the  train- 
ing of  physicians  in  the  future. 

The  AMA  statement  also  recog- 
nized that  hospitals  are  reimbursed 
separately  for  their  costs  incurred  in 
providing  services  to  patients  cov- 
ered by  the  Medicare  and  Medicaid 
programs. 

The  guidelines  adopted  by  the 
AMA  House  of  Delegates  for  medi- 
cal staffs  in  hospitals  with  intern 
and  resident  training  programs  are 
as  follows: 

1.  All  physicians  on  the  staffs  of 
hospitals  and/or  medical  schools 
which  have  formal  training  programs 
should  cooperate  with  and  partici- 
pate in  such  training  programs. 

2.  Any  patient  who  is  admitted 
to  a hospital  by  his  physician  should 
remain  under  the  care  of  that  phy- 
sician who  will,  in  giving  the  care, 
with  the  patient's  knowledge  and 
consent,  cooperate  as  far  as  possi- 
ble with  the  training  program  where 
such  a program  exists. 

3.  All  patients  who  are  admitted 
to  a hospital  and  not  referred  by  or 
requesting  their  private  physicians 
should  be  assigned  on  an  equal 


rotational  basis  to  members  of  the 
medical  staff. 

4.  For  patients  admitted  by  their 
physicians  for  teaching  services  in 
hospitals,  fees  should  be  collected 
for  services  rendered  by  those  phy- 
sicians of  record  as  they  are  for 
their  other  private  patients. 

5.  Hospital  medical  staffs  or  or- 
ganizations representing  the  medical 
staff  may  bill  for  medical  services 
rendered  to  patients  on  behalf  of 
and  only  with  the  authorization  of 
the  attending  physician  rendering 
the  care. 

6.  A hospital  or  medical  school 
may  not  participate  in  the  fees  col- 
lected for  medical  services. 

7.  Fees  for  medical  services  col- 
lected by  a hospital  medical  staff  or 
organizations  representing  the  medi- 
cal staff  should  be  distributed  solely 
on  the  direction  of  the  medical  staff 
without  coercion  of  any  kind  and  in 


accordance  with  agreements  previ- 
ously reached  by  the  physicians 
comprising  the  medical  staff  and  the 
hospital  or  medical  school. 

8.  All  members  of  the  medical 
staff  who  render  service  to  these 
patients  and  for  whom  fees  are  col- 
lected by  the  medical  staff  or  an 
organization  representing  the  staff 
shall  have  equal  voting  rights  in  de- 
termining the  distribution  of  the 
funds  collected. 

9.  Full-time  salaried  physicians 
may  participate  in  funds  for  services 
rendered  to  these  patients  in  pro- 
portion to  the  percentage  of  their 
total  salary  ascribed  to  actual  care 
of  the  patient. 

10.  Medical  societies  and  hospi- 
tal associations  should  engage  in  a 
combined  program  of  education  to 
insure  a sufficient  number  of  pa- 
tients for  the  medical  training  pro- 
grams of  accredited  hospitals. 


Dr.  William  E.  Anderson  of  Corpus  Christi  points  out  a peritoneal  dialysis  set-up, 
part  of  his  exhibit,  "Peritoneal  Dialysis  in  Private  Practice,"  displayed  at  the 
Houston  American  Medical  Association  Clinical  Convention  in  December,  1967. 
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11.  If  complaints  of  alleged  coer- 
cion or  of  excessive  charges  for  the 
collection  of  fees  for  medical  ser- 
vices are  received  by  local  medical 
societies  from  any  of  their  members, 
these  societies  should  take  appro- 
priate action. 

12.  Medical  staffs  entering  into 
agreements  for  the  collection  of  fees 
should  seek  appropriate  advice  con- 
cerning the  legal  and  tax  implica- 
tions of  such  arrangements. 

AMA  MAKES  EXPANDED 
STATEMENT  OF  PURPOSE 

Broad  initiative  in  advancing 
health  care  for  everyone  is  detailed 
in  an  expanded  statement  of  pur- 
poses and  responsibilities  of  t h e 
American  Medical  Association  adopt- 
ed by  its  House  of  Delegates  in  De- 
cember. 

The  11-point  document  greatly  en- 
larges upon  the  previous  statement 
of  AMA  purposes.  It  puts  the  skills 
and  resources  of  the  organization  be- 
hind a continuing  effort  to  stimulate 
progress  in  all  aspects  of  health  care 
in  America. 

The  statement  declares  that  it  is 
the  responsibility  of  the  AMA,  as  the 
representative  of  the  American  medi- 
cal profession,  to  continue  to  foster 
the  advancement  of  medical  science 
and  the  health  of  the  American  peo- 
ple and  to  discharge  that  responsi- 
bility through  the  following  means: 

1.  By  encouraging  the  advance- 
ment of  medical  knowledge,  skills, 
techniques  and  drugs;  and  by  main- 
taining the  highest  standards  of 
practice  and  health  care. 

2.  By  creating  incentives  to  attract 
increasing  numbers  of  capable  peo- 
ple into  medicine  and  the  other 
health-care  professions. 

3.  By  advancing  and  expanding 
the  education  of  physicians  and  oth- 
er groups  in  the  health-care  field. 

4.  By  motivating  skilled  physicians 
who  have  the  art  of  teaching  to  ap- 
ply themselves  to  developing  new 
generations  of  excellent  practition- 
ers. 

5.  By  fostering  programs  that  will 
encourage  medical  and  health  per- 
sonnel to  serve  voluntarily  in  the 
areas  of  need  for  medical  care. 

6.  By  developing  techniques  and 
practices  that  will  moderate  the 
costs  of  good  medical  and  health 
care. 

7.  By  seeking  out  and  fostering 
means  of  making  all  health  care  fa- 
cilities— physicians’  offices,  hospi- 
tals, laboratories,  clinics  and  others 


— as  efficient  and  economical  as 
good  medical  practice  and  attention 
to  human  values  will  permit. 

8.  By  combining  the  utilization  of 
the  latest  knowledge  for  prevention 
and  treatment  with  the  vital  healing 
force  of  the  physician’s  personal 
knowledge  of  and  devotion  to  his  pa- 
tient. 

9.  By  maintaining  the  impetus  of 
dedicated  men  and  women  in  pro- 
viding excellent  health  care  by  pre- 
serving the  incentives  and  effective- 
ness of  unshackled  medical  practice. 

10.  By  maintaining  the  highest 
level  of  ethics  and  professional 
standards  among  all  members  of  the 
medical  profession. 

11.  By  providing  leadership  and 
guidance  to  the  medical  profession 
of  the  world  in  meeting  the  health 
needs  of  changing  populations. 


TEXAS  RESOLUTION 
BACKS  AAMA  PROGRAMS 

A Texas  resolution  calling  for  sup- 
port of  the  Association  of  American 
Medical  Assistants  and  its  education- 
al programs  was  approved  unani- 
mously by  the  American  Medical  As- 
sociation House  of  Delegates  at  the 
1967  Clinical  Convention  in  Houston 
on  Nov.  26-29. 

The  Texas  resolution  calls  for  phy- 
sicians to  become  fully  acquainted 
with  the  objectives  and  programs  of 
AAMA,  and  to  encourage  their  own 
assistants  to  seek  membership  in 
the  national  organization  and  its  lo- 
cal and  state  affiliates,  and  to  parti- 
cipate in  the  educational  and  certifi- 
cation programs  of  these  organiza- 
tions. 

The  purposes  of  the  AAMA  are  (1) 
to  inspire  its  members  to  render 
honest,  loyal,  and  more  efficient 
service  to  the  profession  and  to  the 
public  which  they  serve;  (2)  to  serve 
at  all  times  to  cooperate  with  the 
medical  profession  in  improving  its 
public  relations;  and  (3)  to  render 
educational  service  for  the  self-im- 
provement of  its  members  and  to 
stimulate  a feeling  of  fellowship  and 
cooperation  among  the  societies. 


IRS  PLANS  TO  TAX 
ORGANIZATION  ADVERTISING 

The  Internal  Revenue  Service 
plans  to  tax  the  net  advertising  prof- 
its of  nonprofit  associations  in  1968. 

This  regulation  will  affect  both 
state  and  national  organizations,  in- 
cluding the  American  Medical  Asso- 
ciation, the  Boy  Scouts  of  America, 
the  National  Education  Association, 
and  some  labor  unions. 

The  federal  corporate  income  tax 
rate  of  48  percent  will  be  levied 
against  the  advertising  revenue  over 
and  above  that  needed  to  operate 
the  publications  of  the  associations. 

The  regulation  was  protested  by 
the  AMA  and  many  other  groups 
after  the  IRS  proposal  was  issued  in 
April,  1967.  The  AMA  position  was 
that  the  tax  agency  was  not  author- 
ized to  impose  the  tax  under  the 
1950  law  dealing  with  "unrelated  in- 
come.” The  law,  the  organization 
contended,  was  designed  to  tax  the 
business  activities  of  nonprofit  as- 
sociations that  were  clearly  not  a 
part  of  the  associations’  main  func- 
tions, such  as  the  operation  of  a 
commercial  enterprise. 

The  regulation  has  yet  to  be  chal- 
lenged in  court. 

Approximately  700  publications 
are  published  by  tax-exempt  organi- 
zations. Besides  the  Journal  of  the 
AMA  and  other  medical  society  pub- 
lications are  the  National  Geograph- 
ic, Nation’s  Business,  and  several 
union  magazines. 

DALLAS  PHYSICIANS  PLAN 
RAPE  EXAMINATION  AID 

Dallas  County  Medical  Society  has 
recommended  a plan  for  making 
private  physicians  rather  than  pub- 
lic health  doctors  available  for  ex- 
amination of  suspected  rape  victims. 

The  society’s  board  of  directors 
has  suggested  a panel  of  9-12  phy- 
sicians be  paid  for  services  out 
of  the  funds  "now  used  for  pro- 
cessing other  felonies  in  Dallas 
County.”  The  society’s  public  health 
committee  was  requested  to  study 
problems  related  to  examinations  of 
suspected  rape  victims  after  city 
and  county  health  officials  had  re- 
ported that  help  was  needed  in  per- 
forming this  service:  public  health 
physicians  were  being  called  some- 
times as  much  as  two  or  three  times 
a night. 

Dallas  County  physicians  would 
be  on  a scheduled  call  list  and 
would  be  available  for  testimony  in 
court  if  necessary. 
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Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS— headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS-most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARYSiNUS-headacheand 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID  SI N US— headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 


Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure(s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions : Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HCl,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
('4  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HCl,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HCl,  and  10  mg.  phenyltoloxamine 

citrate.  ^subject  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 


WARN  ER  - CHILCOTT 


S-IN-81-4C 

Morris  Plains,  N.J. 


MORE  NURSES  NEEDED  NOW! 


One  of  the  major  unsolved  problems  in  Texas  as  well  as  in  the 
rest  of  the  United  States  is  the  severe  shortage  of  nurses  and 
paramedical  personnel.  When  asked  about  the  situation,  most  hos- 
pital administrators  say  that  they  would  gladly  hire  50  percent 
more  nurses  than  they  now  employ.  Especially  in  short  supply  are 
experienced  operating  room  personnel.  Also  many  doctors  would 
eagerly  hire  nurses  to  work  in  their  offices  if  such  nurses  were 
available. 

The  need  for  more  physicians  is  rather  insignificant  when 
compared  with  the  need  for  more  nurses.  The  U.S.  Surgeon  Gen- 
eral's consultant  group  reports  that  this  nation  will  need  300,- 
000  more  professional  nurses  by  1970.  At  present  in  Texas,  we 
have  between  17,000  and  18,000  active  nurses.  Our  state  ranks 
46th  among  the  50  states  in  the  number  of  nurses  per  100,000  pop- 
ulation. According  to  a statement  from  the  Texas  Hospital  Asso- 
ciation, it  would  take  10,500  more  nurses  immediately  just  to 
catch  up  with  present  needs.  And  there  are  estimates  that  Texas 
will  need  a total  of  50,000  nurses  by  1980  which  is  three  times 
the  number  now  in  Texas. 

What  can  we  do  to  narrow  the  gap  between  what  we  have  and 
what  we  need?  Several  things  can  be  done. 

1.  Offer  refresher  courses  to  inactive  nurses  who  have 
halted  their  careers  in  order  to  rear  their  children.  It  is  esti- 
mated that  one  third  of  the  nurses  who  graduate  from  nursing 
school  immediately  marry  and  do  no  further  professional  nursing. 

2.  Increase  nurses'  salaries  to  whatever  level  is  needed  to 
make  the  profession  attractive  from  a financial  point  of  view. 

3.  Train  operating  room  technicians  who  are  not  nurses. 
The  armed  services  did  this  in  World  War  II,  and  it  worked  very 
well.  This  can  be  done  at  an  active  general  hospital  in  approxi- 
mately three  or  four  months. 

4.  Work  with  junior  college  programs.  Junior  colleges  can, 
and  many  do,  offer  courses  leading  to  a degree  in  nursing.  Ar- 
rangements can  be  made  with  the  local  hospitals  for  the  clinical 
training  of  the  nursing  students.  Why  not  ask  a local  or  nearby 
junior  college  if  it  is  planning  to  have  a school  of  nursing. 

Now  is  the  time  to  start  training  nurses  who  will  be  needed 
in  1970. 


Howard  R.  Dudgeon,  Jr.,  M.D., 

President , 
Texas  Medical  Association. 
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PSYCHIATRY  AND 
THE  ABORTION  PROBLEM 


JOHN  P.  VANDERPOOL,  M.D.,  and  ROBERT  B.  WHITE,  M.D. 


Review  Article:  More  than  90  percent  of 
the  approximately  one  million  abortions 
performed  annually  in  the  United  States 
reportedly  are  not  sanctioned  by  law.  It 
is  said  that  these  abortions  result  in 
5,000-10,000  deaths  each  year.  The 
authors  point  out  and  consider  five  ques- 
tions in  the  abortion  problem:  Why  are 
abortions  resisted?  What  are  the  present 
abortion  laws  and  are  they  being  fol- 
lowed? What  are  the  psychiatric  indica- 
tions for  an  abortion?  What  are  the  psy- 
chiatric consequences  of  having  an  abor- 
tion? What  can  be  done? 

THIS  ARTICLE  REVIEWS  the  recent  literature  about  in- 
duced abortions — especially  illegal  abortions.  Its  pur- 
pose is  to  focus  our  awareness  on  this  major  problem 
and  discuss  some  of  the  psychiatric  aspects  of  the 
problem. 

In  the  United  States  there  are  about  1,000,000 
abortions  yearly  (estimated  range  700,000-1,500,- 
000.1  More  than  90  percent  are  “illegal, ”2  many  of 
which  involve  underworld,  nonmedically  trained  abor- 
tionists, or  are  self-induced.  A recent  report  from  the 
University  of  California  School  of  Public  Health  esti- 
mated that  in  the  United  States  there  are  5,000- 
10,000  abortion  deaths  annually2 — more  than  from 


all  deaths  due  to  delivery  and  complications  of  preg- 
nancy, or  all  deaths  due  to  infections  of  the  newborn, 
and  about  equal  to  the  number  of  deaths  by  homi- 
cide. In  contrast,  there  are  very  few  deaths  per  year  by 
legal,  authorized  abortions.  In  Czechoslovakia,  for  ex- 
ample, not  a single  death  was  reported  in  140,000 
legal  abortions  (1963-64). 2 

But  more  is  involved  than  death  alone.  The  problem 
involves  the  question  of  physical  and  psychic  trauma 
from  illegal  abortions  versus  planned  and  supported 
legal  abortions.  The  fact  seems  to  be  well  documented 
now  that  regardless  of  the  other  factors  involved,  if 
there  are  strict  abortion  laws  resulting  in  few  legalized 
abortions,  then  there  shall  always  be  a large  number 
of  illegal  abortions  with  the  accompanying  problems 
and  complications. 

But  why  should  the  psychiatrist  be  concerned  with 
the  problem  of  abortion?  In  a specific  sense,  he  may 
be  called  upon  to  decide  on  the  “psychiatric  indica- 
tions’’ for  a particular  case.  But  in  a more  general 
sense,  he  is  concerned  with  this  problem  because  it 
affects  the  mental  health  of  great  numbers  of  people. 
This  is  one  of  those  areas  of  medicine  where  emotions 
and  preconceptions  so  often  determine  our  approach 
and  treatment.  Subjectivity  weighs  more  heavily  than 
objectivity  and  our  premedical  philosophy  more 
strongly  affects  our  postmedical  practice.  For  this 
reason,  this  problem  is  difficult  to  approach,  reports 
are  more  contradictory,  and  objective  articles  are  hard 
to  come  by. 

In  order  to  get  at  this  problem,  we  will  concern  our- 
selves with  five  questions:  (1)  Why  are  abortions  re- 


48 


TEXAS  MEDICINE 


sisted?  (2)  What  are  the  present  abortion  laws  and 
are  these  being  followed?  (3)  What  are  the  psychiatric 
indications  for  an  abortion?  (4)  What  are  the  psychi- 
atric consequences  of  having  an  abortion?  and  (5) 
What  can  be  done  about  this  problem? 

1.  Why  are  abortions  resisted?  There  seem  to  be 
two  main  factors,  one  being  religious  and  the  other 
ethical.  The  religious  factor  primarily  revolves  around 
the  question  of  when  the  “soul”  enters  the  body.  As 
Lader  says:  “When  does  a fetus  in  religious  terms 
become  a human  being,  infused  with  a rational  soul 
(if  the  co^ncept  of  soul  is  accepted)?  When  does  the 
fetus  in  religious  terms  become  a human  entity  apart 
from  its  mother?”^  Expressed  more  bluntly:  When  does 
killing  a fetus  become  murder? 

Islamic  tradition  maintains  “only  after  150  days,” 
and  the  Shinto  faith  says  that  a child  becomes  a 
human  being  “only  after  it  has  seen  the  light  of  day.” 
These  differ  quite  radically  from  Judeo-Christian 
teachings  upon  which  our  abortion  laws  are  based.  As 
early  as  120-160  A.D.  in  The  Didache  (on  Teaching 
of  the  Twelve  Apostles)  abortion  was  considered  mur- 
der. “And  this  is  the  second  commandment  of  the 
teaching.  Thou  shalt  do  no  murder  . . . Thou  shalt  not 
murder  a child  by  abortion  or  kill  them  when  born.” 
Two  traditions  arose  at  this  point,  the  one  expressed 
by  St.  Basil  in  the  third  century  maintaining  that  abor- 
tion at  any  point  in  fetal  development  is  murder  and 
the  other  based  on  St.  Thomas  Aquinas’  theory  of 
motion  as  a principle  of  life,  maintaining  a theory  of 
“animation”  or  the  “soul  developing  in  three  stages.” 
The  first  tradition  is  represented  today  by  Catholic 
theology  which  was  expressed  in  1588  by  Pope  Sixtus 
V declaring  all  abortions  murder  at  any  period  of  fetal 
development  and  the  punishment  for  performing  an 
abortion  was  excommunication.  The  second  position 
is  expressed  in  the  theory  of  “quickening,”  and  is 
seen  in  our  present  laws  which  require  a birth  certifi- 
cate only  after  the  fetus  is  20  weeks  or  older. 

Surely  it  is  not  difficult  to  see  why  Catholic  physi- 
cians are  often  opposed  to  abortion.  And  it  is  this 
group  which  has  been  least  inclined  toward  liberal- 
izing existing  abortion  laws.  Certainly  the  words  of 
Richard  Cardinal  Cushing  are  significant  here:  “Catho- 
lics do  not  need  the  support  of  civil  law  to  be  faithful 
to  their  own  religious  convictions  and  they  do  not  seek 
to  impose  by  law  their  moral  views  on  other  members 
of  society.”^ 


Ethically  speaking,  a number  of  people  are  opposed 
to  liberalization  of  abortion  laws  because  they  feel 
strict  laws  serve  as  a deterrent  against  sexual  promis- 
cuity. This  raises  the  question  of  whether  fear  can 
uphold  human  morality  and  whether,  in  fact,  “sin” 
can  be  suppressed  by  legislation.  As  regards  sin  and 
legislation,  a case  in  point  would  be  the  history  of  pro- 
hibition. As  regards  morality.  Rev.  Peter  S.  Raible  has 
stated:  "If  sexual  morality  can  be  upheld  only  out  of 
fear  of  pregnancy,  then  the  buttress  is  flimsy  indeed. 
Fear  cannot  make  people  moral.  Morality  can  grow 
only  from  the  inner  conviction  of  a person. 

2.  What  are  the  present  abortion  laws  and  are  these 
being  followed?  Most  states  consider  abortion  legal 
only  on  one  point:  to  save  the  life  of  the  mother. 
Three  states  allow  abortion  “to  preserve  life  or 
health,”  two  to  “prevent  serious  or  permanent  bodily 
injury,”  one  to  “secure  safety,”  and  three  to  simply 
“prohibit  unlawful  abortion.”  Texas  laws  permit  abor- 
tion only  “to  save  the  life  of  the  mother.”  Mr.  Philip 
R.  Overton  of  Austin,  legal  counsel  to  the  Texas  Medi- 
cal Association,  has  stated  that  no  Texas  court  has 
ever  set  a precedent  that  allows  psychiatrists  to 
stretch  the  law  to  allow  abortion  to  protect  the  mental 
and  physical  health  of  the  mother  rather  than  only  to 
save  her  life.  On  the  other  hand,  Mr.  Overton  stated 
that  he  knows  of  no  incidence  in  Texas  in  which  an 
ethical  physician  was  ever  prosecuted  for  doing  an 
abortion  in  cases  where  the  life  of  the  mother  is  not 
clearly  in  jeopardy.* 

By  no  stretch  of  the  imagination  can  it  be  said  that 
the  law  is  being  followed.  The  present  state  of  affairs 
between  the  law  and  practice  is  similar  to  that  state 
of  affairs  in  prohibition  days.  For  example,  in  1965 
approximately  8,000  “legal”  abortions  were  per- 
formed,^ leaving  slightly  less  than  1,000,000  illegal 
abortions.  It  is  interesting  to  note  the  hospital  records 
regarding  reasons  for  abortions  in  the  8,000  legal 
abortions.  Such  factors  as  social  standing  and  reli- 
gious beliefs  show  obvious  lack  of  consistency  be- 
tween different  hospitals  regarding  what  constitutes 
legally  justifiable  grounds  for  abortion.  There  is  also 
social  injustice  involved  in  granting  legal  abortions 
more  readily  to  private  patients  than  to  indigent  pa- 
tients (Table  1). 

3.  What  are  the  psychiatric  indications  for  an  abor- 
tion? Far  more  abortions  are  being  performed  now  for 
“psychiatric  reasons”  than  ever  before.  There  is  much 


Volume  64,  January,  1968 


49 


/ 

■Ward  Patients n ^ 

Private  Patients v 

Abortions: 

Abortions: 

Hospital 

Deliveries 

Abortions 

Deliveries 

Deliveries 

Abortions 

Deliveries 

Womans  Hospital,  New  York  City 

4,501 

5 

1:900 

2,023 

101 

1:20 

University  of  California  Medical  Center 

6,634 

20 

1:332 

2,951 

36 

1:82 

University  of  California  Hospital,  San  Francisco 

4,852 

16 

1:303 

1,272 

15 

1:85 

Palo  Alto-Stanford  Hospital,  Palo  Alto,  Calif. 

782 

5 

1:156 

5,172 

52 

1:99 

Magee-Women's  Hospital,  Pittsburgh,  Pa. 

4,666 

2 

1:2333 

13,152 

15 

1:877 

Syracuse  Memorial  Hospital,  Syracuse,  N.Y. 

606 

0 

0:606 

3,800 

3 

1:1267 

Harper  Hospital,  Detroit,  Mich. 

2,595 

0 

0:2595 

11,051 

3 

1:3684 

Providence  Lying-In  Hospital,  Providence,  R.I. 

7,083 

0 

0:7083 

45,775 

11 

1:4161 

Chicago  Lying-In  Hospital,  Chicago,  III. 

14,332 

63 

1:227 

— 

— 

— 

District  of  Columbia  General  Hospital,  Washington,  D.C. 

71,705 

5 

1:14341 

— 

— 

— 

Modified  from  Hall,  R.  E.:  Therapeutic  Abortion,  Sterilization, 

and  Contraception,  Amer.  J. 

, Obstet.  Gynec, 

. 91:518, 

1965,  The  C. 

V.  Mosby 

Co.,  St.  Louis. 

Table  1.  Representative  differences  in  frequency  of  therapeutic  abortion 
among  major  hospitals  in  the  United  States. 


difference  of  opinion  as  to  what  constitutes  “psychi- 
atric indications.”  Under  Texas  law  these  indications 
must  be  based  on  the  fact  that  the  mother’s  life  is  in 
danger,  that  is,  that  she  will  commit  suicide  if  the 
pregnancy  is  not  terminated.  But  many  psychiatrists 
feel  that  clearly  impending  suicide  cannot  justify  ter- 
mination of  the  pregnancy  since  the  proper  treatment 
of  psychotic  depression  is  one  not  harmful  to  the 
fetus,  such  as  electroshock  therapy,  drug  therapy, 
psychotherapy,  or  a combination  of  these  on  a closed 
ward.  These  psychiatrists  therefore  feel  that  under 
present  Texas  laws  there  are  no  psychiatric  grounds 
for  abortion.  In  fact,  several  published  studies  have 
shown  that  pregnant  women  who  threaten  suicide  rare- 
ly carry  out  their  threats  (Table  2). 

Lidz  has  stated:  “Let  us  be  frank  about  this.  When 
the  psychiatrist  says  that  there  is  a suicidal  risk,  in 
many  instances  he  does  not  mean  that  at  all,  but  that 
he  feels  there  are  strong  socioeconomic  grounds  for 
a therapeutic  abortion. s Of  course,  in  those  states 
where  the  law  considers  not  only  the  life,  but  also  the 
health  of  the  mother,  there  would  be  more  legally 
justifiable  psychiatric  indications  for  abortions  than 
those  discussed. 

4.  What  are  the  psychiatric  consequences  of  having 
an  abortion?  To  this  question  should  certainly  be 
added  the  additional  question  of:  What  are  the  conse- 
quences of  an  insistent  mother’s  not  being  granted 
an  abortion  in  such  cases  as  incest,  rape,  and  even 
an  unwanted  child? 

There  are  great  differences  of  opinion  concerning 
consequences  of  having  an  abortion,  and  statements 


Total  number  of  women  applying  for  abortion  5,000  (approx.) 
Number  who  had  made  a suicide  attempt  69 

Number  to  whom  abortion  was  refused  759 

Number  actually  committing  suicide  0 

From  Geijerstam,  A.,  in:  Calderone,  M.  S.  (ed.):  Abortion  in  the 
United  States,  New  York,  Hoeber-Harper,  1958. 

Table  2.  Suicide  threats,  suicidal  acts,  and 

actual  suicides  among  759  Swedish  women 
to  whom  abortion  was  refused,  1947-49. 

in  print  seem  to  depend  largely  on  the  writer’s  particu- 
lar philosophy  regarding  abortion.  For  example,  Bolter, 
who  opposes  liberalizing  abortion  laws,  states  that  he 
“has  never  seen  a patient  who  has  not  had  guilt  feel- 
ings about  a previous  therapeutic  abortion  or  illegal 
abortion.”® 

Kummer  notes  that  in  a personal  communication 
with  the  senior  psychiatrist  Hoffmeyer,  who  is  head  of 
the  social  agency  in  Copenhagen  that  decides  on  the 
indications  for  granting  legal  abortions,  Hoffmeyer  said 
he  had  seen  no  significant  psychiatric  sequelae  in 
30,000  legal  abortions  performed  over  a 15-year  peri- 
od.^ 

Lader  notes  that  “An  increasing  number  of  promi- 
nent American  psychiatrists  now  dispute  the  past  em- 
phasis on  psychic  damage  resulting  from  abortion. ”2 
He  quotes  Dr.  Robert  W.  Laidlaw,  chief  of  psychiatry 
at  New  York’s  Roosevelt  Hospital,  “I  have  never  en- 
countered an  instance  of  emotional  disturbance  fol- 
lowing a therapeutic  interruption  of  pregnancy  in  the 
100  to  150  cases  in  which  I have  participated.”  And, 
Dr.  Arthur  Mandy  of  Johns  Hopkins  stated:  “We  have 
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seen  in  our  clinic  a number  of  patients  who  admitted 
to  as  many  as  15  or  20  self-induced  abortions  without 
any  evidence  of  guilt  or  serious  depression  consequent 
to  these  acts.”  He  also  reviews  several  extensive  stud- 
ies which  indicate  that  even  though  about  10  percent 
of  women  expressed  regret  over  abortions,  only  about 
1 percent  were  "psychiatrically  handicapped  in  their 
ability  to  work.”’ 

In  general,  it  would  seem  that  a great  number  of 
factors  other  than  the  abortion  itself  may  affect  sta- 
tistical outcomes,  particularly  such  factors  as  pre- 
morbid  personality  and  functioning,  and  social  rejec- 
tion (especially  when  underworld  help  is  resorted  to 
and  the  patient  is  not  properly  supported  or  pre- 
pared). 

In  a previous  publication,  White  outlines  the  four 
following  possible  psychiatric  complications  of  induced 
abortions:  (1)  immediate  guilt;  (2)  delayed  guilt  ex- 
hibited by  involutional  depression;  (3)  impairment  of 
the  development  of  adult  stages  of  personality;  and 
(4)  hate  of  the  spouse  or  lover.®  He  concludes  that 
immediate  guilt  is  not  a serious  factor  when  the  pa- 
tient is  properly  prepared  and  supported,  that  it  has 
not  been  convincingly  shown  that  involutional  psycho- 
sis or  hate  of  spouse  results  after  a properly  per- 
formed abortion,  and  that  impairment  of  the  develop- 
ment of  adult  stages  of  personality  is  likely  only  if 
abortion  results  in  sterilization — and  there  is  no  evi- 
dence to  suggest  that  properly  induced  abortion 
causes  sterility. 

But  what  about  the  psychiatric  complication  which 
ensues  when  a pregnant  woman  is  refused  a legal 
abortion  and  is  forced  to  carry  an  unwanted  pregnancy 
to  term?  Karl  Menninger  has  noted:  “Nothing  is  more 
tragic,  more  fateful  in  its  ultimate  consequences  than 
the  realization  of  the  child  that  he  is  unwanted. 
Lader  says:  “We  will  only  defeat  ourselves  by  produc- 
ing an  endless  cycle  of  unwanted  children.  Those 
born  in  slums,  for  example,  denied  even  the  smallest 
share  of  education  and  economic  opportunity,  have 
little  chance  of  realizing  their  full  potential  as  citi- 
zens . . . Society  can  make  the  mother  bring  her  preg- 
nancy to  term,  but  it  can  never  keep  her  bitterness 
from  poisoning  her  relationship  with  this  child,  or  the 
rest  of  her  family.”^ 

And,  Dr.  Garrett  Hardin,  professor  of  biology  at  the 
University  of  California  at  Santa  Barbara,  has  said: 
“When  unwanted  children  become  parents,  they  are 


more  likely  than  others  to  be  poor  parents  themselves 
and  breed  another  generation  of  unwanted  children. 
This  is  a vicious  circle  if  there  ever  was  one.  It  is 
ruinous  to  the  social  system. ”2 

Should  not  psychiatrists,  then,  be  as  much  con- 
cerned with  the  psychiatric  difficulties  which  result 
from  an  unwanted  pregnancy  and  an  unwanted  child 
as  they  have  been  concerned  with  the  potential  psy- 
chic trauma  inherent  in  having  an  abortion? 

5.  What  can  be  done  about  this  problem?  Under 
the  present  laws  in  this  state,  little  can  be  done  other 
than  what  is  already  being  done  to  solve  individual 
abortion  problems.  But,  recognizing  the  extent  and 
seriousness  of  the  problem,  our  role  can  certainly  be 
that  of  informing  others  of  the  nature  and  extent  of 
this  problem  and  supporting  more  liberal  legislation 
for  abortion  laws.  As  Lader  says:  “Every  shade  of 
belief  must  be  protected  under  our  democratic  sys- 
tem . . . The  whole  basis  of  abortion  reform  is  to 
insure  that  all  rights  are  respected. ”2 

Many  individuals  feel  that  serious  thought  should 
be  given  to  the  possibility  of  legally  granting  abortion 
to  any  woman  who,  after  thoughtful  consideration  and 
judicious  counseling,  strongly  desires  that  her  preg- 
nancy be  terminated.  At  present  a committee  of  the 
Texas  Medical  Association  is  considering  the  question 
of  recommending  the  revision  of  the  existing  abortion 
law. 
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THE  FAMILY  DOCTOR 
AND  THE  SUICIDAL  CRISIS 


JERRY  M.  LEWIS,  M.D. 

Review  Article:  The  ofttimes  difficult 
evaluation  and  management  of  a patient 
who  is  likely  to  commit  suicide  begins 
with  recognizing  that  he  might.  The  fam- 
ily physician  usually  has  the  first  and 
best  opportunity  to  detect  suicidal  ten- 
dencies and  to  respond  to  overt  or  dis- 
guised pleas  for  help. 

OFTEN  THE  FAMILY  doctor  is  confronted  by  a de- 
pressed patient  or  called  to  treat  a patient  who  has 
made  a suicidal  attempt.  Either  crisis  calls  for  a care- 
ful appraisal  of  all  relevant  data  for  the  patient’s  life 
may  hinge  upon  the  physician’s  judgment.  Frequently 
the  clinical  decisions  are  made  in  a setting  of  strong 
feelings,  and  particular  caution  must  be  exercised  to 
insure  decisions  which  maximize  the  patient’s  chance 
for  life. 

Not  all  patients  with  great  suicidal  potential  are 
depressed  nor  are  all  depressed  patients  seriously 
suicidal.  The  term  “depression”  itself  covers  a variety 
of  affective  states  which  differ  overtly  as  well  as  sub- 
jectively.i  The  concept  that  depression  may  be  con- 
ceptualized as  a continuum  ranging  from  common 
“blue”  periods  of  several  days'  duration  to  a totally 
disabling  psychiatric  illness  is  perhaps  in  accord  with 
current  knowledge.  Such  a concept  renders  establish- 
ing the  true  prevalence  of  depressive  phenomena  diffi- 
cult, but  some  notion  of  the  magnitude  of  the  problem 
may  be  appreciated  from  the  fact  that  in  a recent 


psychiatric  epidemiologic  study^  over  one-fourth  of  a 
sample  selected  at  random  responded  affirmatively  to 
such  statements  as  “You  sometimes  can’t  help  won- 
dering whether  anything  is  worthwhile  anymore.”  In 
this  study  the  rating  psychiatrists  assigned  23.6  per- 
cent of  all  respondents  to  the  depression  category. 
Even  though  such  a category  is  in  no  way  equivalent 
to  the  clinical  diagnosis  of  a serious  depression,  when 
one  considers  that  the  respondents  were  selected  at 
random  from  a presumably  “normal”  population,  the 
frequency  of  depressive  trends  appears  striking. 

Recognizing  Depression:  Serious  degrees  of  depression 
in  patients  can  be  recognized  at  times  by  observation 
alone.  On  other  occasions,  a ten-minute  interview  will 
suffice.  As  a consultant  to  a general  hospital,  however, 
I have  often  seen  serious  depression  missed  by  the 
attending  physician.  The  reasons  for  such  a failure  in 
diagnosis  are  likely  multiple  and  only  two  will  be  dis- 
cussed. Frequently  serious  depression  is  masked  by 
physical  complaints.  Certain  symptoms,  either  alone 
or  together,  should  rouse  the  doctor’s  clinical  suspi- 
cion. These  include  diminished  libido,  anorexia,  weight 
loss  and  constipation.  If  such  complaints  occupy  the 
patient,  the  doctor  is  obligated  to  explore  the  possi- 
bility of  significant  depression  with  the  patient.  One 
should  not  be  timid  about  such  exploration.  Patients 
should  not  only  be  asked  about  feeling  depressed, 
loss  of  interest  in  job,  family  or  hobbies,  sleep  diffi- 
culty and  the  other  frequent  symptoms  of  depression, 
but  specific  inquiry  should  be  made  about  death 
wishes,  suicidal  fantasies  and  suicidal  planning.  Ad- 
ditionally some  other  member  of  the  family — the 


52 


TEXAS  MEDICINE 


spouse,  if  available — should  be  intervie\wed  because 
the  depressed  patient  may  deny  symptoms. 

The  second  reason  for  diagnostic  failure  is  an  in- 
adequate understanding  that  some  of  the  symptoms 
of  depression  have  decreased  in  incidence  since  earli- 
er psychiatric  descriptions.  Harrow  and  coworkers^ 
have  demonstrated  a remarkable  lack  of  expressed 
guilt  in  hospitalized  depressed  women.  There  was  also 
less  self  hate  expressed  as  well  as  fewer  expectations 
of  disaster  and  feelings  of  profound  despair  about  the 
future  than  the  authors  anticipated.  These  changes 
may  be  related  to  earlier  hospitalization  and  treat- 
ment or  to  broad  cultural  changes,  but  for  our  pur- 
poses the  recognition  that  they  do  not  have  to  be 
present  in  serious  depressive  states  is  important. 

Detecting  Suicidal  Intent:  The  physician’s  first  respon- 
sibility is  to  prevent  the  death  of  the  patient.  What 
are  the  factors  to  be  considered  in  evaluating  the  sui- 
cidal potential  of  the  patient?  Unfortunately,  there  are 
no  absolute  guidelines  to  follow.  A reasonable  ap- 
proach might  be  the  assumption  that  the  depth  or 
intensity  of  the  depressive  syndrome  is  a reliable  in- 
dicator. There  is  no  question  that  a severely  disturbed 
patient  manifesting  evidence  of  a psychotic  depres- 
sion constitutes  a medical  emergency.  Severe  depres- 
sive mood,  retardation,  anorexia,  insomnia  and  the 
communication  of  suicidal  intent  necessitate  protec- 
tion of  the  patient  from  his  illness.  However,  patients 
with  lesser  degrees  of  depression  also  kill  themselves. 
Wheats  reported  that  in  a 12-year  period  30  patients 
at  the  psychiatric  unit  of  the  Johns  Hopkins  Hospital 
committed  suicide.  Nine  of  the  suicides  occurred  while 
the  patients  were  hospitalized  and  21  within  six 
months  of  discharge.  Twenty,  or  66  percent  of  the 
group,  had  a primary  diagnosis  of  depression  of  whom 
12  were  felt  to  be  neurotically  depressed  and  8 were 
considered  to  be  suffering  from  a psychotic  depres- 
sion. It  therefore  appears  that  although  depression  of 
psychotic  intensity  is  a mandate  for  intervention  to 
the  family  doctor,  lesser  degrees  of  depression  are 
associated  with  suicidal  outcome. 

Another  approach  to  the  search  for  clues  regarding 
suicidal  potential  is  the  study  of  the  life  situations  of 
patients  who  killed  themselves.  Robins  and  his  co- 


workerss  interviewed  the  relatives,  friends,  clergymen, 
physicians  and  others  close  to  134  patients  who  com- 
mitted suicide  during  one  year  in  a large  midwestern 
urban  center.  In  all  but  3 of  the  patients  there  was 
little  or  no  question  that  they  were  experiencing  either 
a distinct  psychiatric  illness  or  a terminal  medical 
illness.  It  is  noteworthy  that  an  “uncomplicated”  neu- 
rosis (anxiety  reaction,  conversion  reaction  or  obses- 
sive-compulsive reaction)  did  not  occur  in  any  of  the 
134  patients.  Sixty  of  the  patients  were  considered  to 
have  been  severely  depressed,  31  to  be  chronic  alco- 
holics and  the  remaining  43  suffering  from  other  psy- 
chiatric conditions.  Of  these  43,  only  3 were  in  the 
midst  of  a terminal  medical  illness.  The  authors  con- 
sider that  their  most  striking  finding  was  that  almost 
70  percent  of  the  patients  clearly  communicated  their 
suicidal  intent — usually  more  than  once  and  to  sev- 
eral people.  In  the  majority  of  instances  the  relatives 
and  friends  did  not  regard  these  communications  as 
efforts  to  manipulate  the  environment.  The  authors 
judged  that  only  5 percent  of  the  total  number  of 
communications  appeared  to  be  hostile  and  bitter, 
and  the  majority  were  seen  as  expressions  of  anguish, 
hopelessness,  defeat  or  the  wish  to  disappear.  It  is 
interesting  to  note  that  the  only  sex-linked  difference 
had  to  do  with  the  percentage  of  patients  communi- 
cating suicidal  ideas  to  their  physicians.  Thirty-five 
percent  of  the  women  as  contrasted  to  13  percent  of 
the  men  did  so.  It  is  significant  that  three-quarters  of 
those  who  communicated  suicidal  intent  did  so  as  a 
representation  of  a basic  change  in  their  behavior; 
that  is,  such  communication  was  not  a part  of  the 
patient’s  usual  behavior. 

Although  to  my  knowledge  there  are  no  statistics 
regarding  how  many  people  with  suicidal  ideas  actu- 
ally try  to  commit  suicide,  Bromberg  and  Schilder® 
have  reported  that  suicidal  fantasies  are  not  rare  in 
presumably  normal  people. 

Attempted  Suicide:  We  may  next  direct  our  attention 
to  patients  who  have  actually  made  a suicidal  attempt 
in  an  effort  to  clarify  relevant  factors  involved  in  the 
clinical  management  of  patients  with  high  suicidal  po- 
tential. Motto’^  studied  193  such  patients  admitted  to 
the  psychiatric  service  of  a general  hospital.  His  study 


Volume  64,  January,  1968 


53 


was  accomplished  five  to  eight  years  after  the  suicidal 
attempt  and  is  noteworthy  because  he  defined  opera- 
tionally four  grades  of  seriousness  of  attempt.  Most 
pertinent  for  our  purposes  is  that  although  almost 
twice  as  many  patients  with  more  serious  initial  at- 
tempts subsequently  committed  suicide,  5.7  percent 
of  those  whose  initial  attempts  were  of  the  lesser  two 
grades  of  seriousness  did  ultimately  kill  themselves. 
He  concludes  that  persons  who  make  any  attempt  to 
commit  suicide  constitute  a high-risk  group  as  regards 
ultimate  suicide. 

Moss  and  Hamilton®  studied  50  patients  who  had 
made  serious  suicidal  attempts.  They  noted  the  pres- 
ence of  three  unconscious  or  partially  conscious  psy- 
chological determinants  of  the  act.  The  first  involved 
the  hope  of  greater  future  satisfaction  in  the  form  of 
reunion  in  death  with  a lost  loved  one,  the  forcing  of 
attention  from  the  environment  or  the  pleasure  of  re- 
venge. The  second  involved  hostility  towards  an  im- 
portant person  blamed  for  present  frustrations,  and 
the  third  represented  an  expression  of  hopelessness. 
The  most  outstanding  finding  with  this  group  of  pa- 
tients had  to  do  with  certain  background  information; 
95  percent  of  the  patients  demonstrated  what  the 
authors  called  “the  death  trend.”  This  involved  the 
death  or  loss  of  people  important  to  the  patient.  In 
75  percent  of  this  group,  the  significant  loss  had 
occurred  before  the  patient  completed  adolescence 
while  the  other  25  percent  were  more  recent  losses 
and  acted  as  precipitants  to  the  patients’  illnesses. 
This  "death  trend”  was  significantly  more  frequent  in 
patients  who  made  such  serious  suicidal  attempts 
than  it  was  in  control  groups  (40  percent).  One  of  the 
control  groups  used  was  a group  of  50  patients  con- 
sidered potentially  suicidal  but  who  had  not  made  any 
self-destructive  attempts. 

Evaluating  Potential  Suicides:  Recently  suicide  preven- 
tion centers  have  been  established  in  several  commu- 
nities and  have  served  as  important  sources  of  new 
data.  Schneidman  and  his  coworkers®  emphasize  that 
the  majority  of  suicides  display  a recognizable  pre- 
suicidal  phase.  They  include  in  this  category  anyone 
who  has  threatened  verbally  to  commit  suicide  or  has 


made  a recent  suicidal  attempt.  Additionally  certain 
behavioral  changes — the  depressive  syndrome  or  sud- 
den increase  in  barbiturate  and  alcohol  intake — are 
considered  evidence  for  inclusion  in  the  presuicidal 
group.  Out  of  the  growing  experience  of  such  centers 
have  come  efforts  to  help  the  individual  practitioner 
evaluate  the  self-destructive  potentiality  of  his  patient. 
Litman  and  Farberowi®  for  example  have  presented  a 
short  schedule  for  such  an  evaluation.  They  divide  the 
data  to  be  assessed  into  two  categories — factual  and 
judgmental. 

The  factual  or  case  history  portion  contains  six 
items,  the  first  of  which  is  age  and  sex.  Suicidal  com- 
munications at  all  ages  from  males  should  arouse 
more  concern,  and  in  general,  the  older  the  person  the 
greater  the  potentiality  for  self-destruction.  A self- 
destructive communication  from  a male  over  50  is 
rarely  nonlethal  in  its  intent,  while  the  largest  number 
of  nonlethal  self-destructive  communications  come 
from  young  females. 

The  second  item  has  to  do  with  the  onset  of  self- 
destructive behavior  and  the  authors  point  out  that  a 
suicidal  communication  in  a patient  with  a history  of 
recent  personality  change  calls  for  rapid  intervention. 
Patients  with  a pattern  of  repetitive  self-destructive 
behavior  may  represent  less  of  an  acute  risk  unless 
they  have  exhausted  their  emotional  resources. 

The  third  factor  involves  the  method  of  possible 
self-injury.  The  patient  with  a specific  choice  of  time, 
place  and  method  represents  a high  potentiality — 
particularly  if  the  method  is  a gun  and  not  aspirin. 

The  fourth  factor  is  the  recent  loss  of  a loved  per- 
son and  the  fifth  has  to  do  with  medical  symptoms 
such  as  those  associated  with  depression  of  psycho- 
somatic diseases,  malignant  tumors  or  recent  poly- 
surgery. 

The  final  factor  in  this  portion  of  the  schedule  con- 
cerns the  patient's  available  resources.  Here  the  au- 
thors refer  to  the  attitudes  of  spouses,  relatives  or 
friends.  If  a patient  has  stable  relationships  with  peo- 
ple who  genuinely  care  about  him,  the  potentiality  of 
suicide  is  diminished. 
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In  the  judgmental-evaluative  section  of  their  sche- 
dule, the  authors  list  four  factors.  The  first  is  the 
status  of  communication  with  the  patient  and  here 
they  stress  that  the  potentiality  is  extreme  when  the 
patient  has  given  up,  is  withdrawn  and  no  longer  com- 
municating. The  second  item  has  to  do  with  the  kinds 
of  feelings  expressed.  It  is  concluded  that  the  most 
serious  suicidal  potential  involves  feelings  of  helpless- 
ness, hopelessness  and  failure.  Communications  with 
an  obvious  design  to  punish  or  gain  an  advantageous 
objective  carry  a relatively  low  lethal  valence. 

The  third  factor  has  to  do  with  the  reactions  of  the 
referring  person,  if  such  is  a spouse,  relative  or  friend. 
Many  factors  are  to  be  considered  but,  in  particular, 
certain  attitudes  detectable  within  the  referring  person 
increase  the  self-destructive  potentiality.  Some  of 
these  are  rejecting,  punishing  or  hopelessly  dependent 
attitudes.  Evidence  suggesting  an  emotional  disturb- 
ance in  the  referring  person  decreases  the  possibility 
of  utilizing  him  as  a source  of  help. 

The  final  item  has  to  do  with  the  patient’s  level  of 
psychological  functioning.  Again,  in  general,  the  sicker 
the  level  of  functioning,  the  greater  the  risk.  Patients 
with  evidence  of  either  severe  depressive  affect  or 
psychotic  thinking,  particularly  if  associated  with  alco- 
holism, represent  great  risk. 

Management:  It  is  apparent  that  the  family  physician 
must  take  into  consideration  many  factors  of  differing 
degrees  of  complexity  when  evaluating  the  self-de- 
structive potential  of  his  patient.  He  must  start  by 
considering  all  suicidal  attempts  and  verbal  commu- 
nications of  intent  as  pleas  for  help.  This  statement  of 
the  obvious  may  be  an  appropriate  starting  point  for 
considering  the  management  of  the  depressed  or  sui- 
cidal patient.  Tabachnick,ii  in  a provocative  article, 
emphasizes  that  the  failure  of  medical  personnel  to 
respond  to  the  implicit  request  for  help  may  have  to 
do  with  unresolved  conflicts  of  their  own  regarding 
hostile  impulses.  He  feels  that  such  physicians  may 
more  frequently  focus  on  the  infantile,  hostile  and 
provocative  aspects  of  the  patient’s  behavior  rather 
than  the  patient’s  desperation.  The  attitudes  of  psy- 


chotherapists of  patients  who  committed  suicide  while 
in  treatment  is  another  source  of  relevant  data.  Such 
attitudes  may  be  inferred  from  progress  notes,  and 
Wheat*  has  isolated  several  in  the  previously  noted 
study.  The  therapist’s  refusal  to  tolerate  the  patient’s 
dependency,  the  communication  of  the  therapist’s 
pessimism  and  the  failure  to  recognize  the  impact  of 
an  environmental  crisis  all  seemed  to  be  important. 
In  general,  then,  the  attitude  of  the  professional  per- 
son who  has  the  responsibility  for  the  patient’s  care 
is  the  cornerstone  of  successful  management.  If  we 
maintain  a focus  on  the  patient’s  plea  for  help  by 
recognizing  that  suicidal  ideas  or  attempts  can  im- 
pinge upon  unconscious  conflicts  of  our  own,  we  can 
most  often  be  helpful  and  not  infrequently  life-saving. 

The  second  aspect  of  the  patient’s  management  is 
deciding  whether  or  not  he  should  be  hospitalized. 
For  one  group  of  severely  depressed  or  psychotic  sui- 
cidal patients,  immediate  psychiatric  hospitalization 
is  mandatory.  For  another  group  of  patients,  the  rela- 
tive emergency  implications  are  low.  In  particular, 
young  women  with  chronic  patterns  of  instability 
whose  suicidal  ideation  is  related  obviously  to  at- 
tempts to  influence  significant  others  may  need  a full- 
scale  psychiatric  evaluation,  but  likely  not  at  2 a.m. 
There  will  be  many  patients,  however,  for  whom  the 
suicidal  potential  is  unclear.  The  use  of  a self-destruc- 
tive potential  inventory*®  which  considers  a number 
of  the  variables  found  to  be  revelant  can  be  of  con- 
siderable help. 

Additionally,  a number  of  practical  factors  should 
be  considered  and  Mintz^^  has  stressed  some  of  these: 

1.  The  removal  of  firearms  and  lethal  medications 
from  the  home  of  the  suicidal  patient. 

2.  The  careful  control  of  the  prescription  of  poten- 
tially lethal  drugs. 

3.  If  the  patient  is  depressed,  a frank  description 
of  the  typical  course  of  depressive  illnesses  with  em- 
phasis upon  their  eventual  resolution  with  appropriate 
treatment  in  the  vast  majority  of  instances. 

4.  The  use  of  spouses,  relatives  and  friends  as 
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sources  of  emotional  support  if  such  are  available  and 
their  attitudes  seem  appropriately  patient-centered. 

5.  A role  of  active  intervention^  in  the  life  of  the 
suicidal  patient.  Frequent  telephone  calls  to  the  pa- 
tient communicate  this  interest  and  this  may  be  criti- 
cal. Discussion  \with  employers  and  active  participa- 
tion with  the  patient  in  crucial  life  decisions  may  be 
helpful. 

6.  One  must  anticipate  the  impact  of  personal  cri- 
sis upon  the  patient.  Murphy  and  Robinses  point  out 
a specific  example  of  this  in  regard  to  suicidal  alco- 
holic patients.  Their  study  demonstrated  that  a sig- 
nificant number  of  such  patients  had  experienced  the 
loss  of  a love  object  in  the  six  weeks  prior  to  success- 
ful suicide.  If  such  a loss  can  be  anticipated — in  the 
form  of  divorce,  death  or  some  other  mechanism — 
the  physician  may  be  able  to  give  or  arrange  for  the 
necessary  emotional  support. 

7.  Anticipation  of  some  degree  of  reactivation  of 
the  suicidal  dynamics  following  treatment.  Moss  and 
Hamilton®  have  emphasized  this  occurrence  and  point 
out  that  unless  relatives  anticipate  this  phase  they 
may  become  unduly  pessimistic  which,  in  turn,  may 
affect  the  patient.  If,  though,  they  have  been  fore- 
warned, many  relatives  can  handle  this  inexplicable 
phenomenon  successfully. 

8.  Although  caution  must  be  exercised  in  prescrib- 
ing medication  to  a suicidal  patient,  the  receipt  of 
some  tangible  symbol  of  the  doctor’s  wish  to  help  is 
of  importance  to  some  patients.  In  this  regard  the 
author  has  found  antidepressive  drugs  of  little  value 
in  acute  situations.  If  agitation  is  a problem,  it  is  fre- 
quently helpful  to  prescribe  a tranquilizer  or  barbitu- 
rate in  nonlethal  quantities. 

9.  The  persistence  of  the  doctor  may  be  of  crucial 
significance.  Many  depressed,  suicidal  patients  reject 
initial  efforts  to  establish  contact  with  them.  With- 
drawal on  the  part  of  the  doctor  is  a frequent  result 
and  may  increase  the  patient’s  self-destructive  po- 


tential. Repeated  attempts  will  frequently  demonstrate 
that  many  such  patients  can  be  reached. 

Summary:  The  evaluation  and  management  of  the 
depressed  or  suicidal  patient  is  frequently  difficult, 
yet  its  proper  pursual  is  often  life-saving.  An  active, 
intervening  approach  which  responds  to  the  implicit 
plea  for  help  can  reduce  mortality.!^  Anything  less 
than  that  runs  the  risk  of  producing  in  our  patients 
the  feelings  expressed  by  the  contemporary  writer, 
Paul  Goodman,  when  he  said, is  “it  is  better  to  drown 
in  silence  than  to  drown  shouting  to  someone  watch- 
ing you  from  the  shore.” 
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PERMANENT  LIVER  DISEASE 
FROM  INFECTIOUS  HEPATITIS 


JOHN  M.  EIBAND,  M.D. 

Review  Article:  The  pathology,  clinical 
features,  and  treatment  of  two  types  of 
infectious  hepatitis  sequelae  are  dis- 
cussed. Subacute  hepatitis  and  postne- 
crotic cirrhosis  result  from  the  same 
basic  process,  necrosis  of  hepatic  cells. 

VIRAL  HEPATITIS  occasionally  results  in  a variety  of 
sequelae  which  may  be  rapidly  fatal,  completely  be- 
nign, or  anywhere  in  between.  This  article,  however, 
will  focus  only  upon  two  portions  of  the  spectrum  of 
disease  which  may  follow  damage  by  the  hepatitis 
virus.  These  are  subacute  hepatitis,  also  called  chron- 
ic active  hepatitis,  and  postnecrotic  cirrhosis.  These 
two  entities  will  be  treated  together  since  there  are 
many  clinical  and  pathological  features  common  to 
both. 

Pathology:  Although  certain  clinical  features  suggest 
subacute  hepatitis  or  postnecrotic  cirrhosis,  the  diag- 
nosis is  essentially  a morphologic  one.  Thus,  some 
idea  of  the  pathological  changes  seen  in  these  dis- 
eases may  be  helpful. 

Both  subacute  hepatitis  and  postnecrotic  cirrhosis 
are  results  of  the  same  basic  process:  a continuing, 
confluent,  diffuse  necrosis  of  hepatic  cells  (Fig.  1). 
This  necrosis  is  presumably  started  by  the  hepatitis 
virus  or  perhaps  some  other  insult;  but  what  perpetu- 
ates the  necrosis  is  unknown.  This  confluent  necrosis 
leads  to  dropping  out  of  the  hepatic  cells  producing 
collapse  of  the  supporting  reticulum  which  then  be- 


comes collagenized  yielding  fibrosis.  Stimulus  to  cell 
growth  occurs  and  regenerating  nodules  are  formed  in 
the  remaining  parenchyma.  Such  regenerating  nodules 
are  features  both  of  subacute  hepatitis  and  postne- 
crotic cirrhosis.  A portal  exudate  of  chronic  inflam- 
matory cells  is  also  present  to  a variable  extent. 

An  understanding  of  the  basic  pathology  permits 
greater  appreciation  of  the  clinical  picture  in  subacute 
hepatitis  and  postnecrotic  cirrhosis  (Fig.  2).  On  the 
one  hand,  there  is  necrotizing  destruction  of  hepatic 
tissue  with  collapse  of  reticulum,  while  on  the  other, 
inflammation,  regeneration  and  scarring  make  at- 
tempts at  repair.  This  repair  is  characteristically  faulty 
and  leads  to  distortion  of  the  intrahepatic  vascular, 
biliary  and  lymphatic  channels.  Destruction  and  repair 
are  dynamic  processes  occurring  at  varying  rates,  and 
at  any  point  in  time  one  or  the  other  may  hold  sway 
in  the  extent  or  severity  with  which  it  involves  the 
liver.  Thus  there  are  two  components  to  the  syndrome 
of  subacute  hepatitis-postnecrotic  cirrhosis,  and  the 
clinical  picture  that  is  presented  represents  a mingling 
of  these  two.  There  is  an  active  or  hepatitis-like  com- 
ponent which  may  be  manifested  by  fever,  malaise, 
abdominal  pain,  nausea,  anorexia,  jaundice,  right  up- 
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Fig.  1.  Morphologic  changes. 
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per  quadrant  tenderness,  with  or  without  hepatomega- 
ly; and  characterized  biochemically  by  elevated  levels 
of  serum  transaminases,  hyperbilirubinemia  and  faulty 
synthesis  of  prothrombin.  Also,  there  are  features  of 
the  illness  usually  associated  with  chronic  liver  dis- 
ease, notably  vascular  spiders,  palmar  erythema,  peri- 
pheral edema  and  evidence  of  portal  hypertension 
such  as  splenomegaly,  ascites  and  esophageal  varices. 
From  the  biochemical  standpoint,  hypoalbuminemia 
and  hyperglobulinemia,  especially  hypergammaglobu- 
linemia, are  seen.  Early  in  the  course  of  the  disease 
there  may  be  only  clinical  and  laboratory  evidence  of 
the  active  component,  and  much  later  in  the  progres- 
sion, the  patient  may  present  solely  with  evidence  of 
inactive  cirrhosis. 

Clinical  Features:  History  of  Hepatitis:  Subacute  hepa- 
titis or  postnecrotic  cirrhosis  may  follow  typical  icteric 
viral  hepatitis  with  or  without  a symptom-free  period 
of  months  to  years.  At  times,  the  initial  illness  is  pre- 
sumed to  be  anicteric  viral  hepatitis.  Finally,  a signifi- 
cant number  of  patients  have  no  identifiable  anteced- 
ent illness  which  might  be  related  to  the  development 
of  subacute  hepatitis  or  postnecrotic  cirrhosis  (Fig.  3). 

Presentation  of  Subacute  Hepatitis:  Many  patients 
with  subacute  hepatitis  have  some  kind  of  preicteric 
prodrome.  A prolonged  preicteric  period  of  malaise, 
anorexia,  fever,  weakness,  nausea,  abdominal  distress 
and  weight  loss  antedating  the  onset  of  jaundice  by 
several  weeks  to  months,  is  suggestive  of  subacute 
hepatitis.  At  times  the  entire  illness  may  consist  of  an 
anicteric  prodrome,  with  jaundice  occurring  only  as  a 
terminal  event.  Occasionally  there  is  no  prodrome,  or 
the  preicteric  illness  lasts  only  a few  hours  or  a day 
or  two. 


In  contrast  to  the  patient  with  benign  hepatitis, 
the  patient  with  subacute  disease  commonly  has  con- 
spicuous clinical  deterioration  with  the  appearance  of 
icterus.  Furthermore,  the  hyperbilirubinemia  frequently 
reaches  a higher  level  which  also  may  be  delayed  past 
the  usual  period  of  about  two  weeks  frequently  seen 
in  viral  hepatitis.  In  addition,  jaundice  may  be  pro- 
longed in  subacute  hepatitis  beyond  the  four  to  six 
weeks  often  seen  in  benign  hepatitis.  By  the  time 
jaundice  appears,  many  patients  with  subacute  hepa- 
titis demonstrate  clinical  and  laboratory  evidence  of 
chronic  liver  disease. 

Since  most  patients  with  benign  viral  hepatitis  are 
clinically  and  morphologically  well  by  the  end  of  four 
months,  persistence  of  clinical  disease  beyond  this 
time  suggests  chronic  active  hepatitis.  Although  minor 
abnormalities  may  persist  after  four  months  in  benign 
viral  hepatitis,  the  patient  with  chronic  active  hepa- 
titis or  postnecrotic  cirrhosis  demonstrates  clear  evi- 
dence of  continuing  hepatic  cell  damage  in  spite  of 
clearing  of  the  jaundice. 

Ultimate  Course:  Most  patients  with  chronic  active 
hepatitis  have  an  indolent  course  of  up  to  six  to  ten 
years,  and  occasionally  longer  (Fig.  4).  Characteris- 
tically their  clinical  status  waxes  and  wanes,  physical 
signs  of  chronic  liver  disease  persist  in  varying  de- 
grees and  results  of  liver  function  tests  demonstrate 
continuing  abnormality.  They  may  become  reasonably 
well  compensated  and  rarely  robust;  but  intercurrent 
infection,  surgical  operations,  trauma,  undue  physical 
fatigue,  ingestion  of  certain  drugs  and  unidentified 
conditions  lead  to  clinical  exacerbations  from  which 
recovery  to  preexisting  levels  usually  is  slow  and  in- 
complete. This  cycle  may  be  repeated  several  times 
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until  the  typical  picture  of  terminal  postnecrotic  cir- 
rhosis supervenes  years  later. 

Striking  variants  of  this  disease  may  occur  and 
according  to  some  authors,  deserve  a separate  classi- 
fication. Young  women  with  chronic  active  hepatitis 
plus  acne,  amenorrhea,  arthralgias  or  arthritis,  pleu- 
ritis,  pericarditis,  a facial  butterfly  rash  and  positive 
lupus  erythematosus  cell  tests  are  said  to  have  “lu- 
poid hepatitis.”  Features  of  intrahepatic  cholestasis 
producing  pruritus,  cutaneous  hyperpigmentation, 
xanthomata,  hyperlipemia  and  hyperalkaline  phospha- 
temia  suggest  a syndrome  of  primary  biliary  cir- 
rhosis. Finally,  subacute  hepatitis  or  postnecrotic  cir- 
rhosis may  precede  or  follow  the  development  of  typi- 
cal idiopathic  ulcerative  colitis  more  often  than  might 
be  expected  by  chance. 

Two  alterations  in  the  usual  course  may  occur  in 
patients  with  subacute  hepatitis.  One  is  a rapidly  pro- 
gressive form  which  telescopes  the  usual  sequence  of 
years  into  a few  months  likely  terminating  in  gastro- 
intestinal hemorrhage,  sepsis  or  hepatic  coma.  The 
other  consists  of  a remarkably  benign  course  in  which 
the  physical  stigmata  of  liver  disease  are  minimal, 
liver  function  tests  revert  almost  to  normal  and  histo- 
logical examination  of  the  liver  shows  only  mild  scar- 
ring. Long-term  follow-up  is  not  available  on  these 
patients,  but  it  is  probable  that  if  the  disease  remains 
inactive,  at  best  the  patient  may  have  no  serious 
threat  to  life  and  at  worst  may  develop  problems 
associated  with  portal  hypertension. 

Treatment:  No  specific  therapy  is  available  for  sub- 
acute hepatitis  or  postnecrotic  cirrhosis.  Therapeutic 

1.  Indolent  Course 
3 Variants: 

* 

A.  Lupoid  hepatitis 

B.  Primary  biliary  cirrhosis 

C.  Hepatitis-colitis  syndrome 

2.  Rapid  progression 

3.  Benign 

Fig.  4.  Natural  history. 


endeavors  which  will  halt  the  process  of  necrosis  or 
will  dissolve  fibrous  tissue  still  remain  to  be  found. 

Precisely  controlled  clinical  studies  on  the  efficacy  of 
adrenal  corticosteroids  or  ACTH  in  the  treatment  of 
subacute  hepatitis  are  lacking.  However,  clinical  im- 
pressions and  the  results  of  less  well  controlled  stud- 
ies suggest  that  the  glucocorticoids  or  ACTH  may  be 
of  some  therapeutic  value.  Initiation  of  such  therapy 
commonly  produces  both  symptomatic  improvement 
and  regression  of  the  results  of  liver  function  tests 
toward  normal.  However,  improvement  in  hepatic  mor- 
phology may  or  may  not  occur,  and  in  some  instances 
obvious  progression  of  disease  has  been  observed  in 
serial  biopsies  of  steroid-treated  patients.  Neverthe- 
less a trial  of  glucocorticoids  is  probably  justified 
in  many  instances;  the  usual  problems  of  chronic 
adrenocorticosteroid  therapy  may  occur  as  well  as  an 
additional  difficulty  with  exacerbations  which  are 
sometimes  associated  with  a too  rapid  reduction  in, 
or  discontinuance  of,  the  dose  of  steroid. 

More  recently,  6-mercaptopurine  and  Imuran  have 
seemed  to  offer  some  promise  in  the  therapy  of  this 
disease.  However,  considering  the  known  hepatotoxi- 
city  of  6-mercaptopurine,  the  small  number  of  patients 
thus  far  treated  with  these  agents,  and  lack  of  proof 
of  efficacy  in  a capricious  disease  normally  prone  to 
exacerbations  and  remissions,  it  seems  reasonable  to 
reserve  immunosuppressive  therapy  for  cases  which 
are  refractory  to  steroids  or  in  which  the  administra- 
tion of  cortisone  is  contraindicated. 

Neither  corticosteroids,  6-mercaptopurine  nor  Imu- 
ran has  been  found  particularly  effective  for  the  usual 
case  of  postnecrotic  cirrhosis.  For  both  subacute  hep- 
atitis and  postnecrotic  cirrhosis,  however,  important 
ancillary  medical  therapy  consists  of  mental  and  phy- 
sical rest,  diet  therapy,  perhaps  supplemental  vita- 
mins, and  for  the  complications,  the  judicious  use  of 
transfusions,  diuretics  and  antibiotics. 

Dr.  Eiband,  Department  of  Medicine,  Baylor  University 
College  of  Medicine,  Texas  Medical  Center,  Houston 
77025. 
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NEPHROTOMOGRAPHY: 
DRIP  INFUSION  METHOD 


CURTIS  H.  BURGE,  M.D.,  and  CAROLE  R.  SIMMONS,  M.D. 


Clinical  Medicine:  Nephrotomography  by 
the  drip  infusion  method,  used  at  Hous- 
ton’s Methodist  Hospital  since  1964,  has 
proved  to  be  a safe  procedure  that  is 
easy  to  perform  with  radiographic  equip- 
ment found  in  most  hospitals.  Valuable 
in  the  differentiation  of  renal  and  para- 
renal masses  and  in  the  demonstration 
of  the  urinary  system  of  patients  with 
high  blood  urea  nitrogen  levels,  this  pro- 
cedure can  eliminate  the  necessity  for 
retrograde  pyelography  and  for  many  ex- 
ploratory kidney  operations. 

NEPHROTOMOGRAPHY  by  the  drip  infusion  technique 
advocated  by  Schencker  and  his  associates'-^  has 
been  used  in  Houston’s  Methodist  Hospital  since  early 
1964,  as  follows: 

1.  Two  ounces  of  castor  oil  not  later  than  6 p.m. 
the  day  before  the  procedure. 

2.  No  fluids  after  8 p.m.  of  the  night  before. 

3.  Preliminary  tomograms  at  6,  8,  and  10  cm. 
above  table  top. 

4.  One  cc.  per  lb.  of  body  weight  of  Renovist  (35 
percent  sodium  diatrizoate  and  34.3  percent  methyl- 
glucamine  diatrizoate)  is  mixed  with  an  equal  amount 
of  5 percent  dextrose  in  water  in  a standard  intrave- 
nous bottle  and  infused  rapidly  into  a vein  through  an 
18  gauge  needle.  Sterile  distilled  water  can  be  used 


instead  of  dextrose  and  several  other  standard  con- 
trast media  have  been  used  successfully  elsewhere.^ 

5.  After  the  infusion  is  complete  and  the  needle 
has  been  removed,  approximately  five  tomograms 
are  made  1 cm.  apart  at  the  appropriate  levels  indi- 
cated by  the  preliminary  films.  Tomograms  1/2  cm. 
apart  can  be  used  for  small  lesions. 

6.  After  the  tomograms  have  been  checked  and 
judged  as  satisfactory  by  a radiologist,  the  patient  is 
instructed  to  empty  his  bladder,  and  an  upright  film 
without  tomography  which  includes  the  entire  urinary 
system  is  made.  This  can  be  omitted  if  the  patient 
has  had  a recent  routine  excretory  urogram  which  in- 
cluded a post-voiding  film. 

The  number  of  reactions  to  the  contrast  media  has 
not  been  troublesome  and  does  not  seem  to  be  in- 
creased by  the  use  of  the  high  dosage.  Most  of  the 
patients  had  the  routine  low-dose  excretory  urogram 
without  difficulty  shortly  before  this  procedure  and 
they  were  not  tested  for  sensitivity  prior  to  the  nephro- 
tomogram. Patients  who  have  not  had  a prior  uro- 
gram should  be  tested  by  means  of  a preliminary  in- 
travenous injection  of  1 cc.  of  the  contrast  media  to 
be  used. 

The  best  use  of  this  procedure  so  far  has  been  in 
the  differential  diagnosis  of  renal  and  pararenal  mass- 
es. Solitary  renal  cysts  have  a characteristic  circular 
configuration;  lesser  density  than  the  diffusely  opaci- 
fied renal  parenchyma;  and  a thin,  sharply  defined 
margin  (Figs.  1 and  2).  Neoplasms  of  the  renal  paren- 
chyma will  either  have  the  same  density  as  the  nor- 
mal kidney  tissue  (Fig.  3)  or  will  contain  irregular 
areas  of  necrosis  (Fig.  4).  Fibrolipomatosis  may  be 
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Fig.  l.a.  Routine  pyelograms.  Mass 
of  indeterminate  nature  is  noted 
at  the  upper  pole  of  the  right 
kidney.  There  is  no  indication  of 
abnormality  on  the  left.  b.  Nephro- 
tomogram. Typical  renal  cyst  appears 
on  the  right.  An  irregular  defect 
in  the  lateral  portion  of  the  left 
kidney  is  believed  to  be  due 
to  a healed  infarct. 
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Fig.  2. a.  Routine  pyelogram  shows 
mass  of  indeterminate  nature  at  the 
upper  pole  of  the  right  kidney, 
b.  Nephrotomogram  shows  typical 
solitary  cyst  at  upper  pole 
of  right  kidney. 


Fig.  7.  Nephrotomogram.  Spherical, 
solid  tumor  shown  at  upper  pole 
of  left  kidney  apparently  separate 
from  the  kidney.  Histologic 
diagnosis  of  pheochromocytoma. 


Fig.  8. a.  Nephrotomograms  at  6 cm. 
from  table  top  and  at  7 cm.  (b.) 
show  extensive  atrophy  of  both 
kidneys  with  hydronephrosis  on  the 
right.  Blood  urea  nitrogen 
78  mg./ 100  cc. 
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Fig.  3. a.  Routine  pyelogram.  Mass 
apparent  on  lateral  margin  of 
right  kidney;  the  calyces  are 
unaffected,  b.  N ephrotomogram. 
Mass  has  same  density  as  diffusely 
opacified  renal  parenchyma.  Histo- 
logic diagnosis  of 
adenocarcinoma. 
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Fig.  4.a.  Routine  pyelogram 
interpreted  as  showing  no  abnormal- 
ity. b.  Nephrotomogram  eight 
months  later  shows  necrotic  tumor 
apparently  arising  in  the  upper 
pole  of  the  left  kidney.  Biopsy  of 
pleural  nodules  revealed  adenocarci- 
noma apparently  of  renal  origin. 
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Fig.  5. a.  Routine  pyelograms. 
Elongation  apparent,  as  well  as 
indentation  and  displacement  of 
right  renal  pelvis  and  calyces  and  the 
upper  major  calyx  of  the  left 
kidney,  b.  Nephrotomogram. 
Changes  on  both  sides  shown  to  be 
due  to  excess  fat  in  the  renal 
sinuses  (fibrolipomatosis). 
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Fig.  6.a.  Routine  pyelogram  shows 
compression  and  displacement  of 
calyces  of  left  kidney  by  one  or  more 
masses.  Question  of  similar 
abnormality  in  right  kidney  is 
present,  b.  Nephrotomogram. 
Masses  on  both  sides  shown  to  be 
excess  fat  in  renal  sinuses 
(fibrolipomatosis). 


Fig.  9.a.  Routine  pyelogram.  Enlargement 
of  both  kidneys  with  indentation  of  calyces 
suggests  congenital  polycystic  disease, 
b.  Nephrotomogram.  Multiple  cysts  of  both 
kidneys  are  shown,  and  the  intervening 
renal  parenchyma  is  homogenously 
opacified.  The  patient  died  of  primary 
bronchial  carcinoma  and  necropsy  revealed 
multiple  cysts  in  the  liver,  pancreas, 
and  both  lungs. 
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Fig.  10. a.  Routine  pyelogram.  Normal 
appearance  on  the  right  and  only  suggestive 
evidence  of  a left  kidney,  b.  Nephrotomo- 
gram shows  moderately  atrophic  left  kidney 
with  no  evidence  of  obstructive  iiropathy. 


associated  with  elongated  and  displaced  calyces  (Figs. 
5 and  6),  but  the  identification  of  excess  fat  in  the 
renal  sinus  is  usually  not  difficult  with  the  aid  of 
nephrotomography.  Adrenal  tumors  can  usually  be 
identified  by  their  position  and  appearance  of  arising 
separate  from  the  kidney  (Fig.  7).  Chronic  perinephric 
abscesses  and  retroperitoneal  neoplasms  may  be  in- 
distinguishable from  each  other,  but  can  usually  be 
differentiated  from  renal  neoplasms  by  a sharply  de- 
fined margin  of  the  diffusely  opacified  kidney  adjacent 
to  the  mass. 

In  no  instance  of  our  experience  has  a renal  mass 
having  the  typical  appearance  of  a solitary  renal  cyst 
proved  to  be  a neoplasm.  Many  of  our  patients  have 
been  elderly  people  with  cardiovascular  problems  who 
were  operated  on  for  such  things  as  abdominal  aortic 
aneurysms  or  aortic  occlusive  disease  and  who  had 
the  diagnosis  of  renal  cyst  verified  at  the  time  of 
these  operations.  Poor-risk  patients  with  no  other  con- 
dition requiring  laparotomy  were  not  usually  operated 
upon  for  what  appeared  to  be  a solitary  renal  cyst, 
as  the  risk  of  misdiagnosis  was  thought  to  be  less 
than  the  risk  of  an  exploratory  operation. 

Nephrotomography  by  the  drip  infusion  method 
can  also  be  used  in  patients  with  poor  renal  function 
who  show  little  or  no  opacification  of  the  urinary  col- 
lecting system  in  the  standard  excretory  urogram. 
Satisfactory  examinations  have  been  obtained  in  pa- 


tients with  extremely  high  blood  urea  nitrogen  levels, 
and  poor  pyelograms  are  improved  by  tomography 
(Fig.  8). 

Although  not  essential  in  the  diagnosis  of  congeni- 
tal polycystic  disease  of  the  kidneys,  nephrotomogra- 
phy usually  does  show  the  cysts  clearly  and  gives 
some  indication  of  the  amount  of  functioning  renal 
parenchyma  which  is  present  (Fig.  9). 

In  cases  of  a nonopacified  atrophic  kidney  on  one 
side  in  a routine  excretory  urogram,  it  may  be  diffi- 
cult to  determine  whether  or  not  the  kidney  is  present. 
A drip  infusion  nephrotomogram  will  usually  answer 
this  question  and  will  show  whether  or  not  obstruc- 
tive uropathy  is  present  (Fig.  10). 
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CARDIOMYOPATHY  IN 
PSEUDOHYPERTROPHIC 
MUSCULAR  DYSTROPHY 


H.  H.  HANSON,  M.D.,  and  L MAKK,  M.D. 

Case  Report:  The  clinical  and  pathologi- 
cal findings  in  a classical  case  of  Du- 
chenne’s  pseudohypertrophic  progres- 
sive muscular  dystrophy  with  dystrophic 
cardiomyopathy  are  reported. 

CASE  REPORT:  Present  Illness:  A 17-year-old  Negro 
boy  was  admitted  to  Hermann  Hospital  on  Jan.  8, 
1965,  because  of  dyspnea,  fever,  cough,  weakness, 
nausea,  vomiting,  severe  chest  and  upper  abdom- 
inal pain,  arthralgias  and  edema. 

The  patient  had  experienced  episodes  of  abdominal 
pain  for  two  years.  Fourteen  months  previously  he  had 
developed  dyspnea  on  exertion  and  subsequently  the 
episodes  of  upper  abdominal  pain  increased  with  the 
appearance  of  precordial  pain  and  orthopnea.  During 
the  three  weeks  prior  to  admission  progressive  weak- 
ness, insomnia,  paroxysmal  nocturnal  dyspnea  and 
orthopnea  developed.  For  three  days  prior  to  admis- 
sion he  had  experienced  fever  with  cough  and  expec- 
toration of  frothy  mucopurulent  material. 

Past  History:  The  patient  had  been  seen  at  the 
Shrine  Hospital  when  he  was  five  years  old  because  he 
had  difficulty  arising  from  the  floor  and  getting  up 
and  down  stairs.  Family  history  was  negative  and  the 
cardiovascular  system  was  normal.  A muscle  biopsy 


was  interpreted  as  pseudohypertrophic  muscular  dys- 
trophy. 

The  patient  was  next  seen  at  13  years  of  age  be- 
cause of  a “tiptoe  gait”  with  lumbar  lordosis  in  addi- 
tion to  his  previous  muscular  difficulties.  Cardiovascu- 
lar findings  were  normal  at  this  time  also.  A Strayer 
gastrocnemic  release  operation  was  performed  without 
complications. 

Physical  Examination:  The  patient  was  an  acutely 
ill  Negro  youth.  He  was  dyspneic,  orthopneic,  and  ex- 
pectorating mucopurulent  material.  His  temperature 
was  102  F.,  pulse  rate  128  per  minute,  blood  pressure 
110/90  mm.  of  mercury  in  both  arms,  and  respira- 
tions 40  per  minute.  The  jugular  venous  pulse  was 
elevated,  in  the  sitting  position,  to  the  angle  of  the 
jaw.  Examination  of  the  chest  revealed  moist  rales 
over  both  lung  fields  and  dullness  to  percussion  over 
the  right  lower  lobe.  Cardiomegaly  was  present  with  a 
diffuse  heaving  apical  impulse  palpable  at  the  ante- 
rior axillary  line.  Auscultation  revealed  a holosystolic 
regurgitant  murmur  grade  3/6  at  the  left  lower  sternal 
border:  a systolic  ejection  murmur  grade  2/6  with  ac- 
centuation of  the  second  sound  in  the  pulmonary 
area;  and  a protodiastolic  gallop  at  the  apex.  The 
liver  was  tender  and  the  edge  was  palpable  at  the 
level  of  the  umbilicus.  The  feet  and  ankles  were 
edematous.  The  neurological  examination  was  normal 
with  the  exception  of  obvious  weakness  of  the  pelvic 
girdle  and  leg  muscles. 
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Laboratory  Studies:  Urinalysis  showed  a specific 
gravity  of  1.017,  albuminuria  (2  + ),  no  sugar,  20-25 
white  blood  cells  (WBC)/h.p.f.,  20-30  red  blood  cells 
(RBC)/h.p.f.,  and  20  granular  casts/h.p.f.  Hemoglobin 
was  12.2  gm./lOO  ml.;  hematocrit  39  percent;  WBC 
15,630/cu.  mm.  with  80  percent  segmented  neutro- 
phils. Reticulocyte  count  was  8.1  percent.  The  serum 
bilirubin  was  2 mg./lOO  ml.  with  .9  mg.  direct  reac- 
ting. The  erythrocyte  sedimentation  rate  was  16  mm. /I 
hr.  A sickle  cell  preparation  was  positive.  Hemoglobin 
electrophoresis  revealed  Type  AS  with  fetal  hemoglo- 
bin, 3 percent.  Blood  and  urine  cultures  were  nega- 
tive. Sputum  cultures  revealed  Aerobacter  aerogenes 
sensitive  to  tetracycline.  The  C-reactive  protein  was 
4-t-,  and  the  prothrombin  activity  38  percent.  The 
serum  glutamic  oxaloacetic  transaminase  was  660 
units:  serum  glutamic  pyruvic  transaminase  490  units; 
and  a 24-hour  urine  specimen  revealed  creatine,  234 
mg.  and  creatinine,  300  mg.  Other  laboratory  tests 
were  within  normal  limits. 


Serial  electrocardiograms  were  obtained  (Fig.  1).  A 
chest  roentgenogram  revealed  cardiomegaly  (cardio- 
thoracic  ratio  17.5/26.5  cm.),  central  pulmonary  con- 
gestion and  a pneumonic  infiltrate  in  the  right  lower 
lung. 

Clinical  Course:  Therapy  with  oxygen,  digitalis, 
penicillin  and  diuretics  improved  the  patient  subjec- 
tively and  objectively.  His  protodiastolic  gallop  and 
chest  and  abdominal  pain  disappeared.  He  was  up 
and  about  the  ward  in  his  wheelchair.  After  one 
month  of  hospitalization  and  treatment,  he  was  feel- 
ing well  and  was  asymptomatic.  All  laboratory  values 
had  returned  to  the  normal  range.  Only  cardiomegaly, 
the  systolic  regurgitant  murmur  and  an  abnormal  elec- 
trocardiogram persisted. 

It  was  thought  that  this  admission  exemplified 
dystrophic  cardiomyopathy  with  congestive  heart  fail- 
ure, bronchopneumonia,  and  sickle  cell  anemia  in 
crisis.  The  patient  was  dismissed  from  the  hospital 
with  a regimen  of  digitalis,  thiazides  and  iron. 
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Fig.  I.  Electrocardiograms:  1-8-65:  Atrial  tachycardia  at  200  per  minute 
with  2:1  A-V  block.  Right  axis  deviation.  Left  ventricular  hypertrophy. 
Nonspecific  S-T  segment  and  T wave  changes  compatible  with  subepicardial 
injury.  1-11-65:  Sinus  tachycardia  at  100  per  minute.  Right  axis  deviation. 
Combined  right  and  left  ventricular  hypertrophy.  Q waves  and  segmental 
changes  suggestive  of  anterior  myocardial  infarction.  1-31-65:  Sinus 
tachycardia,  106  per  minute  with  right  and  left  ventricular  hypertrophy. 
2-12-65:  Electrocardiogram  essentially  unchanged.  This  series  of 


electrocardiograms  is  characteristic  of  those  found  in 
dystrophic  cardiomyopathy. 


Subsequently,  his  cardiac  status  gradually  deterio- 
rated and  three  months  later  he  was  readmitted  with 
similar  manifestations.  At  this  time  his  condition  was 
grave,  and  despite  therapeutic  efforts,  he  died  four 
hours  and  fifteen  minutes  after  admission. 

In  summary,  this  17-year-old  Negro  male  developed 
evidence  of  progressive  pseudohypertrophic  muscular 
dystrophy  early  in  life  which  was  proved  by  biopsy. 
His  skeletal  muscle  disease  progressed  and  at  15  years 
of  age  he  developed  his  first  symptoms  of  cardiac 
insufficiency.  Over  the  next  two  years,  he  experienced 
progressive  cardiac  deterioration  with  recurrent  epi- 
sodes of  congestive  heart  failure  and  died  from  dys- 
trophic cardiomyopathy. 

Autopsy  Findings:  The  essential  autopsy  findings 
were  as  follows: 

Gross:  The  body  was  that  of  a young,  lean  Negro 
male  with  marked  edema  of  the  ankles  and  feet.  Mus- 
cular wasting  was  distinct  in  the  pelvic  girdle  and  leg 
muscles.  The  skeletal  muscles  were  paler  than  usual. 
The  heart  weighed  680  gm.  (Fig.  2).  The  epicardium 
was  gray  and  in  areas  nearly  white.  All  chambers 
were  dilated.  The  myocardium  disclosed  innumerable 
white  firm  areas.  These  were  usually  less  than  1 cm. 
in  diameter.  The  width  of  the  left  ventricle  was  1.2 
cm.,  that  of  the  right  .5  cm.  The  endocardium  was 


Fig.  2.  Generalized  cardiomegaly;  the 
heart  weighed  680  gm. 
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light  and  glistening.  The  lungs  were  congested.  Multi- 
ple small  infarcts  were  present  in  the  lungs,  spleen 
and  kidneys.  The  viscera  were  congested. 

Microscopic:  Microscopic  sections  of  the  heart  re- 


Fig.  3.  Microscopic  sections  of  myocardium 
showing  areas  of  fibrosis  and  myocardial 
hypertrophy.  (Hematoxvlin-eosin  stain, 

X 150.) 


Fig.  4.  Microscopic  section  of  myocardium 
showing  fibrosis,  hypertrophy , cellular 
infiltration  and  fibrillar  fibrous  tissue. 
(Hematoxylin-eosin  stain,  X 150.) 


vealed  individual  myocardial  fibers  separated  by 
bands  of  fibrous  tissue.  Many  myocardial  fibers  were 
hypertrophied.  The  fibrous  tissue  in  some  areas  was 
hyalinized,  and  in  other  areas  it  was  fibrillar  and  con- 
tained occasional  histiocytes,  lymphocytes,  or  plasma 
cells  (Figs.  3 and  4).  Many  of  the  myocardial  fibers 
ended  abruptly  and  blended  into  the  scar  tissue.  Mi- 
croscopic sections  from  the  skeletal  muscle  (Fig.  5) 
revealed  variation  in  the  size  and  staining  reaction 
of  the  fibers.  Many  myofibrils  displayed  vacuolar 
changes  and  others,  fragmentation.  The  nuclei  invad- 
ed the  sarcoplasm  in  areas.  Here  and  there  the  cross- 
striations  were  absent.  The  myofibrils  were  separated 
by  narrow  or  broad  bands  of  fibrous  connective  tissue 
which  contained  occasional  histiocytes  and  lipocytes. 
The  sections  of  other  organs  showed  histopathologic 
features  corresponding  to  the  gross  findings. 

Discussion:  This  is  a classic  case  of  Duchenne’s  pseu- 
dohypertrophic  progressive  muscular  dystrophy:i  male 
sex,  sex-linked  recessive,  onset  of  progressive  muscu- 
lar weakness  and  atrophy  in  the  pelvic  girdle  and 
quadriceps  femoris  beginning  early  in  life,  progressing 


Fig.  5.  Microscopic  section  of  gastrocnemius 
showing  fragmentation  and  in  areas,  loss 
of  striation  in  myofibrils,  fibrosis,  centrally 
placed  nuclei  and  occasional  hypertrophied 
muscle  fibers.  (Hematoxylin-eosin  stain, 

X 150.) 
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to  total  disability  and  death  in  adolescence.  The  ab- 
sence of  neurological  involvement,  excessive  creatine 
excretion  in  the  urine,  and  typical  histologic  lesions 
of  the  skeletal  muscle  characterized  the  disease.  A 
positive  family  history  was  lacking  in  this  instance 
and  an  electromyogram  showing  dystrophic  unit  ac- 
tivity was  not  obtained. 

Of  the  heredofamilial  myopathic  disorders,  progres- 
sive muscular  dystrophy  and  dystrophia  myotonica  in- 
volve the  myocardium.  Cardiomyopathy  is  common  in 
instances  of  pseudohypertrophic  progressive  muscular 
dystrophy,  its  incidence  ranging  from  25  to  85  per- 
cent;i-3  however,  the  degree  of  skeletal  muscle  dis- 
ability and  the  clinical  evidence  of  dystrophic  heart 
disease  may  not  maintain  a parallel  relationship. 
Clinical  manifestations  of  cardiac  involvement  are  not 
specific.  They  include  tachycardia,^-  s arrhythmias, ^ 
poor  heart  sounds,®  gallop  rhythm, cardiac  mur- 
murs,®- 9 cardiomegaly,!®  electrocardiographic  abnor- 
malities,n cardiac  failure,®  and  instances  of  sudden 
death. 12 

The  cardiomyopathy  of  pseudohypertrophic  pro- 
gressive muscular  dystrophy  may  produce  clinical 
confusion  under  the  following  circumstances:  (1) 
failure  to  appreciate  its  presence;  (2)  assuming  its 
presence  when  the  clinical  picture  results  from  viral 
myocarditis,  rheumatic  myocarditis  or  other  types  of 
cardiac  disease;  (3)  when  other  cardiac  diseases  com- 
plicate dystrophic  cardiomyopathy;  and  (4)  instances 
where  dystrophic  cardiac  manifestations  antedate  the 
manifestations  of  skeletal  muscle  involvement.i® 

The  early  signs  and  symptoms  of  cardiac  involve- 
ment are  protean  and  difficult  to  determine.  The 
third  heart  sound,  frequently  heard,  may  be  physio- 
logical due  to  the  patient's  youth  and  cannot  be  re- 
lied on  as  an  indication  of  myocardial  difficulty.  How- 
ever, the  presence  of  an  atrial  fourth  sound  may  be 
more  significant.!!- 1®  Congestive  heart  failure  and 
cardiomegaly  usually  occur  late  in  the  disease  after 
the  patient  is  totally  incapacitated,  and  tend  to  run 
a brief  course.  They  may  be  precipitated  by  infection, 
arrhythmia  or  pulmonary  embolism.  Systolic  regurgi- 
tant murmurs  of  the  mitral  and  tricuspid  valves  are 
common  after  the  appearance  of  cardiomegaly  and 


may  result  from  relative  valvular  insufficiency  or  pos- 
sible papillary  muscle  dysfunction.  Death  usually  re- 
sults from  inanition,  pulmonary  infection, i®  or  dys- 
trophic cardiomyopathy.®- 1®-  n There  may  be  lack  of 
correlation  between  progression  of  the  skeletal  muscle 
disease  and  cardiac  manifestations. 

Abnormal  electrocardiographic  changes  usually  ap- 
pear in  adolescence  or  early  adulthood,  after  the  dis- 
ease has  been  present  for  ten  years  or  longer.  The 
general  consensus  is  that  tall  R waves®- n- 1®- 1®- 21 
appear  in  V,  03  the  earliest  manisfestation  of  car- 
diac involvement.  Right  ventricular  conduction  dis- 
turbances and  right  ventricular  hypertrophy  occur 
later.  Evidence  of  diffuse  myocardial  damage  such  as 
S-T  segment  deviations,  abnormal  T waves  and  Q 
waves2- 11- 19-  22  occur  late  in  the  disease  and  are  seen 
only  in  patients  who  are  unable  to  walk.  The  severity 
of  the  electrocardiographic  abnormalities  frequently 
correlates  with  the  disability  of  the  patient.  The  deep 
Q waves  in  V-  have  been  attributed  to  replacement 
of  cardiac  muscle  by  connective  tissue  and  fat. 2-  i® 
Previous  observations®- 1®-  21-  23  indicate  that  the 
tall  R waves  in  Vj  .>  are  not  due  to  pulmonary  hyper- 
tension or  thoracic  deformity  and  prcbably  represent 
a conduction  defect  due  to  myocardial  dystrophy.  The 
Q waves  and  R waves  may  result  from  septal  hyper- 
trophy since  the  septum  was  conspicuously  spared  of 
involvement  in  necropsy  material  examined  by  Per- 
loff  and  associates.!®  These  electrocardiographic 
changes  are  suggestive  of  some  of  the  electrocardio- 
grams observed  in  instances  of  idiopathic  hyper- 
trophic subaortic  stenosis. 

Serum  enzymes  (aldolase,  LDH,  the  transaminases, 
malic  dehydrogenase  and  creatine  phosphokinase)  are 
commonly  elevated  in  these  patients;  however,  it  has 
generally  been  assumed  that  their  source  is  skeletal 
muscle.!® 

Hemodynamic  studies®-  21-  2^  reveal  either  normal 
or  increased  resting  cardiac  indices  and  pressures  in 
clinically  compensated  patients.  Augmented  cardiac 
output,  when  present,  results  from  tachycardia  and 
not  from  an  increased  stroke  volume.  End  diastolic 
pressures  may  rise  abnormally  with  exercise  in  in- 
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stances  of  latent  congestive  heart  failure.  In  the  pres- 
ence of  congestive  heart  failure  the  usual  hemodynam- 
ic findings  are  observed. 

In  symptomatic  patients,  chest  x-rays  reveal  gen- 
eralized cardiomegaly  with  pulmonary  congestion,  pul- 
monary edema,  and  frequently,  evidence  of  aspira- 
tion or  bacterial  pneumonitis. 

The  treatment  in  these  patients  is  supportive  in  na- 
ture, combating  infection,  congestive  heart  failure, 
hyperventilation  and  airway  obstruction. 

Since  there  are  no  pathognomonic  signs  or  symp- 
toms of  dystrophic  cardiomyopathy,  the  clinician  must 
always  use  judgment  in  his  assessment  of  the  situa- 
tion. He  must  also  remember  that  not  all  cardiac  dis- 
ease in  patients  with  pseudohypertrophic  muscular 
dystrophy  is  due  to  dystrophic  cardiomyopathy  and 
that  other  cardiac  diseases  may  complicate  this  dis- 
order. 
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Let’s  be  specific  about  Campb  El’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


'&t******£i^ 


LOMOTIL 

TABLETS/ LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Halts  Diarrhea  Promptly 

in  children  with  . . . Gastroenteritis  ■ Spastic  bowel 
Influenza-like  infections  ■ Antibiotic-induced  diarrhea 


Lomotil  helps  get  children  with  diarrhea  off  toast  and  tea  and  back  to  normal 
diets  and  normal  activity  with  gratifying  dispatch.  ■ Lomotil  lowers  intestinal 
motility  and  permits  absorption  of  excess  fluid.  This  usually  controls  diarrhea 
promptly.  ■ Moreover,  lowered  intestinal  motility  achieved  with  Lomotil  often 
relieves  the  abdominal  cramps  and  discomfort  so  distressing  to  children. 


Precautions:  Lomotil  is  a Federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should 
not  be  exceeded,  and  medication  should  be 
kept  out  of  reach  of  children.  Should  acci- 
dental overdosage  occur  signs  may  include 
severe  respiratory  depression,  flushing, 
lethargy  or  coma,  hypotonic  reflexes,  nys- 
tagmus, pinpoint  pupils,  tachycardia; 
continuous  observation  is  recommended. 
Lomotil  should  be  used  with  caution  in  pa- 
tients with  impaired  hver  function  or  those 
taking  addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  rest- 
lessness, insomnia,  numbness  of  the 
extremities,  headache,  blurring  of  vision, 
swelling  of  the  gums,  euphoria,  depression 
and  general  malaise. 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea 
is  controlled,  are : 

Children:  Total  Daily  Dosage 

3-6  mo.  . .Vz  tsp.*  t.i.d.  (3  mg.)  | | |[ 

6-12  mo.  .Vz  tsp.  q.i.d.  (4  mg.)  | j|  |[  I 

1- 2  yr.  . . .Vz  tsp.  5 times  daily  (5  mg.)  | | | |[  || 

2- 5  yr.  . . .1  tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  . . .1  tsp.  q.i.d.  (8  mg.)  | | | | 

8-12  yr.  . .1  tsp.  5 times  daily  (10  mg.)  | | | ^ | 


Adults: . . 2 tsp.  5 times  daily  (20  mg.) 
or  2 tablets  q.i.d. 
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*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


SEARLE 


Research  in  the 
Service  of  Medicine 


How  well  does  Vistaril  relieve  the  symptoms  that 
plague  an  alcoholic  during  the  recovery  period  ? 
Doctors  Knott  and  Beard  of  the  Alcoholic  Reha- 
bilitation Unit,  Tennessee  Psychiatric  Hospital 
and  Institute,  recently  conducted  a double-blind 
study  comparing  Vistaril  and  another  well- 
established  antianxiety  agent  with  placebo  in  60 
chronic  alcoholic  patients. ^ 

The  investigators  conclude : “It  was  the  opinion 
iof  the  staff  that  hydroxyzine  was  generally  more 
effective  than  chlordiazepoxide,  for  the  follow- 
ing reasons : hydroxyzine  was  equally  if  not  more 
Effective  in  reducing  anxiety  and  tension  and  it 
produced  less  daytime  sedation. . . ( See  results 

on  succeeding  pages.) 

Here  is  new  evidence  that  Vistaril  can  ease  ten- 
sion, allay  anxiety  in  chronic,  hospitalized  alco- 
holic patients.  But  you  might  also  choose  Vistaril 
for  what  it  doesn’t  do.  Although  not  evaluated  in 
this  study,  Vistaril  is  reported  to  be  non-euphor- 
iant, and  its  low  toxicity  makes  it  relatively  safe. 
Best  of  all,  Vistaril  is  non-habituating.  To  date, 
after  more  than  ten  years  of  clinical  use,  there 
have  been  no  reports  of  dependency  in  patients 
receiving  Vistaril. 

With  Vistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


(HYDROXYZINE 

PAMOATE) 


the  study:*  Sixty  chronic  alcoholic  patients 
were  hospitalized  and  randomly  assigned  to  one 
of  three  oral  double-blind  treatment  regimens 
for  three  weeks.  Twenty  patients  received  hy- 
droxyzine (Vistaril®),  100  mg.  q.i.d. ; twenty 
others  were  given  chlordiazepoxide,  25  mg.  q.i.d. ; 
and  the  remaining  twenty  received  placebo  cap- 
sules q.i.d.  The  capsule  code  was  not  made  known 
until  after  completion  of  the  study  and  analysis 
of  the  data.  Response  was  measured  with  a modi- 
fication of  the  Brief  Psychiatric  Rating  Scale  as 
originally  outlined  by  Overall  and  Gorham.*  Sub- 
jects were  rated  daily  by  trained  staff  members. 


SYMPTOM  RATING  KEY 

l=Not  Present  4=Moderately  Severe 

2=Mild  5=Severe 

3=Moderate  6=Extremely  Severe 

The  figures  which  are  given  below  represent  the  composite 
conclusions  of  the  staff  based  on  daily  ratings  during  initial  and 
final  weeks  of  the  study. 

•Psychological  Reports  10:799,  1962 


the  results* 


DURING 
FIRST  WEEK 


DURING 
THIRD  WEEK 


Anxiety  reduced  with  Vistaril 

Composite  Rating  of  Anxiety: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  ANXIETY  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
50%  33%  20% 

Tension  eased  with  Vistaril 

Composite  Rating  of  Tension: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  TENSION  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
40%  34%  27% 
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In  Alcoholism... 


“Both  hydroxyzine  and  chlordiazepoxide  were 
generally  more  effective  than  the  placebo. 

In  some  aspects,  hydroxyzine  was  superior  to 
chlordiazepoxide,  which  is  currently  the 
most  frequently  used  psychotropic  drug  in 
the  management  of  alcoholism.”^ 


DURING  FIRST  WEEK 


DURING  THIRD  WEEK 


Depressive  mood  improved 
with  chlordiazepoxide 

Composite  Rating  of  Depression: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  DEPRESSIVE  MOOD  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
20%  30%  13% 

Guilt  feelings  allayed 
with  Vistaril 

Composite  Rating  of  Guilt  Feelings: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  DECREASE  IN  GUILT  FEELINGS  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
34%  17%  17% 
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Emotional  withdrawal  counter- 
acted with  chlordiazepoxide 

Composite  Rating  of  Emotional  Withdrawal: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  EMOTIONAL  WITHDRAWAL  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
21%  27%  13% 

Somatic  concern  alleviated  to 
minor  degree  in  each  group 

Composite  Rating  of  Somatic  Concern: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  ALLEVIATION  OF  SOMATIC  CONCERN  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
17%  13%  14% 
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WEEK 

FIRST 

WEEK 
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WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

Less  drowsiness  with  Vistaril 


VISTARIL 

(hydroxyzine 

pamoate) 

Chlor- 

diazepoxide 


Drowsiness 

Dizziness 

Mouth 

Dryness 

Increased 

Motor 

Activity 

Ataxia 

Nausea 

Comments 

6 patients 
(mild) 

3 patients 
(mild) 

2 patients 
(moderate) 

— 

— 

— 

Side 

Effects 

Not  Treated 

10  patients 
(severe 
in  6) 

4 patients 
(mild) 

— 

1 patient 
(moderately 
severe  in 
first  week 
but  gradually 
subsided) 

— 

— 

Side 

Effects 

Not  Treated 

2 patients 
(mild) 

2 patients 
(mild) 

— 

— 

1 patient 
(mild) 

2 patients 
(mild) 

Side 

Effects 

Not  Treated 

Placebo 


increase  in  hostility  minimized 
with  Vistaril  and  chlordiazepoxide 

Composite  Rating  of  Hostility: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Piacebo 


OVERALL  CHANGE  IN  HOSTILITY  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
5%  4%  -28% 

Cooperativeness  not  a significant 
problem 

Composite  Rating  of  Uncooperativeness: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  CHANGES  IN  COOPERATIVENESS  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
No  change  31%  -70% 
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In  Alcoholism... 


(HYDROXYZINE 

PAMOATE) 


BRIEF  SUMMARY 

Contraindications : Hypersensitivity  to  hydroxyzine.  The  pa- 
renteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  sub- 
stantially above  the  human  therapeutic  range.  Clinical  data  in 
human  beings  are  inadequate.  Until  adequate  data  are  avail- 
able to  establish  safety  in  early  pregnancy,  hydroxyzine  is 
contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central 
nervous  system  depressants  such  as  narcotics  and  barbiturates. 
In  conjunctive  use,  dosage  for  these  drugs  should  be  decreased, 
as  much  as  50%.  Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a car  or  operating  dangerous 
machinery.  The  usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have  rarely  been  re- 
ported when  proper  technique  has  been  used.  Hydroxyzine 
parenteral  solution  for  intramuscular  use  should  be  injected 
well  within  the  body  of  a relatively  large  muscle.  In  adults, 
the  preferred  sites  are  the  upper  outer  quadrant  of  the  buttock 
(i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh.  In  children, 
preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region 
should  only  be  used  when  necessary,  as  in  burn  patients,  in 
order  to  minimize  the  possibility  of  damage  to  the  sciatic 
nerve.  The  deltoid  area  should  be  used  only  if  well  developed, 
such  as  in  certain  adults  and  older  children,  and  only  with 
caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspira- 
tion should  be  done  to  help  avoid  intravascular  injection.  On 
reported  intravenous  injection  a few  instances  of  digital  gan- 
grene have  occurred  distal  to  the  injection  site,  considered  to 
be  due  to  inadvertent  intra-arterial  injection  or  possibly  peri- 
arterial extravasation.  Therefore,  particular  caution  (aspira- 
tion and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or 
extravasation.  Intravenous  administration  should  be  accom- 
plished slowly,  no  faster  than  25  mg.  per  minute,  and  not  to 
exceed  100  mg.  in  any  single  dose.  In  order  to  avoid  possible 
adverse  effects  it  is  recommended  that  hydroxyzine  parenteral 
solution  be  diluted  to  at  least  50  cc.  with  sterile  normal  saline 
and  administered  over  a period  of  four  minutes  or  more,  pref- 
erably into  the  tubing  of  a running  intravenous  infusion. 
Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity,  including 
rare  instances  of  tremor  and  convulsions,  has  been  reported, 
usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal 
amounts  of  intravascular  hemolysis  occur  at  the  site  of  injec- 
tion. Giving  the  maximum  recommended  intravenous  dose 
(100  mg.)  to  adults  results  in  immediate  transient  hemolysis 
with  the  liberation  of  a total  of  2-3  grams  of  hemoglobin, 
which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction 
from  which  approximately  8 Gm.  of  hemoglobin  are  liberated 
every  24  hours.  If  the  hydroxyzine  is  diluted  with  50  cc.  of 
normal  saline  and  given  during  a period  of  four  minutes  or 
more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HCl.  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension:  Equivalent  to  25  mg.  hydroxy- 
zine HCl  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine  HCl) 
Parenteral  Solution:  25  mg./cc.— 10  cc.  vial  and  50  mg./cc.— 
2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc.  per  unit. 

More  detailed  professional  information  available  on  request. 

Reference:  1.  Knott,  D.H.  and  Beard,  J.D.:  CP  36:118,  Sep- 
tember, 1967. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes,‘Arthritisfand  Peripheral  Vascular  Disorders^ 


now...  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev> 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Anqiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


PRIMARY  ALDOSTERONISM  AND 
SURGICALLY  CORRECTABLE 
HYPERTENSION 


R.  DON  PATMAN,  M.D.,  JESSE  E.  THOMPSON,  M.D.,  and  DALE  J.  AUSTIN,  M.D. 


Clinical  Medicine:  Hypertension  is  one  of 
the  most  common  illnesses  seen  by  phy- 
sicians. Correctable  forms  of  hyperten- 
sion include  coarctation  of  the  aorta, 
pheochromocytoma,  Cushing’s  syn- 
drome, renovascular  hypertension,  pri- 
mary systolic  hypertension,  and  primary 
aldosteronism,  which  is  the  newest  cor- 
rectable form.  Each  form  is  described 
along  with  causes  and  symptomatology 
to  aid  the  physician  in  the  diagnosis  and 
treatment  of  these  disease  forms.  Be- 
cause the  criteria  for  diagnosing  primary 
aldosteronism  are  changing,  certain  fea- 
tures of  this  syndrome  are  stressed. 

ONE  OF  THE  MOST  COMMON  illnesses  encountered 
by  the  physician  is  hypertension.  The  diagnosis  of  a 
correctable  form  of  hypertension  and  the  subsequent 
proper  treatment  can  be  extremely  rewarding.  The  en- 
tire syndrome  is  usually  completely  reversible,  espe- 
cially if  it  is  diagnosed  relatively  early. 

Table  1 categorizes  the  correctable  forms  of  hy- 
pertension. Coarctation  of  the  aorta  was  first  described 
by  Morgagnii  in  1760  after  he  performed  an  autopsy 


on  a monk.  Paris,  a French  anatomist,  was  credited 
with  describing  the  complete  pathological  features  in 
17892  and  Crafoord  and  others^  performed  the  first 
operation  in  1944.  In  1886  pheochromocytoma  was 
described  by  Fraenkel.*  In  1932  Cushings  wrote  his 
classical  description  of  the  syndrome  which  retains  his 
name.  Following  the  work  of  Goldblatt®  and  Butler^ 
between  1934  and  1937  the  cause  and  effect  relation- 
ship between  hypertension  and  renal  disease  became 
well  established. 

Primary  aldosteronism,  first  described  by  Conn  in 
1955,®  represents  the  newest  form  of  correctable  hy- 
pertension. The  criteria  for  diagnosing  this  syndrome 
are  changing  rapidly,  and  for  that  reason  certain  fea- 
tures of  the  syndrome  will  be  emphasized. 

The  sixth  category  in  the  table  represents  other 
forms  of  correctable  hypertension  including  anemia, 
thyrotoxicosis,  beriberi,  arteriovenous  fistula,  and  hy- 
perkinetic heart  syndrome. 

Since  the  proper  treatment  depends  on  the  under- 
lying cause  of  the  disease,  the  salient  features  of  all 
the  types  of  correctable  hypertension  will  be  reviewed. 

Coarctation  of  the  Aorta:  The  diagnosis  of  coarctation 
of  the  aorta  is  not  difficult,  but  it  requires  that  the 
physician  constantly  be  aware  of  the  possibility  of  this 
diagnosis  and  be  willing  to  carry  out  a few  simple  pro- 
cedures to  exclude  coarctation. 

The  patient’s  medical  history  is  of  little  value. 
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1.  Coarctation  of  the  aorta  1760-1789 

2.  Pheochromocytoma  1886 

3.  Cushing's  syndrome  1932 

4.  Renovascular  hypertension  1934-1937 

5.  Primary  aldosteronism  1953-1955 


6.  Others  (primary  systolic  hypertension) 

Table  1.  Correctable  forms  of  hypertension. 

Coarctation  should  be  suspected  in  any  young  person 
with  hypertension,  especially  if  the  patient  has  had  a 
previous  diagnosis  of  rheumatic  heart  disease  or  con- 
genital heart  disease.  Frequently,  the  patient  has  no 
symptoms  but  occasionally  dyspnea,  headache,  palpi- 
tation of  the  heart,  epistaxis,  thoracic  pain,  visual  dis- 
turbances, and  intermittent  claudication  may  occur. 

The  most  frequent  physical  finding  is  the  absence  of 
or  the  great  diminution  of  pulsations  in  the  abdominal 
aorta  and  distal  arteries.  The  blood  pressure  is  lower 
in  the  leg  than  in  the  arm.  Evidence  of  collateral  ar- 
terial circulation  over  the  thorax,  clavicular  areas,  and 
interscapular  areas  may  be  present.  A systolic  cardiac 
murmur,  if  present,  will  often  be  heard  most  loudly 
posteriorly  along  the  left  border  of  the  midthoracic 
portion  of  the  spinal  column.  The  type  of  hypertension 
is  also  of  no  real  help,  and  persistent  hypertension 
may  not  be  present. 

Other  congenital  anomalies  may  be  obvious,  not 
only  of  the  cardiovascular  system;  but  polycystic  kid- 
neys and  berry  aneurysms  occur  frequently  with 
coarctation  of  the  aorta.  By  x-ray  the  common  find- 
ings include  notching  of  the  ribs  due  to  enlargement 
and  tortuosity  of  the  intercostal  arteries,  a lack  of 
prominence  of  the  aortic  knob,  and  left  ventricular  hy- 
pertrophy. Angiography  should  confirm  findings. 

Pheochromocytoma:  Pheochromocytomas  are  function- 
ally active  chromaffin  tumors  which  usually  occur 
within  the  adrenal  medulla  but  may  arise  in  any 
chromaffin  tissue  elsewhere  in  the  body.  Physiologic- 
ally and  biochemically,  the  chromaffin  cells  produce 
three  main  catecholamines.  These  are  dopamine,  nor- 
epinephrine and  epinephrine. 

The  two  distinct  clinical  syndromes  associated  with 
pheochromocytoma  are  paroxysmal  hypertension  and 
persistent  hypertension.  Sustained  hypertension  is 


caused  by  tumors  which  predominantly  produce  nor- 
epinephrine, while  paroxysmal  hypertension  is  caused 
by  pheochromocytomas  which  predominantly  produce 
epinephrine. 

The  symptomatology  of  the  two  syndromes  asso- 
ciated with  pheochromocytomas  is  different.  In  pa- 
tients with  persistent  hypertension,  symptoms  are 
usually  secondary  to  complications  of  cardiovascular- 
renal  disease  and  may  be  indistinguishable  from  so- 
called  essential  hypertension. 

In  patients  with  paroxysmal  hypertension,  the 
symptoms  may  be  severe  headache,  palpitation,  nau- 
sea and  vomiting,  epigastric  or  substernal  pain,  dif- 
fuse sweating,  dyspnea,  rhinorrhea,  pallor,  apprehen- 
sion, and  visual  difficulty.  The  symptoms  appear  as 
attacks  which  may  occur  as  often  as  25  times  a day. 

The  fasting  blood  sugar  is  often  elevated  because 
of  the  effects  of  epinephrine  upon  the  breakdown  of 
glycogen.  In  14  percent  to  18  percent  of  the  cases  a 
palpable  adrenal  tumor  is  present.  Bilateral  adrenal 
tumors  occur  in  9 percent  to  24  percent  of  the  re- 
ported series. 

Pheochromocytomas  should  be  suspected:  (1)  in 
any  hypertensive  patient  with  any  other  adrenal  or 
sympathetic  crisis;  (2)  in  hypertensive  patients  with 
diabetes;  (3)  in  patients  who  have  an  elevated  basal 
metabolic  rate  without  hyperthyroidism;  (4)  in  patients 
experiencing  episodes  of  hypotension  and  excessive 
sweating;  (5)  in  patients  with  neurofibromatosis;  and 
(6)  in  patients  who  exhibit  weight  loss  and  failure  to 
gain  weight. 

There  have  been  several  pharmacologic  tests  avail- 
able for  many  years  to  aid  in  the  diagnosis  of  pheo- 
chromocytoma. The  two  procedures  used  most  fre- 
quently have  been  the  histamine  test  and  the  Regi- 
tine  test.  These  tests  are  potentially  dangerous,  and 
deaths  have  been  reported  as  a result  of  their  use. 
Also,  false  positive  and  false  negative  results  may  be 
obtained.  The  tests  for  urinary  excretion  of  catechola- 
mines and  vanillylmandelic  acid  (VMA)  excretion  are 
safer  and  more  reliable. 

The  determination  of  the  24-hour  urinary  catechola- 
mines will  probably  establish  the  diagnosis  of  pheo- 
chromocytoma in  more  than  90  percent  of  the  cases. 
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In  patients  with  pheochromocytomas,  the  urinary  ex- 
cretion of  catecholamines  is  usually  in  excess  of  300 
Hg.  per  24  hours.  Urinary  excretion  of  vanillylman- 
delic  acid  has  been  found  to  exceed  12  mg.  per  24 
hours.  The  VMA  test  now  is  in  the  form  of  a simple 
colorimetric  test  which  is  useful  for  screening  large 
numbers  of  patients. 

Once  the  diagnosis  of  pheochromocytoma  has  been 
made,  the  next  clinical  problem  is  that  of  localization 
of  the  tumor.  Plain  films  of  the  abdomen,  intravenous 
urograms,  and  retroperitoneal  pneumonography  are 
frequently  helpful.  A pheochromocytoma  located  in  the 
thorax  is  usually  retropleural  and  lies  along  the  sym- 
pathetic trunk.  The  differential  assay  of  the  urine  for 
norepinephrine  and  epinephrine  is  of  great  value  in 
predicting  the  location  of  a pheochromocytoma  if  the 
tumor  is  elusive.  If  the  urine  contains  epinephrine, 
the  tumor  will  almost  certainly  be  located  in  one  of 
the  adrenal  glands.  Only  about  6 percent  of  pheo- 
chromocytomas are  outside  the  abdominal  cavity. 

Cushing’s  Syndrome:  The  diagnosis  of  Cushing’s  syn- 
drome may  be  easy  in  a typical  advanced  case.  The 
florid  clinical  manifestations  which  are  well  known 
may  be  obvious  the  minute  the  patient  is  first  seen. 
Yet  the  diagnosis  may  be  difficult  in  a mild  or  early 
case.  It  is  now  well  established  that  unrecognized 
and/or  untreated  Cushing’s  syndrome  is  a highly  in- 
capacitating and  lethal  disorder. 

Although  there  are  numerous  simple  laboratory  and 
x-ray  tests  which  assist  in  the  diagnosis  of  Cushing’s 
syndrome,  the  ultimate  diagnosis  rests  with  the  direct 
measurement  of  the  plasma  cortisol  or  the  metabolites 
of  hydrocortisone. 

For  years  the  measurement  of  the  daily  urinary 
excretion  of  17-hydroxycorticosteroids  (17-HCS)  has 
proved  to  be  a reliable  index  of  cortisol  secretion. 
Normal  adults  excrete  3-12  mg.  of  17-HCS  in  24 
hours,  and  patients  with  Cushing’s  syndrome  usually 
excrete  in  excess  of  12  mg.  per  day. 

In  recent  years  a practical  method  of  measuring  the 
plasma  cortisol  has  been  developed  in  which  the 
morning  and  evening  determinations  are  compared 
(Table  2).  In  Cushing’s  syndrome  the  evening  plasma 
cortisol  is  elevated.  This  test  is  an  ideal  screening 


test  for  Cushing’s  syndrome,  and  if  results  are  normal 
the  rest  of  the  tests  are  usually  not  necessary.  The 
plasma  cortisol  test  is  demonstrated  in  Table  2.  If  the 
plasma  cortisol  determinations  are  confusing  or  incon- 
clusive, the  adrenocorticotrophic  hormone  (ACTH)  sup- 
pression test  and  stimulation  tests  are  helpful  in  sub- 
stantiating or  discrediting  the  diagnosis. 

Renovascular  Hypertension:  The  exact  incidence  of 
renovascular  hypertension  is  not  known,  but  reports 
indicate  that  it  is  a relatively  common  finding  in  hy- 
pertension. It  is  estimated  that  there  are  at  least  40 
million  persons  in  the  United  States  with  hypertension 
and  that  5 percent,  or  two  million,  may  have  renovas- 
cular hypertension.  Surgical  procedures  for  handling 
the  occlusive  lesions  are  now  well  established  and 
the  lowering  of  blood  pressure  and  the  preservation  of 
functioning  renal  tissue  can  now  be  realized  in  most 
of  the  cases  diagnosed.  The  problem  is  to  find  the  hy- 
pertensive patient  who  has  the  significant  renal  artery 
occlusion. 

Since  the  renal  aortogram  is  the  most  important 
test  in  the  work-up  of  the  patient  suspected  to  have 
renovascular  hypertension,  the  indications  for  renal 
aortograms  have  continually  been  liberalized.  Indica- 
tions for  renal  arteriography  are  as  follows:  (1)  recent 
onset,  especially  under  the  age  of  30  years  or  over 
the  age  of  50;  (2)  sudden  exaggeration  of  preexisting 
hypertension;  (3)  presence  of  abdominal  or  flank 
bruits;  (4)  acute  flank  pain  associated  with  onset; 
(5)  disparity  in  function  and/or  size  of  kidneys;  (6) 
other  atherosclerotic  occlusive  lesions;  (7)  abnormal 
renogram;  (8)  abnormal  split  function  studies;  and  (9) 
clinical  judgment  of  severe  progressive  hypertension 
that  is  unresponsive  to  the  usual  therapeutic  meas- 
ures. 

The  usual  causes  of  renal  artery  occlusion  are  (1) 
arteriosclerosis  and  (2)  a dysplasia  of  the  artery  wall, 
most  commonly  referred  to  as  fibromuscular  hyper- 


Plasma  Cortisol 
(17-hydroxycorticosteroids) 

Morning 

Evening 

Normal 

9-30  rg. 

% 

2-18  /<g. 

% 

Cushing's 

20-25  /<g. 

% 

20-25  pg. 

% 

Tahle  2.  Plasma  cortisol  test. 
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plasia.  Other  causes  of  renal  artery  occlusion  are 
acute  thrombosis,  aneurysm,  embolism,  and  arteritis. 

It  is  apparent  from  the  recent  reports^- in  the  lit- 
erature that  from  70  percent  to  90  percent  of  patients 
with  hypertension  and  renal  artery  occlusion  can  be 
relieved  by  the  appropriate  surgical  maneuver,  wheth- 
er it  be  renal  artery  reconstruction  with  renal  revas- 
cularization or  nephrectomy. 

Primary  Aldosteronism:  Primary  aldosteronism  repre- 
sents the  newest  form  of  correctable  hypertension. 
The  criteria  for  diagnosing  this  syndrome  are  chang- 
ing rapidly.  Conn,  who  first  described  this  abnormality 
initially  stated  that  it  was  fortunate  that  the  first  case 
he  encountered  was  a classic  example  of  primary  al- 
dosteronism. The  truth  of  this  statement  is  indicated 
by  the  fact  that  little  symptomatology  or  biochemical 
findings  have  been  added  to  this  original  description. 

It  now  seems  that  patients  with  many  or  all  of  the 
biochemical  aberrations  once  thought  necessary  for 
the  diagnosis  of  primary  aldosteronism  actually  repre- 
sent patients  who  have  severe  and  prolonged  primary 
aldosteronism.il  In  other  words,  many  patients  who 
have  primary  aldosteronism  may  have  few  or  no  sig- 
nificant biochemical  alterations  and  therefore  may  be 
clinically  indistinguishable  from  patients  with  so- 
called  essential  hypertension. 

At  best  the  manifestations  of  severe  or  prolonged 
primary  aldosteronism  are  subtle  and  variable,  even 
from  day  to  day.  Patients  may  complain  of  episodes 
of  severe  muscular  weakness.  This  weakness  may  oc- 
casionally proceed  to  a flaccid  paralysis  which  usually 
affects  the  lower  extremities.  It  may,  however,  pro- 
gress to  include  the  entire  body.  Also,  usually  no  pre- 
cipitating cause  for  the  onset  of  the  paralysis  is  rec- 
ognized. It  often  appears  to  be  unrelated  to  the  level 
of  serum  potassium. 

Muscular  tetanic  contractions  and  positive  Chvos- 
tek’s  and  Trousseau’s  signs  may  be  present  if 
searched  for.  These  are  usually  seen  in  the  upper  ex- 
tremities as  contrasted  to  the  paralysis  which  more 
often  involves  the  lower  extremities. 

Polydipsia,  polyuria,  and  increasing  nocturia  are 


among  the  secondary  effects  due  to  total  body  deple- 
tion of  potassium.  Severe  headache  is  often  a fre- 
quent complaint  and  usually  refractory  to  the  usual 
form  of  therapy.  Paresthesias  consisting  of  prickling 
and  tingling  of  the  face,  hands,  and  feet  are  common. 
Fatigue  and  visual  disturbances  are  vague  and  non- 
specific in  nature. 

The  physical  findings  are  just  as  subtle  and,  for  the 
most  part,  are  those  that  can  be  seen  with  many  oth- 
er illnesses.  The  hypertension  is  usually  mild  to  mod- 
erate in  severity,  but  it  may  be  in  the  malignant  stage 
with  obvious  eyeground  changes.  Cardiac  enlarge- 
ment is  also  present.  The  conspicuous  absence  of 
edema  in  a situation  where  edema  would  be  expected 
is  seen  in  most  cases  but  its  presence  does  not  rule 
out  the  diagnosis. 

There  are  several  main  laboratory  findings  in  pri- 
mary aldosteronism.  If  patients  exhibit  several  of  the 
findings  they  should  certainly  be  screened  for  primary 
aldosteronism.  Such  conditions  as  the  hypokalemia, 
alkalosis,  and  polyuria  probably  represent  late  mani- 
festations of  the  syndrome. 

Hypokalemia  is  the  most  consistent  finding  as  a 
single  screening  procedure.  It  is  not  present  every 
day,  and  with  a single  determination  this  finding  may 
escape  detection.  If  the  serum  potassium  is  low,  it 
may  be  of  a severe  degree  but  completely  asympto- 
matic. The  value  may  range  from  1.8  to  2.2  mEq. /liter 
and  still  be  unattended  by  symptoms.  Hypernatremia 
is  intermittent  and  usually  mild.  The  alkalosis  is  a 
metabolic  type.  The  hydrogen  ion  concentration  is 
elevated,  and  COo  content  or  combining  power  may 
range  from  30  to  40  mEq. /liter.  Mild  albuminuria  may 
be  persistent  or  intermittent.  The  urine  is  usually  al- 
kaline or  neutral,  and  there  is  an  inability  to  respond 
to  an  ammonium  chloride  load.  This  is  caused  by 
kaliopenic  nephropathy,  the  term  applied  to  the  renal 
changes  that  follow  the  longtime  presence  of  low 
serum  potassium.  In  the  fully  developed  syndrome 
some  degree  of  decreased  renal  function  is  invariably 
present. 

The  polyuria  is  a very  frequent  finding,  and  the 
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specific  gravity  usually  ranges  from  1.004  to  1.010. 
The  specific  gravity  is  responsive  neither  to  \water  re- 
striction nor  to  administration  of  vasopressin. 

If  the  level  of  serum  potassium  in  a given  patient 
with  hypertension  is  below  3.5  mEq. /liter  and  there  is 
no  other  obvious  cause  for  low  potassium,  such  as 
vomiting,  diarrhea,  or  diuretic  therapy,  the  test  should 
be  repeated.  At  the  same  time  the  24-hour  urinary 
potassium  level  should  be  determined.  If  the  latter 
exceeds  20  mEq. /day,  this  is  strong  presumptive  evi- 
dence of  the  chronic  form  of  primary  aldosteronism 
and  still  remains  as  a reliable  screening  procedure. 

Confirmatory  tests  include  increased  urinary  al- 
dosterone excretion  (N=:5-15  ng./24  hours)  and  ab- 
normal (increased)  aldosterone  secretion  rates  using 
radioactive  isotopes  (N=less  than  200  ug./24  hours). 

Until  recently  this  was  the  classic  type  patient  sus- 
pected of  having  primary  aldosteronism.  As  knowledge 
and  techniques  became  available  to  study  aldosterone 
secretion  and  its  controlling  factors,  it  soon  became 
evident  that  all  of  the  preceding  criteria  may  have  lit- 
tle importance,  and  it  is  postulated  that  perhaps  one 
in  five  patients  with  hypertension  may  actually  have 
primary  aldosteronism. 

Although  many  factors  may  influence  aldosterone 
elaboration,  the  major  control  rests  with  the  kidneys. 
This  control  seems  logical,  since  the  kidney  is  the 
target  organ  for  the  action  of  aldosterone. 

The  effect  of  the  kidney  is  exerted  through  the 
juxtaglomerular  apparatus  of  the  afferent  arteriole. 
The  juxtaglomerular  apparatus  is  sensitive  to  pressure 
changes  to  which  the  glomerulus  is  subjected,  and  it 
acts  through  elaboration  of  renin.  In  turn,  this  acts 
upon  angiotensinogen,  forming  angiotensin  I and  then 
angiotensin  II.  Angiotensin  II  has  been  well  estab- 
lished to  be  a potent  stimulus  for  the  elaboration  of 
aldosterone  in  man.  This  regulatory  function  is  abol- 
ished or  overwhelmed  in  primary  aldosteronism  with 
the  resultant  high  aldosterone  production  in  the  pres- 
ence of  a suppressed  plasma  renin.  On  the  other 
hand,  in  those  instances  where  aldosterone  secretion 
is  stimulated  secondarily  by  an  increase  in  the  pro- 


duction of  renin  because  of  a compromised  renal  cir- 
culation, the  renin  levels  are  elevated.  The  combina- 
tion of  overproduction  of  aldosterone  and  suppres- 
sion of  plasma  renin  activity  now  seems  to  be 
uniquely  diagnostic  of  an  aldosterone-secreting  ad- 
renal tumor. 

It  is  estimated  that  perhaps  up  to  25  percent  of  all 
patients  with  “essential”  hypertension  are  in  fact  suf- 
fering from  aldosterone-producing  adrenal  tumors.  It 
therefore  seems  that  many  patients  with  primary  al- 
dosteronism are  normokalemic  and  do  not  exhibit  any 
of  the  signs  and  symptoms  and  laboratory  findings 
once  thought  characteristic  of  the  syndrome.  How- 
ever, at  the  present  time  the  available  testing  tech- 
niques for  renin  and  aldosterone  are  sufficiently  dif- 
ficult and  expensive  that  unless  easier  methods  be- 
come available,  the  determining  of  the  exact  percent- 
age of  patients  with  primary  aldosteronism  in  the  hy- 
pertensive population  is  several  years  away.  Until  the 
aldosterone  and  renin  studies  become  more  available 
and  dependable  for  the  routine  evaluation  of  all  hyper- 
tensive individuals,  the  patients  who  show  clinical  find- 
ings of  severe,  prolonged  primary  aldosteronism  must 
not  be  overlooked. 

Nevertheless,  more  and  more  cases  of  normokalem- 
ic primary  aldosteronism  are  being  diagnosed.  As  the 
availability  of  tests  for  aldosteronism  and  renin  be- 
come more  widespread,  it  is  possible  that  vast  num- 
bers of  such  patients  will  be  referred  to  a surgeon  for 
operation. 

The  surgeon  should  be  acutely  aware  of  the  physiol- 
ogy of  aldosteronism  and  be  relatively  certain  of  the  di- 
agnosis preoperatively.  At  the  time  of  surgery  the 
findings  may  be  confusing,  and  one  must  be  prepared 
to  carry  out  a major  preprocedure  even  if  what  ap- 
pears to  be  grossly  normal  adrenal  glands  are  found. 

The  adrenal  tumors  are  rarely  more  than  15  mm. 
in  size  and  often  only  3-5  mm.  in  diameter.  Cortical 
hyperplasia  without  distinct  adenoma  occurs  in  ap- 
proximately 9 percent  of  the  cases  thus  far  reported. 

The  tumors  can  be  situated  in  either  adrenal  gland 
so  it  is  desirable  that  both  be  exposed.  The  abdominal 
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or  posterior  approach  is  a matter  of  individual  choice. 
The  search  for  these  small  tumors  requires  complete 
hemostasis  and  avoidance  of  trauma  to  the  adrenal 
gland  during  dissection. 

Careful  inspection  and  palpation  may  reveal  the 
tiny  tumor  but  both  glands  must  be  carefully  mobil- 
ized because  multiple  adenomas  are  found  in  15  per- 
cent of  the  cases.  When  the  surgeon  encounters  the 
situation  in  which  a tumor  is  not  found  by  either  in- 
spection or  palpation,  he  will  be  justified  in  removing 
successive  segments  of  each  adrenal  so  that  each 
portion  that  is  removed  can  be  cut  open  and  searched 
for  a tiny  adenoma.  This  maneuver  should  begin  on 
the  left  side  because  most  tumors  are  situated  on 
this  side. 

The  left  gland  can  be  removed  in  successive  seg- 
ments and  if  there  is  no  evidence  of  a tumor,  succes- 
sive segments  of  the  right  adrenal  gland  should  be  re- 
moved. This  type  of  procedure  can  be  performed  with 
assurance  only  when  the  preoperative  criteria  have 
been  reliably  satisfied.  Therefore,  the  surgeon’s  task 
is  formidable  and  he  should  be  thoroughly  convinced 
of  the  diagnosis  before  such  an  endeavor  is  con- 
sidered. 

A brief  but  realistic  approach  should  be  taken  to 
the  diagnosis  of  correctable  forms  of  hypertension.  A 
detailed  history,  physical,  and  chest  film  are  likely  to 
bring  up  the  possibility  of  coarctation  of  the  aorta.  A 
VMA  test  and  urinary  catecholamine  determination,  if 
performed  properly,  will  pick  up  most,  if  not  all,  pa- 
tients with  pheochromocytoma.  The  plasma  cortisol 
determinations  are  reliable  as  a screening  procedure 
for  early  Cushing’s  syndrome.  The  renal  aortogram 
represents  the  means  of  diagnosing  or  suspecting 
renovascular  hypertension.  Aldosterone  determinations 
are  now  available  at  most  major  centers  and  labora- 
tories and  soon  reliable  plasma  renin  determinations 
should  be  widely  available.  And  lastly,  the  suspicion 


to  pursue  any  of  the  described  procedures  is  impor- 
tant and  rewarding. 

Correctable  hypertension  at  the  present  time  is 
treated  through  surgical  means.  The  surgeon’s  role  in 
this  disease  is  becoming  increasingly  important,  and 
it  is  possible  that  the  heretofore  majority  of  the  so- 
called  essential  hypertensive  patients  may  rapidly 
dwindle  to  a less  formidable  percentage. 
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CUTANEOUS 


ALTERATIONS  FROM 
INJECTED  INSULIN 


LEONARD  R.  ROBBINS,  M.D.;  D.  DWIGHT  ODOM,  M.D.;  and  HAROLD  L DOBSON,  M.D. 


Clinical  Study:  Of  128  clinic  patients  re- 
ceiving daily  insulin  therapy,  60  percent 
had  some  abnormality  at  the  injection 
sites.  Lesions  considered  to  result  pri- 
marily from  insulin  were  relatively  un- 
common. Changes  secondary  to  trauma 
were  found  in  one-half  of  the  patients, 
with  localized  pigmentation  and  nodule 
formation  being  the  most  common.  In- 
direct evidence  suggests  that  cutaneous 
alterations  lead  to  important  alterations 
in  diabetic  control.  Inspection  of  the  sites 
of  insulin  injection  is  an  important  part 
of  the  management  of  diabetic  patients. 

SOON  AFTER  INSULIN  therapy  was  introduced,  pa- 
tients were  found  to  have  cutaneous  changes  at  the 
sites  of  injection.  Banting  and  associates^  thought 
that  these  were  caused  by  protein  impurities  in  their 
insulin  preparation.  In  agreement  with  this  conclusion, 
the  work  of  Jorpes^  and  Paleys  showed  that  the  inci- 
dence of  skin  reactions  was  decreased  when  a highly 
purified  insulin  was  used.  With  commercial  products 
these  reactions  are  still  relatively  frequent:  the  report- 
ed incidence  ranges  from  3.2  to  55.8  percent.^-  s 

The  relationship  of  cutaneous  changes  to  adequacy 


of  clinical  control  is  not  clear.  In  some  types  of  ab- 
normality, such  as  lipoatrophy,  little  or  no  effect  on 
insulin  absorption  is  demonstrable.®  In  other  types, 
especially  those  with  an  inflammatory  component,  no 
information  is  available.  This  study  was  carried  out 
in  order  to  determine  the  incidence  of  cutaneous  al- 
terations and  evaluate  their  effect  on  diabetic  carbo- 
hydrate control. 

Methods:  Patients  who  visited  the  Diabetic  Clinic  at 
Jefferson  Davis  Hospital  were  interviewed  at  random 
and,  if  receiving  insulin,  the  sites  of  injection  inspect- 
ed. Since  mild  allergic  manifestations  are  common  dur- 
ing the  first  weeks  of  treatment  with  insulin,  patients 
who  were  in  the  first  month  of  therapy  were  not  in- 
cluded in  this  study. 

The  skin  and  subcutaneous  alterations  were  classi- 
fied as  follows: 

Localized  wheals  at  the  sites  of  injection. 

Lipoatrophy . 

Li  pohypertrophy . 

Pigmentation  of  the  injection  sites. 

Nodules.  Firm,  small,  nontender-to-moderately  ten- 
der nodes  in  the  intracutaneous  or  subcutaneous  tis- 
sues. In  many  patients  an  inflammatory  response  was 
observed  in  the  overlying  skin  during  the  first  few 
days  of  formation.  Some,  but  not  all,  of  these  were 
the  same  as  those  described  by  Allan  and  Scherer^ 
and  Paley  and  Tunbridge.^ 

Abscesses,  either  sterile  or  bacterial  in  origin. 
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Fibrosis  in  a localized  area  indicating  that  the  pa- 
tient was  not  rotating  the  injection  but  was  using  a 
“favorite  site.” 

Lipoatrophy,  lipohypertrophy  and  wheals  were 
thought  to  be  a result  of  the  insulin,  the  material 
bound  to  the  insulin,  or  impurities  in  the  insulin;^- 3,  s 
therefore,  they  were  considered  to  be  primary 
changes.  It  is  known  that  other  injectable  drugs  may 
produce  these  changes.^  No  patient  was  receiving 
other  drugs  by  injection  except  Mercuhydrin. 

Secondary  changes  were  those  caused  by  repeated 
trauma,  pH  alterations,  poor  cleaning  and  sterilization 
techniques  and  contamination  of  the  interior  of  the 
syringe  or  needle  with  a variety  of  irritants  (such  as 
alcohol). r.  10  In  these  secondary  changes  evidence  of 
inflammation  at  the  injection  site  was  frequently  ob- 
served several  hours  after  the  insulin  was  adminis- 
tered. This  group  of  disorders  included  abscess  for- 
mation, fibrosis  and  pigmentation.  Nodule  formation 
was  also  included,  although  we  believe  this  to  be 
caused  by  modified  insulin  in  some  patients. 

In  this  clinic,  oral  hypoglycemic  therapy  combined 
with  insulin  injection  is  reserved  for  patients  whose 
diabetes  is  difficult  to  control.  Information  as  to  the 
type  of  therapy  each  patient  received  was  recorded 
so  that  some  evaluation  of  the  incidence  of  problem 
patients  could  be  made. 

Results:  Of  the  397  patients  interviewed,  128  were 
receiving  long-term  insulin  therapy  at  the  time  of 
study  and  101  had  been  treated  with  modified  insulin 
in  the  past.  Of  the  128  patients  on  active  therapy,  76 
(60  percent)  were  found  to  have  alterations  at  the 
site  of  injection.  The  total  incidence  of  each  type  of 
abnormality  is  shown  in  Table  1 and  the  distribution 
(spectrum)  of  observed  changes  appears  in  Table  2. 

Primary  changes  were  relatively  uncommon  with  a 
total  incidence  of  16.3  percent,  and  were  present  as 
a single  lesion  in  only  6 percent  of  the  patients.  No 
generalized  allergic  reactions  were  observed,  and  only 
two  patients  had  localized  wheals.  In  one  the  allergic 
response  appeared  within  two  hours  after  injection,  in 
the  other  the  response  was  delayed. 

Secondary  changes  were  much  more  common,  with 


Changes 

No. 

% 

Primary 

Lipoatrophy 

11 

10.0 

Lipohypertrophy 

5 

4.5 

Wheal 

2 

1.8 

Secondary 

Pigmentation 

48 

42.7 

Subcutaneous  nodules 

42 

37.4 

Abscess 

3 

2.7 

Marked  fibrosis 

1 

0.9 

Total 

112 

100.0 

Table  1.  Total  incidence  of  each  type  of 
skin  and  subcutaneous  change  in  128  patients 
on  insulin  therapy  at  the  time  of  study. 


pigmentation  and  nodule  formation  making  up  about 
80  percent  of  the  alterations.  Pigmentation  is  seen 
most  often  in  Negroes  and  may  be  more  common  in 
females  (Table  3). 

In  the  101  patients  who  had  received  prolonged 
insulin  therapy  in  the  past,  it  was  possible  to  diag- 
nose and  classify  skin  changes  in  22  (Table  4).  Pig- 
mentation and  nodules  in  the  subcutaneous  tissue 
made  up  all  but  one  of  the  total  number  of  altera- 
tions indicating  that  these  are  the  slowest  to  resolve. 
Combining  the  experience  summarized  in  Tables  2 
and  4,  it  is  seen  that  of  the  229  patients  who  were 
receiving  or  had  received  daily  insulin  therapy,  108, 
or  47  percent,  had  some  detectable  abnormality  in 
the  injection  areas. 

More  than  one  skin  abnormality  was  found  in  26 
percent  of  the  patients  on  active  therapy  represent- 
ing 43  percent  of  those  with  detectable  abnormality, 
and  in  9 percent  of  the  patients  who  had  received  in- 
sulin in  the  past.  These  multiple  alterations  were  ei- 
ther a single  primary  with  one  or  more  secondary 
changes,  or  two  or  three  of  the  secondary  ones.  In 
this  study,  two  different  primary  changes  did  not  co- 
exist in  a single  individual;  however,  lipoatrophy  and 
lipohypertrophy  in  the  same  individual  have  been 
observed  in  patients  who  were  not  included  in  this 
study. 

The  use  of  combined  insulin-oral  hypoglycemic 
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Changes 

No. 

% of  Patients 
Receiving  Insulin 

% of 
Patients 
with  Skin 
Alteration 

One  Abnormality: 

Wheal  formation 

2 

1.6 

2.6 

Lipoatrophy 

2 

1.6 

2.6 

Lipohypertrophy 

3 

2.4 

4.0 

Pigmentation 

19 

14.8 

25.0 

Nodule  formation 

14 

10.9 

18.5 

Abscesses 

2 

1.6 

2.6 

Marked  fibrosis 

1 

0.8 

1.3 

Totals 

43 

33.7 

56.6 

Multiple  Abnormalities; 

Pigmentation  and  nodules 

21 

16.4 

27.7 

Nodules  and  lipoatrophy 

2 

1.6 

2.6 

Pigmentation  and  lipoatrophy 

5 

3.9 

6.6 

Nodule  and  abscess 

1 

0.8 

1.3 

Nodule  and  lipohypertrophy 

1 

0.8 

1.3 

Totals 

30 

23.5 

39.5 

Pigmentation,  nodules 

and  lipoatrophy 

2 

1.6 

2.6 

Pigmentation,  nodules 

and  lipohypertrophy 

1 

0.8 

1.3 

Totals 

3 

2.4 

3.9 

Total,  single  and 

multiple  abnormalities: 

76 

59.6 

100.0 

Table  2.  Skin  and  subcutaneous  changes  in 
128  patients  receiving  daily  injections  of 
modified  insulin  at  the  time  of  study. 


therapy  as  an  index  of  difficult-to-control  carbohy- 
drate defect  is  correlated  with  the  incidence  of  cutane- 
ous alterations  in  Table  5.  The  percentage  of  patients 
with  one  reaction  of  the  primary  type  who  were  re- 
ceiving combined  therapy  was  quite  low.  Secondary 
and  multiple  skin  changes  were  associated  with  a 
significantly  high  incidence  of  combined  therapy 
(p<0.05),  suggesting  that  problems  in  control  and 
skin  changes  from  insulin  were  interrelated. 

Discussion:  In  this  study,  16.3  percent  of  the  dia- 
betic patients  on  active,  regular  insulin  therapy  had 
cutaneous  alterations  felt  to  be  related  primarily  to 
insulin.  This  incidence  of  primary  alterations  was 
found  to  be  similar  to  previous  reports  which  range 
from  5 to  15  percent.  However,  Lawrence,ii  Blotner,!® 
and  Joslini3  reported  rates  of  up  to  30  percent,  and 
Paley  and  Scott®  found  an  incidence  of  55.8  percent 


Total  No. 

Patients 

No.  with 
Pigmentation 

% 

X2 

Females 

89 

38 

43 

p=<0.1 

Males 

39 

11 

29 

Negro 

86 

42 

49 

p=<0.001 

White 

42 

7 

17 

Table  3.  Localized  pigmentation  following 
insulin  injections  in  128  patients. 


Changes 

No. 

% 

Pigmentation 

4 

4 

Subcutaneous  nodules 

9 

9 

Pigmentation  and  nodules 

8 

8 

Pigmentation,  nodules  and 

lipoatrophy 

1 

1 

Total 

22 

Table  4.  Persisting  skin  changes  in  101  patients 

who  had  received  insulin  in 

the  past. 

No.  on 

% on 

Total  No. 

Combined 

Combined 

Changes 

Patients 

Therapy 

Therapy 

No  skin  abnormality 

52 

16 

31 

One  skin  abnormality; 

Primary 

7 

1 

14 

Secondary 

36 

20 

55 

Multiple  skin  abnormalities 

33 

20 

61 

Total 

76 

41 

54 

Table  5.  Combined  insulin-oral  hypoglycemic 
therapy  as  an  index  of  “problem  patients”  in 
128  individuals  receiving  daily  injections  of 
modified  insulin  at  the  time  of  study. 

in  the  patients  who  started  on  insulin  therapy  under 
their  supervision  from  1947  to  1949.  These  high  per- 
centages included  the  first  month  of  insulin  therapy 
when  mild  allergic  reactions  were  frequent,  while  the 
present  study  included  only  those  patients  who  had 
been  on  insulin  therapy  for  more  than  one  month. 

The  secondary  cutaneous  alterations  were  observed 
much  more  frequently  than  the  primary  types,  with 
hyperpigmentation  and  nodule  formation  being  most 
common. 

One  or  both  of  these  abnormalities  were  observed 
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in  87  percent  of  the  patients  with  skin  alterations, 
making  up  54  percent  of  the  patients  receiving  insulin 
at  the  time  of  study.  Pigmentation  at  the  site  of  injec- 
tion was  thought  to  have  little  effect  on  the  absorp- 
tion of  insulin  but  was  considered  to  be  useful  as  an 
indication  of  poor  injection  technique.  On  the  other 
hand  it  is  probable  that  nodule  formation  leads  to  al- 
tered absorption  rates.  These  clinical  impressions 
should  be  subjected  to  more  adequate  investigation.  It 
is  reasonable  to  assume  that  these  two  abnormalities 
were  more  common  in  this  low  socioeconomic  group 
than  in  a general  diabetic  population  since  the  patients 
in  the  clinic  group  generally  had  below  average  intelli- 
gence and  poor  personal  hygiene.  Other  factors  were 
involved,  however,  as  these  abnormalities  were  pres- 
ent in  individuals  who  were  cooperative  and,  in  some 
cases,  compulsive  in  following  instructions  concerning 
the  care  of  the  syringes  and  needles,  and  the  impor- 
tance of  the  rotation  of  injection  site.  In  such  persons 
the  skin  changes  were  thought  to  be  related  to  the 
insulin,  the  pH,  or  the  material  bound  to  the  insulin. 

The  relationship  between  the  type  of  treatment  and 
the  occurrence  of  secondary  and  multiple  types  of 
cutaneous  reactions  was  interesting;  61  percent  of  the 
patients  having  multiple  types  of  cutaneous  changes 
and  55  percent  of  patients  with  secondary  changes 
were  being  treated  with  both  insulin  and  an  oral  hypo- 
glycemic agent.  Since  this  form  of  therapy  was  used 
only  for  problem  patients,  the  instability  of  patients' 
diabetes  and  occurrence  of  secondary  and  multiple 
types  of  cutaneous  reactions  appear  to  be  related.  We 
think  that  the  instability  in  control  may  be  related  to 
the  cutaneous  changes,  either  to  structural  changes 
which  can  be  visualized  or,  more  likely,  to  factors 
which  are  responsible  for  the  structural  changes.  An 
alternate  possibility  is  that  many  of  these  patients 
with  difficult-to-control  diabetes  had  skin  reactions 
because  they  were  careless  about  their  total  thera- 
peutic programs.  In  this  instance  the  skin  alterations 
would  be  related  to  poor  injection  techniques. 

In  our  experience  it  has  been  possible  to  reduce  the 
incidence  of  secondary  cutaneous  alterations  by  prop- 
er techniques  of  sterilization  of  equipment,  insulin 
measurement  and  administration.  Two  of  the  major 
errors  are  failure  to  rotate  the  injections  and  failure  to 


remove  alcohol  completely  from  the  syringe.  Dispos- 
able insulin  syringes  and  needles  are  enjoying  increas- 
ingly widespread  use  and  should  reduce  the  incidence 
of  these  cutaneous  alterations.  As  detection  of  the 
cutaneous  abnormalities  is  simple,  inspection  and  pal- 
pation of  the  sites  of  insulin  injection  should  be  an 
important  feature  of  the  regular  care  of  the  diabetic 
patient. 
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. . . man  is  related  to  everything  that  he  knows.  And  everything  is  both 
cause  and  effect,  working  and  worked  upon,  mediate  and  immediate 
all  things  materially  dependent.  A bond  that  is  both  natural  and 
imperceptable  binds  together  things  the  most  distant  and  things  the  most 
different.  I hold  it,  therefore,  impossible  to  know  the  parts  without 
knowing  the  whole,  any  more  than  we  can  know  the  whole  without 
knowing  each  particular  part. 

Pascal's  Pensees 

No.  72,  Brunschwigg's  Edition 


CARE  OF  THE  ALLERGIC  CHILD 

The  Intelligent  Physician's  Guide 


SALMON  R.  HALPERN,  M.D.,  Ph.D. 

Approximately  33  percent  of  children 
under  17  years  of  age  with  chronic  dis- 
eases have  been  shown  to  have  an  aller- 
gic illness.  In  caring  for  the  allergic  child 
the  physician  must  recognize  the  com- 
plex etiology  of  the  allergic  state.  The 
proper  use  of  pharmacological  measures, 
rehabilitation,  avoidance,  education,  and 
psychotherapy,  and,  when  necessary, 
specific  immunization  will  result  in  the 
control  of  the  disease  in  most  children. 
Asthma  is  a chronic  disease  requiring 
much  skill  and  patience  if  improvement 
in  the  patient’s  condition  is  to  be 
achieved. 

THE  MAGNITUDE  of  the  problem  of  allergic  diseases 
in  children  was  recently  brought  out  by  the  US  Nation- 
al Health  Survey  which  showed  that  32.8  percent  of 
children  under  17  years  of  age  with  chronic  diseases 
had  an  allergic  illness.  This  did  not  include  children 
with  sinusitis,  bronchitis,  hearing  impairments,  or  oth- 
er diseases  of  the  respiratory  system.  Allergic  diseases 
accounted  for  more  days  lost  from  school,  days  spent 
in  bed,  or  days  of  restricted  activity.^  The  incidence  of 
allergy  in  the  general  pediatric  population  is  reported 
to  be  between  6.6  percent  and  33.3  percent. 

I hope  to  point  out  the  complex  etiology  of  child- 
hood allergic  diseases  and  to  show  how  the  general 
physician,  by  using  good  symptomatic  therapy,  can 


provide  considerable  relief.  Details  of  treatment  have 
been  previously  described. 2.  r-13  Attention  will  be  fo- 
cused on  respiratory  allergy  using  asthma  as  the  pro- 
totype. Eczema  and  gastrointestinal  allergy  appear  to 
be  decreasing. 

Although  physicians  who  care  for  children  are  cog- 
nizant of  allergy,  they  seem  as  a group  to  be  disinter- 
ested or  unable  to  cope  with  the  problem,  and  so  the 
child  is  often  treated  inadequately.  Many  commercial 
bronchodilators  are  prescribed  without  the  realization 
that  they  are  all  similar.  Antihistamines  and  steroids 
are  frequently  used  for  asthmatic  attacks.  The  physi- 
cian consoles  himself  and  the  family  by  saying  (1)  he 
will  outgrow  it,  (2)  there  isn’t  much  one  can  do,  (3) 
the  results  of  allergy  treatment  are  unsatisfactory,  and 
(4)  it  is  all  psychosomatic.  He  considers  a positive 
skin  test  to  mean  the  child  is  allergic  to  the  substance 
tested,  a negative  skin  test  that  he  is  not  allergic  to 
it,  or  that  skin  tests  have  no  validity. 

These  attitudes  and  assumptions  to  a great  extent 
are  not  the  physician’s  fault.  In  his  training  he  has 
had  little  or  no  instruction  in  allergy,  and  he  has  had 
no  opportunity  to  follow  the  results  of  allergy  treat- 
ment. When  the  opportunities  arose,  cynicism  among 
his  teachers  dissuaded  him,  or  his  preoccupation  with 
acute  problems  did  not  allow  him  to  attend  the  allergy 
clinic. 

Immunological  Disease  Concept:  My  concept  of  child- 
hood allergy  is  that  it  is  basically  an  immunological 
disease.  The  asthmatic  is  usually  genetically  condi- 
tioned so  that  relatively  harmless  substances  produce 
abnormal  or  altered  immunological  reactions,  that  is, 
allergy.  The  result  of  the  antigen-antibody  reaction 
which  at  times  may  be  difficult  or  impossible  to  dem- 


Volume  64,  January,  1968 


89 


onstrate,  leads  to  the  release  of  a number  of  chemical 
mediators  such  as  histamine,  serotonin,  bradykinin, 
or  slow  reacting  substances  which  produce  smooth 
muscle  spasm,  edema,  and  mucus. 

The  antigens  causally  responsible  for  allergic  reac- 
tion are  as  follows:  (1)  foods,  (2)  inhalants  (pollens, 
molds,  dust,  epidermals),  (3)  drugs,  and  (4)  microbial 
agents.  The  allergic  condition  may  be  further  influ- 
enced or  initiated  by  such  secondary  factors  as  (1) 
physical  (heat,  cold,  light),  (2)  climate,  (3)  chilling, 
(4)  odors,  (5)  polluted  air,  (6)  smoke,  (7)  reflexes, 
(8)  infections,  and  (9)  emotions.  The  etiological  fac- 
tors in  asthma  cannot  always  be  determined.  The 
prognosis  is  indefinite  and  at  times  life  threatening, 
and  the  treatment  is  not  always  successful.  It  is  there- 
fore no  wonder  that  in  the  minds  of  the  child,  his 
parents,  and  the  physician  many  doubts  arise  about 
what  can  be  done.  This  is  also  true  of  many  chronic 
diseases  such  as  nephrosis,  epilepsy,  or  diabetes.  This 
fact  need  not  leave  one  in  a state  of  despair. 

At  this  point  it  is  important  to  stress  the  need  for 
the  physician  to  have  “a  comprehensive  view  of  the 
human  organism  and  its  relationship  to  the  internal 
and  external  environment.”!*  In  discussing  the  multi- 
ple causality  of  disease  Gregg  stated  that  “an  organ- 
ism is  an  association  of  organs  so  intimately  related 
that  no  part  can  be  changed  without  changing  in 
some  way  and  in  some  measure  all  the  others.’'i5 
Through  a series  of  diagrams  (Figs.  1-3),  slightly  modi- 
fied from  Richmond  and  Lustman’s  article,  this  con- 
cept can  be  readily  visualized.  The  physician  in  turn 
can  use  them  in  explaining  the  puzzling  syndrome  of 
asthma  to  the  family.  So  often  they  are  confused; 
parents  have  said  to  me,  “We  removed  the  feather 
pillow,  the  dog,  the  foods,  and  he  still  has  asthma.” 
Richmond  and  Lustman  feel  the  individual  is  in  good 
health  if  his  homeostatic  state  as  measured  by  the 
square  area  of  the  inner  circle  is  not  distorted  (Fig. 
1).  He  is  in  equilibrium  between  “the  adaptive  and 
disruptive  forces  within  and  without  the  organism.” 
The  surface  area  is  constantly  changing  due  to  the 
interaction  of  the  external,  internal,  and  emotional  en- 
vironment. If  it  is  reduced  or  constricted  (Fig.  2)  the 
child  is  ill;  he  has  an  asthmatic  attack. 

Case  History:  A 7-year-old  boy  had  eczema  the  first 
two  years  of  life  which  gradually  disappeared  over  the 
next  three  years.  Eating  egg  during  infancy  produced 
hives  and  angio-edema.  At  18  months  he  developed 
asthma  which  was  frequently  associated  with  bron- 
chitis and  pneumonia.  The  asthmatic  attacks  became 
more  severe  and  frequent,  and  the  parents  were  con- 
cerned about  his  attendance  at  school.  He  was  a shy, 
chronically  ill  child  who  sat  on  his  mother’s  lap  during 
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Compassion  - His  concept 
of  the  above  figure 

Fig.  1. 

an  hour-long  interview  in  spite  of  the  fact  that  there 
was  a box  full  of  toys  in  the  room.  His  mother  had 
hay  fever,  and  the  father  had  had  severe  asthma  until 
18  years  of  age  and  now  had  chronic  allergic  rhinitis 
and  sinusitis.  The  younger  brother  was  very  well. 

In  late  September  the  family  moved  to  a new  loca- 
tion, requiring  that  the  child  attend  a new  school,  a 
disturbing  factor.  On  his  first  day  in  the  new  school 
during  the  recess  period  he  played  on  the  grass.  He 
stirred  up  large  amounts  of  mold,  and  the  grass  and 
ragweed  count  were  very  high,  the  weather  was  windy; 
and  he  became  chilled  after  the  hard  play.  He  began 
to  wheeze  and  became  very  frightened.  The  wheezing 
increased  in  severity  when  he  learned  that  the  school 
nurse  could  not  locate  his  mother.  When  the  mother 
brought  him  to  the  office  several  hours  later  both  she 
and  the  boy  were  in  a state  of  panic. 

This  typical  case  history  demonstrates  the  multiple 
causality  of  asthma  which  so  constricted  the  patient’s 
homeostatic  capacity  that  severe  asthma  developed 
(Fig.  2). 

Treatment:  Treatment  begins  with  the  history  taking, 
the  most  important  aspect  of  the  allergy  survey.  It  is 


90 


TEXAS  MEDICINE 


4 


sd  I 


A"" 

Disturbed 
by  new  school 

Fear  of  Mothers  seporotion 
EMOTIONAL 
ENVIRONMENT 


Immaturity 
parental  concern 


Fig.  2. 


Helping  him  ~ Adjustment 

to  grow  up  Reassurance  school 

Teaching  child  and  Mother 
proper  treatment  of  attack 
EMOTIONAL 
ENVIRONMENT 


Fig.  3. 


the  long  painstaking  history  which  delves  into  every 
aspect  of  the  child’s  life  that  establishes  the  neces- 
sary rapport  between  the  physician,  the  child,  and  the 
parents.  Attention  is  paid  to  the  most  minute  details: 
illnesses,  medication,  home,  relations  to  peers,  sib- 
lings, teachers,  and  parents.  The  child  and  then  the 
parents  are  given  time  to  tell  us  about  their  knowl- 
edge of  the  disease  and  how  they  feel  about  it. 

The  interviews  are  not  only  a means  of  obtaining  a 
chronological  story,  but  they  offer  an  opportunity  for 
free  exchange  of  ideas  between  physician  and  family. 
The  mother  can  feel  free  to  say,  “I  am  scared  he  may 
die  in  one  of  these  attacks.”  The  thoroughness  of 
the  physician’s  examination,  the  nasal  smear,  blood 
counts,  and  x-rays  are  diagnostic  as  well  as  thera- 
peutic procedures.  The  gentleness  and  kindness  of  the 
nurses  and  physicians  further  help  to  alleviate  the 
anxiety  that  invests  the  child  and  his  parents.  Obser- 
vation over  a long  period  is  sometimes  necessary  to 
discover  all  the  factors  responsible  for  the  allergy. 
Home  visits  may  bring  out  such  startling  facts  as  a 
child  lying  on  a dusty  rug  with  the  dog  in  his  arms, 
mildew  in  the  child’s  bedroom,  or  a very  emotionally 
disturbed  home. 

When  all  the  studies  are  completed  a conference  is 
held  and  the  plan  of  treatment  is  outlined.  This  con- 
sists of: 

I.  Avoidance  (foods,  pets,  dust,  molds,  odors, 
fumes,  chilling,  excessive  dryness  of  the  home). 

II.  Symptomatic  therapy. 


A.  Pharmacology. 

1.  Antihistamines.  Used  only  for  temporary  re- 
lief of  itching  and  nasal  symptoms.  Fre- 
quently these  have  such  undesirable  ef- 
fects as  drowsiness,  irritability,  and  ano- 
rexia. They  are  ineffectual  in  asthma  and 
produce  dryness  of  the  mucus  and  bron- 
choconstriction. 

2.  Expectorant.  A saturated  solution  of  po- 
tassium iodide  is  best.  Glyceryl  guaiacolate 
may  be  used  if  the  potassium  iodide  pro- 
duces reactions. 

3.  Bronchodilator. 

(a)  Oral.  Ephedrine  with  or  without  a xan- 
thine derivative  such  as  aminophylline. 
(Aminophylline  may  cause  vomiting, 
irritability,  cerebral  edema,  and  death 
particularly  in  young  children  when 
given  in  doses  greater  than  3 mg.  per 
lb.  and  at  intervals  less  than  every  6 
hours.) 

(b)  Rectal.  Xanthine  derivative. 

(c)  Aerosol.  Isoproterenol,  1:200,  5 drops; 
phenylephrine,  10  percent,  5 drops; 
propylene  glycol,  5 drops;  distilled  wa- 
ter, 1/2  teaspoon.  This  is  used  with  a 
nebulizer  and  tire  pump.i®  If  frequent 
aerosol  therapy  is  necessary,  a small 
compressor  may  be  used  in  place  of 
tire  pump. 
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(d)  Coughing  exercises  and  chest  percus- 
sion. 

4.  Fluids.  These  are  as  important  as  the  ex- 
pectorant and  bronchodilator. 

5.  Antibiotics,  if  indicated,  are  usually  neces- 
sary for  7 to  14  days. 

6.  Avoidance  of  gamma  globulin.  It  is  expen- 
sive, ineffectual,  and  capable  of  causing 
sensitivity  reactions. 

7.  Steroids.  Supervised  by  the  physician  and 
used  only  in  status  asthmaticus  or  in  in- 
tractable asthma. 

B.  Physical  rehabilitation.  It  has  been  reported 
that  “physical  restriction  can  be  a marked  psy- 
chological handicap  for  the  growing  child, 
whose  increasing  needs  of  active  outlets  for 
energy,  tensions,  and  aggressive  feelings  can- 
not be  met.”i^ 

1.  Encouragement  of  participation  in  sports, 
particularly  swimming,  tennis,  baseball, 
and  basketball. 

2.  Community  center  or  YMCA  program  for 
asthmatics  in  which  breathing  exercises, 
ways  to  improve  physical  fitness,  develop 
athletic  skills,  and  establish  confidence  are 
taught. 

3.  Summer  camps  for  asthmatic  children. 

C.  Psychotherapy.  To  be  discussed  in  detail  later. 

III.  Education  of  the  child  and  parents.  Explanation 
of  the  pathophysiology  of  asthma  and  how  to 
recognize  the  early  symptoms  through: 

1.  Use  of  reading  material  furnished  by  the 
physician;  for  example.  Allergy  in  Children 
published  by  the  Allergy  Foundation  of 
America.!® 

2.  Encouragement  of  the  child  to  make  an  ex- 
hibit on  asthma  for  the  school  science  fair. 

3.  Encouragement  of  the  mother  in  making 
recipes  that  omit  the  foods  eliminated  from 
his  diet. 

4.  Discussion  of  prophylaxis  of  asthma  with 
the  parents  because  they  are  concerned 
about  future  children  developing  allergic 
diseases.!® 

5.  Attempting  to  involve  both  parents  in  the 
Interviews  so  that  they  actively  participate 
in  the  care  of  the  child.  Emphasize  that 
treatment  must  continue  for  several  years. 
It  is  very  easy  for  the  family  to  be  discour- 
aged if  a child  is  not  well  within  a few 
months. 


Referrals  to  Allergists:  Patients  who  should  be  referred 
to  the  allergist  are  as  follows: 

1.  Any  child  at  any  age  in  whom  all  efforts  by  his 
physician  have  failed  to  control  the  allergic  symp- 
toms, or  in  whom  the  allergy  plays  an  important  etio- 
logical role  in  recurring  otitis,  sinusitis,  bronchitis, 
pneumonia,  and  other  infections. 

2.  A child  who,  along  with  his  parents,  is  unable  to 
cooperate  with  the  physician  when  it  appears  that 
only  immunization  will  control  the  symptoms. 

3.  A child  whose  physician  has  neither  the  time  nor 
the  inclination  to  treat  the  problem.  Patients  frequent- 
ly come  not  because  they  are  referred  by  their  doctor 
but  because  the  child  next  door  went  to  the  allergist 
and  did  well. 

4.  A child  whose  referral  might  prevent  the  devel- 
opment of  chronic  diseases  such  as  nasal  polyps,  si- 
nusitis, chronic  bronchitis,  and  emphysema. 

The  goal  of  allergy  treatment  is  to  provide  effective 
relief  of  symptoms  and  to  prevent  the  development  of 
complications.  Johnstone®®  showed  that  50  percent  of 
children  with  pollenosis  who  were  not  immunized  de- 
veloped asthma,  whereas  none  of  a control  group  re- 
ceiving allergy  injections  did. 

Dubos®!  speaks  of  biological  Freudianism.  By  this 
he  means  that  both  animal  and  human  studies  show 
that  “the  response  of  human  beings  to  the  conditions 
of  the  present  is  always  conditioned  by  the  biological 
remembrance  of  things  past.’’  This  is  an  extremely 
important  concept,  for  this,  if  accepted,  implies  that 
disease  processes  should  be  treated  as  quickly  as  they 
are  recognized.  In  a chronic  disease  like  asthma  this 
concept  is  particularly  true;  since  if  asthma  remains 
untreated  new  sensitivities  develop  and  secondary 
factors  often  acquire  great  importance. 

This  is  the  grave  fault  of  the  “outgrowing  theory.” 
Many  individuals  who  have  “outgrown”  their  respira- 
tory allergy  now  have  sinusitis,  bronchitis,  and  em- 
physema. I emphatically  state  that  not  every  allergic 
child  should  consult  an  allergist.  Many  can  be  ex- 
tremely well  treated  by  a physician  who  will  take  the 
time  to  teach  the  child  and  parents  about  allergy  and 
use  the  methods  of  avoidance  and  good  symptomatic 
therapy. 

About  90  percent  of  asthmatic  children  respond 
well  to  competent  management  which  often  requires 
specific  immunization  to  the  significant  inhalants. 
Why  don’t  all  children  do  well?  The  following  are  some 
of  the  reasons: 

1.  The  child  is  extremely  allergic,  has  a family  his- 
tory of  allergy,  and  very  early  exhibits  eczema,  gastro- 
intestinal allergy,  allergic  rhinitis,  or  asthma. 
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2.  Failure  to  discover  all  the  causal  factors. 

3.  An  unsatisfactory  home  due  to  dust,  molds, 
pets,  and  odors. 

4.  Failure  to  utilize  symptomatic  therapy  properly 
and  to  practice  avoidance. 

5.  Improperly  administered  allergy  injections. 

6.  Failure  to  produce  blocking  antibodies  in  re- 
sponse to  immunization. 

7.  Emotional  disturbances  in  the  child  and  family. 

8.  Recurring  infections  that  are  difficult  to  control. 

9.  An  unknown,  possibly  an  auto-immune  mechan- 
ism, which  is  responsible  for  the  allergy. 

About  50  percent  of  intractable  asthmatics,  mean- 
ing those  children  under  good  allergy  care  who  fail  to 
respond  after  a year’s  treatment,  will  rapidly  remit 
when  removed  from  their  homes.  This  phenomenon 
suggests  that  disturbed  family  relationships  play  an 
important  role  in  causing  asthma. 22 

Levin  and  Scherer  state,  “Our  position  is  that  aller- 
gy is  primarily  an  organic  disease  due  to  an  immuno- 
logical disturbance.”23  They  believe  that  there  is  no 
disagreement  that  the  disease  can  be  triggered  or 
aggravated  by  emotional  factors.  This  is  in  agreement 
with  Peskin,24  a psychoanalytically  orientated  pediat- 
ric allergist. 

Assuming  that  emotional  problems  play  an  impor- 
tant part  in  8-10  percent  of  asthmatic  children,  what 
can  we  do?  “Nothing  allays  unwarranted  anxiety  as 
effectively  as  competent,  conscientious  care.  As  Engel 
has  emphasized,  this  is  ‘the  first  and  major  require- 
ment of  the  correct  psychotherapeutic  approach.’  ’’2^ 
The  physician  must  constantly  reassure  and  give  ex- 
amples from  his  experience  that  children  with  severe 
asthma  can  overcome  it.  They  do  become  athletes  or 
even  a President  of  the  United  States  (Teddy  Roose- 
velt). 

Parents  feel  guilty  when  their  child  is  ill,  particularly 
with  a chronic  illness.  They  want  to  know  what  they 
did  wrong,  or  they  deny  the  illness.  This  makes  the 
child  feel  guilty,  and  he  believes  the  parents’  denial  is 
a punishment  for  his  disease.  At  times  the  family 
seems  apathetic,  and  this  apathy  upsets  the  child. 
The  makeup  of  the  family  and  the  child  may  be  more 
important  than  the  illness,  so  that  in  some  families 
severe  illness  leads  to  a break  up  and  in  others  the 
family  becomes  more  closely  united. 

In  any  chronic  illness  in  which  all  the  etiological 
factors  cannot  be  clearly  determined,  the  prognosis  is 
uncertain  and  at  times  life  threatening,  and  the  treat- 
ment is  not  always  completely  satisfactory.  Anxiety 
occurs.  This  anxiety  causes  disturbance  of  the  mind 


and  body.  The  anxiety  may  change  to  hostility, 
shame,  rejection,  overprotection,  or  to  even  more 
serious  emotional  disturbances.  This  anxiety  is  reflect- 
ed in  the  child  by  irritability,  restlessness,  temper  tan- 
trums, disturbed  relationship  with  his  peers,  poor 
school  work,  and  troubled  sleep.  He  frequently  pun- 
ishes his  sibling,  his  dog,  the  maid,  or  his  parents.  He 
may  wet  his  bed,  bite  his  nails,  or  eat  poorly.  The 
physical,  economic,  emotional  strain  affects  all  the 
members  of  the  family.  The  mother  or  father  in  at- 
tending the  child  several  times  during  the  night  loses 
sleep  which  disturbs  the  normal  relationships  between 
husband  and  wife  and  between  parents  and  children. 
The  child  is  unhappy  because  of  his  illness,  the  poor 
school  work,  and  the  jealousy  between  siblings  and 
parents.  He  may  unconsciously  punish  the  family  by 
wheezing  or  scratching. 

Since  the  physician  is  aware  of  the  multiple  etiology 
of  asthma  he  will  allow  time  for  the  parents  and  child 
to  talk  about  the  attacks,  how  they  begin,  what  brings 
them  on,  how  they  feel  about  them.  Later  they  will 
have  an  opportunity  to  discuss  school,  siblings,  pa- 
rents, eating,  sleeping,  ambitions,  money,  and  other 
factors.  Any  conflicts  can  be  brought  out  into  the 
open. 

Reasonable  goals  for  treatment  will  be  set  up  which 
will  lead  to  normalization  of  the  life  of  the  child  and 
family.  A restricted  diet  must  be  subjected  to  food 
challenges  as  quickly  as  possible.  Adequate  changes 
in  the  home  can  be  achieved  by  making  his  bedroom 
dust  and  mold  free,  avoiding  chilling,  and  increasing 
the  humidity.  Don’t  advise  a move  to  Arizona  or  Flori- 
da on  the  very  far  out  chance  it  will  help.  In  most 
cases  it  does  not.  Don’t  further  upset  the  family  by 
demanding  the  pet  must  go.  Keep  him  outside  the 
house.  Encourage  the  child  to  take  his  own  medication 
and  to  use  an  oral  bronchodilator  before  hard  play  if 
this  causes  wheezing.  Suggest  he  be  given  an  allow- 
ance and  chores  and  that  discipline  be  enforced.  The 
child  should  be  let  to  sleep  alone,  spend  a night  with 
a friend,  and  go  on  overnight  scouting  trips.  He 
should  be  encouraged  to  join  in  group  activities,  such 
as  athletic  teams,  scouts,  bands,  chorus,  or  organiza- 
tions which  help  handicapped  children.  Challenge  the 
family  to  cope  with  the  problem,  but  always  let  them 
feel  you  are  available  to  help  them.  Their  disturbed 
emotional  state  may  not  allow  them  to  think  clearly, 
and  this  lack  of  clear  thinking  leads  to  poor  coopera- 
tion, failure  to  understand  the  disease,  and  difficult 
relations  between  you  and  the  family. 

In  a few  instances  the  emotional  disturbances  are 
severe  enough  to  require  the  assistance  of  a psychia- 
trist. There  should  be  no  hesitation  to  make  such  a 
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referral.  Tell  the  parents  that  help  is  needed  from 
someone  who  is  a specialist  in  the  treatment  of  people 
who  have  emotional  problems.  He  will  be  part  of  the 
team,  just  as  the  pediatrician,  the  allergist,  the  oto- 
laryngologist are.  Most  parents  will  gladly  accept  this 
approach. 

We  are  not  going  to  help  this  allergic,  chronically 
ill  patient  in  the  case  presented  earlier  by  “giving  him 
wheeze  medicine  and  allergy  shots.’’  It  is  necessary 
with  the  use  of  the  conceptional  figures  to  teach  the 
mother  about  the  multiple  causality  of  asthma.  He 
will  take  his  asthma  pill  to  school  and  use  it  before 
going  outdoors  to  play.  Later  the  allergy  shots  will 
help  immunize  him  and  he  may  not  need  the  pill.  It 
will  be  necessary  to  attend  the  asthma  classes  at  the 
community  center  where  he  will  learn  abdominal 
breathing,  improve  his  physical  fitness,  and  play  on 
teams.  Treatment  may  take  several  years.  We  want  to 
help  him  develop  emotionally.  Why  did  he  sit  on  his 
mother’s  lap  and  ignore  the  toys  in  our  consultation 
room?  Was  she  overprotecting  him  and  yet  rejecting 
him  by  not  being  available?  We  can  assure  her  that  we 
will  always  be  here  to  help  him.  These  things  the 
intelligent  physician  can  do.  When  specific  immuniza- 
tion is  necessary,  I think  it  is  best  to  let  his  regular 
physician  administer  it  with  the  understanding  that 
he  and  the  allergist  will  consult  with  one  another  from 
time  to  time.  As  we  successfully  put  into  effect  all  of 
these  therapeutic  modalities  his  homeostatic  capacity 
will  return  to  an  almost  normal  state  (Fig.  3). 

Conclusion:  Allergy  produces  a chronic  illness  in  the 
genetically  conditioned  child  due  to  an  altered  im- 
munological process  which  is  produced  by  an  antigen- 
antibody  reaction  liberating  a number  of  chemical 
mediators.  The  common  allergens  are  foods,  drugs, 
inhalants,  and  microbial  agents.  Secondary  factors 
such  as  climate,  weather,  fatigue,  reflexes,  infection, 
odors,  chilling,  exertion,  and  emotional  disturbances 
may  greatly  influence  and  at  times  initiate  the  allergy. 

In  caring  for  the  allergic  child  the  physician  must 
recognize  the  complex  etiology  of  the  allergic  state. 
He  cannot  fall  into  the  error  that  Shimkin  speaks  of 
when  he  says  “there  are  few  if  any  simple  causes  in 
biology.  There  are  instead  complex  situations  and  en- 
vironments in  which  the  probability  of  certain  events 
is  increased.  In  most  biological  and  sociological  phe- 
nomena, the  word  ‘cause’  is  a semantic  trap.’’^®  The 
proper  use  of  pharmacological  measures,  rehabilita- 
tion, avoidance,  education,  and  psychotherapy  togeth- 
er with  specific  immunization  when  it  is  necessary  will 
control  the  disease  in  most  children. 

Asthma  is  a chronic  disease  that  requires  all  of  the 
physician’s  skill  and  patience.  Panzani  said  “the  asth- 
ma doctor  must  and  dare  not  forget  that  his  own 


quiet  deliberate  and  reassuring  manner  as  to  his  abso- 
lute conviction  that  almost  all  cases  of  asthma  can 
be  cured,  constitute  one  of  the  most  important  pre- 
requirements for  success. ”2" 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 
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sodium  levothyroxine.  Dosage  is 
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patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
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CLINICOPATHOLOGIC 

CONFERENCE 


SAMUEL  R.  SNODGRASS,  M.D.;  McCLURE  WILSON,  M.D.;  FRIEDRICH  UNTERHARNSCHEIDT,  M.D.; 
C.  ROGER  YOUMANS,  JR.,  M.D.;  and  F.  LAMONT  JENNINGS,  M.D. 


A 44-year-old  woman  complained  of  diffi- 
culty with  vision.  Eye  glasses  did  not  re- 
lieve her  complaint  and  medical  work-up 
established  a diagnosis  of  diabetes  mel- 
litus.  She  did  not  follow  the  prescribed 
therapy  and  on  referral  to  The  University 
of  Texas  Medical  Branch  her  blood  sugar 
level  was  435  mg./ 100  ml.  Extensive 
diagnostic  procedures  suggested  a pitui- 
tary tumor.  A craniotomy  partially  re- 
moved a cystic  tumor  adjacent  to  the 
optic  chiasma.  The  patient  died  suddenly 
on  the  tenth  postoperative  day. 

CLINICAL  PROTOCOL:  When  admitted  to  John  Sealy 
Hospital  in  late  August,  this  44-year-old  Negro  cook 
said  that  she  had  trouble  with  her  eyes.  She  first  not- 
ed difficulty  in  reading  in  February  and  saw  an  “eye 
doctor”  who  gave  her  glasses.  The  glasses  gave  her 
no  benefit  and  she  then  saw  a physician  who  diag- 
nosed “sugar  diabetes”  and  hospitalized  her  for  two 
weeks  to  establish  dietary  and  insulin  control.  Follow- 
ing discharge  from  the  hospital,  she  did  not  take  the 
prescribed  medication,  became  somnolent,  and  was 
again  hospitalized.  Control  of  her  blood  sugar  levels 
was  not  well  established.  Her  referral  to  John  Sealy 
Hospital  in  August  was  presumably  for  cataract  ex- 
traction. However,  at  the  time  of  her  arrival  no  referral 
or  appointment  was  known.  The  patient  appeared 
somnolent  and  blood  sugar  determination  in  the 


Emergency  Room  was  435  mg./lOO  ml.  Her  daughter 
stated  that  for  the  past  month  the  patient  had  had 
increased  urinary  frequency  and  some  dysuria.  She 
had  also  noted  polydipsia.  Her  family  history  revealed 
no  diabetes;  her  husband  had  died  of  tuberculosis. 
The  past  medical  history  showed  headaches,  shortness 
of  breath  with  dyspnea  on  exertion,  and  two-pillow 
orthopnea. 

Physical  examination  showed  the  patient  to  be 
obese  and  moderately  somnolent  but  given  to  irritable 
outbursts.  Her  pulse  rate  was  100,  respirations  20, 
and  blood  pressure  110/80  mm.  of  mercury.  While  her 
extraocular  movements  were  intact,  vision  appeared 
to  be  decreased  bilaterally.  The  pupils  reacted  to  light. 
Some  clouding  was  seen  in  the  periphery  of  the  lenses 
but  no  significant  findings  were  found  on  funduscopic 
examination.  Because  of  the  patient’s  somnolence  the 
neurological  examination  was  difficult,  but  the  find- 
ings were  not  considered  to  be  abnormal. 

Lethargy  increased  on  the  afternoon  of  admission, 
and  a blood  glucose  determination  showed  146 
mg./ 100  ml.  The  patient  became  more  alert  after  re- 
ceiving 15  cc.  of  50  percent  glucose  intravenously. 
Results  of  urinalysis  were  normal  except  for  8-10 
white  blood  cells  (WBC)  per  h.p.f.;  blood  urea  nitro- 
gen (BUN)  was  6 mg./lOO  ml.  Blood  count  showed 
hemoglobin,  11.9  gm./lOO  ml.  and  WBC,  9,300  per 
cu.  mm.  with  a normal  differential.  It  was  thought  that 
the  patient  had  chronic  pyelonephritis  and  was  dehy- 
drated. For  the  next  few  days  she  was  sleepy,  com- 
plained of  chills,  and  had  temperature  of  about  101 
F.;  blood  sugar  levels  fluctuated  between  150  and  250 
mg./lOO  ml.  as  her  NPH  insulin  dosage  was  adjusted 
between  20  and  25  units. 
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On  the  eighth  hospital  day  the  blood  sugar  level 
dropped  to  80  mg./lOO  ml.  and  it  was  felt  the  pa- 
tient was  not  eating  adequately.  A bilateral  carotid 
arteriogram  on  the  tenth  day  showed  no  abnormal- 
ity. Her  condition  continued  unchanged.  Pulmonary 
evaluation  excluded  Pickwickian  syndrome.  On  the 
evening  of  the  13th  day  she  was  particularly  lethargic 
and  her  glucose  level  was  46  mg./lOO  ml.;  20  cc.  of 
50  percent  glucose  gave  no  benefit.  An  evaluation  on 
the  15th  day  suggested  the  patient  had  a tumor  in- 
volving the  pituitary.  She  had  shown  progressive  vi- 
sion loss  and  lethargy.  She  drank  massive  amounts  of 
water  and  had  urgency  and  incontinence. 

A pneumoencephalogram  was  done  on  the  19th 
day;  there  was  upward  displacement  of  the  third  ven- 
tricle and  the  possibilities  of  a chordoma,  a thalamic 
tumor,  or  a hypophyseal  tumor  were  considered.  On 
the  25th  day  a craniotomy  was  performed.  A cystic 
tumor  was  found  adjacent  to  both  optic  nerves  and 
the  chiasma.  About  6 cc.  of  fluid  were  aspirated  from 
the  tumor  and  the  right  optic  nerve  was  divided  to 
expose  the  tumor.  A 2 cm.  tissue  mass  was  removed 
from  the  roof  of  the  cyst  and  the  cyst  was  about  3 
cm.  in  transverse  diameter.  No  additional  tissue  was 
removed  because  of  the  size  and  involvement  of  the 
cyst.  Postoperatively  the  patient  did  well  though  her 
blood  pressure  dropped  to  80/100  mm.  of  mercury  on 
the  first  day.  She  continued  to  do  well  though  on  the 
third  postoperative  day  her  right  leg  was  warm  and 
tender  and  it  was  thought  she  had  early  thrombophle- 
bitis. Tetracycline  and  streptomycin  were  started  and 
a blood  sample  was  drawn  for  culture.  The  leg  was 
very  tender  the  next  day;  the  operative  site  was  heal- 
ing well.  The  blood  culture  was  negative.  Her  WBC 
rose  to  14,000/cu.mm.,  with  51  percent  neutrophils 
and  40  percent  lymphocytes.  Her  respiratory  rate  in- 
creased to  40-50  per  minute  on  the  seventh  postop- 
erative day  though  her  lungs  remained  clear.  The 
diagnosis  of  thrombophlebitis  in  her  right  leg  was  def- 
inite and  was  thought  to  account  for  her  tempera- 
ture of  101  F.  Pitressin,  which  had  been  started  the 
day  before  surgery,  was  discontinued.  The  somnolence 
reappeared  and  was  felt  to  be  due  to  dehydration.  On 
the  tenth  postoperative  day  the  patient  was  more 
alert,  was  sitting  at  the  bedside,  and  appeared  to  be 


doing  well.  Ten  minutes  later  she  was  found  dead  in 
bed. 

Clinical  Discussion:  Dr.  Samuel  R.  Snodgrass:  The  pro- 
tocol has  been  more  generous  than  usual  with  the 
clinical  information  and  I remember  this  patient.  One 
thing  of  interest  not  mentioned  in  the  protocol  is 
whether  or  not  this  44-year-old  woman  menstruated. 
If  she  did,  one’s  thoughts  would  probably  be  in  a dif- 
ferent direction  than  if  she  did  not. 

The  first  symptom  she  mentioned  was  trouble  with 
her  vision.  One  reading  through  the  first  paragraph  of 
the  protocol  suspects  that  she  must  have  had  dia- 
betes mellitus;  repeated  reports  of  blood  glucose  lev- 
els of  435  mg./lOO  ml.  and  thereabouts  would  other- 
wise be  unusual.  The  volume  of  the  urinary  output  is 
not  stated,  but  polydipsia  associated  with  diabetes 
insipidus  would  certainly  not  have  this  high  blood 
sugar. 

The  patient  arrived  here  without  prior  notification 
or  information  from  her  physician;  she  was  completely 
unexpected  and  there  was  no  available  bed  for  her 
admission  for  the  cataract  removal  she  expected. 

Her  obesity  suggests  that  there  may  have  been 
some  disturbance  of  either  her  food  intake  or  of  her 
utilization  of  food.  I do  not  know  whether  any  deter- 
mination of  blood  iodine  was  made.  With  a lesion  in 
the  pituitary  gland,  or  hypothalamus,  the  patient 
probably  would  not  menstruate  and  would  also  have 
some  metabolic  disturbances.  During  her  stay  in  the 
hospital  here,  apparently  she  was  lethargic  beyond  a 
point  which  could  be  explained  by  high  levels  of  blood 
sugar;  during  one  of  the  periods  of  lethargy,  her 
blood  sugar  was  not  remarkably  elevated. 

After  she  had  been  in  the  hospital  for  eight  days 
she  had  bilateral  carotid  arteriograms  which  showed 
no  abnormalities.  Incidentally,  I fail  to  see  any  men- 
tion that  plain  films  of  her  skull  had  been  made.  It 
is  a great  mistake  to  assume  that  there  is  no  value 
in  making  ordinary  x-ray  films  of  the  skull,  because  in 
at  least  60  percent  of  intracranial  neoplasms  some  di- 
rect or  indirect  evidence  of  their  presence  is  visible  in 
plain  skull  films.  Frequently,  as  in  this  patient,  cere- 
bral angiography  is  insufficient  to  establish  a diag- 
nosis; it  is  still  potentially  dangerous  and  should  be 
avoided  when  unnecessary. 
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On  the  evening  of  the  13th  day  the  patient  was 
particularly  lethargic,  her  glucose  level  was  46 
mg./lOO  ml.,  and  she  was  given  50  percent  glucose 
with  no  benefit.  This  would  apparently  eliminate  the 
possibility  that  her  lethargy  at  that  time  was  due  to 
hypoglycemia.  You  will  notice  that  in  this  patient 
there  had  been  an  inability,  on  account  of  her  condi- 
tion, to  make  examination.  Under  such  circumstances 
the  clinician  must  turn  even  more  to  special  ancillary 
means  of  reaching  a diagnosis.  The  protocol  does  not 
mention  whether  or  not  a brain  scan  was  made.  This 
is  an  extremely  valuable  aid  and  has  no  dangers,  but 
it  is  usually  of  little  help  when  the  lesion  is  in  the 
neighborhood  of  the  pituitary  gland  as  the  uptake  in 
the  temporal  muscle  obscures  this  area.  Later  there  is 
mention  of  a pneumoencephalogram.  A pneumoen- 
cephalogram, if  of  diagnostic  quality,  is  the  single 
most  valuable  neuroradiological  procedure  for  intra- 
cranial diagnosis  unless  one  suspects  a lesion  pri- 
marily involving  the  vascular  system.  Unfortunately 
this  is  an  unpleasant  procedure;  filling  of  the  ventricu- 
lar system  is  at  times  not  obtained  and  the  procedure 
may  present  danger  to  the  patient  who  has  a large 
space-taking  lesion.  This  danger  is  probably  greater 
than  that  of  lumbar  puncture  alone. 

At  operation  the  usual  exploration  to  disclose  the 
area  about  the  optic  chiasma  was  made.  A cystic  tu- 
mor was  found  lying  beneath  the  optic  chiasma  and 
somewhat  posterior  and  slightly  medial  to  the  right 
optic  nerve.  The  right  optic  nerve  and  tract  were 
greatly  thinned  and  the  optic  nerve  was  deliberately 
cut — this  statement  in  the  protocol  helped  bring  this 
patient  back  to  mind,  as  one  is  very  unwilling  to  di- 
vide an  optic  nerve  no  matter  how  thin  and  elongated 
unless  it  is  almost  certain  to  enable  complete  extirpa- 
tion of  a lesion  in  this  region.  No  mention  as  to  the 
appearance  of  the  cyst  fluid  is  made.  I assume  that 
this  fluid  probably  was  yellow  or  had  the  appearance 
of  motor  oil,  and  that  it  had  cholesterol  crystals  in  it, 
as  I believe  that  this  tumor  was  a craniopharyngioma. 
This  type  of  tumor  has  additional  names — by  some  it 
is  called  a Rathke’s  pouch  tumor  to  indicate  its  origin 
from  the  analage  from  the  pharynx  which  develops 
into  the  anterior  lobe  of  the  hypophysis.  These  are 
also  called  suprasellar  cysts;  some  of  the  lesions  are 
in  the  sella  originally,  and  some  may  originate  above 


Tumor 

% 

Neurinomas 

1 

Medulloblastomas 

13 

Astrocytomas 

30 

Spongioblastomas 

9 

Pineal  tumors 

5 

Craniopharyngiomas 

5 

Meningeal  tumors 

8 

Sarcoma  cerebelli 

7 

Ependymona 

7 

Glioblastoma 

8 

Astroblastoma 

2 

Oligodendroglioma 

1 

Papilloma  of  choroid  plexus 

1 

Unclassified  gliomas 

5 

Table  1.  Classification  of  neoplasms 
in  children.^ 


the  sella.  The  name  pituitary  stalk  tumor  has  also 
been  used.  Cushing  coined  the  name  craniopharyn- 
gioma to  cover  this  whole  group  which  has  a congeni- 
tal origin  having  to  do  with  the  formation  of  the  pitui- 
tary gland.  Bailey  and  others,i  who  reported  their  ex- 
perience with  100  consecutive  brain  tumors  in  chil- 
dren, encountered  five  of  these  tumors  (Table  1).  Most 
reported  series  of  brain  tumors  show  craniopharyn- 
giomas to  occur  very  infrequently  in  adults.  In  older 
patients  the  lesion  usually  is  not  in  the  sella  and  the 
patient  has  not  suffered  early  in  life  from  the  endo- 
crine disturbances  which  are  almost  invariable  in  the 
younger  patients.  Accordingly  this  diagnosis  has  been 
more  difficult  to  make  in  older  patients  than  in  most 
of  the  younger  ones  because  one  does  not  think  of 
such  a lesion  so  promptly,  and  because  calcifica- 
tion which  is  so  commonly  present  in  these  tumors 
is  not  common  at  this  age.  Sosman^  reported  calcifi- 
cation in  85  percent  of  104  cases  of  this  type  of 
tumor.  In  older  patients  the  clinical  picture  is  consid- 
erably different  than  in  children,  and  we  did  not  think 
of  craniopharyngioma  as  promptly  as  perhaps  we 
should  have  done.  We  were  unable  to  remove  all  of 
the  tumor;  this  is  not  unusual,  although  complete 
removal  should  be  attempted  when  possible  and  par- 
ticularly in  children.  Steroid  therapy  preoperatively 
and  for  a considerable  period  postoperatively  has  les- 
sened mortality  and  allowed  a much  more  radical  at- 
tack upon  this  type  of  tumor  than  before.  Even  now 
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Fig.  1.  Lateral  film  of 
skull  shows  thinning 
and  truncation  of  the 
dorsum  sella. 


Fig.  2.  Brow-up  lateral 
film  made  at 
pneumoencephalography 
reveals  a mass 
in  the  interpeduncular 
cistern  which  is 
elevating  and  deforming 
the  anterior  portion 
of  the  third  ventricle. 
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complete  gross  removal  of  these  tumors  is  frequently 
impossible.  Often  one  may  evacuate  the  cyst  fluid. 
Unfortunately,  often  the  cyst  will  fill  up  again  and  un- 
der such  circumstances  we  have  introduced  radioac- 
tive chromic  phosphate  into  the  cyst  with  much  bene- 
fit. This  patient  survived  for  several  days.  She  devel- 
oped evidences  of  thrombophlebitis  and  perhaps  a 
pulmonary  embolus  was  the  terminal  event  in  her 
clinical  course.  Her  death  was  not  actually  observed. 

Dr.  F.  Lamont  Jennings:  Early  in  his  differential  diag- 
nosis Dr.  Snodgrass  asked  about  the  menstrual  his- 
tory of  the  patient.  She  had  a regular  menstrual  his- 
tory until  about  a year  before  the  onset  of  her  present 
symptoms.  Her  age  was  44,  so  this  information  may 
or  may  not  be  helpful.  In  regard  to  her  metabolic 
rate,  her  protein-bound  iodine  level  was  3.6  ng./lOO 
ml.  There  is  no  record  of  a brain  scan. 

Dr.  Snodgrass:  We  cannot  put  much  emphasis  on 
the  fact  that  menstruation  stopped  at  age  43.  Not 
long  ago  we  saw  a patient  who  had  stopped  men- 
struating at  the  age  of  40.  She  was  not  impressed 
with  this  as  she  had  no  symptoms,  but  a pituitary 
tumor  was  discovered  when  she  was  45.  In  retrospect, 
probably  her  menses  ceased  at  age  40  on  account  of 
the  tumor. 

Dr.  Jennings:  As  you  point  out  this  tumor,  a cranio- 
pharyngioma, is  much  more  common  in  the  younger 
age  group  at  which  time  interference  with  menstrual 
history  might  be  far  more  valuable  than  it  is  with  this 
patient.  Dr.  Wilson,  will  you  show  the  x-rays? 

Radiological  Findings:  Dr.  McClure  Wilson:  This  is  a 
lateral  x-ray  of  the  skull  (Fig.  1).  The  sella  is  rather 
large.  The  dorsum  sella  is  quite  thin,  slightly  decalci- 
fied, and  shows  minimal  truncation.  The  plain  films 
of  the  skull  are  otherwise  normal.  This  type  of  change 
involving  the  sella  can  be  seen  with  suprasellar  mass- 
es: this  could  also  be  associated  with  obstructive  hy- 
drocephalus and  a dilated  third  ventricle.  When  the 
third  ventricle  is  dilated  and  under  increased  pres- 
sure, the  infundibular  and  optic  recesses  become 
quite  large  and  press  down  on  the  sella  resulting  in 
resorption,  decalcification,  and  truncation  of  the  dor- 
sum sella  such  as  is  seen  here.  In  this  case,  the  ra- 


diographic findings  about  the  sella  do  not  have  the 
usual  appearance  of  a pituitary  adenoma.  The  sella 
does  not  appear  to  be  ballooned  in  all  directions  and 
the  floor  is  well  calcified  and  intact.  However,  on  the 
basis  of  the  plain  films  a pituitary  adenoma  could  not 
be  completely  excluded.  Occasionally  pituitary  ade- 
nomas present  as  predominantly  suprasellar  masses, 
extending  into  the  interpeduncular  or  chiasmatic  cis- 
tern of  the  subarachnoid  space.  If  this  is  a pituitary 
adenoma,  which  I doubt,  it  probably  lies  for  the  most 
part  outside  of  the  pituitary  fossa.  There  is  no  evi- 
dence on  the  plain  films  of  any  calcification  adjacent 
to  the  sella  or  anywhere  else  in  the  skull. 

Bilateral  carotid  arteriograms  were  made  and  were 
essentially  normal.  There  was  no  evidence  of  upward 
displacement  of  the  anterior  cerebral  arteries  or  the 
anterior  communicating  artery.  The  internal  carotid 
arteries  adjacent  to  the  sella  were  not  displaced. 

A pneumoencephalogram  was  also  done.  The  lat- 
eral brow-up  film  (Fig.  2)  shows  a faint,  poorly  defined 
soft-tissue  mass  in  the  interpeduncular  cistern  which 
is  extending  upward  and  posteriorly.  This  mass  is  ele- 
vating and  deforming  the  anterior  part  of  the  third 
ventricle,  and  I believe  the  upper  midbrain  is  dis- 
placed slightly  posteriorly.  The  upward  displacement 
of  the  third  ventricle  was  verified  in  the  frontal  view 
but  there  was  no  side-to-side  displacement.  The  pos- 
terior position  of  the  suprasellar  lesion  would  explain 
the  absence  of  displacement  of  the  anterior  cerebral 
arteries  or  anterior  communicating  artery  as  seen  in 
the  frontal  view  of  the  arteriogram.  As  you  can  see 
there  is  no  evidence  of  hydrocephalus,  indicating  that 
the  mass  in  the  interpeduncular  cistern  has  not 
caused  ventricular  obstruction.  I do  not  know  what 
the  mass  represents,  but  I believe  that  craniopharyn- 
gioma is  a good  possibility.  Another  less  likely  possi- 
bility is  a posteriorly  situated  adenoma  of  the  pitui- 
tary. Chordomas,  dermoid  cysts  or  even  aneurysms 
can  present  in  this  fashion  if  they  are  large  enough. 
The  latter  possibly  has  been  excluded  by  the  arterio- 
grams. 

As  was  pointed  out  by  Dr.  Snodgrass,  space- 
occupying  lesions  that  are  situated  very  deeply  in  the 
substance  of  the  brain  such  as  in  the  basal  ganglia, 
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hypothalamus,  subthalamus,  brain  stem  or  in  the 
cerebellum  often  result  in  few  or  no  angiographic 
changes  except,  in  some  cases,  hydrocephalus.  The 
blood  vessels  that  we  see  in  an  arteriogram  are,  with 
a few  exceptions  such  as  the  internal  cerebral  vein,  al- 
most entirely  on  the  surface  of  the  brain.  On  the  other 
hand,  the  ventricles  are  situated  deeply  in  the  sub- 
stance of  the  brain.  Angiography  is  a good  procedure 
for  primary  lesions  of  the  vascular  system  and  for  le- 
sions which  involve  the  cerebral  hemispheres.  On  the 
other  hand,  lesions  in  the  cerebellum,  brain  stem  or 
basal  ganglia  are  usually  demonstrated  to  better  ad- 
vantage with  air  studies.  Lesions  in  the  subarachnoid 
space,  depending  on  their  position,  are  sometimes 
seen  best  with  arteriograms  and  sometimes  with  air 
studies. 

Dr.  Jennings:  You  have  heard  the  presentation  of 
Dr.  Snodgrass’s  differential  discussion  of  the  case  and 
Dr.  Wilson’s  analysis  of  the  radiographic  studies.  Is 
there  any  additional  discussion? 

Dr.  Snodgrass:  These  are  not  the  usual  symptoms 
of  craniopharyngioma,  and  I believe  that  the  majority 
of  these  symptoms  other  than  the  visual  ones  were 
due  to  disturbance  of  the  hypothalamus  rather  than 
the  optic  chiasma.  Certainly  the  hypothalamus  would 
have  been  indented  to  some  degree  by  this  mass.  This 
mass  is  rather  small  for  a craniopharyngioma. 

Ordinarily  I would  expect  to  obtain  much  more 
than  6 cc.  of  fluid;  however,  there  was  little  or  no 
ventricular  dilatation  and  the  mass  was  not  large 
enough  to  obstruct  the  ventricular  system.  The  proto- 
col made  no  mention  of  headache  in  this  patient,  al- 
though her  condition  apparently  was  such  that  she 
was  not  very  communicative.  This  unusual  clinical  pic- 
ture for  a craniopharyngioma  is  similar  to  that  which 
we  have  seen  in  this  age  group,  although  I do  not  re- 
call seeing  this  degree  of  somnolence  previously. 

Dr.  Wilson:  Was  the  tumor  entirely  in  the  subarach- 
noid space,  or  was  it  actually  invading,  or  arising  in, 
the  substance  of  the  hypothalamus?  Was  any  part  of 
it  in  the  third  ventricle? 


Dr.  Snodgrass:  It  was  in  the  subarachnoid  space. 

Dr.  Wilson:  It  was  in  the  subarachnoid  space  push- 
ing upward,  but  was  not  in  the  substance  of  the  hypo- 
thalamus or  inside  the  third  ventricle? 

Dr.  Snodgrass:  That  is  correct. 

Pathologic  Findings:  Dr.  Jennings:  This  patient  died 
abruptly.  She  had  been  seen  sitting  beside  the  bed. 
About  ten  minutes  later  an  attendant  found  her  in 
bed  and  she  was  dead.  There  are  several  points  in 
the  autopsy.  First,  we  would  reemphasize  the  obesity. 
This  patient  was  about  5 ft.  7 inches  tall  and  was  es- 
timated to  weigh  225  lb.  Her  abdominal  fat  pad  was 
4 cm.  or  more  in  thickness.  The  right  thigh  was  con- 
siderably larger  than  the  left. 

There  was  evidence  of  a recent  craniotomy,  and 
the  temporal  flap  appeared  to  be  healing  well. 

The  lungs  were  edematous;  the  right  lung  weighed 
730  gm.  and  the  left  650  gm.  In  the  left  lower  lobe 
was  a small  arterial  embolus,  3 mm.  in  diameter. 
This  was  the  only  evidence  of  pulmonary  emboliza- 
tion. In  the  lungs  were  numerous  mucus  plugs  with 
occlusion  of  many  of  the  bronchi  and  bronchioles 
with  inspissated  mucus.  Other  areas  showed  massive 
amounts  of  pulmonary  edema  and  pulmonary  conges- 
tion. Apparently  the  increased  weight  of  the  lungs 
was  due  primarily  to  edema  and  congestion;  there 
was  little  evidence  of  infection  of  this  edema  fluid  to 
suggest  bronchopneumonia. 

In  the  heart  there  were  no  significant  findings  with 
the  exception  of  pronounced  flabbiness  and  fatty 
change  in  the  interventricular  septum  with  patchy  dis- 
coloration. On  microscopic  examination  the  septum 
showed  only  some  pyknosis  of  nuclei. 

The  striking  finding  was  in  the  inferior  vena  cava, 
which  was  totally  occluded  by  an  embolus  from  the 
level  of  the  diaphragm  to  the  renal  veins.  The  pre- 
sumption is  that  this  represented  a thrombus  arising 
in  the  deep  veins  of  the  right  leg.  No  other  thrombi 
could  be  demonstrated  in  the  right  leg. 

The  other  points  of  special  interest  were  in  the 
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cranial  cavity.  The  brain  weighed  1,230  gm.  Some 
degenerative  change  and  hemorrhage  in  the  frontal 
portion  of  the  right  lobe  represented  the  operative  ap- 
proach. The  cystic  tumor  showed  hemorrhage  within 
the  cyst  and  the  cyst  wall.  The  protocol  indicated  that 
a 2 cm.  segment  was  taken  from  this  cyst  wall  as  the 
cavity  was  unroofed.  The  remaining  tumor  demon- 
strated this  defect  (Figs.  3 and  4).  Microscopic  exami- 
nation showed  degeneration  of  the  cystic  tumor  in 
this  area  with  compression  of  the  adjacent  brain  sub- 
stance. The  pituitary,  or  what  remained  of  it,  was 
compressed  down  to  the  floor  of  the  sella,  where  there 
was  only  a thin  rim  of  identifiable  pituitary  as  the  tu- 
mor had  compressed  down  on  the  hypophysis.  The 
right  optic  nerve  was  small  and  was  divided. 

The  pattern  of  the  craniopharyngioma  was  best 
seen  in  the  surgical  specimen  with  stromal  elements, 
a papillary  pattern,  and  epithelial  elements  with  calci- 
fication (Fig.  5).  Under  high  power  the  epithelial  ele- 
ments showed  calcified  spicules.  Dr.  Unterharnscheidt 
will  comment  on  the  pathology  of  craniopharyngiomas 
in  a few  moments.  The  autopsy  slides  showed  some  of 
the  squamous  elements  in  the  wall  of  the  tumor  with 
the  tumor  invading  into  the  adjacent  brain  substance 


Fig.  3.  Partially  unroofed  cystic  tumor 
at  base  of  brain. 


Fig.  4.  Close-up  showing  area  of  resection 
of  tumor  wall. 


Fig.  5.  Surgically  removed  tissue  showing 
epithelial  and  calcified  portions  of 
craniopharyngioma. 
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Fig.  6.  Invasion  of  brain  by  epithelial 
elements  of  tumor  as  demonstrated 
at  autopsy. 


(Fig.  6).  Also  in  the  cyst  wall  were  cholesterol  clefts. 
While  microscopic  calcifications  were  present  in  the 
surgical  specimen,  there  were  none  present  in  the  au- 
topsy slides.  Degenerative  changes  and  epithelial 
components  predominated  in  the  tissue  from  the  au- 
topsy specimen.  Cholesterol  clefts  were  seen  in  the 
degenerating  portions  of  the  tumor.  There  was  throm- 
bosis of  a number  of  the  meningeal  veins  in  the  op- 
erative area.  The  pattern  in  this  tumor  was  that  of  a 
craniopharyngioma  in  both  the  surgical  and  autopsy 
materials.  The  other  feature  of  this  case  to  be  dis- 
cussed is  that  of  postoperative  thrombophlebitis.  The 
craniopharyngiomas  and  their  behavior  from  a neuro- 
pathology point  of  view  will  first  be  considered  by 
Dr.  Unterharnscheidt. 

Dr.  Friedrich  Unterharnscheidt:  To  summarize,  we 
classify  brain  tumors  in  four  groups:  neuroepithelial 
(or  neuroectodermal),  mesodermal,  ectodermal,  and 
congenital  or  embryonic.  The  craniopharyngiomas  are 
ectodermal,  or  epithelial  tumors.  Dr.  Snodgrass  men- 
tioned the  various  synonyms  for  these  tumors,  such 
as  cyst  of  the  hypophyseal  duct;  cyst,  or  tumor,  of 
Rathke’s  pouch;  tumor  of  Rathke’s  cleft;  cranio- 
pharyngeal  pouch  tumor;  suprasellar  cyst;  pituitary 
stalk  tumor;  Erdheim’s  tumor;  and  adamantinomas  or 
ameloblastomas  of  the  pituitary.  It  was  Erdheim  who 
in  1904  gave  the  first  adequate  description  of  these 
tumors.  The  craniopharyngiomas  can  definitely  be 
considered  as  tumors  of  childhood  and  adolescence, 
but  they  occur  in  adults  as  well.  Zulch’s®  material, 
consisting  of  4,000  brain  tumors,  indicates  that  the 
peak  incidence  is  between  the  ages  of  13  and  23,  but 
the  youngest  patient  was  5,  the  oldest  62  years.  The 
craniopharyngiomas  comprised  nearly  3 percent  of 
Ziilch’s  brain  tumors,  and  close  to  5 percent  of  Cush- 
ing’s material.  Since  the  craniopharyngiomas  are  lo- 
cated exclusively  in  the  intrasellar  or  suprasellar  re- 
gion, they  vary  only  with  regard  to  their  relation  to 
the  diaphragma  sellae,  and  the  direction  of  growth. 
The  intrasellar  tumor  is,  initially,  separated  from  the 
brain  by  the  dura  and  arachnoid,  but  as  it  grows,  it 
pushes  the  diaphragma  upward  and  generally  breaks 
through  it,  and  develops  in  the  direction  of  the  third 
ventricle.  At  its  base,  the  tumor  forms  a dent  in  the 
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ventricle  wall.  The  suprasellar  type,  however,  starts  in 
the  arachnoid  of  the  basal  cisterns,  and  presses 
against  the  third  ventricle.  If  growth  is  strong  the  tu- 
mor may  even  dislodge  the  ventricle  and,  wearing  the 
ventricular  floor  down  to  a mere  sheath,  break 
through  it  so  that  the  tumor  comes  to  lie  directly 
against  the  ventricular  wall.  The  chiasma  is  affected 
by  the  tumor  in  various  ways.  The  suprasellar  tumor 
often  leaves  the  hypophysis  and  the  bony  sella  un- 
damaged. By  contrast,  the  intrasellar  tumor  may  dis- 
place the  pituitary,  flatten  and  damage  it,  in  which 
case  the  floor  of  the  sella  is  strongly  eroded.  The  rea- 
sons for  these  variations  are  to  be  found  in  the  dif- 
ferent primary  sites  of  what  remains  of  the  hypo- 
physeal duct  in  the  embryo.  The  aspect  of  cranio- 
pharyngiomas is  that  of  well  encapsulated  tumors 
which  grow  only  by  expansion.  They  reach  the  size  of 
a walnut,  but  may  be  as  small  as  a pea;  but  tumors 
the  size  of  a tennis  ball  have  been  removed  occasion- 
ally. Their  surface  is  smooth  or  finely  nodular,  and  of 
a grayish-pink  color.  The  cut  preparation  shows  a 
spongy,  porous  surface,  its  aspect  related  to  the  de- 
gree of  cystic  degeneration.  Often,  the  tumor  con- 
sists mainly  of  a single  cyst.  Its  cavity  is  typically 
filled  with  a thick  yellow  to  brown  fluid,  much  like 
motor  oil,  which  contains  small  shiny  cholesterol  crys- 
tals. These  are  type-specific  for  the  tumor.  The  con- 
sistency of  the  tumor  is  tough,  and  rather  hard  where 
calcification  has  occurred.  The  craniopharyngiomas, 
like  the  basal  cell  tumors,  if  not  degenerated,  consist 
of  epithelial  bands  and  bridges,  held  together  and 
nourished  by  connective  stroma.  There  are  8 to  20 
epithelial  layers,  formed  by  high  columnar  epithelium 
on  the  outside,  but  less  organized  toward  the  inside. 
A comparison  has  been  drawn  to  the  three  strata  of 
the  malpighian  layer  of  the  skin:  the  stratum  cylin- 
dricum,  intermedium,  and  spinosum.  The  architecture 
of  the  epithelium  can  be  either  more  adenomatous  or 
more  papillary,  depending  on  regressive  processes  and 
the  variation  in  the  amount  of  stroma.  Regressive 
changes  are  frequent  and  consist  in  liquefaction  of 
the  cells,  from  the  first  stage,  the  spiny  cell,  to  final 
disintegration  of  the  tissue.  The  tumor  that  you  have 
seen  here  showed  very  strong  marks  of  regressive  al- 
terations. In  addition,  there  is  a type  of  degeneration 


in  which  the  cells  swell  to  the  point  where  they  lose 
all  stainability  without  showing  any  tendency  toward 
cornification  or  the  early  stages  of  keratin-hyaline  for- 
mation. True  cornified  epithelial  pearls  are  not  seen; 
only  a keratoid  substance  is  laid  down.  The  deposition 
of  calcium  salts  in  this  keratoid  region  is  a recognized 
peculiarity  of  the  craniopharyngiomas,  and  enables  us 
to  make  the  differential  diagnosis  of  the  tumor  by  x- 
ray.  The  stroma,  too,  undergoes  regressive  changes.  It 
swells,  becomes  edematous,  relatively  acellular,  and 
finally  undergoes  cystic  degeneration,  so  that  we  can 
observe  cyst  formation  in  both  the  ectodermal  and 
mesodermal  portions.  The  craniopharyngiomas  grow 
slowly  and  do  not  metastasize.  Recurrences  are,  how- 
ever, the  rule  unless  the  removal  is  total;  this  is  tech- 
nically difficult  to  achieve.  In  the  course  of  tumor 
growth,  a zone  of  reactive  gliosis  may  arise  from  the 
floor  of  the  third  ventricle.  It  sometimes  reaches  the 
thickness  of  5 mm.  and  resembles  a spongioblastoma- 
like formation  both  macroscopically  and  microscopic- 
ally. In  our  opinion,  this  represents  a cicatricial  reac- 
tion due  to  the  fatty  acids  that  are  produced  by  the  re- 
gressive processes,  particularly  to  cholesterol,  which  is 
capable  of  producing  an  inflammatory  reaction.  It  is 
necessary  to  differentiate  between  epidermoids  and 
those  craniopharyngiomas  that  have  been  completely 
transformed  into  cysts.  In  the  latter,  large  cavities  are 
formed,  covered  with  a thin  capsule  of  neoplastic  tis- 
sue with  small  mural  tumor  nodules.  The  tumor  in 
this  patient  is  easy  to  diagnose,  but  if  we  have  a 
craniopharyngioma  with  regressive  alterations,  the 
diagnosis  can  become  extremely  difficult. 

Discussion:  Dr.  Jennings:  Dr.  C.  Roger  Youmans  will 
consider  thrombophlebitis  as  a postoperative  compli- 
cation. 

Dr.  C.  Roger  Youmans,  Jr.:  Let  us  go  back  to  the 
third  postoperative  day  when  this  patient  was  noted 
to  have  a warm  tender  leg.  Several  factors,  pointed 
out  in  the  history,  may  have  contributed  to  the  throm- 
bophlebitis. First,  this  patient  was  quite  obese.  Obes- 
ity and  associated  venous  incompetency  predispose  to 
venous  stasis.  Congestive  heart  failure,  which  may 
well  have  been  present  in  this  patient,  could  also  lead 
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to  an  elevated  venous  pressure.  She  was  a diabetic 
and  may  have  had  peripheral  arterial  disease.  Slowed 
arterial  flow  leads  to  slowed  venous  flow.  Further- 
more, an  ankle  cut-down  was  done.  This  procedure 
introduced  an  element  of  trauma  and  possibly  infec- 
tion as  well.  The  patient  probably  was  dehydrated  in 
the  postoperative  period,  as  I believe  is  the  policy  on 
the  neurosurgery  service,  leading  to  increased  blood 
viscosity.  The  most  significant  contributing  factor 
was  bed  rest  following  a major  operative  procedure. 

All  of  these  factors  are  contributory  to  thrombo- 
phlebitis. A long  time  ago  Virchow  said  that  a combi- 
nation of  three  elements  led  to  thrombophlebitis: 
venous  stasis,  damage  to  the  vessel  wall,  and  a 
change  in  the  blood  coagulation  mechanism.  Venous 
stasis  may  well  have  been  present.  Ankle  cut-down, 
trauma  and  local  infection  may  have  changed  the 
electrophysiologic  characteristics  of  the  intima  of  the 
vessel.  Patients  in  congestive  heart  failure,  diabetics, 
and  patients  who  are  purposefully  dehydrated  may 
well  present  a hypercoagulable  state. 

For  the  sake  of  the  students  present,  I might  make 
a few  general  remarks  about  thrombophlebitis  and 
the  more  serious  complication  of  pulmonary  embolus. 
Thrombophlebitis  is  inflammation  and  thrombosis  of  a 
vein.  Local  tenderness  and  increased  temperature  are 
present  along  the  involved  vein.  The  thrombus  may 
be  palpable.  In  deep  calf  vein  thrombophlebitis,  calf 
pain  is  usually  produced  by  dorsal  flexion  of  the  an- 
kle (Homan's  sign).  Phlebothrombosis  is  probably  the 
same  disease  process  without  an  inflammatory  com- 
ponent. The  insidious  phlebothrombosis,  asymptomat- 
ic except  for  peripheral  edema,  is  probably  the  more 
serious  of  the  two  because  of  a higher  incidence  of 
pulmonary  emboli. 

Prevention  is  the  best  treatment  of  thrombophlebi- 
tis. Dr.  John  Derrick,  the  chief  of  our  division,  asked 
me  to  mention  that  we  have  seen  very  few  pulmonary 
emboli  on  our  service.  Perhaps  this  has  been  related 
to  a vigorous  program  of  isometric  exercises  and  early 
postoperative  activity  and  ambulation.  Isometric  or 
muscle  tightening  exercises,  particularly  of  the  lower 
extremities,  improves  venous  return  and  decreases 
venous  stasis.  Changing  the  clotting  factors  of  the 
blood  may  also  have  a beneficial  effect.  Intravenous 


low  molecular  weight  dextran,  which  we  use  frequent- 
ly, lowers  blood  viscosity,  increases  the  rate  of  flow 
in  the  microcirculation,  and  through  these  and  other 
factors  leads  subsequently  to  a lowered  incidence  of 
intravascular  thrombosis.  Dextran  has  also  been  found 
to  have  beneficial  effect  in  the  treatment  of  thrombo- 
phlebitis. Heparin  may  be  given  prophylactically  to 
patients  who  have  a predisposition  to  thrombosis.  A 
good  argument  for  this  form  of  therapy  was  found  in 
a study  by  Sevitt  and  Gallagher^  who  evaluated  pa- 
tients following  surgery  for  hip  fracture.  The  first  150 
patients  received  no  anticoagulation  therapy.  There 
were  15  deaths  secondary  to  pulmonary  emboli.  The 
next  150  cases  had  prophylactic  anticoagulation  with 
heparin.  There  were  two  fatal  cases  of  pulmonary  em- 
boli, both  of  which  occurred  after  heparin  was  stopped. 
The  argument  against  anticoagulation  is,  of  course, 
the  complications  of  anticoagulant  therapy.  We  do  not 
believe  that  it  is  always  necessary  to  give  an  antico- 
agulant to  a patient  with  superficial  thrombophlebitis. 
Anticoagulants  are  given  when  there  is  evidence  of 
deep  vein  thrombophlebitis  or  phlebothrombosis  as 
demonstrated  by  a positive  Homan’s  sign  or  by  swell- 
ing of  the  calf  or  thigh.  Incidentally,  I am  aware  of  one 
study  that  lists  an  8 to  10  percent  incidence  of  pul- 
monary emboli  with  superficial  thrombophlebitis  of  the 
lower  extremity.  If  one  considers  these  figures  valid, 
the  risk  of  not  heparinizing  such  a patient  may  be 
greater  than  the  risk  of  heparinization. 

I should  mention  that  a surgical  approach  to  su- 
perficial thrombophlebitis,  consisting  of  stripping  or 
ligation  of  the  involved  vessel,  has  been  recommend- 
ed by  several  surgeons.  Dr.  Roger  Williams,^  chairman 
of  our  Department  of  Surgery,  in  a study  done  at 
Ohio  State  University  found  that,  following  surgery, 
patients  were  more  quickly  ambulated,  and  experi- 
enced a lowered  morbidity  and  a decreased  incidence 
of  pulmonary  emboli.  To  summarize,  our  current  ap- 
proach to  the  treatment  of  thrombophlebitis  includes 
heparin,  low  molecular  weight  dextran,  elevation  of 
the  involved  extremity,  local  heat,  surgical  interrup- 
tion or  excision  of  the  involved  vein,  ace  bandages, 
supportive  stockings  and  vigorous  prophylactic  meas- 
ures. 

Treatment  of  pulmonary  embolus  remains  a con- 
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troversial  subject.  Following  an  embolus  three  prob- 
lems are  apparent: 

1.  Will  the  obstruction  to  pulmonary  blood  flow  be 
persistent  and  sufficient  to  produce  chronic  respira- 
tory insufficiency? 

2.  Will  the  embolus  be  immediately  fatal  if  not 
surgically  removed? 

3.  What  is  the  source  of  the  embolus  and  will  ad- 
ditional emboli  occur? 

The  loss  of  functioning  lung  tissue  as  a result  of  a 
pulmonary  embolus  is  usually  transient  and  seen 
chronically  only  in  patients  with  multiple  recurrent 
emboli.  Consideration  for  surgical  embolectomy  is  an 
unsettled  question.  The  following  is  our  feeling  con- 
cerning patients  who  should  be  considered  for  a pul- 
monary embolectomy:  If  a patient  does  not  deterio- 
rate and  can  maintain  normal  vital  signs  without  pro- 
longed vasopressor  support,  pulmonary  artery  sur- 
gery is  not  indicated.  Any  patient  who  requires  con- 
tinued vasopressor  support  over  a period  of  time,  or 
whose  condition  deteriorates  at  any  time  should  be 
considered  for  a Trendelenburg  procedure  (pulmonary 
arteriotomy  and  thrombectomy).  A pulmonary  arterio- 
gram is  required  on  all  patients  prior  to  surgery.  Sub- 
sequently, this  narrows  the  selection  down  to  a rela- 
tively small  group — that  is,  those  who  require  con- 
tinued vasopressor  support  on  whom  we  are  able  to 
get  a pulmonary  arteriogram.  This  x-ray  is  necessary 
to  confirm  the  diagnosis  of  embolism,  and  to  ascer- 
tain if  the  clot  is  located  centrally  enough  to  lend  it- 
self to  surgical  removal. 

The  use  of  urokinase  as  shown  by  Dr.  Mason 
Guest®  is  promising.  Recently  I heard  a report  at  the 
American  Thoracic  Society  meeting  in  Kansas  City  in 
January,  1967,  that  is  similar  to  a study  being  car- 
ried out  in  our  hospital.  In  patients  with  pulmonary 
emboli,  a catheter  is  placed  in  the  pulmonary  artery  to 
be  used  for  arteriograms,  recording  pulmonary  artery 
pressures,  and  direct  infusion  of  urokinase.  Some  nice 
post-therapeutic  results  were  obtained.  Within  four  to 
five  days  the  body’s  normal  thrombolytic  system  will 
dissolve  the  majority  of  these  clots.  A pulmonary  ar- 
teriogram taken  at  this  time  may  appear  perfectly  nor- 
mal. Following  urokinase  therapy,  accelerated  throm- 
bolysis is  apparent  and  a normal  pulmonary  arterio- 


gram may  be  obtained  within  several  hours.  Rising  pul- 
monary artery  pressure  indicates  a deterioration  in  the 
patient’s  status  and  a reconsideration  for  a Trendelen- 
burg procedure. 

From  the  standpoint  of  the  etiology  of  the  embolus, 
60  to  80  percent  of  the  pulmonary  emboli  originate 
in  the  veins  of  the  legs.  The  remaining  20  to  40  per- 
cent will  come  from  the  lumbar  veins,  pelvic  veins, 
and  a few  by  way  of  the  superior  vena  cava.  Our  in- 
dications for  venous  interruption  following  pulmonary 
embolus  include  patients  in  whom  anticoagulation  is 
contraindicated  (such  as  a neurosurgery  patient),  pa- 
tients who  are  resistant  to  heparin  therapy  (at  least 
10  percent  of  our  population  requires  twice  the  usual 
dose  of  heparin  for  adequate  anticoagulation),  pa- 
tients who  have  a recurrent  pulmonary  embolus,  and 
any  patient  who  has  had  a single  massive  embolus 
with  vital  sign  changes  that  required  vasopressor  sup- 
port. Patients  who  have  had  long-term  illnesses  or 
staged  operations  with  a past  history  of  a pulmonary 
embolus  should  be  seriously  considered  for  inferior 
vena  cava  ligation.  One  should  be  aware  that  5 to  10 
percent  of  patients  with  caval  ligation  or  plication 
may  have  recurrent  pulmonary  emboli,  either  from  a 
cul-de-sac  left  inadvertently  above  the  area  of  liga- 
tion, through  large  collateral  veins,  or  occasionally  via 
the  superior  vena  cava. 

From  the  standpoint  of  diagnosis  of  a pulmonary 
embolus  we  are  all  aware  of  the  triad  of  pleuritic  pain, 
hemoptysis,  and  pleural  friction  rub.  Many  patients 
with  clinical  pulmonary  emboli  will  have  no  changes 
on  the  chest  x-ray.  Although  angiography  is  helpful, 
the  triad,  especially  when  associated  with  a swollen 
extremity,  establishes  the  diagnosis  of  pulmonary  em- 
bolus. In  addition,  smaller  emboli  may  not  be  detect- 
ed by  this  study.  Some  investigators  have  found  the 
lung  scan  helpful.  The  main  advantage  of  this  study 
lies  in  its  rapidity  and  safety.  The  chief  disadvantage 
is  the  confusion  caused  by  a similar  appearance  on 
the  scan  of  bullous  emphysema,  lung  cyst,  or  any 
other  cause  of  alteration  of  arterial  flow  or  loss  of 
lung  tissue. 

Dr.  Jennings:  Are  there  any  comments  to  be  di- 
rected to  the  panel? 
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Question:  Did  you  state  that  you  prefer  ligating  the 
vena  cava  on  any  patient  who  had  an  embolus  that 
caused  shock? 

Dr.  Youmans:  Yes,  we  feel  that  if  the  embolus  has 
been  of  such  magnitude  that  vasopressors  have  been 
required,  venous  interruption  is  indicated. 

Question:  In  these  cases  would  you  operate  on  the 
pulmonary  artery  as  well? 

Dr.  Youmans:  If  these  patients  do  not  require  con- 
tinued vasopressor  support,  pulmonary  artery  throm- 
bectomy is  not  indicated.  A patient  who  is  deteriorat- 
ing or  requires  vasopressor  support  for  a period  of 
time  should  be  considered  for  surgery. 

Question:  Do  you  feel  that  if  the  patient  has  a big 
embolus,  you  should  go  ahead  and  interrupt  the  vena 
cava? 

Dr.  Youmans:  This  is  our  feeling.  Dr.  Alton  Ochsner 
has  said  that  failing  to  do  a venous  interruption  in 
such  a patient  is  like  playing  Russian  roulette — the 
next  embolus,  no  matter  how  small,  may  be  the  fatal 
insult. 

Dr.  Jennings:  Dr.  Snodgrass,  do  you  have  any  com- 
ments? 

Dr.  Snodgrass:  Perhaps  we  have  four  or  five  pa- 
tients annually  with  thrombophlebitis.  I would  agree 
that  avoidance  of  this  complication  is  possible  in 
many  patients.  We  rarely  find  it  necessary  to  make  a 
cut-down  these  days,  even  on  children,  and  certainly 
utilizing  a paralyzed  extremity — attractive  because 
there  is  less  likelihood  of  infiltration — for  the  admin- 
istration of  fluid  for  any  length  of  time  is  asking  for 
trouble.  One  factor  in  the  incidence  of  thrombophle- 
bitis on  our  neurosurgery  service  is  the  fact  that  a 
considerable  number  of  our  patients  have  severe  mo- 
tor deficits  on  account  of  their  disease  or  injury  and 
others  have  impairments  of  consciousness  which  limit 
their  ability  to  cooperate  with  exercises  or  other  de- 
sirable activities.  When  evidence  of  thrombophlebitis 
appears  should  we  tie  off  these  veins? 

Dr.  Youmans:  Do  you  mean  tying  off  the  superfi- 
cial saphenous  veins? 

Dr.  Snodgrass:  Yes,  or  in  the  upper  extremities. 

Dr.  Youmans:  There  are  those  who  would  recom- 
mend that  this  be  done  as  soon  as  thrombophlebitis 


Is  evident.  Our  current  approach  is  not  to  ligate  for 
superficial  phlebitis.  Concerning  the  upper  extremity 
I would  like  to  emphasize  that  pulmonary  emboli  from 
thrombophlebitis  of  the  arms  is  less  than  one-fifth  as 
frequent  as  thrombophlebitis  in  the  legs.  I would  like 
to  recommend  that  whenever  possible,  especially  in 
those  patients  who  are  susceptible  to  venous  throm- 
bosis, cut-downs  be  done  in  the  upper  extremities. 
These  veins  are  almost  as  easily  accessible. 

Dr.  Snodgrass:  I don’t  have  the  impression  that  we 
do  have  many  patients  with  pulmonary  emboli.  As 
far  as  anticoagulation  goes,  this  is  unattractive  to 
neurosurgeons  as  they  fear  it  would  increase  the  inci- 
dence of  intracranial  hematomas  which,  because  of 
the  fixed  capacity  of  the  intracranial  cavity,  are  fatal. 
I think  you  will  find  no  takers  among  neurosurgeons 
for  the  idea  of  anticoagulation  in  the  early  period  after 
intracranial  surgery,  although  we  do  employ  low 
molecular  weight  dextran  under  some  circumstances; 
especially  postoperatively  in  patients  who  have  opera- 
tions upon  intracranial  aneurysms. 

Dr.  Youmans:  That  is  the  reason  why  in  neurosur- 
gery patients  we  would  consider  caval  ligation  much 
sooner  because  of  the  fear  of  anticoagulation.  If 
phlebitis  becomes  apparent,  however,  at  a period  fol- 
lowing surgery  where  Dr.  Snodgrass  feels  anticoagula- 
tion would  be  safe,  this  form  of  therapy  might  be  re- 
considered. 
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Treatment  of  Brain-Damaged  Child 
Continues  To  Be  Controversial  Issue 

Because  of  the  current  controversial  discussions  on  the 
methods  for  treatment  of  "brain-damaged  children," 
the  advisers  to  TEXAS  MEDICINE  have  asked  that  the 
following  position  statements  be  presented.  Dr.  Forrest 
M.  Smith,  Jr.,  San  Antonio,  Medical  Director  of  the 
Institutes  for  the  Achievement  of  Human  Potential  of 
Texas,  Inc.,  outlines  the  position  of  the  Institutes.  The 
position  of  three  other  national  groups,  the  American 
Academy  of  Pediatrics,  the  American  Academy  of  Phys- 
ical Medicine  and  Rehabilitation,  and  the  American 
Academy  of  Neurology,  is  also  reprinted  here  with  per- 
mission. 

Can  cognitive  ability  be  improved  by 
crawling  and  creeping?  Is  motor  output  de- 
pendent upon  sensory  input?  Is  dominance 
in  one  cerebral  hemisphere  preferable  to 
mixed  dominance?  “Yes”  is  the  answer  giv- 
en to  all  three  questions  by  the  rehabilita- 
tionists  at  the  Institutes  for  the  Achieve- 
ment of  Human  Potential  of  Texas,  Inc., 
whose  center  at  204  East  Rhapsody  in  San 
Antonio  is  a regional  division  of  the  parent 
unit  in  Philadelphia.  Chartered  as  a non- 
profit organization  by  the  State  of  Texas  in 
January,  1964,  this  educational  rehabilita- 
tion center  has  accepted  some  1,000  clients 
with  disabilities  ranging  from  severe  brain 
injury  to  subtle  reading  problems. 

Depending  upon  the  degree  of  disability, 
clients  are  assigned  to  one  of  three  institutes 
within  the  complex,  these  being  Institutes  of 
Neurological  Organization,  Leaming  Dis- 
ability, and  Reading  Disability.  A fourth, 
the  Institute  of  Early  Learning,  is  concerned 
with  development  of  the  maximal  adaptabil- 
ity of  the  normal  pre-school  child.  Coordina- 
tion between  physicians  and  staff  therapists 
is  essential  in  two  Institutes,  those  of  Neu- 


rological Organization  and  Learning  Dis- 
ability. 

The  core  of  the  Institutes’  program  is 
based  upon  the  theory  of  neurological  organ- 
ization propounded  by  Glenn  J.  Doman,  a 
physical  therapist,  and  Carl  H.  Delacato,  an 
educator.  Essentially  this  theory  states  that 
in  order  to  achieve  one’s  maximum  potential, 
each  sequential  step  in  the  development  of 
competence  in  mobility,  language,  manual, 
visual,  auditory,  and  tactile  modalities  must 
be  fully  developed  before  taking  the  next 
step.  Ultimately  these  faculties  are  lateral- 
ized  in  the  dominant  cerebral  hemisphere. 
Examiners  determine  the  abilities  of  each 
client  at  an  initial  evaluation  session,  check- 
ing the  achievement  already  attained 
against  the  Doman-Delacato  Profile,  which 
itself  is  based  on  the  developmental  studies 
of  Dr.  Arnold  Gesell.  An  individually  tai- 
lored program  is  assigned  the  client,  based 
upon  the  level  of  competent  organization  al- 
ready achieved. 

Although  the  program  is  assigned  to  each 
client  in  six  specific  developmental  areas 
(mobility,  language,  manual,  visual,  audito- 
ry, and  tactile),  it  is  the  mobility  program 
consisting  of  patterning,  crawling,  and 
creeping  which  has  attracted  the  most  in- 
terest. For  it  is  the  claim  of  the  Institutes 
that  their  crawling  and  creeping  program 
alone  can  cause  improvement  in  the  percep- 
tual and  cognitive  abilities  within  the  other 
five  areas  of  the  profile.  This  claim  has  re- 
cently been  supported  by  a controlled  study 
carried  out  by  the  Department  of  Public 
Instruction  of  the  State  of  Pennsylvania, 
which  shows  a significant  gain  in  I.Q.  of  the 
experimental  group  above  that  of  the  control 
group.  Further  support  comes  from  ten  inde- 
pendent studies  measuring  improvement  in 
reading  after  a structured  mobility  pro- 
gram, compiled  in  a book  by  Carl  H.  Dela- 
cato, Neurological  Organization  and  Read- 
ing (Charles  C Thomas  and  Sons,  1966). 

The  program  of  the  Institutes  is  an  exact- 
ing one,  carried  out  at  home.  A physician’s 
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referral  is  not  required  for  the  Institutes  of 
Reading  Disability  or  Early  Learning.  But 
for  the  Institutes  of  Neurological  Organiza- 
tion, and  Learning  Disability,  because  of  the 
close  correlation  of  physical  and  educational 
deficiencies,  a referral  including  a detailed 
physical  examination,  is  required.  A detailed 
developmental  questionnaire,  filled  out  by 
the  parents,  accompanies  the  referral  form 
which  is  then  reviewed  and  summarized  by 
the  medical  director  of  the  Institutes.  An 
appointment  is  made  for  a three-day  orien- 
tation, evaluation,  and  programming  session 
at  the  San  Antonio  center.  Each  day  costs 
$50.  Follow-up  visits  are  scheduled  every 
two  months  in  San  Antonio  or  Hereford ; 
they  last  some  three  or  four  hours  and  cost 
$60.  Clients  are  associated  with  the  Insti- 
tutes for  one  to  three  years.  The  referring 
physician  is  advised  of  the  client’s  progress 
on  the  program  by  periodic  progress  reports 
supplied  after  every  other  return  visit,  or 
more  often  if  the  physician  requests. 

The  medical  director  screens  out  unsuit- 
able clients  long  before  a visit  to  the  Insti- 
tutes. In  general,  the  acceptance  of  children 
with  psychoses,  with  confirmed  chromo- 
somal abnormalities,  or  with  active  neuro- 
logical deterioration,  is  discouraged.  Some 
success,  however,  has  been  achieved  with 
certain  types  of  psychotic  children.  And 
many  mongoloid  children  have  been  helped 
to  accelerate  development  within  the  limits 
of  their  genetic  handicap. 

One  reason  for  the  success  of  this  multi- 
phasic,  comprehensive  program  lies  in  the 
frequency,  intensity,  and  duration  of  its  ap- 
plication. Improvement  is  usually  seen  with- 
in the  first  two  months.  Not  every  child, 
however,  is  helped  by  the  Institutes’  pro- 
gram. When  it  is  obvious  that  progress  is 
not  being  made,  no  stone  is  left  unturned  to 
discover  the  reason.  Medical  consultation  is 
sought  and  if  no  medical  reason  can  be 
found,  the  client  is  released  from  the  pro- 
gram. 

The  Bexar  County  Medical  Society  con- 
ducted a study  of  the  Institutes  beginning 


early  in  1965.  In  June,  1966,  a special  com- 
mittee concluded  that  there  has  been  no  in- 
fringement of  the  Medical  Practices  Act  of 
the  State  of  Texas  and  that  the  Institutes 
are  an  ethically  constituted  group.  As  such, 
it  is  ethical  for  physicians  to  refer  patients 
for  rehabilitation.  The  committee  report  was 
accepted  by  the  Executive  Committee  of  the 
Bexar  County  Medical  Society.  A follow-up 
report  has  been  accepted  for  1967.  Within  its 
international  organization  the  Institutes  for 
the  Achievement  of  Human  Potential  has 
adopted  its  own  Articles  of  Certification  and 
Code  of  Ethics.  Its  journal.  Human  Poten- 
tial, was  inaugurated  in  1967.  The  American 
Medical  Association  neither  disapproves  nor 
approves  any  rehabilitation  program,  in- 
cluding that  of  the  Institutes.  The  AMA 
Department  of  Investigation  has  been  im- 
pressed that  there  are  members  of  the  Amer- 
ican Medical  Association  in  good  standing 
associated  with  the  individual  units  of  the 
Institutes. 

No  claim  has  been  made  by  the  Institutes 
that  their  concepts  of  neurological  organiza- 
tion constitute  the  only  answer  for  the  brain- 
injured  child.  Nor  have  promises  been  made 
regarding  any  client.  Realizing  that  there 
is  no  risk  or  harm  in  the  program  itself,  and 
that  patients  may  be  significantly  helped, 
over  600  doctors  from  25  states  and  Mexico 
have  referred  approximately  900  patients  to 
the  Institutes. 

Almost  every  presentation  of  the  problem 
of  brain-injured  children  ends  with  a plea 
for  new  ideas,  insights,  and  approaches.  The 
program  offered  by  the  Institutes  is  one  an- 
swer to  this  plea.  It  is  the  desire  of  the  In- 
stitutes to  continue  alongside  other  pro- 
grams of  rehabilitation,  each  mutually  re- 
spectful of  what  the  other  has  to  offer  as 
each  approaches  the  common  goal  of  all:  a 
new  era  for  the  brain-injured  child. 

Forrest  M.  Smith,  Jr.,  M.D.,  San  Antonio, 
Medical  Director,  Institutes  for  the 
Achievement  of  Human  Potential 

of  Texas,  Inc. 
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Associations  Describe  Position  on 
Treatment  Of  Neurologically 
Handicapped  Children 

The  following  statement  was  en- 
dorsed by  the  American  Academy  of 
Pediatrics  and  was  published  in  the 
Dec.  1,  1965,  issue  of  the  Academy’s 
News  Letter.  Subsequently  the  state- 
ment has  been  endorsed  by  the  Ameri- 
can Academy  of  Neurology  and  the 
American  Academy  of  Physical  Medi- 
cine and  Rehabilitation. 

During  the  past  few  years,  many  articles 
have  appeared  in  lay  newspapers  and  maga- 
zines throughout  the  country,  some  claiming 
success,  regarding  methods  for  treatment  of 
“brain  damaged  children”  conducted  by  the 
Institute  for  the  Achievement  of  Human 
Potential  located  in  Philadelphia. 

The  Institute’s  program,  and  the  methods 
utilized  in  the  program,  are  described  in  an 
article  by  R.  J.  Doman,  et  al.,  which  appeared 
in  the  September  17,  1960  issue  of  the  Jour- 
nal of  the  American  Medical  Association, 
(174  JAMA  257).  The  article  points  out  that 
the  “preliminary  results  of  the  study  were 
found  encouraging.” 

With  the  exception  of  this  article,  as  far 
as  the  American  Academy  of  Pediatrics 
knows,  the  scientific  press  has  been  silent. 

The  widespread  publicity  generated  by 
the  Doman-Delacato  program,  and  requests 
to  the  Academy  for  an  evaluation  of  the  pro- 
gram have  prompted  the  Academy  to  pre- 
sent this  statement. 

Studies  Not  Available:  To  the  Academy’s 
knowledge,  no  controlled  studies  are  avail- 
able to  support  the  greater  value  claimed  for 
the  program  as  compared  with  conventional 
treatment  of  the  neurologically  handicapped 
child.  Without  such  studies,  a medically  ac- 
ceptable evaluation  is  not  thought  possible. 

However,  because  of  the  demanding  na- 
ture of  the  program  and  its  seemingly  unre- 
served promise  of  benefit,  it  is  important 
that  some  preliminary  opinion  be  passed 
which  may  be  of  assistance  to  members  of 
the  Academy  pending  a more  definitive  and 
accurate  appraisal,  now  long  overdue.  In  our 
judgment,  there  are  several  factors  to  be 
noted: 

First,  varying  degrees  of  progress  are 
made  in  the  handicapped  from  maturation. 
In  addition,  individual  attention  and  care. 


and  physiotherapy  techniques  offer  some 
benefits  (though  quite  limited  in  many  cas- 
es). Some  of  the  improvements  noted  in  Do- 
man-Delacato treated  cases  may  accrue  from 
these  factors. 

Second,  physicians  should  be  aware  of  the 
sacrifices  which  a family  must  make  in  or- 
der to  participate  in  this  program.  Success 
or  failure  largely  devolves  on  parents  to  fol- 
low a regimen  which,  if  taken  literally,  is  ex- 
tremely demanding.  Failure,  therefore,  may 
implicate  parents  in  the  ultimate  outcome. 
The  demands  on  the  family  to  sacrifice  un- 
told time,  energy,  and  to  create  obligations 
on  volunteer  assistants,  not  to  mention  cost 
and  transportation  burdens,  are  factors  to 
be  weighed  particularly  when  the  point  is 
made  that  “nothing  to  date  has  helped  and 
if  it  can  do  no  harm,  let’s  give  it  a try.” 

Evaluation  Needed:  Third,  more  than  five 
years  have  passed  since  the  publication  of 
the  preliminary  results  of  the  studies  of  the 
program.  Granted,  the  necessary  controlled 
studies  are  fraught  with  great  difficulty. 
Matching  cases  at  the  outset  of  treatment  is 
open  to  considerable  error.  Controlling  vari- 
ables likely  to  affect  the  outcome  in  some 
way  is  extremely  difficult.  Recording  data 
uniformly  and  judging  outcome  as  it  per- 
tains to  the  host  of  phenomena  involved, 
presents  a challenge  to  the  serious  investi- 
gator. But  whatever  the  reason,  the  absence 
of  an  acceptable  evaluation  of  the  program 
after  such  a period  of  time  is  a disservice  to 
the  program  if,  in  fact,  it  is  responsible  for 
the  successes  claimed  for  it. 

Fourth,  individual  Academy  members  re- 
port they  have  been  informed  of  cases  in 
which  the  Doman-Delacato  program  appears 
not  to  have  helped  the  patient. 

The  Academy  feels,  therefore,  that  physi- 
cians should  make  their  decisions  and  rec- 
ommendations for  management  of  the  neu- 
rologically handicapped  child  on  the  basis 
that  there  is  as  yet  no  firm  evidence  sub- 
stantiating the  claims  made  for  the  Doman- 
Delacato  methods  and  program.  What  is 
needed  are  well  controlled  studies  by  recog- 
nized experts. 

Readers  who  are  interested  in  I’eprints  of  “Con- 
troversy Over  ‘Patterning’  as  a Treatment  for  Brain 
Damage  in  Children,”  by  Roger  D.  Freeman,  M.D., 
which  appeared  in  the  Oct.  30,  1967  issue  of  the 
Journal  of  the  American  Medical  Association,  may 
wish  to  write  the  author  for  copies. 
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A century-old  building  (center)  on  Roma’s  main  plaza  houses  the  Manuel  Ramirez  Memorial  Hospital.  At  left  is  the  Catholic  Church 


"HOW  IS  DR.  MARIO?" 


Editor’s  Note:  Texas  Medicine  has 
often  carried  the  stories  of  Texas 
physicians  who  have  served  in  for- 
eign missions,  but  it  is  a rare  op- 
portunity to  carry  an  article  about  a 
Texas  doctor  in  a Texas  small  town. 
The  story  of  one  man,  Dr.  Mario 
Ramirez,  in  one  town,  Roma,  Texas, 
exemplifies  the  lives  of  physicians  in 
many  towns  in  our  state.  Like  Dr. 
Mario,  these  physicians  are  exceed- 
ingly modest  about  their  “jobs.” 
Only  after  gentle  imploring  did  Dr. 
Ramirez  begin  to  unravel  his  per- 
sonal experiences  which  have  given 
the  article  substance.  Together,  with 
a little  gleaning  from  other  sources, 
these  anecdotes  make  up  the  magic 
of  a small  town  practice,  and  illus- 
trate the  superb  quality  of  medicine 
practiced  by  the  20th  Century 
"country”  doctor. 

A string  of  indistinguishable  little 
towns  hugs  the  Rio  Grande — Roma- 
La  Saenz,  Escobares,  Garceno,  Rosi- 
ta,  Villareales.  Each  of  these  towns 
has  its  complement  of  adobe  houses 
and  gravelly,  unpaved  streets;  but 
only  Roma  has  a physician.  Dr. 
Mario  Efrain  Ramirez.  Six  genera- 
tions of  Dr.  Ramirez’s  family  have 
lived  in  Roma.  The  people  there  are 
his  people,  his  self-assumed  respon- 
sibility. “I  have  stayed  here  because 


I was  born  here,”  said  Dr.  Ramirez, 
“and  because  the  roots  are  so 
deep.” 

“I  don’t  know  specifically  what 
motivated  me  towards  the  study  of 
medicine,”  he  mused.  “There  are  no 
physicians  in  my  family,  but  in  years 
past  an  ’uncle’  pharmacist,  of  the 
‘old  school,’  who  served  the  commu- 
nity day  and  night  and  who  was 
much  loved  and  respected  by  all  of 
us,  must  have  helped  to  strengthen 
the  impulse  or  the  idea.” 

There  was  also  one  tragic  event 
which  must  have  had  a profound  in- 
fluence on  his  decision  to  become  a 
doctor.  In  1940,  when  Dr.  Ramirez 
was  only  14,  his  youngest  brother 
became  acutely  ill.  The  town’s  osteo- 
path, its  only  medically-oriented 
practitioner,  made  a diagnosis  of 
tetanus.  When  the  boy’s  condition 
did  not  improve,  a physician  from  a 
neighboring  town  was  called.  His 
diagnosis  was  osteomyelitis.  Dr. 
Ramirez’s  brother  was  quickly  taken 
to  the  nearest  hospital,  but  he  died 
less  than  a week  after  the  onset  of 
the  illness.  The  cause  of  death  was 
osteomyelitis  and  septicemia — and 
a lack  of  medical  facilities. 

“The  death  made  a tremendous 
impression  on  me,”  admitted  Dr. 
Ramirez.  “During  medical  school  I 
felt  sure  that  I wanted  to  specialize 


in  pediatrics,  and  for  a while  I 
worked  in  the  private  office  of  one 
of  our  professors.  Dr.  James 
Hughes,  who  is  a recent  president 
of  the  American  Academy  of  Pediat- 
rics. The  interest  persisted  through- 
out internship  and  I applied  for  and 
was  accepted  to  a residency  in  that 
specialty.” 

“Could  not  limit  practice” 

Having  completed  premedical 
studies  at  The  University  of  Texas 
in  1945,  Dr.  Ramirez  took  his  medi- 
cal training  at  the  University  of 
Tennessee  College  of  Medicine  at 
Memphis.  In  June  of  1948,  he  re- 
ceived his  medical  degree  and  began 
his  internship  at  Shreveport  Charity 
Hospital  in  Louisiana. 

“The  realization  hit  me  at  about 
this  time  that  I could  not  very  well 
return  to  Roma  and  limit  my  prac- 
tice to  any  one  field,  and  I requested 
that  the  residency  be  changed  to  a 
general  practice  one.”  Although  he 
was  intrigued  at  the  prospect  of  be- 
ing a specialist.  Dr.  Ramirez  knew 
precisely  where  his  future  lay.  “I 
don’t  think  I ever  really  considered 
going  back  to  anywhere  except 
Roma.” 

When  at  24  years  of  age  Dr.  Ram- 
irez returned  to  Roma  from  Shreve- 
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port,  a medical  degree  in  his  hand 
and  his  new  wife  Sarah  by  his  side, 
he  found  his  people  racked  with  dis- 
eases that  other  doctors,  in  other 
situations,  seldom  encounter  in  this 
enlightened  age.  In  Roma  in  1950 
there  were  still  frequent  cases  of 
diphtheria,  a lot  of  whooping  cough, 
some  tetanus,  and  a moderate 
amount  of  polio. 

Roma  is  in  Starr  County,  Tex., 
which  squats  on  the  north  bank  of 
the  Rio  Grande.  Seventy-one  percent 
of  its  19,000  residents  subsist  on  an 
annual  family  income  of  less  than 
$3,000.  While  located  in  the  famed 
Rio  Grande  Valley,  Starr  County  is 
not  a land  of  lush  citrus  groves, 
stately  palms,  and  thriving  truck 
farms,  but  rather  of  cactus,  dust, 
and  mesquite.  The  people  are  mi- 
grant workers  for  the  most  part, 
picking  another  man’s  harvest  for 
several  months  of  the  year,  returning 
home  to  coax  a little  sustenance 
from  their  own  poor  plots.  As  be- 
fits their  poverty,  they  are  prey  to 
more  than  their  usual  quota  of  dis- 
ease. 

“People  remember  you  in  knee 
pants” 

Reflecting  on  his  return  home,  Dr. 
Ramirez  said,  “Initially  we  were  at 
a disadvantage  because  we  were 
homegrown:  and  more  so  because  of 
my  age.  People  remember  you  too 
well  in  knee  pants,  and  it  is  difficult 
to  gain  confidence,  especially  when 
it  comes  to  middle-aged  and  older 
women.  Also  there  are  a few,  human 
nature  being  what  it  is,  who  feel  a 
little  envy  or  jealousy,  especially  if 
it  looks  as  if  you  are  going  to  be  a 
success.” 

Dr.  Ramirez  tasted  the  challenge 
that  confronts  every  small  town  doc- 
tor, and  he  stayed  to  savor  the  thrill 
of  success.  “The  disadvantages,”  he 
declared,  “convert  into  real  advan- 
tages within  a short  time.  The  feel- 
ing of  ‘relationship’  or  of  ‘owner- 
ship’ and  ‘pride’  that  the  patient 
feels  toward  the  home  town  physi- 
cian, especially  as  expressed  by  the 
older  patients,  is  so  rewarding  that 
it  overshadows  any  initial  disadvan- 
tages.” 

Busy  these  past  17  years  turning 
problems  into  assets.  Dr.  Ramirez 
now  has  much  to  point  to  with  pride. 
Today  all  the  school  children  of 
the  county  have  regular  immuni- 
zations against  polio,  diphtheria, 
whooping  cough,  tetanus,  and  mea- 
sles. Three  years  ago,  a program 
was  started  to  give  pre-school  chil- 
dren the  same  benefits.  Roma  is 
scoured  regularly  to  detect  any 


cases  of  tuberculosis  and  diabetes. 
Health  education  programs  for  adults 
and  school  children  are  held  every 
year,  and  a health  careers  program 
has  been  started. 

Resourcefulness  and  unflagging 
energy  are  two  basic  prerequisites 
for  anyone  contemplating  small  town 
practice.  On  occasion  the  languid 
Rio  Grande  shows  its  wrath  and  then 
becomes  worthy  of  its  Mexican 
name,  Rio  Bravo  del  Norte — as  when 
Hurricane  Beulah  struck.  Swirling 
flood  waters  choked  the  river,  which 
quickly  swelled  to  a width  of  five 
miles  at  Rio  Grande  City.  Thousands 
of  people  on  both  sides  were  sud- 
denly homeless;  the  Texas-Mexican 
border  was  obliterated  with  one 
stroke  as  a common  bond  of  misery 
gripped  victims  on  both  banks.  With- 
in four  days,  18,000  Mexican  refu- 
gees crossed  the  frontier  into  Roma 
and  Rio  Grande  City.  Dr.  Ramirez 
was  swamped  by  a mass  of  human 
suffering — patients  with  diarrhea, 
expectant  mothers,  uncontrolled  dia- 
betics. Leaving  his  temporary  assist- 
ant, Dr.  Roberto  Cuellar,  in  charge 
of  Roma’s  clinic,  and  after  having 
cared  for  the  more  than  6,000  refu- 
gees in  Roma,  he  immediately  left 
for  Rio  Grande  City  to  set  up  emer- 
gency facilities  in  the  Rio  Grande 
City  high  school  gymnasium  for  the 
12,000  refugees  there. 

These  refugees  ranging  in  age 
from  a 108-year-old  woman  to  a 
one-pound  premature  infant  were 
cared  for  by  means  of  the  Packaged 
Disaster  Hospital  in  Rio  Grande  City. 
Dr.  Kay  Rodgers,  San  Antonio  pedia- 
trician, set  up  a pediatric  ward;  and 


the  lives  of  25  severely  dehydrated 
babies  were  saved  by  intravenous 
feeding.  Nightmares  of  no  communi- 
cation, no  guarantee  of  sanitation, 
and  countless  cries  for  help  from 
individuals  in  the  stricken  Republic 
of  Mexico  plagued  all  the  workers, 
but  especially  Dr.  Ramirez.  He  made 
helicopter  trips  to  Mexico  where,  in 
one  instance,  he  helped  deliver  a 
baby  under  very  adverse  conditions 
in  a small  Mexican  village. 

“Dedicated  medical  care  ...” 

Formal  praise  is  a rare  commod- 
ity in  such  out-of-the-way  places  as 
Roma.  But  on  this  occasion  both 
President  Johnson  and  Governor 
Connally  visited  Dr.  Ramirez  during 
the  flood  and  toured  his  emergency 
care  clinic.  Quite  naturally,  they  were 
impressed.  A few  days  later.  Dr. 
Ramirez  and  Dr.  Cuellar  received  of- 
ficial letters  of  thanks  from  the  State 
of  Texas  for  their  “exemplary  ser- 
vice to  the  people  of  Starr  County 
during  Hurricane  Beulah  and  its  aft- 
ermath.” The  Surgeon  General,  Wil- 
liam H.  Stewart,  also  cited  Dr.  Ram- 
irez for  his  work,  praising  him  for 
“the  dedicated  medical  care  he  pro- 
vided for  Rio  Grande  City  flood  vic- 
tims . . . and  especially  for  his  ef- 
fective use  of  Public  Health  Service 
emergency  medical  resources.”  Dr. 
Charles  Queen  of  Edinburg  was  also 
commended. 

Dr.  Ramirez’s  ability  to  provide 
outstanding  disaster  medical  ser- 
vice did  not  come  about  by  accident. 
In  a small  town  devoid  of  the  usual 
charitable  societies,  a doctor  soon 


President  Lyndon  Johnson  toured  the  pediatrics  ward  of  the  Packaged  Disaster  Hos- 
pital in  Rio  Grande  City  with  Dr.  Ramirez  shortly  after  Hurricane  Beulah.  The  Presi- 
dent praised  the  "exemplary  service"  of  Dr.  Ramirez  and  his  staff. 
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In  January,  1967,  the 
staff  of  Manuel  Ramirez 
Memorial  Hospital  took 
time  out  to  enjoy  Ro- 
ma’s first  snowfall  in  40 
years.  For  most,  this  was 
the  first  snow  they  had 
ever  seen.  Roma  report- 
edly averages  two  snow- 
falls a century. 


learns  self-sufficiency.  Dr.  Ramirez’s 
first  small  “hospital”  was  in  an  old 
house  which  he  refurbished  himself. 
His  staff  consisted  of  two  practical 
nurses  and  his  hospital  of  three  or 
four  beds. 

Within  two  years  he  moved  with 
his  two  nurses  to  a larger  building 
which  he  converted  into  a six-bed 
hospital.  Upon  his  return  from  a 
hitch  with  the  US  Air  Force,  from 
1955  to  1957,  he  purchased  a pic- 
turesque home,  more  than  100  years 
old,  situated  on  Roma’s  main  plaza. 
This  he  molded  into  a 15-bed  hos- 
pital by  1958.  A year  later  he 
remodeled  it,  hopefully  adding  a 
wing  for  an  associate,  and  a place 
for  a dentist.  By  1964  he  had  added 
a surgical  suite  and  six  new  rooms, 
bringing  the  hospital’s  capacity  to  21 
beds.  All  this  improvement  was  fi- 
nanced with  his  own  money. 

Dr.  Ramirez  warned  that  “the  bur- 
den of  having  to  equip  and  build  a 
hospital  is  a real  one.  We  have  had 
to  go  deeply  into  debt  in  order  to 
continue  wi.h  this  operation  of  ours. 
The  advent  of  Medicare  multiplied 
our  problems  in  that  we  had  to  add 
personnel  and  our  administrative 
and  bookkeeping  expenses  soared. 
We  have  been  running  the  hospital 
at  a loss,  but  we  do  not  want  to 
close  it  since  that  would  impose  a 
big  hardship  on  the  local  people, 
and  it  would  also  be  difficult  to  at- 


tempt to  practice  good  medicine 
without  it.” 

The  hospital  is  named  after  Dr. 
Ramirez’s  grandfather,  who  helped 
finance  the  doctor’s  medical  educa- 
tion. The  staff  includes  5 RN’s,  5 
LVN’s,  a graduate  dietitian,  a phar- 
macist who  doubles  as  administra- 
tor, a graduate  registered  laboratory 
technician  and  many  local  high 
school  graduates  who  have  been 
trained  on  the  job.  Altogether  there 
are  40  or  50  regular  employees.  The 
staff,  like  Dr.  Ramirez,  takes  a lot  of 
pride  in  the  hospital. 

Manuel  Ramirez  Memorial  Hospi- 
tal, adorned  with  inlaid  tiles  and 
fancy  ironwork,  is  fully  equipped 
with  all  the  latest  medical  equip- 
ment and  its  beds  are  constantly  in 
use.  It  is  the  only  hospital  approved 
for  Medicare  patients  between  Lare- 
do and  Mission — a distance  of  146 
miles — and  it  is  registered  by  the 
Texas  Hospital  Association  and  is  a 
member  institution  of  THA  and  the 
American  Hospital  Association.  Dr. 
Ramirez’s  office  is  in  the  hospital 
and  it  is  not  uncommon  to  find  extra 
patients  bedded  in  his  treatment 
rooms. 

The  perpetual  overcrowding  is  un- 
derstandable since  the  closest  town 
with  a physician  is  Rio  Grande  City, 
14  miles  to  the  southwest,  and  the 
nearest  hospital  is  50  miles  away  in 
Mission.  Dr.  Ramirez  serves  all  of 


Starr  County.  Patients  are  taken 
whether  they  can  pay  or  not,  and  no 
help  is  given  by  either  the  City  of 
Roma  or  Starr  County  toward  the 
care  of  indigent  patients. 

“More  than  40,000  different 
patients" 

The  size  of  a community  often 
does  not  reflect  the  size  of  the  prac- 
tice that  a physician  will  have.  The 
population  of  Roma,  for  instance, 
has  hovered  at  1,000  persons  for 
the  last  100  years,  and  yet  Dr.  Ram- 
irez maintains  10,000  active  patient 
records.  “We  do  not  know  the  exact 
number  of  different  patients  who 
have  come  through  our  office  in  the 
past  17  years,”  he  reflected,  "but 
since  we  number  our  x-rays  consecu- 
tively, and  since  we  are  now  label- 
ling in  the  14,000’s — assuming  con- 
servatively that  we  have  x-rayed  one 
out  of  every  three  patients — would 
mean  that  we  have  seen  more  than 
40,000  different  persons.  We  have 
admitted  more  than  6,000  patients 
to  the  hospital  since  it  was  opened.” 

One  of  the  most  successful  of  Dr. 
Ramirez’s  many  endeavors  has  been 
the  operating  suite  in  his  clinic.  At 
the  clinic  opening  in  November, 
1964,  Dr.  Leonides  G.  Cigarroa  of 
Laredo,  a surgeon  and  close  friend 
of  Dr.  Ramirez,  offered  to  come  to 
Roma  one  day  a week  to  do  elective 
surgery.  The  anesthesia  associates 
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Pride  of  hospital  person- 
nel is  the  modern  oper- 
ating room  and  visiting 
surgical  staff.  Pictured 
from  left  to  right  are  Dr. 
Oscar  Elizondo,  anesthe- 
siologist from  Laredo: 
Dr.  Antonio  Carreno, 
who  practiced  in  Roma 
for  a short  time;  Mrs. 
Thalia  Munoz,  RN;  Dr. 
Leonides  Cigarroa,  La- 
redo surgeon;  and  Miss 
Stella  Molina,  head 
nurse. 


of  Laredo,  Drs.  James  Reitman  and 
Oscar  Elizondo,  agreed  to  provide 
anesthesia  service;  and  they  have 
been  accompanying  Dr.  Cigarroa. 
Since  1964,  these  physicians  have 
done  more  than  700  operations. 

Every  new  and  daring  program  is 
bound  to  have  its  critics,  and  Dr. 
Ramirez’s  surgical  venture  is  no  ex- 
ception. “There  has  been  some  criti- 
cism regarding  itinerant  surgery,”  he 
said.  “We  feel  that  it  is  justified  for 
many  reasons.  Our  records  of  mor- 
bidity and  mortality  are  as  good  as 
those  of  the  larger  centers,  and  we 
therefore  conclude  that  we  are  not 
subjecting  the  patient  to  undue  haz- 
ard. 

“Surgeons  here  in  1 hour,  15 
minutes” 

“We  know  that  Dr.  Cigarroa  and 
his  team  will  come  to  Roma  immedi- 
ately if  a post  operative  complication 
arises  whereby  they  are  needed.  . . . 
Experience  has  shown  us  that  they 
can  be  here  in  about  1 hour  and 
15  minutes,  and  we  feel  that  this  is 
not  too  long.  Comparatively  speak- 
ing, a surgeon  in  a busy  metropolis 
sometimes  needs  that  much  time  to 
get  from  his  office  or  home  to  the 
hospital  where  he  normally  oper- 
ates.” 

Dr.  Ramirez’s  patients  are  ex- 
tremely grateful  for  this  care  since 
most  of  them  cannot  afford  to  be 


sent  elsewhere.  The  team  from  La- 
redo is  very  much  aware  of  this,  and 
they  have  performed  numerous  op- 
erations without  the  slightest  anti- 
cipation of  gratuity.  Time  and  again 
they  have  proved  themselves  willing 
and  capable  in  times  of  crisis. 

One  night  a small  girl  was  brought 
to  the  hospital.  Having  been  struck 
by  a car,  she  was  unconscious,  con- 
vulsing, and  hemorrhaging  from  se- 
vere head  injuries.  The  Laredo  team 
was  called  while  emergency  care  was 
rendered  to  the  child  and  she  was 
prepared  for  surgery.  Within  an  hour 
and  a half  she  was  in  the  operating 
room,  her  fractured  skull  had  been 
decompressed,  and  a bleeding  cere- 
bral artery  had  been  clamped.  With- 
in four  weeks  the  child  had  regained 
consciousness,  and  after  two  more 
weeks  a plastic  plate  was  imbedded 
in  her  scalp.  Today  she  appears  to 
have  recovered  completely. 

Late  another  night,  the  Laredo 
team  was  summoned  because  a 
young  man  had  been  shot  several 
times  in  the  abdomen  and  was  in 
deep  shock.  Roma’s  “walking  blood 
bank”  was  called  into  action  since  it 
would  have  taken  too  long  to  obtain 
blood  from  the  regular  source  in  Mc- 
Allen. Within  20  minutes  15  persons 
waited  to  be  cross  matched  and 
bled.  By  the  time  the  surgeons  ar- 
rived, the  patient  had  received  sev- 
eral pints  of  blood. 


Since  the  young  man  was  already 
completely  prepared  for  surgery 
when  Dr.  Cigarroa  arrived  (as  is  Dr. 
Ramirez’s  custom)  the  exploration 
and  repairs  were  quickly  completed. 
Before  the  anesthesiologist  left  for 
Laredo  the  patient  was  fully  awake 
and  stable. 

On  another  occasion,  emergency 
surgery  was  performed  on  a new 
born  infant  whose  x-ray  “showed  evi- 
dence of  a large  right  diaphragmatic 
hernia  with  marked  eventration.” 
Two  years  later,  the  child  appears  to 
be  doing  excellently. 

The  life  of  a small  town  practi- 
tioner is  not  recommended  for  any- 
one addicted  to  getting  a full  night's 
sleep.  Dr.  Ramirez  works  an  average 
of  16  to  18  hours  a day,  seeing  from 
40  to  100  patients  between  break- 
fast and  dinner.  He  often  gets  what 
sleep  he  can  at  the  hospital,  not  re- 
turning home  for  days. 

“Thanks  to  God”  for  patient 
recovery 

As  a consequence  of  this  hectic 
life.  Dr.  Ramirez  finds  himself  aged 
beyond  his  42  years.  What  hair  is 
left  atop  his  head  is  very  gray.  He  is 
five  feet  seven  inches,  very  quick  in 
his  movements  and  always  smiling. 
A deeply  religious  man,  when  one  of 
his  patients  recovers  it  is  “thanks  to 
God,”  a phrase  used  often  by  Dr. 
Ramirez. 
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He  who  elects  to  practice  in  a 
place  where  there  are  few  doctors 
will  find  himself  with  more  jobs  than 
he  thought  existed.  In  addition  to 
his  job-and-a-half  at  the  clinic,  Dr. 
Ramirez  has  also  been  president 
and  vice-president  of  the  Hidalgo- 
Starr  Counties  Medical  Society  at 
various  times.  He  is  now  an  alter- 
nate delegate  from  this  society. 

He  has  been  honored  with  odds 
and  ends  of  authority  ever  since  re- 
turning to  Roma.  In  1951  he  was 
appointed  United  States  Public 
Health  Officer  in  charge  of  the  In- 
ternational Bridge  at  Roma;  he  now 
serves  as  contract  physician.  In 
1961  he  served  a term  as  president 
of  the  Valley  Chapter  of  the  Texas 
Academy  of  General  Practice.  He 
was  also  a member  of  the  chapter's 
Board  of  Directors  for  three  years 
and  is  now  a member  of  the  state 
membership  committee.  Dr.  Ramirez 
is  unofficial  team  physician  for  the 
Rio  Grande  City  High  School  foot- 
ball team. 

All  those  scholarly  papers  that 
a doctor  conceives  of  writing  wait 
their  turn.  Eight  years  ago,  he  was 
alarmed  at  the  incidence  of  diabetes 
among  his  people  and  at  an  inordi- 
nate number  of  overweight  infants. 
With  the  help  of  the  State  Health 
Department  he  began  an  exhaustive 
search  for  diabetics  in  Roma.  His 


fear  was  not  ungrounded.  After  test- 
ing about  90  percent  of  Roma’s 
adults  for  blood  sugar  after  their 
evening  meal,  he  found  that  the  in- 
cidence of  diabetes  in  Roma  was 
likely  highest  in  the  country.  His  the- 
ory is  that  years  of  intermarriage 
among  a relatively  few  founding  fam- 
ilies has  caused  the  unusual  concen- 
tration of  the  gene.  Eight  years  of 
detailed  records  of  case  studies  lie 
in  Dr.  Ramirez’s  files  waiting  for  him 
to  find  the  time  to  compile  them  for 
publication.  But  when  one  is  respon- 
sible for  such  an  array  of  patients 
there  simply  isn’t  much  time  for 
authorship. 

Nor  do  the  demands  of  a small 
town  practice  include  time  for  the 
leisure  of  being  ill.  Last  April  when 
Dr.  Ramirez  had  to  leave  for  emer- 
gency surgery,  his  hospital  full  of 
patients,  the  city  of  Roma,  and  the 
many  people  of  Starr  County  were 
left  without  a physician.  Although  he 
was  suffering  from  a cervical  disc, 
Dr.  Ramirez  had  continued  to  work 
ten  to  twelve  hours  a day,  ignoring 
the  very  severe  pain  in  his  arm  and 
back. 

“Difficult  to  get  relieved  for  a 
weekend” 

His  biggest  worry  during  this  time 
was  for  his  hospital.  “I  had  been 


practicing  by  myself  during  the  en- 
tire previous  year,  and  it  had  been 
very  difficult  to  find  someone  to  re- 
lieve me  even  for  a weekend.  . . . 
Then  without  being  asked  to  do  so, 
doctors  like  Forrest  Fitch,  Rafael 
Garza,  and  Hillburn  Gilliam  would 
leave  their  own  practices  in  McAllen 
each  day  and  come  to  Roma,  55 
miles  away,  to  see  my  out  patients 
and  to  make  rounds  in  the  hospital. 
Dr.  Cigarroa  came  to  Roma  each 
evening,  even  if  it  were  midnight,  to 
make  rounds  and  see  remaining  out- 
patients. He  personally  called  every 
lead  that  he  could  get  in  an  attempt 
to  find  a doctor  to  come  to  Roma  on 
temporary  duty.” 

At  the  eleventh  hour,  through  the 
efforts  of  Dr.  Cigarroa  and  the  Texas 
Medical  Association,  a two  week  re- 
placement was  found  and  after  this 
through  TMA’s  Legal  Counsel  Mr. 
Philip  R.  Overton,  and  Bexar  County 
Medical  Society  President  Dr.  John 
Smith,  more  help  arrived.  Dr.  Boyce 
Elliott,  an  intern  at  Robert  B.  Green 
in  San  Antonio,  was  given  full  con- 
trol of  the  hospital  while  Dr.  Ramirez 
recovered. 

‘‘When  I arrived,”  related  Dr.  Elli- 
ott, “I  was  greeted  by  a young  Air 
Force  physician  who  had  been  filling 
in  for  two  weeks.  It  took  us  about 
two  hours  to  make  rounds  on  nine 
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patients  in  the  hospital  and  to  ac- 
quaint me  with  the  facilities  and  the 
personnel  on  duty.  While  I was  there, 
we  always  had  at  least  one  RN  and 
several  LVN’s  on  duty  in  the  hos- 
pital providing  much  better  patient 
care  than  I was  used  to.” 

“How  is  Dr.  Mario?” 

“The  clinic  ran  very  smoothly,” 
he  continued,  "especially  the  first 
few  days  after  I arrived,  before  the 
townspeople  learned  that  a doctor 
was  available.  While  there,  I only 
averaged  seeing  from  ten  to  thirty 
patients  per  day,  but  in  looking  over 
the  books,  I learned  that  Dr.  Ram- 
irez usually  saw  from  forty  to  a hun- 
dred on  many  days.  The  office  girls 
explained  that  many  of  the  patients 
simply  stayed  away  as  long  as  ‘Dr. 
Mario’  wasn’t  there. 

“Almost  every  patient  I saw  asked 
the  same  question,  ‘How  is  Dr. 
Mario?’.  And  when  I told  them  he 
was  doing  fine  and  would  return  in 
a week  or  so,  they  all  uttered 
‘Thanks  to  God,’  or  its  equivalent. 
I’ve  never  seen  such  a dedicated 
bunch  of  patients.”  His  patients’  de- 
votion is  matched  only  by  his  em- 
ployees’ worshipful  attitude.  “When- 
ever I grumbled  about  seeing  a pa- 
tient after  hours  or  making  a house 
call,”  recalled  Dr.  Elliott,  “I  was  al- 


ways sternly  reminded  by  one  of  the 
nurses,  ‘But  Dr.  Mario  always  does 
— his  patients  expect  it.’  ” 

“A  real  doctor  for  the  first  time” 

This  was  Dr.  Elliott’s  first  assign- 
ment and  he  was  more  than  im- 
pressed with  Dr.  Ramirez’s  zeal. 
“Each  evening,  sometimes  at  ten  or 
eleven  o’clock.  Dr.  Ramirez  sits 
down  and  dictates  a note  on  all  the 
patients  he  has  seen  that  day.  These 
are  typed  on  clinical  cards.  With 
these  records  available,  I was  al- 
ways able  to  understand  the  man- 
agement of  an  old  patient.  I was 
happily  surprised  at  how  well  pa- 
tients with  diabetes,  hypertension, 
and  thyroid  conditions,  for  example, 
were  followed,  both  clinically  and 
with  lab  data.” 

As  Dr.  Elliott  put  it,  he  was  “ex- 
posed to  everything  from  athlete’s 
foot  to  zygomatic  arch  fractures.” 
Shortly  after  he  arrived  in  Roma,  a 
serious  auto  accident  brought  five 
critically  injured  people  to  the  hos- 
pital. Their  lives  were  saved  by  Dr. 
Elliott’s  professional  care  and  quick 
decisions.  He  found,  within  a very 
short  time,  that  here  indeed  was  a 
meaningful  lesson  in  life.  He  later 
wrote  to  Dr.  Ramirez,  “I  can’t  really 
describe  the  experience  I had  in 
Roma.  I don’t  just  mean  the  medi- 


On opposite  page  Dr.  Ramirez  reviews  pa- 
tients’ records  during  another  busy  day 
and  discusses  case  with  nurse.  The  right 
photograph  shows  a view  of  new  rooms 
for  surgical  patients  in  Manuel  Ramirez 
Memorial  Hospital.  The  poinsettias  and 
ornate  grillwork  add  to  the  hospital’s 
quiet  charm. 


cine,  but  more;  the  feeling  of  being 
a ‘real’  doctor  for  the  first  time  in 
one’s  life  is  not  a thing  to  be  put 
well  on  paper.” 

During  Dr.  Ramirez’s  two  weeks 
at  the  Laredo  hospital  he  also  dis- 
covered how  much  his  patients  think 
of  him.  He  received  countless  phone 
calls  and  several  hundred  letters. 
One  of  the  most  touching  was  a 
homemade  card  from  Rio  Grande 
City  school  children  bearing  the  dili- 
gent scrawl  of  each  child,  even  those 
in  special  education  classes.  As  Dr. 
Ramirez  put  it,  “Nothing  makes  you 
want  to  get  well  faster.” 

When  Dr.  Elliott  left  to  become  an 
Air  Force  doctor  in  Battle  Creek, 
Mich.,  The  University  of  Texas  at 
San  Antonio  recommended  another 
physician  who  was  just  finishing  his 
internship,  Dr.  Roberto  Cuellar  of 
Del  Rio.  Dr.  Cuellar  stayed  two 
weeks,  left  for  a month,  and  then 
came  back  to  assist  Dr.  Ramirez, 
pending  the  opening  of  his  own 
office  in  his  own  small  hometown. 
He  will  probably  leave  Roma  in  early 
March. 

Dr.  Ramirez  observed  that  in 
Roma,  “the  cultural  and  entertain- 
ment facilities  are  very  limited.  This 
often  is  an  impediment  in  attempt- 
ing to  entice  a young  doctor  to  a 
community  such  as  this,  especially  if 
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his  wife  has  a say-so.  Our  schools 
are  relatively  small,  and  the  curricu- 
lum offered,  the  sports  and  other  ex- 
tras, are  limited.  The  people  have 
been  here  for  many  generations  and 
are  closely  united.  It  is  difficult  for 
them  to  accept  outsiders.” 

Wistfully  Dr.  Ramirez  recalled, 
“For  several  years  I have  practiced 
by  myself,  and  being  the  only  physi- 
cian in  the  community  adds  a lot 
of  extra  responsibilities.  One  often 
wishes  he  had  a colleague  or  a con- 
sultant close  by  with  whom  to  dis- 
cuss a problem  or  case.  The  prob- 
lem of  not  being  able  to  leave  town 
becomes  a very  real  one.” 

“Important  part  of  community” 

A doctor’s  position  in  a rural  com- 
munity can  be  even  more  difficult 
than  that  of  a diplomat  in  a belliger- 
ent nation. 

"Politics  in  South  Texas  is  prob- 
ably different,  or  at  least  much  more 
fervent,  than  elsewhere  in  the  coun- 
try,” said  Dr.  Ramirez.  “Since  the 
physician  plays  such  an  important 
part  in  the  life  of  the  small  town, 
it’s  not  uncommon  to  find  him  delv- 
ing a little  into  politics — and  such 
was  the  case  with  me  too.” 

The  volatile  Latin  personality  is  at 
its  finest  in  politics.  Many  of  Roma’s 
families  have  extensive  histories  in 
politics  and  in  some  cases  families 
are  bitterly  divided  because  of  politi- 
cal alienation.  Politics  in  South 
Texas  is  as  ubiquitous  as  sunshine 
and  pervades  every  facet  of  daily 
life.  Holders  of  political  office  are 
prone  to  found  dynasties. 

“Five  years  ago  four  of  us  who 
had  not  been  in  politics  before  de- 
cided to  run  for  the  local  school 
board,”  Dr.  Ramirez  recalled  rue- 
fully, “knowing  that  if  we  won  we 
would  have  the  controlling  vote  in  a 
board  with  a total  of  seven  mem- 
bers. 

“I  personally  had  no  political  am- 
bitions beyond  the  school  board,  and 
had  no  desire  for  power  of  any  kind. 

I was  and  have  been  very  interested 
in  our  schools.  Our  faction  decided 
not  to  have  the  usual  South  Texas 
type  of  political  rallies  and  we  limit- 
ed ourselves  to  a correspondence 
campaign.” 

Despite  their  best  efforts,  how- 
ever, the  campaign  waxed  passion- 
ate. “Normally  only  two  or  three 
hundred  people  vote  at  a school 
election,  but  this  time  more  than 
2,000  voters  showed  up,”  noted  Dr. 
Ramirez.  “Our  side  had  the  most 
votes,  but  the  election  judge  de- 
cided to  challenge  many  of  our 
votes,  and  the  incumbents  were  de- 


clared winners.  The  election  went 
into  the  courts  and  at  great  expense 
we  had  two  additional  election  con- 
tests and  we  were  declared  winners 
on  both  occasions. 

“However,”  he  continued,  “the 
case  was  appealed  to  district  court, 
reappealed,  and  then  appealed  to 
the  Texas  Supreme  Court.  When  we 
finally  won,  our  term  of  office  had 
expired. 

“This  in  itself  was  disheartening,” 
Dr.  Ramirez  remarked,  “but  it  would 
not  have  discouraged  me  except  for 
other  factors.  I found  myself  being 
called  to  see  patients  who  them- 
selves or  whose  relatives  were  zeal- 
ous supporters  of  the  opposition,  or 
who  were  the  opposition.  For  the 
first  time  I felt  a slightly  estranged 
doctor-patient  relationship,  and  I 
thought  I sensed  a slight  distrust  on 
the  part  of  a few.  I realized  that  I 
was  being  called  because  they  need- 
ed a physician,  and  I was  there  be- 
cause I was  the  only  one  available. 
Being  the  only  doctor,  I did  not  feel 
that  I wanted  to  place  them,  or  place 
myself  in  that  position  again.” 

“Quality  of  medical  care 
surprising” 

Having  gladly  forsaken  politics. 
Dr.  Ramirez  plunged  into  The  Uni- 
versity of  Texas  Medical  Branch’s 
preceptorship  program.  He  recalled 
proudly,  “Six  boys  have  come  to 
Roma  for  their  three  months  elec- 
tive. All  six  knew  exactly  what  they 
were  coming  into,  and  were  aware  of 
our  lack  of  recreational  facilities. 
They  all  worked  longer  hours  and 
much  harder  than  was  expected  of 
them.  Most  of  them  were  supposed 
to  have  a week’s  vacation  during  this 
time,  but  chose  to  remain  in  Roma 
working  instead.  One  of  them  spent 
his  Christmas  holidays  here  in  lieu 
of  going  home  and  being  with  his 
family.  We  have  formed  a warm  rela- 
tionship with  each  of  them,  and  we 
are  still  in  close  contact  with  all  of 
them.” 

In  Dr.  Ramirez’s  opinion  the  pre- 
ceptorship program  is  an  “outstand- 
ing facet  of  the  medical  education 
that  the  University  offers.  The  ma- 
jority of  our  students  expressed 
much  surprise  as  to  the  quality  of 
medical  care  that  can  be  provided 
in  small  towns,  and  they  were  also 
amazed  at  the  variety  of  pathology 
that  the  small  town  practitioner  en- 
counters.” 

All  the  fledgling  doctors  learned 
from  their  work  in  Roma  while 
to  Dr.  Ramirez  and  his  staff  the  ex- 
perience was  a challenge.  “It  pro- 
vided a stimulus  to  try  to  keep 


Dr.  Ramirez  is  proud  of  his  family.  Stand- 
ing is  his  wife,  Sarah;  beside  her  his 
daughter  Patsy,  15;  Mario,  Jr.,  17;  on 
his  lap,  Bobby,  6;  seated  on  the  floor  to 
the  left,  Jaime,  10;  on  the  right,  Norman 
Michael,  11. 

abreast  so  as  to  able  to  answer  their 
questions,  and  to  be  able  to  teach 
a little.  It  also  gave  us  the  opportun- 
ity of  learning  of  the  newer  pro- 
cedures, findings  and  ideas  that 
were  being  presented  to  these  young 
men  at  the  school.”  A more  auspi- 
cious symbiosis  would  be  hard  to 
conceive. 

“Opportunities  many  and  varied” 

Practice  in  a rural  community, 
while  highly  touted  in  legend,  is  to- 
day suffering  from  a bad  image. 
True  the  work  can  be  arduous,  but 
it  is  not  without  compensations.  Dr. 
Ramirez  is  undeniably  one  of  the 
best  qualified  men  in  the  state  to 
speak  on  the  practice  of  rural  medi- 
cine: “The  opportunities  are  many 
and  varied.  Most  physician  place- 
ment bureaus  will  verify  the  fact 
that  there  are  more  vacancies  for 
general  practitioners  in  small  towns 
than  for  any  other  type  of  physicians 
anywhere.  At  present  a young  doctor 
can  very  well  choose  the  area  of  the 
state  in  which  he  wants  to  set  up 
practice  if  he  is  thinking  of  a small 
town,  and  he  can  be  assured  that 
he  will  do  well,  practically  from  the 
very  first  day.  Many  small  communi- 
ties are  willing  to  ‘set  up’  a young 
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doctor  who  may  be  interested  in 
small  town  practice,  and  will  often 
build  or  equip  a small  clinic  or  hos- 
pital for  him.” 

Having  weathered  successfully  all 
the  hardships  of  small  town  practice, 
Dr.  Ramirez  is  not  loathe  to  enumer- 
ate its  trials.  Practice  can  be  ardu- 
ous and  exhausting.  The  MD  will  find 
himself  working  12-15  hours  a day 
and  more  every  day.  He  will  be  on 
call  24  hours  a day,  7 days  a week. 
It  is  impossible  for  him  to  plan  any- 
thing or  go  anywhere  because  he  is 
literally  expecting  the  phone  or  door- 
bell to  ring  continually,  and  it  regu- 
larly does. 

“House  calls  can  be  time  con- 
suming and  difficult,  especially  in 
rural  areas.  We  have  had  to  make 
house  calls  40-50  miles  away  on 
many  occasions.  The  obstetrical  por- 
tion of  small  town  practice  also  ties 
the  physician  down  further." 

However,  Dr.  Ramirez  is  quick  to 
note  that  most  of  those  problems 
stem  from  having  to  work  entirely 
alone.  "A  partnership,  or  small 
group  practice  can  solve  all  these 
problems.  Weekends  can  be  alter- 
nated and  so  can  night  calls  and 
days  off  if  there  are  one  or  more 
physicians  available.” 

“City  practice  has  advantages” 

Roma’s  sole  physician  willingly 
admits  that  city  practice  has  its  ad- 
vantages too.  “A  young  physician 
usually  knows  that  in  a larger  com- 
munity he  will  not  have  to  invest  as 
much  in  equipment,  and  he  also 
knows  that  well  equipped,  large  hos- 
pitals are  readily  available  for  his 
use.  He  is  also  aware  of  the  fact 
that  he  will  not  have  to  work  as 
many  hours  in  the  larger  city,  and 
that  he  can  hope  to  have  some  sem- 
blance of  regular  working  schedules, 
with  much  more  time  off  at  night, 
and  on  week-ends,  since  he  can 
usually  alternate  calls  and  days  off 
with  a colleague.” 

Dr.  Ramirez  believes  that  the 
source  of  the  problem  lies  in  the 
schools.  "If  educators  and  planners 
agree  that  there  is  a need  for  more 
general  practitioners  in  the  small 
towns,  then  they  should  try  to  do 
something  to  reverse  the  present 
trends.  It  appears  as  though  some 
of  our  medical  schools  throughout 
the  country  orient  their  students 
more  and  more  toward  a specialty. 
Possibly  something  could  be  done 
at  this  level  which  would  help  to  in- 
terest more  physicians  in  rural  prac- 
tice.” 

As  mentioned  before,  Dr.  Ramirez 
is  a staunch  advocate  of  the  precep- 


torship  program.  And  he  suggested, 
"Now  that  more  and  more  general 
practice  residencies  are  being  made 
available,  it  might  be  possible  to 
work  out  some  form  of  schedule 
whereby  a resident  can  go  to  a 
small  community  for  a predeter- 
mined period  of  time,  and  work  un- 
der the  auspices  of  a qualified  GP 
as  part  of  his  training.  This,  I feel, 
would  relieve  the  shortage,  and 
would  provide  invaluable  experience 
for  the  future  practitioner.” 

At  the  risk  of  being  trite.  Dr.  Ram- 
irez declared,  “I  do  not  feel  there  is 
any  doubt  that  there  is  a great  need 
for  many  more  general  practitioners, 
especially  for  the  rural  community. 

. . . As  long  as  people  continue  to 
live  in  small  towns,  and  in  the  coun- 
try, they  too  need  adequate  medical 
care.  The  fact  that  people  them- 
selves want  more  family  physicians 
is  obvious  and  this  is  true  of  the 
urban  as  well  as  rural  communities.” 

There  is  a widespread  fallacy  that 
small  town  doctors  are  doomed  to  a 
penurious  life.  Dr.  Ramirez  debunked 
this  notion.  “General  practitioners 
are  doing  well  everywhere  in  the 
state.  I hear  often,  from  our  friends 
who  are  in  the  specialties  in  the 
larger  communities  such  as  Hous- 
ton that  they  frequently  have  inquir- 
ies from  their  patients  regarding 
their  recommendations  for  a good 
general  practitioner  who  might  serve 
as  their  family  physician.” 

In  a world  of  increasing  aliena- 
tion between  individuals.  Dr.  Rami- 
rez sincerely  believes  “people  want 
a doctor  who  will  be  interested  in 
and  who  will  care  for  the  whole  fam- 
ily. Especially  in  the  smaller  com- 
munities, they  want  someone  who 
will  deliver  their  babies,  care  for 
them  during  infancy,  childhood,  and 
adolescence,  and  continue  with  them 
through  adult  life. 

“Patients  call  him  by  first  name.” 

“Patients  know  that  many  times 
it  will  be  necessary  for  them  to  be 
referred  to  specialists,  and  they  ex- 
press gratitude  and  satisfaction  in 
knowing  that  their  physician  knows 
his  limitations  and  that  he  will  call 
for  help  if  the  need  arises.  Very  few 
patients  fail  to  return  to  the  GP  for 
follow  up  care  after  having  been 
thus  referred.  Many  of  the  problems 
for  which  patients  come  to  a physi- 
cian have  a functional  basis.  Having 
faith  in  their  family  physician  and 
knowing  that  he  knows  the  whole 
family  intimately  helps  him  cope 
with  their  problems  much  better 
than  would  someone  else  in  a dif- 
ferent position.” 

There  is  no  room  for  snobbery 


in  such  intimate  doctor-patient  re- 
lationships. “The  fact  that  patients 
call  the  doctor  by  his  first  name, 
and  the  fact  that  they  scold  him  or 
chide  him  gently,  does  not  detract 
from  the  respect  and  faith  that  they 
feel  toward  him.  This  relationship, 
once  gained,  whether  by  the  home 
town  physician  or  the  general  phy- 
sician anywhere,  is  invaluable  both 
from  the  standpoint  of  what  one  can 
achieve  professionally,  as  well  as 
from  the  standpoint  of  nonmaterial 
and  spiritual  compensations.” 

“Two  hours  to  culture.” 

An  open  mind,  and  a knack  for 
enjoying  simple  pleasures  can  elim- 
inate most  of  the  drawbacks  in  a 
small  town.  “The  size  of  the  town 
has  not  bothered  us,”  said  Dr.  Ram- 
irez. “My  wife  adapted  to  it  rapidly, 
and  we  have  found  that  when  we  do 
have  the  time  and  the  opportunity 
good  highways  make  the  larger  com- 
munities easily  accessible.  One  or 
two  hours  on  the  road  can  readily 
provide  whatever  culture,  entertain- 
ment, or  other  recreation  we  desire.” 

Then  again,  there  are  benefits 
that  cannot  be  foreseen.  “At  times 
we  have  wished  that  we  had  access 
to  larger  schools,  but  we  have  de- 
cided that  the  benefits  gained  by 
leaving  our  children  at  home  out- 
weigh those  of  sending  them  away. 
The  customs  of  our  community  are 
still  very  much  ‘old  world,’  and  very 
conservative.  Delinquency  is  ex- 
tremely low,  and  in  most  small 
towns  one  usually  knows  where  the 
children  are  and  who  they  are  with 
most  of  the  time.” 

Many  of  the  greatest  treasures  are 
intangible  and  so  it  is  with  small 
town  practice.  “The  rewards  to  be 
gained  in  small  town  practice  both 
materially  and  otherwise  are  many. 
A small  town  physician  will  probably 
have  to  work  longer  hours  than  his 
city  counterpart  or  than  the  special- 
ist, but  he  will  probably  be  earning 
as  much  at  an  earlier  date,”  said 
Dr.  Ramirez  knowingly.  “The  doctor- 
patient  relationship  is  probably  at  its 
best  in  small  towns,  and  even  now 
when  so  much  has  been  written  and 
done  to  hurt  the  image  of  the  physi- 
cian nationally,  in  the  small  town  he 
continues  to  be  one  of  the  most  re- 
spected and  loved  citizens  of  the 
community.  The  status  enjoyed  by 
the  family  country  doctor  is  still 
maintained  to  a great  extent.  The 
physician  becomes  a part  of  the 
community,  and  identifies  with  every 
family.  The  personal  satisfaction, 
contentment,  and  feeling  of  fulfill- 
ment become  very  real  under  these 
circumstances.” 
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alcohofism: 


d Cmtamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  c; 
be  important  m the  management  of  the  alcoholic  patient.  In  alcoholism  as 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B,  (Riboflavin)  to  mg 

Vitamin  Bj  (Pyridoxine  HCI)  2 mg 

Vitamin  B,,  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


691-6—3942 


The  full  y4  grain  of  pheTot 

takes  the  nervo 
...helps  bring  o 


Phenaphen 
with  Codaina 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  {Va  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (272  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 'A  gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 


AH' 


A.  H,  ROBINS  CO.,  INC,,  Richmond,  Va.  23220 


[ROBINS 


He  goes  home  at  night 
and  takes  it  out  on  — 
his  family. 


When  the  agitated 
businessman 


goes  to  work... 


He  loses  his  temper 
with  colleagues  and 
subordinates. 


Emotionally  upset,  he 
misses  half  of  what 
is  said  at  meetings. 


He  is  always  fearful 
about  his  standing 
with  the  boss. 


He  just  can’t  seem 
to  settle  down 
to  his  work. 


Meiiarii 

(thioridazine) 
25  mg.  t.i.d. 


SANDOZ 


See  following  page  for  additional  product  information 


When  the  agitated 
businessman  goes  to  work . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety-induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  Information. 


for  moderate  to  severe  anxiety 

MeUaril* 


(thioridazine) 
25  mg.  t.i.d.  ^ 


TTuCdnone 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Eac/t  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephcdrinc- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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101st  ANNUAL  SESSION 


THURSDAy-SUNDAYj 


MAY  2-5.  1968 


HOUSTON 


FEATURjNG 

:->l 


34  GUESTJ  SPEAKERS 


plus  150  special  and  TMA-member  speakers 


13]REFRESHER  COURSES 


12 ) SCIENTIFIC  SEGIONS 


Friday:  2:30  to  BpImBBSaturday:  9-11:30  a.m. 

Digestive  Diseases,  General  Practice,  Internal  Medicine,  Nervous  and 
Mental  Diseases,  Obstetrics  and  Gynecology,  Ophthalmology, 
Otolaryngology,  Pathology,  Pediatrics,  Public  Health,  Radiology, 
and  Surgery 


3 MEDICAL  COLOR  .TELEVISION  I PRESENTATIONS 


Sponsored  by  Smith,  Kline  & French  Laboratories 


10  CURBSTONE  CONSULTATIONS 


Friday:  5 to  6:30  p.m 
Informal  round-table  discussions  on  medical  topics 


27  RELATED  & SPECIALTY.  SOCIETY  MEETINGS 


0 SPECIAL  PROGRAMS 


1.  Texas  Academy  of  General  Practice  Seminar  (AAGP  credit) 
May  2:  12:30  to  5 p.m. 

2.  Symposium  on  Alcoholism 
May  2:  8 p.m. 

3.  Second  Texas  Conference  of  Physicians  and  Nurses 
"Coronary  Care  Units.”  May  1:  9 a.m.  to  5 p.m. 

4.  Symposium  on  Cardiovascular  Diseases 
May  2:  8:30  a.m.  to  4 p.m. 

5.  Demonstration  of  Disaster  Environmental  Simulator 
May  2:  10  to  10:30  a.m. 

6.  Conference  on  Health  Careers 

May  2:  9 a.m.  to  3 p.m. 

7.  Panel:  The  Hippie  Syndrome. 

May  2:  8 p.m. 

8.  Symposium  on  Isotopes  in  Every  Day  Practice 
May  4:  2 to  5 p.m. 

9.  Conference  on  Physicians  and  Schools 
May  2:  8 a.m.  to  4:30  p.m. 

10.  Symposium  on  Rheumatic  Diseases 
May  2:  1:30  to  5 p.m. 


MAKE  YOUR 
HOTEL  AND  MOTEL 
RESERVATIONS  NOW 

Physicians  and  guests  are 
urged  to  make  their  hotel  or 
motel  reservations  at  an  early 
date.  Reservation  requests 
should  be  sent  to  the  TMA 
Housing  Bureau  at  the  Sham- 
rock Hilton  Hotel,  indicating 
first,  second,  and  third  prefer- 
ences. As  far  as  possible, 
preferences  w/ill  be  honored 
and  confirmation  of  reserva- 
tions will  be  sent  directly  to 
the  individual  making  the  re- 
quest. 

HOTELS 

1.  Shamrock  Hilton  Hotel 

(TMA  Headquarters) 

2.  Warwick  Hotel 

(Auxiliary  Headquarters) 

3.  Hotel  Plaza 

MOTELS 

4.  Towers  Motor  Hotel 

(TMA  Co-Headquarters) 

5.  Holiday  Inn — Central 

6.  Ramada  Inn — Domed 

Stadium 

7.  Sheriton  Oaks  Motel 

8.  Tidelands  Motor  Inn 

9.  White  House  Inn 
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34  GUEST  SPEAKERS 


W.  A.  D.  Anderson,  M.D. 

Miami,  pathology 

Nelson  J.  Bradley,  M.D. 

Des  Plaines,  III.,  psychiatry 
(treatment  of  addictions) 

John  J.  Conley,  M.D. 

New  York,  head  and  neck  surgery 
(otology) 

Eric  Denhoff,  M.D. 

Providence,  pediatrics 
(cerebral  palsy) 

Theodore  A.  Fox,  M.D. 

Chicago,  orthopaedic  surgery 

Edward  A.  Gall,  M.D. 

Cincinnati,  pathology 


Alexander  Gottschaik,  M.D. 
Chicago,  cancer  research 


f 

I 


Robert  B.  Greenblatt,  M.D. 
Augusta,  Ga.,  endocrinology 

^ David  Lloyd  Griffiths,  F.R.C.S. 
Manchester.  England, 
orthopaedic  surgery 

0 

Howard  P.  House,  M.D. 

Los  Angeles,  otology 


Charles  E.  Miff,  M.D. 
Baltimore,  ophthalmology 


Garth  L.  Jarvis,  M.D. 

Washington,  D.C., 
obstetrics  and  gynecology 

Arthur  H.  Keeney,  M.D. 
Philadelphia,  ophthalmology 

Robert  K.  Kerlan,  M.D. 

Los  Angeles,  orthopaedic  surgery 

James  Roderick  Kitchell,  M.D. 
Abington,  Pa.,  internal  medicine 

David  J.  Lehman,  M.D. 

Ft.  Lauderdale,  teenage  problems 

Morton  H.  Maxwell,  M.D. 

Los  Angeles,  internal  medicine 
(renovascular) 

Charles  Neumeister,  M.D. 

Minneapolis,  proctology 

William  C.  North,  M.D. 

Memphis,  anesthesiology 

Richard  M.  Peters,  M.D. 

Chapel  Hill,  N.C.,  thoracic  and 
cardiovascular  surgery 

Theodore  Pfundt,  M.D, 

Omaha,  Neb.,  pediatrics 

G.  Ray  Ridings,  M.D. 

Dallas,  radiology 

Max  S.  RIttenbury,  M.D. 
Charleston,  S.C.,  general  surgery 


Roscoe  R.  Robinson,  M.D. 

Durham.  N.C.,  internal  medicine 
( nephrology) 

John  Turner  Sessions,  Jr.,  M.D. 

Chapel  Hill,  N.C.,  internal  medicine 

Jay  T.  Shurley,  M.D. 

Oklahoma  City,  psychiatry 

Peter  V.  Siegel,  M.D. 

Washington.  D.C..  federal  air  surgeon 

James  H.  Sterner,  M.D. 

Rochester,  N.Y.,  occupational 
medicine 

Richard  L.  Sutton,  Jr.,  M.D. 

Kansas  City,  Mo.,  dermatology 

William  R.  Waddell,  M.D. 

Denver,  surgery 

Mr.  Ken  Wells 

New  Brunswick.  N.J.,  Director  of 
Research.  Boy  Scouts  of  America 


SPECIAL  LUNCHEON  SPEAKER 

Milford  O.  Rouse,  M.D. 

President 

American  Medical  Association 
Dallas 
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Council  Checks  Final  Programs,  Plans 
For  May  2-5  Annual  Session  in  Houston 


When  the  Council  on  Annual  Ses- 
sion convened  Sunday,  Jan.  14,  it 
received  final  programs  from  section 
and  related  organization  officers  and 
committee  chairmen  for  the  1968 
Annual  Session. 

Present  plans  for  the  May  2-5 
meeting  in  Houston  include  12  sci- 
entific section  programs  as  well  as 
those  sponsored  by  27  related 
groups  and  7 Texas  Medical  Associa- 
tion committees.  In  addition,  there 
will  be  13  refresher  courses,  10 
curbstone  consultations,  and  3 color 
television  presentations. 

Special  programs  are  to  be  devot- 
ed to  topics  ranging  from  isotopes  to 
hippies; 

Texas  Academy  of  General  Prac- 
tice Seminar  (AAGP  credit),  spon- 
sored by  Texas  Academy  of  General 
Practice. 

Symposium  on  Alcoholism,  spon- 
sored by  Texas  Commission  on  Al- 
coholism and  The  University  of  Tex- 
as. 

Second  Texas  Conference  of  Phy- 
sicians and  Nurses,  “Coronary  Care 
Units,”  sponsored  by  TMA  Commit- 
tee on  Nursing  and  Texas  Nurses  As- 
sociation. 

Symposium  on  Cardiovascular  Dis- 
eases, sponsored  by  TMA  Committee 
on  Cardiovascular  Diseases. 

Demonstration  of  Disaster  Envir- 
onmental Simulator,  sponsored  by 
TMA  Committee  on  Disaster  Medical 
Care. 

Conference  on  Health  Careers, 
sponsored  by  TMA  Committee  on 
Health  Careers  in  cooperation  with 
Texas  Hospital  Association,  Texas 
Nurses  Association,  and  Texas 
League  of  Nurses. 

Panel:  The  Hippie  Syndrome, 
sponsored  by  TMA  Committee  on 
Medicine  and  Religion. 

Symposium  on  Isotopes  in  Every 
Day  Practice,  sponsored  by  TMA 
Committee  on  Nuclear  Medicine. 

Conference  on  Physicians  and 
Schools,  sponsored  by  TMA  Com- 
mittee on  School  Health. 

Symposium  on  Rheumatic  Diseas- 
es, sponsored  by  Texas  Rheumatism 
Association. 

Guest  Speakers:  To  date,  32  out- 


of-state  guest  speakers  have  accept- 
ed invitations  to  participate  in  the 
1968  Annual  Session,  and  other  af- 
firmative replies  are  expected  within 
the  next  few  weeks.  Guests  are  Dr. 
W.  A.  D.  Anderson,  Miami,  guest  of 
Texas  Division,  American  Cancer  So- 
ciety: Dr.  Nelson  J.  Bradley,  Des 
Plaines,  ML,  guest  of  Texas  Commis- 
sion on  Alcoholism  and  The  Univer- 
sity of  Texas;  Dr.  John  Conley,  New 
York,  guest  of  Texas  Otolarygologi- 
cal  Association  and  TMA;  Dr.  Theo- 
dore A.  Fox,  Chicago,  guest  of  Texas 
Society  of  Athletic  Team  Physicians 
and  TMA;  Dr.  Edward  A.  Gall,  Cin- 
cinnati, guest  of  Section  on  Pathol- 
ogy; and  Dr.  Alexander  Gottschalk, 
Chicago,  guest  of  Committee  on  Nu- 
clear Medicine. 

Also  speaking  will  be  Dr.  Robert 
B.  Greenblatt,  Augusta,  Ga.,  guest  of 
Section  on  Obstetrics  and  Gynecol- 
ogy; Mr.  David  Lloyd  Griffiths, 
F.R.C.S.,  Manchester,  England,  guest 
of  Texas  Orthopaedic  Association 
and  TMA;  Dr.  Howard  P.  House,  Los 
Angeles,  guest  of  Texas  Otolaryngol- 
ogical  Association  and  TMA;  Dr. 
Charles  E.  Miff,  Baltimore,  guest  of 
Texas  Ophthalmological  Association 
and  TMA;  Dr.  Garth  L.  Jarvis,  Wash- 
ington, D.C.,  guest  of  Section  on 
General  Practice;  and  Dr.  Arthur  H. 
Keeney,  Philadelphia,  guest  of  Texas 
Ophthalmological  Association  and 
TMA. 

Others  are  Dr.  Robert  K.  Kerlan, 
Los  Angeles,  guest  of  Texas  Society 
of  Athletic  Team  Physicians  and 
TMA;  Dr.  Morton  H.  Maxwell,  Los 
Angeles,  guest  of  Committee  on  Car- 
diovascular Diseases;  Dr.  Charles 
Neumeister,  Minneapolis,  guest  of 
Texas  Proctologic  Society  and  TMA; 
Dr.  William  C.  North,  Memphis, 
guest  of  Texas  Society  of  Anesthesi- 
ologists and  TMA;  Dr.  Richard  M. 
Peters,  Chapel  Hill,  guest  of  Texas 
Chapter,  American  College  of  Chest 
Physicians,  and  TMA;  Dr.  G.  Ray 
Ridings,  Dallas,  guest  of  Section  on 
Radiology;  Dr.  Max  S.  Rittenbury, 
Charleston,  guest  of  Texas  Industrial 
Medical  Association,  Texas  Traumat- 
ic Surgical  Society,  Texas  Physical 
Medicine  and  Rehabilitation  Society, 


and  TMA;  Dr.  Roscoe  R.  Robinson, 
Durham,  N.C.,  guest  of  Section  on 
Internal  Medicine;  and  Dr.  Milford 
0.  Rouse,  Dallas,  President,  Ameri- 
can Medical  Association,  guest  of 
American  Medical  Association. 

Additional  speakers  are  Dr.  John 
Turner  Sessions,  Jr.,  Chapel  Hill, 
N.C.,  guest  of  Section  on  Digestive 
Diseases:  Dr.  Peter  V.  Siegel,  Wash- 
ington, D.C.,  guest  of  Texas  Air- 
Medics  Association  and  Texas  Chap- 
ter, Flying  Physicians  Association, 
and  TMA;  Dr.  James  H.  Sterner,  Ro- 
chester, N.Y.,  guest  of  Conference 
of  City  and  County  Health  Officers 
and  TMA;  Dr.  Richard  L.  Sutton,  Jr., 
Kansas  City,  Mo.,  guest  of  Texas 
Dermatological  Society  and  TMA;  Dr. 
William  R.  Waddell,  Denver,  guest  of 
Section  on  Surgery;  and  Mr.  Ken 
Wells,  New  Brunswick,  N.J.,  guest  of 
Section  on  Nervous  and  Mental  Dis- 
eases and  Texas  District  Branch, 
American  Psychiatric  Association. 

Other  guest  speakers  will  be  Dr. 
Theodore  R.  Pfundt,  Omaha,  guest 
of  The  National  Foundation — The 
March  of  Dimes;  Dr.  Jay  T.  Shurley, 
Oklahoma  City,  guest  of  Section  on 
Nervous  and  Mental  Diseases;  Dr. 
Eric  Denhoff,  Providence,  R.L,  guest 
of  United  Cerebral  Palsy  of  Texas, 
Inc.;  Dr.  James  Roderick  Kitchell, 
Abington,  Pa.,  guest  of  the  Commit- 
tee on  Nursing:  and  Dr.  David  J. 
Lehman,  Jr.,  Fort  Lauderdale,  Fla., 
guest  of  Committee  on  School 
Health. 

Hotel  and  Motel  Reservations:  Phy- 
sicians and  guests  are  urged  to 
make  their  hotel  or  motel  reserva- 
tions early.  (See  reservation  card,  p. 
125.)  Reservation  requests  should 
be  sent  to  the  TMA  Housing  Bureau 
at  the  Shamrock  Hilton  Hotel,  indi- 
cating first,  second,  and  third  prefer- 
ences. As  far  as  possible,  prefer- 
ences will  be  honored  and  confirma- 
tion of  reservations  will  be  sent  di- 
rectly to  the  individual  making  the 
request. 

Hotels  are  the  Shamrock  Hilton 
Hotel  (TMA  headquarters),  Warwick 
Hotel  (Auxiliary  headquarters),  and 
Hotel  Plaza.  Motels  are  the  Towers 
Motor  Hotel  (TMA  co-headquarters). 
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Holiday  Inn — Central,  Ramada  Inn — 
Domed  Stadium,  Sheriton  Oaks  Mo- 
tel, Tidelands  Motor  Inn,  and  White 
House  Inn. 

REHABILITATION  STUDY 
SEEKS  WIDER  SERVICES 

Developing  vocational  rehabilita- 
tion services  throughout  Texas  by 
1975  that  will  be  available  to  all 
handicapped  persons  who  qualify  is 
the  goal  of  a statewide  vocational 
rehabilitation  planning  study  pro- 
gram now  underway.  Texas  present- 
ly provides  services  to  only  an  esti- 
mated one  in  five  handicapped  per- 
sons. Twenty-four  Texas  physicians 
are  filling  major  positions  in  the 
study. 

Gov.  John  Connally  designated  the 
Texas  Education  Agency  in  March, 
1966,  to  conduct  the  study  in  ac- 
cordance with  requirements  of 
amendments  to  the  federal  Vocation- 
al Rehabilitation  Act. 

Field  work  on  the  study  was  be- 
gun in  March,  1967.  Regional  re- 
ports will  be  due  in  February,  1968; 
and  the  final  state  plan  is  to  be 
formulated  by  July,  1968.  Ultimate- 
ly, the  plan  will  be  merged  with  oth- 
er state  health  plans  into  one  mas- 
ter Texas  plan. 

About  2,000  Texans  have  volun- 
teered to  work  on  the  study.  Besides 
the  medical  profession,  contributors 
to  the  study  have  been  lawyers,  bus- 
inessmen, social  and  welfare  work- 
ers, educators,  and  clergymen. 

The  legal  definition  of  “handi- 
capped” has  been  broadened  for  the 
study.  Once,  only  the  physically  dis- 
abled were  considered  handicapped. 
Now,  the  mentally  ill  and  mentally 
retarded:  public  offenders;  military 
draft  rejectees;  alcoholics;  socially 
maladjusted:  stroke,  tuberculosis, 
and  cancer  victims;  the  aging;  and 
other  categories  are  included. 

Texas  physicians  aiding  in  the 
study  include  Dr.  John  Kinross- 
Wright,  commissioner,  Texas  Depart- 
ment of  Mental  Health  and  Mental 
Retardation,  and  Dr.  J.  E.  Peavy, 
commissioner,  Texas  State  Depart- 
ment of  Health,  both  of  Austin;  Drs. 
Moody  Bettis,  William  Spencer,  and 
Lewis  A.  Leavitt,  all  of  Houston;  Drs. 
Edward  Krusen,  Richard  D.  Burk, 
and  Don  Sutherland,  all  of  Dallas; 
and  Drs.  Mclver  Furman,  W.  R.  Metz- 
ger, and  Nina  Sisley,  all  of  Corpus 
Christi. 

Other  physicians  participating  are 
Drs.  Leonides  Cigarroa  and  Julio 
Gomez-Rejon,  both  of  Laredo;  Drs. 
R.  C.  Douglas,  J.  Elbert  Loveless, 


and  Dan  C.  English,  all  of  Lubbock; 
Dr.  Eva  Seger  of  Victoria;  Dr.  Robert 
L.  Schoenvogel  of  Brenham;  Dr.  W. 
V.  Bradshaw  of  Fort  Worth;  Drs.  Wil- 
lis J.  Bray,  Marco  T.  Eugenio,  and 
James  L.  Tucker,  all  of  Abilene;  Dr. 
Charles  B.  Lambeth  of  Odessa;  and 
Dr.  Joe  Steed  of  Wichita  Falls. 

Also  participating  are  Messrs.  C. 
Lincoln  Williston,  Executive  Secre- 
tary, Texas  Medical  Association,  and 
0.  Ray  Hurst,  executive  director, 
Texas  Hospital  Association,  both  of 
Austin. 


US  MED  SCHOOLS  ENROLL 
9,280  STUDENTS  IN  '66 

The  September,  1966,  entering 
class  of  9,280  students  at  US  and 
Canadian  medical  schools  was  the 
largest  in  history,  reports  the  Jour- 
nal of  the  American  Medical  Associa- 
tion. 

Part  of  the  increase  was  due  to 
the  137  students  admitted  to  five 
new  medical  schools  which  opened 
this  fall. 

By  the  mid-1970’s,  20  new 

schools  are  expected  to  be  graduat- 
ing an  additional  1,653  medical  stu- 
dents annually.  Medical  school  deans 
estimate  10,000  medical  students 
will  be  graduated  annually  by  1975. 
The  total  graduated  from  US  medi- 
cal schools  in  1967  was  7,743. 

An  enrollment  of  33,423  for  1966- 
67  was  a new  high  in  American  med- 
ical schools.  The  preceding  year’s 
enrollment  was  32,835. 

Thirty-two  existing  medical 
schools  have  recently  been  awarded 
federal  grants  to  expand  facilities, 
enabling  them  to  accommodate  an 
additional  729  students  in  first-year 
classes. 

California,  New  York,  and  New 
Jersey  produce  more  medical  stu- 
dents than  their  schools  can  ac- 
commodate. However,  medical  in- 
terns and  residents  later  return  to 
those  states  to  set  up  practice. 


CORRECTION 

Dr.  Donald  M.  Moore  of  Plainview 
was  inducted  as  a fellow  of  the 
American  College  of  Surgeons  in 
October,  1967.  His  name  was  omit- 
ted from  a list  published  in  the  No- 
vember, 1967,  issue  of  Texas  Med- 
icine; and  the  name  of  Dr.  George 
W.  Stephenson  of  Chicago  was  inad- 
vertently substituted  for  that  of  Dr. 
Moore  in  the  December  issue  of 
Texas  Medicine. 


HEART  DISEASE  KILLS 
MOST  INSURED  PERSONS 

Heart  disease  is  by  far  the  leading 
cause  of  death  among  insured  per- 
sons, just  as  it  is  in  the  general  pop- 
ulation, according  to  the  findings  of 
the  Metropolitan  Life  Insurance  Com- 
pany. 

Arteriosclerotic  heart  disease, 
mainly  coronary,  continues  as  the 
chief  killer.  However,  the  cardiac 
death  rate  is  substantially  higher  for 
the  general  population  than  for  in- 
sured persons — by  about  an  eighth 
for  males  and  nearly  a fifth  for  fe- 
males. 

These  differences  may  be  due  in 
part  to  the  higher  social  and  eco- 
nomic status  of  the  insured,  and 
also  to  the  initial  exclusion  of  appli- 
cants with  health  impairments  from 
those  to  whom  insurance  is  issued 
at  standard  premium  rates. 

The  findings  also  showed  that  the 
proportion  of  deaths  from  hyperten- 
sive heart  disease  was  almost  one- 
and-a-half  times  larger  in  the  gen- 
eral population  than  among  the  in- 
sured. Congenital  heart  disease 
among  males  in  the  general  popula- 
tion took  more  than  twice  the  share 
of  cardiac  deaths  it  took  among  in- 
sured males. 


LIBRARY  REORGANIZED 

A revised  agreement  designed  to 
strengthen  and  broaden  the  opera- 
tion of  the  Houston  Academy  of 
Medicine  Library  for  the  Texas  Med- 
ical Center  was  signed  in  December 
by  the  trustees  of  the  Academy  and 
Baylor  University  College  of  Medi- 
cine, operational  partners  of  the  li- 
brary. 

The  new  agreement  (1)  officially 
changes  the  name  of  the  former 
Texas  Medical  Center  Library  to 
Houston  Academy  of  Medicine  Li- 
brary for  the  Texas  Medical  Center; 

(2)  provides  for  an  autonomous  li- 
brary board  which  will  be  responsi- 
ble for  staffing  and  for  day-to-day 
operation  and  which  will  be  com- 
posed of  representatives  of  the  prin- 
cipal institutions  using  the  library; 

(3)  formally  restates  the  joint  finan- 
cial responsibility  of  the  using  insti- 
tutions (Baylor,  the  Academy  of 
Medicine,  The  University  of  Texas, 
The  Texas  Medical  Center,  Texas 
Woman’s  University);  and  (4)  places 
with  the  Houston  academy  the  over- 
all legal  responsibility  for  the  li- 
brary’s development,  operation,  and 
future  acquisitions. 
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PHYSICIANS  DISCUSS 
ALTITUDE,  OLYMPICS 

The  Olympic  games  held  at  the 
7,500-foot  altitude  of  Mexico  City 
may  heavily  penalize  the  unacclimat- 
ed participants  coming  from  sea  lev- 
el, especially  in  athletic  contests  re- 
quiring two  minutes  or  more  of  sus- 
tained effort. 

However,  in  contests  requiring 
only  brief  bursts  of  activity,  no  ill 
effects  of  high  altitude  are  evi- 
denced. And  it  appears  that  with 
adequate  conditioning,  which  calls 
for  training  of  athletes  for  extended 
periods  at  a comparable  altitude, 
the  physiological  drag  on  the  com- 
petitor can  be  largely  nullified. 

This  was  the  consensus  of  35 
physicians  who  accompanied  delega- 
tions from  17  nations  that  partici- 
pated in  the  “Little  Olympics,”  a 
week  long  program  held  recently  in 
Mexico  City  to  test  the  highly  con- 
troversial effect  of  its  mile-and-a- 
half  altitude  before  the  1968  Olym- 
pics. 

Conclusions  on  the  decrease  in 
athletes’  work  capacity  in  competi- 
tion in  the  sustained-effort  category 
ranged  from  a Norwegian  doctor’s 
“85  percent  during  the  first  24  hours 
after  arrival”  to  the  general  agree- 
ment on  “from  25  to  30  percent 
after  several  days  of  acclimatiza- 
tion.” 

Sports  bodies  in  England  and  Bel- 
gium suggest  that  the  more  grueling 
events  be  held  at  a sea-level  site, 
such  as  Veracruz.  However,  most  of 
the  larger  nations  disclosed  plans  to 
train  their  squads  at  mountain 
camps  with  altitudes  comparable  to 
that  of  Mexico  City. 

Delegations  to  the  Little  Olympics 
included  450  athletes,  coaches,  train- 
ers, physicians,  and  other  staff  mem- 
bers from  the  17  countries.  The  visi- 
tors, despite  their  physiological  diffi- 


"Oh  brother.  He  wants  you  to  make 
a house  call  at  his  fallout  shelter.” 


culties  with  the  altitude,  broke  36 
Mexican  records,  but  no  world  rec- 
ords. 

Many  physicians  were  more  con- 
cerned with  the  effects  of  Mexico’s 
water  and  food  on  their  athletes 
than  with  the  altitude. 

The  Japanese  delegation  com- 
plained that  30  percent  of  its  ath- 
letes— and  most  of  its  physicians — 
suffered  from  diarrhea. 

The  French  team,  on  the  other 
hand,  had  no  such  complaints.  Its 
members  took  the  precaution  of 
drinking  nothing  but  wine  and  water 
brought  in  from  France  and  dining 
only  at  a leading  French  restaurant. 

BIRTH  RATE  PREDICTED 
TO  REACH  NEW  HIGHS 

While  the  number  of  babies  has 
declined  from  its  record  post-war 
level,  new  record  highs  are  in  store 
for  the  future.  Current  figures  from 
the  Metropolitan  Life  Insurance  Com- 
pany point  to  an  upward  trend  cul- 
minating in  a record  high  in  births 
sometime  during  the  1970’s. 

Since  the  all-time  high  of  4,334,- 
000  in  1957,  the  rate  of  annual 
births  has  shown  a downward  trend 
— from  4,027,490  new  babies  in 
1964  to  about  3,759,000  in  1965  to 

3.600.000  in  1966. 

The  1966  estimate  corresponds 
to  a rate  of  about  136  births  per 

1.000  married  women  under  age  45. 
It  is  considerably  below  the  annual 
rates  of  the  post-war  years,  but  well 
above  those  registered  during  the 
depression  of  the  1930’s. 

The  recent  trend  has  been  toward 
smaller  families.  The  rate  for  second 
children  remained  virtually  un- 
changed from  1947  to  1957  at  about 
45  per  1,000  married  women  under 
age  45,  but  then  declined  to  a post- 
war low  of  about  34.6  per  1,000  in 
1965.  Similarly,  the  annual  rate  for 
third  births  decreased  from  a peak 
of  33  per  1,000  in  1957  to  about 
24.4  in  1965. 

The  statisticians  noted  that  there 
is  now  no  large  backlog  of  depres- 
sion or  war-deferred  births  to  be 
made  up,  as  was  the  situation  after 
World  War  II.  Therefore,  it  is  un- 
likely that  there  will  be  a further 
shift  toward  earlier  marriage  and 
family  building. 

Nevertheless,  a future  rise  in  the 
number  of  births  is  almost  inevi- 
table. The  number  should  rise  rapidly 
as  the  large  contingents  of  post-war 
children  reach  marriageable  age  and 
build  their  own  families. 


72  PERCENT  OF  TEXANS 
UNDER  65  ARE  INSURED 

In  Texas  72  percent  of  those  un- 
der 65  years  of  age  are  protected  by 
private  health  insurance,  according 
to  the  Health  Insurance  Institute. 
The  report  was  based  on  the  Health 
Insurance  Council’s  21st  Annual  Sur- 
vey of  the  extent  of  voluntary  health 
insurance  in  the  United  States  in 
1966. 

Insurance  companies,  government 
agencies,  and  published  Blue  Cross, 
Blue  Shield  reports  were  sources  for 
the  council’s  statistics.  Survey  data 
were  compiled  according  to  place  of 
employment. 

Largest  percentages  of  insurance 
coverage  are  in  East  North  Central 
states.  Middle  Atlantic  states  and 
New  England.  These  states  have 
more  than  90  percent  of  their  under- 
65  populations  covered  by  health  in- 
surance. 

As  a nation  85  percent  of  the  un- 
der 65  civilian  noninstitutional  popu- 
lation are  protected  by  insurance 
companies;  Blue  Cross,  Blue  Shield; 
or  other  health  care  expense  plans. 

INTERNATIONAL  SERVICE 
POSSIBLE  WITH  AMDOC 

Physicians  interested  in  contrib- 
uting to  better  international  rela- 
tions may  wish  to  investigate  the 
workings  of  AMDOC. 

AMDOC  (AMerican  DOCtor)  is  a 
non-profit  corporation,  a person-to- 
person  medical  and  educational 
service.  The  organization  arranges 
assignments  in  foreign  medicine 
from  its  roster  of  hospitals  in  for- 
eign areas  containing  numerous  re- 
quests for  general  practitioners,  spe- 
cialists, and  allied  personnel. 

Applications  from  physicians  of- 
fering to  serve  as  volunteers  for  pe- 
riods from  one  to  three  months  or 
longer  are  processed  by  AMDOC. 
The  applicants  receive  no  compen- 
sation for  their  service  and  provide 
their  own  transportation.  Family  par- 
ticipation as  a means  to  education 
in  basic  international  human  under- 
standing is  encouraged.  The  assign- 
ments are  acceptable  for  educa- 
tional credit  by  the  American  Acad- 
emy of  General  Practice. 

Contact  Dennis  G.  Karzag,  Execu- 
tive Secretary  of  AMDOC,  27  E.  Can- 
on Perdido  St,  Santa  Barbara,  Calif. 
93101,  for  more  details  and  a copy 
of  AMDOC’s  publication  containing 
current  programs  and  reports  of 
physicians  returning  from  abroad. 
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San  Angelo  Medical  & Surgical  Clinic 

111  East  Harris  Avenue 
Dial  2-6811 

SAN  ANGELO,  TEXAS 


Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
11.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C.S. 

General  Surgery: 

C.  A.  Kunath.  M.D.,  F.A.C.S. 

General  Practice: 

Wm.  Lacey  Smith,  M.D. 


Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D,,  F.A.C.O.G, 
W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C, 


Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 
Robert  B.  Stell,  M.D. 


Adult  and  Pediatric  Cardiology : 
J.  L.  Read,  M.D. 


Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M-  Spencer,  M.D.,  F.A,C.P. 
Eye,  Ear,  Nose  and  Throat: 

C.  S.  liiompson,  M.D.,  F.A.C.S. 

Administration : 

W.  V.  Smith,  Administrator 
Fred  Wills,  Business  Manager 


Turner’s  Clinical  & I 


Medical  Center  | 

El  Paso,  Texas  I 

Telephone  532-4689  | 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY  | 

RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A Specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 


southern  Cunic 

Southern  Clinic  Building 

401  East  Fifth  Street  Texarkana,  Arkansas-Texas 


Surgery 


Walter  C.  Barnes,  Jr.,  M.D.' 
Robert  M.  Bransford,  M.D.* 
Donald  C.  Spencer,  M.D.* 


Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.** 
William  D.  Robinson,  M.D.** 

Urology 

Gerald  H.  Teasley,  M.D.* 

Plastic  Surgery 

Walter  C.  Bomes,  Jr.,  M.D. 

Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Pediatrics 

Betty  Ann  Lows,  M.D.* 
Joseph  W.  Scars,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.*‘ 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Bronsford,  M.D. 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Walter  Jones,  M.D.* 
James  W.  Harrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.* 


ADMINISTRATION 
Mrs.  Nancy  A.  Kemp 

*Diplomate  of  The  American  board  of  his  specialty 

**Required  training  for  Certification  by  the  Americon  Board 
of  his  specialty  has  been  completed. 
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86  MILLION  AMERICANS 
WEAR  EYEGLASSES 

Nearly  half  the  people  in  the  Unit- 
ed States  wear  eyeglasses,  reports 
the  Health  Insurance  Institute. 

More  than  86  million  Americans 
past  three  years  of  age  were  wearing 
corrective  lenses  in  1966;  585,000 
used  contact  lenses,  and  1,188,000 
owned  both  contact  lenses  and  eye- 
glasses. 

In  a 12-month  study  ending 
June,  1966,  the  NHS  found  that  only 
about  one  out  of  every  10  Americans 
over  45  years  of  age  did  not  wear 
eyeglasses.  Thus,  they  demonstrated 
the  link  between  increasing  age  and 
the  need  for  visual  aid. 

Women  at  all  age  levels  outnum- 
ber the  men  as  eyeglass  wearers. 
Overall,  53  out  of  every  100  women 
use  eyeglasses  or  contact  lenses,  or 
both,  while  only  43  out  of  every  100 
men  do. 

At  age  45  and  over,  statistics 
showed,  91  out  of  every  100  women 
wear  corrective  lenses,  while  84  out 
of  100  men  use  them. 

ACCIDENTS  CHIEF  CAUSE 
OF  ADOLESCENT  DEATHS 

Accidents  cause  the  greatest  num- 
ber of  deaths  among  adolescents 
and  young  adults,  according  to  the 
Metropolitan  Life  Insurance  Com- 
pany. 

In  1964,  accidents  were  responsi- 
ble for  seven  times  the  loss  of  life 
inflicted  by  cancer,  next  in  impor- 
tance as  a cause  of  death  between 
15  and  24  years  of  age. 

The  accident  death  count  in  1964 
included  17,190  young  persons  15- 
24  years  old.  This  is  an  accident 
death  rate  of  59.2  per  100,000  ado- 
lescents and  young  adults. 

Accidents  also  play  a major  role 
in  disability  at  these  ages.  Data  from 
the  National  Health  Survey  indicate 
that  about  seven  million  of  these 
young  people  annually  suffer  non- 
fatal  injuries. 

A fourth  of  them  sustain  their  in- 
juries in  and  about  the  home.  Nearly 
as  large  a proportion  are  hurt  in 
school  buildings  and  on  school  prem- 
ises. About  a sixth  are  injured  at 
work. 

Surprisingly,  motor  vehicle  mis- 
haps account  for  only  a seventh  of 
the  nonfatal  injuries.  However,  they 
cause  70  percent  of  the  fatalities. 
The  death  rate  for  motor  vehicle  ac- 


cidents among  males  was  three 
times  higher  than  among  females  at 
ages  15-19  and  nearly  five  times 
greater  at  20-24. 

Drownings  take  about  1,100  lives 
annually  among  young  men  15-24 
years  of  age,  ranking  second  as  a 
cause  of  death  in  this  group.  This  is 
more  than  10  times  the  rate  for 
girls  at  these  ages. 

Additional  types  of  accidents  which 
take  a heavy  annual  toll  include  fire- 
arms accidents,  boating  accidents, 
falls,  fires  and  explosions. 


GOVERNMENT  VOLUME 
TELLS  VETERANS’  STORY 

The  story  of  veterans’  benefits, 
from  1636  to  the  present  has  been 
published  in  a 410-page  volume  en- 
titled “Medical  Care  of  Veterans.”  It 
is  available  for  $1.25  from  the  US 
Government  Printing  Office. 

The  book  traces  American  concern 
for  veterans  from  the  early  colonies 
to  the  present-day  programs  which 
total  $6.5  billion  annually.  Whereas 
veterans  affairs  were  handled  once 
by  six  government  bureaus,  now  the 
Veterans  Administration  budget  is 
the  third  largest  item  of  federal  ex- 
penditure. 

The  book  was  compiled  under  the 
direction  of  Robinson  E.  Adkins,  who 
acted  as  the  top  assistant  to  four 
different  VA  chief  medical  directors 
during  his  44  years  with  the  agency. 


PHARMACISTS  ANNOUNCE 
FAIR  PRACTICES  CODE 

A comprehensive  new  code  cover- 
ing the  advertising  and  promotion 
of  prescription  drug  products  has 
been  unveiled  by  the  Pharmaceuti- 
cal Manufacturers  Association  (PMA). 

The  code  covers  advertising  and 
promotional  communications,  in- 
cluding journal  advertising,  mailing 
pieces,  films,  exhibits,  and  similar 
visual  presentations.  Also  covered 
are  written  instructions  and  materi- 
als prepared  for  sales  or  professional 
representatives.  Calling  for  “com- 
plete and  accurate”  information  for 
marketed  prescription  drug  prod- 
ucts, the  code  states  that  claims 
should  “not  be  stronger”  than  sub- 
stantial scientific  evidence  “or  other 
responsible  medical  opinion  war- 
rants.” 


PAMPHLETS 

Operation  Decision:  Community  Plan- 
ning for  Nursing  in  the  West  (Code 
No.  54-1265,  $2)  is  a report  of  the 
first  annual  conference  of  the  West- 
ern Region  Council  of  State  Leagues 
for  Nursing,  held  at  Las  Vegas,  Nev., 
Jan.  16-18,  1967.  Designed  as  a 
reference  work  for  both  conference 
participants  and  those  unable  to  be 
present,  the  booklet  will  be  of  spe- 
cial interest  to  people  concerned 
with  other  regional  meetings. 

A study  in  depth  of  the  creation 
and  development  of  the  Community 
Nursing  Services  of  Philadelphia,  an 
organization  combining  the  health 
guidance  and  home  care  services  of 
the  municipal  Division  of  Public 
Health  Nursing  and  the  Visiting 
Nurse  Society,  is  described  in  Com- 
bining Public  Health  Nursing  Agen- 
cies— A Case  Studv  in  Philadelphia 
(Code  No.  21-1266,  $2.50).  Chang- 
ing roles  of  administrators  and  com- 
munity groups  in  a combined  serv- 
ice and  new  concepts  in  personnel 
administration  and  financial  man- 
agement needed  to  reconcile  prac- 
tices of  public  and  voluntary  organi- 
zations involved  are  discussed. 

Some  Statistics  on  Baccalaureate  and 
Higher  Degree  Programs  in  Nursing 
—1966  (Code  No.  19-1250,  75 

cents)  has  been  issued  as  a supple- 
ment to  data  appearing  in  Nursing 
Outlook.  Enrollments  and  gradua- 
tions in  doctoral,  masters,  and  bac- 
calaureate programs  for  registered 
nurses  are  compiled  in  tables,  con- 
trasting current  figures  with  those 
for  several  previous  years.  Infor- 
mation on  financial  assistance  to 
these  students  through  federal  agen- 
cies is  also  included. 

These  three  publications  may  be 
ordered  from  the  National  League 
for  Nursing  Publications  Unit,  10 
Columbus  Circle,  New  York,  N.Y. 
10019.  Payment  must  accompany 
all  orders  for  less  than  $5.  A dis- 
count of  20  percent  is  allowed  on 
ten  or  more  copies  of  the  same 
item. 

What  You  Should  Know  About 
Schizophrenia  defines  the  physiologi- 
cal and  perceptual  disorders  com- 
mon to  the  disease,  and  discusses 
the  disturbances  in  thought  and  the 
changes  in  mood  of  a schizophrenic. 
There  is  also  a section  on  the 
causes,  diagnosis,  and  treatment  of 
schizophrenia. 

The  booklet  is  available  for  50 
cents  from  the  American  Schizo- 
phrenic Foundation,  230  Nickels 
Arcade,  Ann  Arbor,  Mich.  48108. 
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POSTGRADUATE  COURSES 

Neurology 

The  Department  of  Neurology  at 
The  University  of  Texas  Southwest- 
ern Medical  School  will  sponsor  the 
first  annual  Dallas  Neurological  Sym- 
posium at  the  Apparel  Mart  in 
Dallas,  March  7-9.  The  title  of  the 
program  is  “The  Cerebellum  in 
Health  and  Disease.” 

Three  areas  to  be  covered  in  rela- 
tion to  the  cerebellum  in  health  and 
disease  are  historical  and  anatom- 
ical aspects,  physiological  aspects, 
and  clinical  and  pathological  as- 
pects. 

Course  faculty  will  include  Drs. 
John  C.  Eccles,  L.  M.  H.  Larramendi, 
Rodolfo  Llinas,  and  Wolfgang  Precht, 
all  of  Chicago:  Drs.  Giovanni  Di 
Chiro  and  W.  Thomas  Thach,  Jr., 
both  of  Bethesda,  Md.;  Drs.  J.  K.  S. 
Jansen,  Jr.,  and  Fred  Walberg,  both 
of  Oslo,  Norway;  Drs.  David  D.  Daly 
(Ph.D.),  William  S.  Fields,  Frank  Har- 
rison, and  William  D.  Willis,  Jr.,  all 
of  Dallas:  Dr.  Robert  S.  Dow,  Port- 
land, Ore.;  Dr.  Lyle  A.  French,  Min- 
neapolis, Minn.;  Dr.  James  W.  Ker- 
nohan,  Rochester,  Minn.;  Dr.  George 
Margolis,  Hanover,  N.H.;  Dr.  James 
L.  O’Leary,  St.  Louis;  Dr.  Olov  Os- 
carsson,  Lund,  Sweden;  Dr.  Robert 
P.  Sedgwick,  Los  Angeles;  Dr.  Ray 
S.  Snider  (Ph.D),  New  York;  and  Dr. 
Maurice  Victor,  Cleveland,  Ohio. 

Registration  fee  before  Feb.  15  is 
$100;  after  Feb.  15.  $110.  Medical 
students,  graduate  students,  interns, 
residents,  and  fellows  may  attend 
with  payment  of  a $15  fee  and  a let- 
ter from  their  respective  department 
heads.  Advance  registration  is  re- 
quested. 

Further  information  is  available 
from  Dr.  William  S.  Fields,  Program 
Chairman,  Department  of  Neurology, 
The  University  of  Texas  Southwest- 
ern Medical  School,  5323  Harry 
Hines  Blvd.,  Dallas  75235. 

Pharmacy 

The  seventh  annual  Industrial 
Pharmacy  Seminar,  sponsored  by 
The  University  of  Texas  College  of 
Pharmacy  in  cooperation  with  the 
Pharmacy  Extension  Service,  will  be 
held  in  Austin  Feb.  21-22.  Theme  of 
the  seminar  will  be  “Problems  in 
Drug  Sterility.” 

On  Feb.  23  immediately  after  the 
seminar  the  Food  and  Drug  Admin- 
istration, in  cooperation  with  the 
North  Texas  Drug  and  Chemical  As- 
sociation, will  conduct  a workshop 
at  the  College  of  Pharmacy  on  good 
manufacturing  practices.  No  fee  will 
be  charged  and  those  attending  the 


seminar  will  be  urged  to  remain  for 
the  workshop. 

Topics  to  be  discussed  include  re- 
cent advances  in  thermal  steriliza- 
tion, ethylene  oxide  sterilization 
techniques  and  problems,  radiation 
sterilization,  sterility  problems  in- 
volved with  freeze  drying  drug  prod- 
ucts, maintaining  stability  of  steri- 
lized solutions,  and  sterilizations  of 
drug  products  in  Mexico. 

Additional  information  may  be  ob- 
tained from  Dr.  Wallace  L.  Guess, 
associate  professor  of  pharmacy. 
College  of  Pharmacy,  The  University 
of  Texas  at  Austin  78712. 

Laboratory  Workshops 

The  Texas  State  Department  of 
Health  will  again  sponsor  laboratory 
workshops  during  the  spring  of 
1968.  Workshops  will  be  held  at  the 
State  Health  Department  Laborator- 
ies in  Austin. 

Workshops  to  be  offered  and 
dates  of  each  are  as  follows:  intro- 
ductory immuno  fluorescence,  Feb. 
7-9;  public  health  and  medical  para- 
sitology, Feb.  14-16;  public  health 
and  medical  mycology,  March  26- 
29;  public  health  and  medical  bac- 
teriology, May  13-17;  and  introduc- 
tory immuno  fluorescence,  June  5-7. 

For  information  concerning  work- 
shops, contact  Dr.  J.  V.  Irons,  Di- 
rector of  Laboratories,  Texas  State 
Department  of  Health,  1100  W.  49th 
St.,  Austin  78756. 

Pediatrics 

A 1968  Pediatrics  Postgraduate 
Course  will  be  presented  jointly  by 
The  University  of  Texas  Medical 
Branch,  the  Texas  Medical  Associa- 
tion. Texas  State  Department  of 
Health,  Texas  Academy  of  General 
Practice,  and  the  Child  Health  Pro- 
gram in  Galveston,  March  21-23,  in 
the  auditorium  of  the  Shrine  Burns 
Institute. 

Course  faculty  will  include  Drs. 


W.  A.  Cochrane  of  Alberta,  Canada; 
Thomas  M.  Holder  of  Kansas  City, 
Kan.;  Sylvia  O.  Richardson  and  Fred- 
eric N.  Silverman,  both  of  Cincin- 
nati, Ohio;  and  Margaret  H.  D.  Smith 
of  New  Orleans. 

Some  of  the  topics  to  be  dis- 
cussed will  be  neonatal  convulsions, 
tuberculosis  in  the  adolescent,  res- 
piratory difficulties  in  the  infant  and 
child,  management  of  shock  associ- 
ated with  severe  infection,  epidemi- 
ology of  enteropathogenic  E.  coli  in- 
fections, language  disorders  in  chil- 
dren, abdominal  emergencies  of  the 
newborn,  and  intrauterine  growth  re- 
tardation. 

Advance  registration  is  not  man- 
datory but  will  be  greatly  appreciat- 
ed. Registration  fee  is  $25,  except 
for  nurses,  residents,  interns,  and 
medical  students  who  may  attend 
without  cost.  The  American  Academy 
of  General  Practice  gives  15  hours 
credit  for  full  participation  in  this 
course. 

Send  registration  and  other  com- 
munications to  the  Department  of 
Postgraduate  Education,  The  Univer- 
sity of  Texas  Medical  Branch,  Room 
MW  801,  John  Sealy  Hospital,  Gal- 
veston 77550. 

Gastroenterology 

The  Louisiana  State  University 
School  of  Medicine  will  hold  a con- 
centrated two-day  course  on  “Ulcer- 
ative Disease  of  the  Gastrointestinal 
Tract”  Feb.  22-23  in  New  Orleans. 

Instruction  will  be  given  in  the 
areas  of  esophagitis,  “peptic”  ulcer, 
regional  enteritis,  and  ulcerative  col- 
itis. Diagnostic  specificity,  therapeu- 
tic medical  and  surgical  concepts 
will  be  stressed. 

Address  inquiries  to  the  Direc- 
tor, Continuing  Medical  Education, 
Room  231,  LSU  School  of  Medicine, 
1542  Tulane  Ave.,  New  Orleans,  La. 
70112.  Registration  fee  is  $50. 

Otolaryngology 

The  Department  of  Otolaryngol- 
ogy of  the  Illinois  Eye  and  Ear  In- 
firmary and  the  College  of  Medicine 
of  the  University  of  Illinois  at  the 
Medical  Center  will  conduct  a post- 
graduate course  in  “Laryngology  and 
Bronchoesophagology”  March  25- 
April  6. 

Instruction  will  be  provided  by 
means  of  animal  demonstrations, 
practice  in  bronchoscopy  and  esoph- 
agoscopy,  diagnostic  and  surgical 
clinics,  and  lectures. 

Interested  registrants  should  write 
to  the  Department  of  Otolaryngol- 
ogy, College  of  Medicine,  University 
of  Illinois  at  the  Medical  Center,  P.O. 
Box  6998,  Chicago  60680. 
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TEXAS  UROLOGICAL  SOCIETY 


Texas  Urological  Society  will  meet  Monday,  Feb.  19,  at  the 
Sheraton  Dallas  Hotel  in  Dallas.  Four  speakers  and  their  topics 
will  include  Dr.  Guido  Currarino,  the  radiographic  diagnosis  of 
lower  urinary  tract  anomalies  in  children;  Dr.  Nonnan  W. 
Carter,  management  of  renal  failure;  Dr.  Malcolm  0.  Perry, 
surgical  aspects  of  renal  vascular  hypertension;  and  Dr.  John 
Richard  Grout,  renal  and  adrenal  hypertension.  All  guest  speak- 
ers are  from  Dallas. 

Following  the  scientific  program  will  be  a cocktail  party  and  an 
annual  banquet.  Dr.  Elgin  W.  Ware,  Jr.,  Doctors  Building,  3707 
Gaston  Ave.,  Dallas  75246,  is  society  secretary-treasurer. 


TEXAS  RADIOLOGICAL  SOCIETY 

The  1968  meeting  of  the  Texas  Radiological  Society  will  take 
place  at  the  Hilton  Inn,  El  Paso,  and  the  Camino  Real,  Juarez, 
Jan.  26-27.  Out  of  state  speakers  will  be:  Dr.  Theodore  E.  Keats, 
Charlottesville,  Va.;  Dr.  Robert  G.  Parker,  Seattle,  Wash.;  Dr. 
Henry  L.  Jaffe,  Los  Angeles;  Dr.  Manuel  Viamonte,  Miami, 
Fla.;  and  Dr.  Clyde  A.  Stevenson,  Spokane,  Wash.  Each  physi- 
cian will  present  two  or  three  papers.  In  addition  there  will  be 
a paper  by  a resident  from  Galveston  and  by  one  from  Dallas. 

Subjects  to  be  covered  will  include  nephrocalcinosis;  mesenteric 
circulation;  x-ray  reports;  scanning  for  placenta  praevia;  neo- 
natal respiratory  distress;  pulmonary  syndromes;  malignant  tu- 
mors of  the  upper  airway;  hyperthyroidism  and  thyroid  carci- 
noma; hyperbaric  oxygen-cobalt  therapy;  colon  examination; 
experimental  visceral  trauma;  and  mediastinal  vascular  rings. 

Mr.  C.  Lincoln  Williston  of  Austin,  Executive  Secretary  of  the 
Texas  Medical  Association,  will  make  a special  presentation  en- 
titled, “Federal-State  Medical  Service  Programs:  Their  Impact 
Upon  the  Practice  of  Medicine.” 

Contact:  Dr.  Herman  C.  Sehested,  Room  100,  Medical  Tower 
Bldg.,  1550  W.  Rosedale  St.,  Fort  Worth  76104,  Sec. 


AMERICAN  COLLEGE  OF  SURGEONS, 

SECTIONAL  MEETING 

The  American  College  of  Surgeons  (ACS)  will  hold  the  first  of 
three  1968  Sectional  Meetings  in  Dallas,  Feb.  19-21.  More  than 
400  surgeons  are  expected  to  attend  this  concentrated,  three-day 
program,  open  to  all  doctors  of  medicine.  Headquarters  will  be 
the  Statler-Hilton  Hotel. 

Under  the  chairmanship  of  Dr.  Robert  S.  Sparkman,  Dallas,  the 
local  advisory  program  committee  has  planned  an  intensive  ser- 
ies of  panels,  “How-I-Do-It”  clinics,  symposia,  scientific  papers, 
and  films  designed  to  infoim  the  medical  profession  at  large 
about  developments  in  surgery.  Approximately  100  surgeons 
will  seiwe  as  teachers. 

Texas  physicians  presenting  papers  at  the  ACS  sectional  meet- 
ing will  include  Drs.  G.  Tom  Shires,  Theodore  P.  Votteler, 
Harold  C.  Urschel,  Jr.,  and  Watts  R.  Webb,  all  of  Dallas;  Drs. 
Denton  Cooley  and  John  S.  Stehlin,  Jr.,  of  Houston;  and  Dr. 
Raleigh  R.  White  of  Temple.  Other  Texas  physicians  will  pre- 
side over  sessions  and  seiwe  on  panel  discussions. 

Dr.  Woodrow  L.  Pickhardt,  55  E.  Erie  St.,  Chicago  60611  is  in 
charge  of  ACS  sectional  meetings. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 


SOUTHWESTERN  MEDICAL  ASSOCIA- 
TION will  meet  in  El  Paso  Feb.  8-10  at 
the  Sheraton-El  Paso  Motor  Inn.  Speakers 
will  include  Dr.  William  H.  Stewart,  Wash- 
ington, D.C.,  Surgeon  General,  US  Public 
Health  Service : Dr.  Gordon  W.  Douglas, 
New  York  City,  New  York  University 
School  of  Medicine ; Dr.  Sidney  S.  Gellis, 
Boston,  Tufts  University  School  of  Medi- 
cine ; Dr.  John  H.  Moyer,  Philadelphia, 
Hahnemann  Medical  College ; Dr.  Deme- 
trio  Sodi-Pallares,  Mexico  City,  Mexico, 
Institute  Nacional  de  Cardiologia ; Dr. 
Howard  R.  Dudgeon,  Waco,  President, 
Texas  Medical  Association ; Dr.  David 
Wade,  Austin,  Texas  State  Department  of 
Public  Welfare ; Dr.  George  W.  Clayton 
and  Dr.  Michael  DeBakey,  both  of  Hous- 
ton and  Baylor  University  College  of  Med- 
icine; Dr.  C.  William  Daeschner,  Galves- 
ton, The  University  of  Texas  Medical 
Branch ; and  Dr.  Donald  W.  Seldin,  Dallas, 
The  University  of  Texas  Southwestern 
Medical  School.  The  meeting  is  open  to  all 
physicians.  Attendance  may  yield  16  elec- 
tive hours  credit  with  the  American  Acad- 
emy of  General  Practice. 


SCOTT  AND  WHITE  CONFERENCE  IN 
MEDICINE  AND  SURGERY,  16th  annual 
meeting,  will  take  place  on  Feb.  18-20  at 
the  Knights  of  Columbus  Hall  in  Temple. 
Guest  speakers  will  include  Dr.  Lee  E. 
Farr,  Houston,  professor  of  nuclear  and 
environmental  medicine,  The  University  of 
Texas  M.D.  Anderson  Hospital  and  Tumor 
Institute ; Dr.  George  A.  Hallenbeck,  Ro- 
chester, Minn.,  professor  of  surgery,  Mayo 
Graduate  School  of  Medicine ; Dr.  Henry 
D.  Janowitz,  New  York,  chief.  Department 
of  Gastroenterology,  Mount  Sinai  Hospital. 
Members  of  the  staff  of  Scott  and  White 
will  also  present  papers.  Subjects  to  be 
covered  include  the  role  of  impedance  reno- 
grams  in  the  study  of  hypertension,  de- 
pression, newer  knowledge  of  pancreatic 
disease,  carcinoma  of  the  thyroid,  myo- 
cardial enzymes,  noise  and  its  significance 
to  the  physician,  granulomatous  colitis, 
present  status  of  renal  transplantation, 
office  otology,  the  Zollinger-Ellison  syn- 
drome, and  the  uses  of  the  linear  accelera- 
tor. Speaker  at  the  banquet  scheduled  for 
the  evening  of  Feb.  19  will  be  comedian 
George  Gobel  of  Hollywood,  Calif.  Contact : 
Dr.  J.  Arnold  Bargen,  Director  of  Medical 
Education,  Scott  and  White  Memorial  Hos- 
pital, Temple  76501. 
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The 
Children’s 
Division 
of  The 
Menninger  Clinic 


The  new  Children's  Hospital  provides  residential  treat- 
ment for  emotionally  disturbed  children  from  the  age  of 
5 through  early  adolescence.  Located  on  a 25-acre 
campus  are  the  Bonnie  Phillips  Residence  for  the  ad- 
mission of  30  boys  and  girls  from  5 to  12  years  old  and 
girls  12  to  16,  the  Chris  Luhnow  Residence  for  boys  12  to 
16,  and  Southard  School  which  provides  classrooms, 
tutoring  rooms,  arts  and  crafts,  music,  the  home  arts, 
manual  arts,  a library,  and  a gymnasium. 

Outpatient  consultations,  evaluation,  and  treatment 
are  provided  for  children  to  age  18. 


2 Southard  Place 
Box  829 

Topeka,  Kansas  66601 


TO  ALL  MY  PATIENTS 


^ jnpite  you  to  discuss  frankly 
iwM&me  any  duestions  redardina 
or  my /ees. 

\Se/fcest  medical  service  is  based 
^on‘''d^friendly  mutual  under- 
standing between  doctor  and  patient. 


This  attractive  office  plaque,  available  from  the 
American  Medical  Association,  will  encourage 
better  understanding  between  you  and  your  pa- 
tients. Suitable  for  wall  or  desk  display,  the 
plaque  measures  6"  x IOY2".  The  lettering  is 
white  on  a dark  brown  background  and  the  frame 
is  durable  beige  plastic.  The  plaque  is  designed 


to  blend  well  with  any  office  decor.  Cost  of  the 
plaque  is  $1.25,  postpaid.  To  place  your  order, 
write  to  the  Order  Department,  American  Medical 
Association.  Make  check  payable  to  the  AMA. 

AMERICAN  MEDICAL  ASSOCIATION 

535  North  Dearborn  Street  • Chicago,  III.  60610 
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INTERNATIONAL  MEDICAL  ASSEM- 
BLY OF  SOUTHWEST  TEXAS  will  hold 
its  32nd  annual  meeting  Jan.  29-30,  1968, 
in  San  Antonio’s  Convention  Center  adja- 
cent to  HemisFair  '68.  The  program,  ac- 
ceptable for  15  elective  hours  by  the  Amer- 
ican Academy  of  General  Practice,  will 
cover  a wide  variety  of  topics.  Out-of-state 
speakers  and  topics  include  Dr.  George  E. 
Burket,  Jr.,  Kingman,  Kan.,  general  prac- 
tice; Drs.  Matthew  H.  Block  and  Samuel 
G.  Blount.  Jr.,  both  of  Denver,  Colo. ; Dr. 
Jose  M.  de  la  Vega,  Mexico  City,  Mexico, 
and  Dr.  Charles  W.  Lloyd,  Shrewsbury, 
Mass.,  all  internal  medicine ; Dr.  Douglas 
M.  Haynes,  Louisville,  Ky.,  obstetrics  and 
gynecology ; Dr.  Leslie  Bernstein,  Iowa 
City,  Iowa,  otolaryngology ; Dr.  John  T. 
Ellis,  Atlanta,  Ga.,  pathology;  Dr.  Mar- 
shall B.  Kreidberg,  Boston,  pediatrics ; Dr. 
George  E.  Moore,  Buffalo,  N.Y. ; Dr.  John 
F.  Mullan,  Chicago  ; and  Dr.  Lyman  Smith, 
Elgin,  111.,  all  surgery;  and  Dr.  John  A. 
Hutch,  Pleasant  Hill,  Calif,,  urology.  Dr. 
John  R.  Lynn  of  Dallas  will  speak  on  oph- 
thalmology. In  addition  to  the  scientific 
program,  a full  social  calendar  is  planned 
for  physicians  and  their  wives.  The  guests 
can  enjoy  golf,  tennis  or  skeet  tournaments, 
cocktail  buffet  and  dinner  dance,  tours  of 
HemisFair  ’68,  and  a post-convention  trip 
to  Mexico  City  and  Acapulco.  Contact:  Mr. 
S.  E.  Cockrell,  Jr.,  Executive  Director,  In- 
ternational Medical  Assembly  of  Southwest 
Texas,  202  W.  French  PI.,  San  Antonio 
78212. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


ALSO  IN  JANUARY 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  31, 
1968.  Dr.  A.  F.  Clark,  Jr.,  3F  Med.  Prof.  Bldg.,  San 
Antonio  78212,  Sec.-Treas. 


AMERICAN  MEDICAL  ASSOCIATION 
will  sponsor  a conference  on  “The  Com- 
munity and  Emergency  Medical  Services,” 
Jan.  18-20,  1968,  at  the  San  Francisco  Hil- 
ton, San  Francisco.  During  the  two  and  a 
half  day  program  all  aspects  of  a commun- 
ity’s emergency  medical  services  system  will 
be  discussed  in  terms  of  identification,  co- 
ordination, and  implementation.  This  sys- 
tem includes  : first  aid  and  emergency  care, 
transportation  of  the  ill  and  injured,  emer- 
gency communications,  and  emergency  fa- 
cilities. Special  emphasis  will  be  placed 
upon  the  development  of  Community  Coun- 
cils on  Emergency  Medical  Services  and 
ways  of  financing  the  community’s  emer- 
gency medical  services  system.  Contact: 
American  Medical  Association,  Department 
of  Hospitals  and  Medical  Facilities,  535  N. 
Dearborn  St.,  Chicago  60610. 


MEDICAL  SOCIETY  OF  UNITED  STATES  AND  MEX- 
ICO, Guadalajara,  Mexico,  Jan.  25,  1968.  Dr.  Robert 
Witzemann,  222  W.  Osborn  Rd.,  Phoenix,  Ariz.,  85013, 
Sec. 


ALSO  IN  FEBRUARY 

TWELFTH  DISTRICT  SOCIETY,  Waco,  February,  1968. 
Dr.  Walker  Lea,  Scott  and  White  Clinic,  Temple  76501, 
Sec. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Houston, 
Feb.  25-28,  1968.  Joseph  N.  Murphy,  Jr.,  Box  6192, 
Austin  78703,  Sec.-Treas. 


AMERICAN  COLLEGE  OF  RADIOLOGY,  Chicago, 
Feb.  6-10,  1968.  Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec,  Dir. 


AMERICAN  ACADEMY  OF  ALLERGY 
will  hold  its  24th  annual  meeting  at  the 
Statler  Hilton  Hotel  in  Boston,  Feb.  2-7. 
The  annual  postgraduate  course  is  sched- 
uled for  Feb.  3 and  4,  and  subjects  covered 
will  include  viruses  and  virus  diseases,  and 
antigens,  antibodies,  inflammation,  and 
autoimmunity.  Annual  meeting  scientific 
sessions  will  take  place  Feb.  5-7.  No  pre- 
registration  is  required  for  either  the  post- 
graduate course  or  the  scientific  sessions. 
Mr.  James  O.  Kelley,  756  N.  Milwaukee  St., 
Milwaukee,  Wis.  53202,  is  executive  seci'e- 
tary  of  the  academy. 


MARCH 

NINTH  DISTRICT  SOCIETY,  March  21.  1968.  Dr.  H.  W. 
Kilpatrick,  III.  2800  Garth  Rd.,  Baytown  77521,  Sec.- 
Treas. 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Dallas.  March  9.  1968.  Dr.  J.  L. 
Jinkins.  Jr.,  200  N.  Blvd.,  Galveston,  77660,  Sec.-Treas. 

TEXAS  SURGICAL  SOCIETY,  San  Antonio,  March  31- 
April  1 and  2.  Dr.  Jesse  E.  Thompson,  1008  N.  Washing- 
ton. Dallas  75204,  Sec. 


AMERICAN  RHEUMATISM  ASSOCIA- 
TION will  hold  its  13th  interim  scientific 
session  in  the  Sheraton-Belvedere  Hotel, 
Baltimore,  on  Jan.  19-20,  1968.  Contact: 
Miss  Margaret  M.  Walsh,  1212  Avenue  of 
the  Americas,  New  York  10036,  Exec.  Sec. 


DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  18-20,  1968.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  76201,  Exec.  Officer. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDICINE, 
March,  1968.  Dr.  Herbert  Allen,  Jr.,  100  Hermann  Prof. 
Bldg.,  Houston  77026,  Sec.-Treas. 


MEDICAL  SOCIETY  OF  THE  UNITED 
STATES  AND  MEXICO  will  hold  its  12th 
annual  meeting  in  Guadalajara,  Mexico, 
Feb.  7-10.  Dr.  James  Nauman,  1603  N. 
Tucson  Blvd.,  Tucson,  Ariz.  85716,  is  the 
society’s  president-elect. 


NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  4-7,  1968.  Irma  B.  Sherwood,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Atlanta,  Ga., 
March  18-20,  1968.  Dr.  R.  G.  Frazier.  1801  Hinman  Ave., 
Evanston,  111.,  Exec.  Dir. 
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AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  THE  ABUSE  OF  DRUGS  BY  YOUNG  PEOPLE, 
Chicago,  March  15-16,  1968.  Department  of  Mental 

Health,  American  Medical  Association,  535  N.  Dearborn 
St.,  Chicago  60610. 

AMERICAN  MEDICAL  ASSOCIATION  SECOND  NA- 
TIONAL CONGRESS  ON  SOCIO-ECONOMICS  OF 
HEALTH  CARE,  Chicago,  March  22-23,  1968.  Dr.  H.  W. 
Doan,  535  N.  Dearborn  St.,  Chicago  60610,  Sec.,  Council 
on  Medical  Service. 

AMERICAN  MEDICAL  ASSOCIATION  CONFERENCE 
ON  RURAL  HEALTH,  Seattle,  March  29-30,  1968.  Coun- 
cil on  Rural  Health,  American  Medical  Association,  535 
N.  Dearborn  St.,  Chicago  60610. 


APRIL 

EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Galveston, 
April  6,  1968.  Dr.  L.  A.  Charpentier,  Suite  921,  Sealy 
Smith  Professional  Bldg.,  200  North  Blvd.,  Galveston 
77550,  Sec.-Treas. 

SOUTH  CENTRAL  ASSOCIATION  OP  BLOOD  BANKS, 
Dallas,  April  4-6,  1968.  Mrs.  Elsie  Howard,  2109  Com- 
merce St.,  Dallas  75201,  Exec.  Sec. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Do- 
rado Beach.  Puerto  Rico,  April  4-9,  1968.  Dr.  Robert  R. 
Kierland,  Mayo  Clinic,  200  First  St.  SW,  Rochester. 
Minn.  55901,  Sec. 


MAY 

TEXAS  MEDICAL  ASSOCIATION  (Annual  Session), 
Houston,  May  2-6,  1968.  Mr.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

TEXAS  TUBERCULOSIS  ASSOCIATION,  Houston,  May 
19-22,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd., 
Austin  78722,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Montreux,  Switzerland,  May  4-9,  1968.  Dr.  Alfred  j! 
Cantor,  147-41  Sanford  Ave.,  Flushing,  N.Y.,  11355,  Sec. 

JUNE 

AMERICAN  MEDICAL  ASSOCIATION  (Annual  Meet- 
ing), San  Francisco,  June  16-20,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  (In- 
terim Meeting),  Sausalito,  Calif.,  June  20-22,  1968.  Mrs. 
Gertrude  F.  Conroy,  1740  Broadway,  New  York  10019, 
Exec.  Dir. 


AMERICAN  RHEUMATISM  ASSOCIATION,  Seattle, 
Wash.,  June  14-15,  1968.  Miss  Margaret  M.  Walsh,  1212 
Avenue  of  the  Americas,  New  York  10036,  Exec.  Sec. 

SEPTEMBER 

TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept.  21, 
1968.  Mr.  C.  Lincoln  Williston,  1801  N Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  26-28, 
1968.  Donald  M.  Anderson,  1801  N.  Lamar,  Austin  78701, 
Adm.  Sec. 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE. 
Las  Vegas,  Sept.  13-22,  1968.  Dr.  Mac  F.  Cahal,  Volker 
Blvd.,  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

OCTOBER 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey,  4 E.  Clinton.  P.  O.  Box  10,  Joliet,  111.  60431, 
Exec.  Sec. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Boston,  Oct.  27-30,  1968.  Daniel  Weiss,  33  W.  60th  St., 
New  York  10023,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS, 
Washington,  D.  C.,  Oct,  19-23,  1968.  John  W.  Andis,  515 
Busse  Hwy.,  Park  Ridge,  111.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS.  Amer- 
icana, N.  Y.,  Oct.  11-19,  1968.  Dr.  William  D.  Dolan, 
Arlington  Hospital,  Arlington,  Va.  22205,  Sec.-Treas. 

AMERICAN  DIETETIC  ASSOCIATION,  San  Francisco, 
Oct.  14-18,  1968.  Mrs.  Isabel  Patterson,  620  N.  Michigan 
Ave.,  Chicago  60611,  Sec. 

NOVEMBER 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Cleveland,  Ohio, 
Nov.  7-9,  1968.  Dr.  Warren  R.  Lang,  1025  Walnut  St., 
Philadelphia  19107,  Sec.-Treas. 

DECEMBER 

EIGHTH  DISTRICT  SOCIETY.  Galveston,  December, 
1968.  Dr.  Leonard  A.  Charpentier,  200  North  Blvd.,  Gal- 
veston 77550,  Sec.-Treas. 

AMERICAN  MEDICAL  ASSOCIATION  (Clinical  Meet- 
ing), Miami  Beach,  Fla.,  Dec.  1-4,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres, 
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MEDICINE  IN  LITERATURE 


Human  Development^  Respiratory  Disorders^  Mongolism 
Get  Consideration  from  Authors  of  Pediatric  Books 


Disorders  of  the  Respiratory  Tract 
in  Children,  Edwin  L.  Kendig, 
Jr.,  ed.,  834  pp.,  illus.,  Phila- 
delphia, W.  B.  Saunders  Co., 
1967,  $26. 

THIS  VOLUME  was  conceived  as  the 
first  comprehensive  and  authorita- 
tive text  of  pediatric  respiratory 
disease.  The  aims  of  the  textbook 
are  “to  provide  an  answer  to  al- 
most any  question  about  respira- 
tory tract  diseases  in  children 
raised  by  the  practitioner,  resident 
or  intern  in  pediatrics,  the  chest 
physician,  the  roentgenologist,  or 
by  the  medical  student  or  general 
practitioner.” 

The  greatest  virtue  of  the  vol- 
ume is  its  presentation  of  mate- 
rial beyond  the  scope  of  existing- 
texts  in  general  pediatrics. 

Human  Development,  Frank  Falk- 
ner,  ed.,  644  pp.,  illus.,  Phila- 
delphia, W.  B.  Saunders  Co., 
1966,  $20. 

TWENTY-NINE  AUTHORS  collabor- 
ated in  the  writing  of  this  excellent 
text  on  human  development.  Hu- 
man Development  contains  more 
detailed  information  about  develop- 
ment than  earlier  books  on  human 
growth  and  development.  It  reflects 
the  tremendous  amount  of  recent 
data  and  information  accumulated 
in  this  field. 

The  chapter  on  psychological  de- 
velopment of  the  child  divides  birth 
to  six  years  of  age  into  four  critical 
periods  and  describes  anxieties  and 
symptoms  relevant  to  each  period. 
Mental  measurement  is  also  dis- 
cussed in  this  chapter.  The  author 
gives  much  detailed  information 
about  the  tests  commonly  used  in 
measurement  of  intelligence,  tests 
of  special  abilities,  and  interpreta- 
tion of  testing.  The  practicing  pedi- 
atrician seeing  school  age  children 
should  find  this  chapter  an  excel- 
lent reference  text. 

Other  chapters  deal  with  cultural 
patterning  of  child  development, 


speech,  language,  and  hearing.  The 
chapters  which  discuss  central  ner- 
vous system  development  and  the 
factors  which  might  interfere  with 
normal  development  are  excellent. 

A few  of  the  chapters  of  Human 
Development  are  difficult  reading  be- 
cause of  the  detailed  and  often  sta- 
tistical information  contained  in 
them.  Chapters  translated  from 
French,  or  other  foreign  languages, 
are  less  readable  also.  However,  this 
book  is  unusual  in  presenting  so 
much  information  and  such  up-to- 
date  information  in  an  important 
field. 

GEORGIA  F.  LEGETT,  M.D., 
Austin. 


Management  of  Juvenile  Diabetes 
Mellitus.  Howard  S.  Traisman  and 
Alvah  L.  Newcomb,  147  pp., 
charts,  St.  Louis,  The  C.  V.  Mos- 
by  Co.,  1965,  $12.75. 

THIS  MONOGRAPH  presents,  in  140 
pages,  a concise  practical  summary 
of  the  current  management  of  juve- 
nile diabetes  mellitus. 

The  book  is  well  written,  easy  to 
understand,  and  should  prove  of 
particular  value  to  the  physician  who 
manages  only  an  occasional  child 
with  diabetes. 

The  chapters  on  management  of 
diabetic  acidosis  and  on  insulin  are 
especially  well  written. 

G.  CLIFFORD  THORNE,  M.D., 
Austin. 


Synopsis  of  Pediatrics,  James  G. 
Hughes,  ed.  2,  1099  pp.,  illus., 
St.  Louis,  The  C.  V.  Mosby  Co., 
1967,  $10.85. 

A HANDBOOK  rather  than  a syn- 
opsis of  pediatrics,  this  volume 
touches  only  the  highlights  of  the 
field.  Its  function  as  a reference 
tool  is  enhanced  by  the  extensive 
appendices  and  its  detailed  in- 
dex, although  literature  citations 
at  the  ends  of  chapters  have 
been  omitted. 

Few  photographs  and  x-rays  of 
patients  with  disease  entities 


have  been  included  although  the 
illustrations  of  patients  with  over- 
lays of  organs  are  very  good. 
Changes  from  the  first  edition  of 
the  book  published  in  1963  in- 
clude the  revision  and  updating 
of  many  of  the  chapters  and  the 
addition  of  sections  on  autosomal 
abnormalities,  on  cancer  in  child- 
hood, and  on  the  urinary  tract. 

Ciba  Foundation  Study  Group  No. 
25,  Mongolism,  G.  E.  W.  Wolsten- 
holm  and  Ruth  Porter,  eds.,  99 
pp.,  illus.,  Boston,  Little,  Brown 
and  Co.,  1967,  $3.50. 

THIS  SMALL  VOLUME  is  a report  of 
the  deliberations  of  a Ciba  Founda- 
tion Study  Group  which  met  in  May, 
1966,  to  commemorate  the  100th 
anniversary  of  Dr.  John  Langdon 
Haydon  Down’s  description  of  the 
mongolism  syndrome.  This  collec- 
tion of  seven  formal  papers  and  at- 
tendant discussion  plus  a historical 
introduction  is  brief,  inexpensive, 
and  attractive.  Familiarity  with  the 
subject  is  usually  assumed. 

NEW  BOOKS 
IN  TMA  LIBRARY 

Calderone,  M.  S.;  Manual  of  Contra- 
ceptive Practice,  Baltimore,  The 
Williams  & Wilkins  Co.,  1964. 
Prasad,  A.  S.:  Zinc  Metabolism, 
Springfield,  III.,  Charles  C Thom- 
as, Publisher,  1966. 

Stibitz,  George  R.:  Mathematics  in 
Medicine  and  the  Life  Sciences, 
Chicago,  Year  Book  Medical  Pub- 
lishers, Inc.,  1966. 

University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute:  Re- 
cent Advances  in  the  Diagnosis  of 
Cancer,  A Collection  of  Papers 
Presented  at  the  Ninth  Annual 
Clinical  Conference  on  Cancer, 
1964,  Chicago,  Year  Book  Medi- 
cal Publishers,  Inc.,  1966. 
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Clinical  Pathology;  Interpretation  and 
Application,  Benjamin  B.  Wells 
and  James  A.  Halstead,  ed.  4, 
708  pp.,  illus.,  Philadelphia,  W. 
B.  Saunders  Co.,  1967,  $11.50. 

THE  AIM  OF  this  book  is  to  help 
the  clinician  choose  the  most  perti- 
nent tests  with  some  explanation  of 
the  physiologic  and  pathologic 
mechanisms  that  underlie  the  pro- 
cedures. This  has  resulted  in  com- 
plex organization  of  the  material 
that  occasionally  becomes  tedious 
and  obscure. 

The  authors’  most  helpful  sec- 
tions are  those  concerned  with  bio- 
chemistry. A new  section  has  been 
added,  “Genetic,  Endocrine  and  Me- 
tabolic Disorders”  that  brings  to- 
gether old  material  and  newer  con- 
cepts. 

The  weaker  areas  are  in  the  sec- 
tion on  diseases  of  the  blood.  Thal- 
assemia is  inadequately  character- 
ized, with  no  hint  of  the  complexi- 
ties of  diagnosis  nor  of  the  existence 
of  the  various  forms.  Only  thalas- 
semia major  is  acknowledged;  thal- 
assemia, minor  and  minima  are  ig- 
nored, as  is  the  classification  into 
alpha  and  beta  thalassemia.  The 
section  on  coagulation  does  not  pre- 
sent the  currently  accepted  cascade 
or  waterfall  mechanism  that  is  no 
more  difficult  to  understand  than 
the  one  given,  and  that,  moreover, 
does  note  the  existence  and  role  of 
factors  X,  XII,  and  XIII.  The  very 
valuable  and  simple  partial  throm- 
boplastin time  is  not  mentioned  in 
the  coagulation  studies. 

The  most  jarring  statement  in 
the  book  is  found  in  the  section  on 
blood  groups  and  their  application, 
repeated  unchanged  in  every  edition. 
It  reads  as  follows: 


"You'll  save  money  because  everyone  skips 
the  stage  of  falling  in  love  with  me." 


Ideally  it  is  advisable  to  do 
RH  determinations  in  all  trans- 
fusions and  to  avoid  the  use 
of  Rh-positive  blood  in  Rh-neg- 
ative  recipients.  From  a practi- 
cal standpoint,  it  is  not  always 
possible  to  fulfill  this  require- 
ment. When  only  one  transfu- 
sion is  to  be  given  the  Rh  fac- 
tor is  of  no  importance  except 
during  pregnancy  or  in  view  of 
subsequent  pregnancies.” 

This  cannot  help  but  confuse  every- 
one including  the  staff  of  the  blood 
banks. 

There  is  a marked  paucity  of 
illustrations.  There  is  but  one  figure 
to  illustrate  the  entire  section  on 
diseases  of  the  blood. 

The  authors  have  a laudable  aim, 
but  their  success  has  not  been  uni- 
form in  all  areas. 

WILMA  F.  SHIELDS,  M.D., 
Dallas. 


Diseases  of  Metabolism.  Detailed 
Methods  of  Diagnosis  and  Treat- 
ment. Garfield  G.  Duncan,  ed.  5, 
1551  pp.,  illus.,  Philadelphia,  W. 
B.  Saunders  Co.,  1964,  $21. 

REVIEWING  THIS  BOOK  was  some- 
what similar  to  reviewing  the  Bible. 
Diseases  of  Metabolism  has  been  a 
standard  for  some  years  in  its  field. 

As  is  true  of  many  books  which 
try  to  cover  a broad  area,  there  is 
relatively  greater  stress  laid  on  cer- 
tain aspects  and  on  certain  types  of 
diseases  than  on  others.  It  is  dis- 
tressing that  this  book  leans  heavily 
on  what  might  generally  be  thought 
of  as  endocrine,  fluid,  and  electro- 
lyte problems. 

There  is,  as  in  previous  editorials, 
a lengthy  discussion  on  obesity, 
lipid  metabolism,  and  undernutri- 
tion. In  this  present  edition,  there 
are  some  welcome  additions  to  the 
standard  discussions  of  diabetes 
and  parathyroid  and  thyroid  me- 
tabolism. The  additions  are  chap- 
ters on  the  disorders  of  the  diges- 
tive tract,  respiratory  system,  ner- 
vous system,  and  the  blood. 

It  is  unfortunate  that  the  dis- 
eases of  the  digestive  tract,  for  ex- 
ample, occupy  a total  of  34  pages; 
the  respiratory  system,  23  pages; 
nervous  system,  22  pages;  and 
blood  disorders,  26  pages — where- 
as the  discussion  of  obesity  and 
under-nutrition  occupy  a total  of 
135  pages.  Vitamins  and  avitamin- 
osis occupy  approximately  90 
pages. 

JOHN  M.  TYLER,  M.D., 
Austin. 


Ocular  Pharmacology.  William  H. 

Havener,  456  pp.,  illus.,  St. 

Louis,  The  C.  V.  Mosby  Co., 

1966,  $21.75. 

THIS  IS  an  excellent  book  on  phar- 
macology written  by  a clinician  for 
clinicians,  and  hence  has  great  prac- 
tical application. 

Classes  of  drugs  are  covered  in 
chapter  arrangement,  and  a good  in- 
dex allows  easy  location  of  virtually 
every  drug  used  in  ophthalmology. 
Corticosteroids  and  autonomic 
drugs  are  especially  well  covered. 

This  up-to-date  book  is  a wel- 
come addition  and  is  recommended 
to  all  ophthalmologists  as  a drug 
reference  book. 

ROBERT  L.  ROCK,  M.D., 
Austin. 


Spontaneous  Regression  of  Cancer, 
A Study  and  Abstract  of  Reports 
in  the  World  Medical  Literature 
and  of  Personal  Communications 
Concerning  Spontaneous  Regres- 
sion of  Malignant  Disease,  Tilden 
C.  Everson  and  Warren  H.  Cole, 
eds.,  560  pp.,  illus.,  Philadelphia, 
W.  B.  Saunders  Co.,  1966,  $20. 

THE  POSSIBILITY  that  in  certain 
rare  cases  temporary  or  even  per- 
manent spontaneous  regression  of 
cancer  may  occur  has  long  in- 
trigued clinicians  and  pathologists. 
A review  of  the  world  medical  litera- 
ture since  1900  was  undertaken  for 
the  collection  and  subsequent  eval- 
uation of  cases  reported.  Also  in- 
cluded at  the  end  of  the  monograph 
is  a bibliography  of  the  pertinent 
articles  and  books  concerning  spon- 
taneous regression  of  cancer. 


"You  remove  the  spurs  and  I'll  do  the 
rest." 
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TEXAS  MEDICINE 


a puzzle 
of  antacid 
complaints 


Will  this  one 
taste  O.K.?” 


II  It  help  “my 
gassy  stomach?” 


“Will  it 


pain?” 


a solution 
to  peptic  ulcer 

distress 


ATLAS  CHEMICAL  INDUSTRIES.  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids; 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy. ^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


new. 
evidence 


forTAOtaL) 


a 


macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 

and 

for  a problem  pathogen 
in  the  hospital. 


* 


••'Staphylococcus  aureus 


study  I 


Results  of  a 1967  in  vitro-in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAG  prior  to  determining  the  susceptibility 
of  the  offending  organism. 

97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 


98.0% 

of  the 
patients 

responded 

favorably 
to  TAO  (triacetyloleandomycin) 


study  II  Effect  of  oral  therapy  with 

TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest, “...bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


(triacetyl- 

oleandomycin) 


In  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


It  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 


TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROERIG  DIVISION 
CHAS.  PFIZER  & CO..  INC. 
235  EAST  42nd  STREET 
NEW  YORK,  N.Y.  10017 


For  your  impatient  cold  patients 


Two  sprays  from  nTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 


Thenfadil®  (brand  of  thenyidiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis 

Zephiran®  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also  J 
be  used  in  sinusitis  to  help  establish  drainage.  I 

The  spray  is  best  used  twice,  the  second  a few  minutes  after  1 

the  first,  repeated  every  three  or  four  hours  as  needed.  nTz  ' 

is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 


l/iXfnfhrop 


Winthrop  Laboratories 
New  York,  N.Y.  10016 


NASAL  SPRAY 

relieves 
nasal  symptom 
on  contact  / 


MEDICINE  AND  THE  LAW 


Questions  Answered  Concerning  Guidelines 
For  Authorization  of  Medical  Treatment 


In  recent  weeks,  the  largest  num- 
ber of  questions  in  the  medical-le- 
gal field  received  by  the  office  of  the 
general  counsel  has  been  con- 
cerned with  how  the  age,  marital 
status,  mental  capacity  or  custody 
right  to  children  will  affect  the  legal 
capacity  of  individuals  to  consent  to 
surgery  or  medical  treatment.  For 
this  reason,  the  following  guidelines 
are  presented. 

First,  it  must  be  noted  that  a 
signed  consent  form  without  ade- 
quate information  being  provided 
the  person  signing  or  granting  con- 
sent may  be  worthless  under  the 
new  Texas  informed  consent  doc- 
trine. In  this  regard,  we  call  the 
reader’s  attention  to  previous  arti- 
cles written  for  this  column  and 
more  particularly  to  the  column  en- 
titled “Texas  Supreme  Court  Sets 
Guidelines  Concerning  Patient  In- 
formed Consent,”  in  April,  1967. 

It  is  also  important  to  realize  that 
granting  consent  through  the  mech- 
anism of  signing  a consent  form  is, 
if  such  consent  meets  the  criteria  of 
an  informed  consent,  merely  a man- 
ifestation or  tangible  proof  that  the 
party  authorizing  the  treatment  and 
the  physician  have  reached  a meet- 
ing of  the  minds.  There  is  nothing 
magic  about  securing  consent  in 
writing,  but  such  authorization  is  far 
easier  to  prove  in  court  if  it  is  com- 
mitted to  writing  than  if  it  was  mere- 
ly oral. 

Who  may  grant  consent  to  medical 
treatment  or  surgery?  Every  mentally 
competent  adult  has  the  right  to 
accept  or  refuse  medical  treatment. 
Generally,  a physician  should  not 
treat  any  person  without  that  per- 
son’s consent,  though  there  are 
some  exceptions  to  this  rule.  In 
Texas,  an  adult  is  any  person,  male 
or  female,  over  the  age  of  21  years, 
or  any  person,  male  or  female,  who 
is  lawfully  married. 

All  adults  regardless  of  sex  or 
marital  status,  may  sign  their  own 
agreements  as  a prerequisite  for 
treatment  or  any  surgical  procedure. 
This  includes  persons  in  the  custody 
of  the  law. 

In  an  actual  emergency,  a physi- 
cian or  other  person  is  authorized  to 
provide  whatever  treatment  or  as- 


sistance is  necessary  to  save  the  life 
or  health  of  the  injured  or  ill  person. 
It  is,  of  course,  a medical  decision 
to  determine  whether  or  not  a med- 
ical emergency  exists. 

Likewise,  when  a person  has  been 
legally  declared  incompetent  or  in- 
sane, that  person  is  without  capa- 
city to  authorize  treatment  and  his 
legally  appointed  guardian  must 
grant  consent. 

Some  courts  have  held  that  where 
a pregnant  woman’s  refusal  of  med- 
ical care  endangers  the  life  of  the 
unborn  infant,  a court  may  order  the 
necessary  treatment  even  in  the  face 
of  her  refusal  to  accept  necessary 
treatment.  Not  infrequently,  courts 
will  order  medical  treatment  for  mi- 
nors whose  parents,  for  religious  or 
other  reasons,  have  refused  to  grant 
consent. 

If  the  procedure  involves  the  ter- 
mination of  pregnancy,  a steriliza- 
tion procedure,  or  a therapeutic 
abortion,  the  consent  of  the  spouse 
should  be  obtained.  It  is,  of  course, 
advisable  always  to  secure  the  con- 
sent of  the  spouse  to  any  treatment 
or  surgery. 


In  the  cases  of  minors,  the  con- 
sent of  one  of  the  parents  is  neces- 
sary prior  to  treatment  or  surgery 
if  the  parents  are  married  and  living 
together. 

If  the  minor  is  married,  regardless 
of  age,  the  minor’s  consent  would  be 
sufficient.  It  would  not  be  over  cau- 
tious to  also  obtain  the  consent  of 
the  spouse  and  the  minor’s  parents 
if  available. 

When  the  minor  has  divorced  par- 
ents, the  consent  of  either  parent 
may  be  deemed  sufficient.  However, 
if  there  is  a conflict  between  the  par- 
ents, the  one  having  legal  custody 
has  the  final  word.  Therefore,  always 
attempt  to  get  the  consent  of  the 
parent  having  custody. 

When  the  parents  are  not  divorced 
and  both  have  custody  of  the  minor 
and  they  disagree  as  to  consent,  the 
physician  is  not  authorized  to  act 
except  to  render  first  aid  or  emer- 
gency treatment  in  an  emergency 
situation. 

If  parents  refuse  to  authorize 
treatment  for  their  children,  the  phy- 
sician may  report  this  refusal  to 
juvenile  authorities  or  to  the  Depart- 
ment of  Public  Welfare.  In  cases 
where  treatment  is  necessary  to  pro- 
tect the  life  of  the  child,  a district 
court  order  authorizing  treatment 
may  be  secured  by  such  authorities. 

Where  a minor  whose  parents  are 
unavailable  is  injured  or  becomes  ill 
(for  example,  when  the  minor  is 
away  from  home  or  in  the  care  and/ 
or  custody  of  a school  or  camp)  the 
parent  or  legal  guardian  is  still  the 
only  authorized  representative  to 
give  a valid  consent  in  the  absence 
of  an  emergency.  However,  if  the 
parents  or  the  legal  guardian  has 
consented  in  writing  that  the  person 
in  the  care,  custody,  or  possession 
of  the  minor  can  give  consent,  it 
may  be  accepted.  Prudence,  though, 
would  indicate  that  if  the  physician 
has  sufficient  time  to  contact  the 
parents  and  secure  their  consent,  he 
should  proceed  to  do  so. 

If  a minor  has  been  lawfully  mar- 
ried and  then  divorced,  the  minor  is 
considered  to  have  his  or  her  disa- 
bilities as  a minor  removed  and  may 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respiratory 
and  cerebral  stimulation  for  the 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II ) The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness  or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  ( if  any  j of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


C-14  AS  MILLIGRAMS  NICOTINIC  ACID  EXCRETED 


aged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  1 1 :617  (July)  1960. 


"First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  UBORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol*  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


grant  consent.  However,  if  the  minor 
is  now  living  in  the  home  of  his  or 
her  parents,  the  physician  should  se- 
cure, if  possible,  the  consent  of  the 
parents.  Where  the  minor  has  been 
lawfully  married,  then  divorced,  and 
is  maintaining  a home  apart  from 
the  parents,  the  physician  is  prob- 
ably legally  protected  in  proceeding 
with  treatment  or  surgery  upon  the 
informed  consent  of  the  divorced 
minor. 

Mere  separation  without  a valid 
court  order  dissolving  the  bonds  of 
matrimony  does  not  relieve  the  phy- 
sician of  the  responsibility  of  secur- 
ing the  consent  of  the  separated 
spouse  where  the  spouse’s  consent 
would  normally  be  required. 

The  physician  may  assume  that  a 
patient  is  “lawfully  married”  if  the 
patient  claims  to  be  lawfully  mar- 
ried and  the  patient  is  a man,  above 
21  years  of  age  or  a woman,  above 
18  years. 

While  there  is  no  Texas  law  (either 
court  or  statutory)  directly  on  the 
subject,  we  feel  that  the  courts 
would  never  require  a physician  to 
investigate  the  marital  status  of  a 
patient  if  that  patient  informs  the 
physician  that  he  or  she  is  married, 
that  the  patient  appears  to  be  of 
legal  age  to  marry,  and  if  there  is 
nothing  said  or  done  during  the  in- 
terview which  would  lead  a reason- 
able physician  to  think  otherwise. 

Consents  are  considered  to  be 
valid  for  a reasonable  length  of  time 
after  the  signing.  A consent  is  not 
valid  after  the  patient  has  been  dis- 
charged from  the  hospital  or  after 
the  course  of  treatment  prescribed 
or  the  surgery  indicated  has  been 
completed. 

No  person,  whether  parent  or  le- 
gal guardian,  can  validly  consent  to 
the  sterilization  of  another.  If  the 
patient  is  insane  and  sterilization  is 
necessary,  a physician  should  secure 
a court  order  to  this  effect  before 
proceeding. 

More  and  more,  malpractice  liti- 
gation is  based  on  failure  of  consent 
to  treatment  by  the  plaintiff  and  for 
this  reason,  if  for  no  other,  physi- 
cians should  exercise  extreme  cau- 
tion in  securing  authorization  for 
treatment.  If  a physician  has  any 
doubt  as  to  whether  consent  is  re- 
quired, he  should  consult  his  attor- 
ney or  secure  the  informed  consent 
of  any  and  all  persons  who  may  be 
authorized  to  grant  it. 

— PHILIP  R.  OVERTON,  LLB., 
and  SAM  V.  STONE,  JR.,  LLB., 

Austin. 


PERSONALS 

Dr.  Obie  L.  Echols  of  Port  Neches 
will  serve  on  the  steering  committee 
for  the  establishment  of  a union 
junior  college  for  south  Jefferson 
County. 

Dr.  John  A.  Welty  of  Harlingen  has 
been  appointed  to  the  Committee  on 
Youth  of  the  American  Academy  of 
Pediatrics.  The  standing  committee 
is  concerned  with  studying  all 
phases  of  adolescence,  including 
growth  and  development,  school 
problems,  juvenile  delinquency,  and 
sex  education. 

Dr.  Olin  B.  Gober,  president  of 
Scott  and  White  Clinic  in  Temple, 
was  elected  president  of  the  Texas 
Society  of  Internal  Medicine  at  its 
annual  convention  in  San  Antonio. 

The  nation’s  second  highest 
award  for  meritorious  service,  the 
Legion  of  Merit,  has  been  presented 
to  Col.  Leonard  H.  Seitzman,  the 
veteran  radiologist  who  recently  re- 
tired as  chief  of  radiology  service  at 
Brooke  General  Hospital,  Fort  Sam 
Houston. 

A former  associate  professor  of 
anatomy  at  The  University  of  Texas 
Medical  Branch  at  Galveston,  Dr. 
Bruce  E.  Walker,  has  been  named 
chairman  of  the  Department  of  Anat- 
omy at  Michigan  State  University. 

Brooke  General  Hospital  at  Fort 
Sam  Houston  has  named  Col.  Max 
K.  Mendenhall  chief  of  its  anesthe- 
sia and  operative  services.  Dr.  Men- 
denhall has  been  assistant  chief  of 
the  same  services  at  Walter  Reed 
General  Hospital  in  Washington,  D.C. 

Dr.  Robert  D.  Moreton  of  Hous- 
ton, assistant  director  of  The  Uni- 
versity of  Texas  M.  D., Anderson  Hos- 
pital and  Tumor  Institute,  received 
the  Southern  Medical  Association’s 
highest  award  at  the  annual  meet- 
ing in  Miami  Beach,  Fla.,  Nov.  15, 
1967.  The  Distinguished  Service 
Award  is  presented  annually  to  a 
member  in  recognition  of  outstand- 
ing contributions  to  the  advance- 
ment of  medical  science  or  of  the 
association. 

Dr.  Louis  J.  Levy  was  the  1967 
recipient  of  the  Tarrant  County  Med- 
ical Society’s  Gold-Headed  Cane 
Award,  symbol  of  meritorious  ser- 
vice. Dr.  Levy  is  a past  president  of 
the  Tarrant  County  Medical  Society 
and  of  the  Texas  Orthopedic  Associ- 
ation. 


Commended  by  the  US  Army  Med- 
ical Corps  for  his  research  in  the 
field  of  thermal  injuries.  Dr.  Duane 
L.  Larson,  chief  surgeon  of  the 
Shriners  Burns  Institute  at  Galves- 
ton, was  honored  by  the  Suez  Shrine 
Temple  in  San  Angelo  Nov.  4,  1967. 

Dr.  Paul  R.  Meyer  of  Port  Arthur 
was  honored  with  the  1967  Distin- 
guished Citizen  Award  by  the  Home 
Builders  Association  of  the  Sabine 
Area.  Dr.  Meyer,  a past  president  of 
the  Jefferson  County  Medical  Soci- 
ety, has  played  a prominent  role  in 
the  initiation  of  the  county  mosquito 
control  board  and  the  establishment 
of  the  Jefferson  County  airport. 

Dr.  Virgil  Gordon  of  Sealy  was  pre- 
sented with  a plaque  by  the  Sealy 
Chamber  of  Commerce  at  a testi- 
monial dinner  in  his  honor  last  No- 
vember. The  plaque  contained  an 
inscribed  tribute  in  recognition  of 
his  40  years  of  medical  service. 

Two  Texas  physicians.  Dr.  Wil- 
liam R.  Albracht  of  Stephenville  and 
Dr.  Frank  Van  Orden  of  Trinidad,  de- 
parted for  Vietnam  on  Dec.  29.  They 
will  spend  60  days  in  Southeast  Asia 
under  the  American  Medical  Associ- 
ation-sponsored program.  Volunteer 
Physicians  for  Vietnam. 


Ten  Houston  radiologists  present- 
ed papers  to  members  of  the  Radio- 
logical Society  of  North  America 
during  the  society’s  annual  meeting 
in  Chicago.  The  speakers  were:  Dr. 
John  A.  Burdine,  Dr.  W.  Marion  Jor- 
dan, Dr.  Harry  J.  Presberg,  Dr.  Ed- 
ward B.  Singleton,  Dr.  Sang  Y.  Han, 
Dr.  Lois  C.  Collins,  Dr.  Luis  Delclos, 
Dr.  Gilbert  H.  Fletcher,  Dr.  Eleanor 
D.  Montague,  and  Dr.  Fred  Y.  Dur- 
rance.  Dallas  radiologists  also  pre- 
sented papers.  They  were:  Dr.  Thom- 
as S.  Curry  III,  Dr.  Frederick  J. 
Bonte,  Dr.  Richard  E.  Collier,  Dr. 
James  L.  Matson,  Dr.  John  W.  Hy- 
land, Dr.  Jesse  W.  Tomme,  Jr.,  Dr. 
James  A.  Belli,  Dr.  Alvin  J.  Green- 
berg, Dr.  Jack  Reynolds,  Dr.  Darrell 
Ludders,  Dr.  Jack  A.  Pritchard,  and 
Dr.  Edward  E.  Christiansen.  More 
than  5,000  people  attended  the 
week-long  53rd  annual  convention 
of  the  radiological  society. 

Dr.  Julian  H.  Acker  of  Wichita 
Falls  is  the  current  president  of  the 
Texas  Heart  Association.  Dr.  William 
J.  Block  of  San  Antonio  is  serving  as 
chairman  of  the  association’s  scien- 
tific sessions  committee. 
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DR.  B.  P.  KNIGHT 

Dr.  Beatrice  Payne  Knight,  52, 
died  in  Houston  on  Nov.  17,  1967, 
of  leiomyosarcoma  of  small  intes- 
tine with  metastases.  She  had  prac- 
ticed medicine  in  Slaton,  Tex.,  dur- 
ing World  War  II  and  had  been  a 
physician  in  Houston  since  1946. 

Dr.  Knight  was  born  in  O’Brien, 
Tex.,  on  March  5,  1915,  the  daugh- 
ter of  Dr.  William  E.  Payne  and  Ger- 
tie Mae  Cartwright  Payne.  She  at- 
tended Texas  Technological  College 
in  Lubbock  and  graduated  from  The 
University  of  Texas  School  of  Medi- 
cine in  Galveston  in  1940.  She  in- 
terned at  Women’s  Hospital  of  Phil- 
adelphia, then  did  postgraduate  work 
in  the  protein  clinic  of  Johns  Hop- 
kins Hospital  in  Baltimore.  She 
served  at  the  student  health  center 
at  the  University  of  Wisconsin  from 
1942  to  1945.  She  then  practiced 
medicine  with  her  father  in  Slaton, 
Tex.,  1945-46. 

An  allergy  specialist,  she  was  on 
the  staff  of  Hermann,  Methodist, 
St.  Luke’s  Episcopal,  and  St.  Jos- 
eph’s hospitals  in  Houston.  She  was 
a member  of  St.  Luke’s  Methodist 
Church  and  was  an  instructor  at  the 
Baylor  University  College  of  Medi- 
cine. 

Dr.  Knight  was  a member  of  Har- 
ris County  Medical  Society,  Texas 
Medical  Association,  American  Acad- 
emy of  Allergy,  American  College  of 
Allergists,  American  Medical  Associ- 
ation, Postgraduate  Medical  Assem- 
bly of  South  Texas,  and  Alpha  Epsi- 
lon lota,  women’s  medical  sorority. 
She  was  listed  in  Who’s  Who  of 
American  Women  in  1964. 

She  married  Dr.  William  R.  Knight, 
III,  in  Slaton  on  March  16,  1940.  He 
survives  her,  as  do  three  daughters. 


DR.  KNIGHT 


Mrs.  Michael  A.  Henry,  Miss  Susan 
Rozelle  Knight,  and  Miss  Catherine 
Payne  Knight. 


DR.  G.  R.  WALKER 

General  practitioner  in  Wheeler, 
Tex.,  for  31  years.  Dr.  Glenn  Rus- 
sell Walker,  70,  died  in  Shamrock, 
Tex.,  Oct.  12,  1967,  after  a long  ill- 
ness. 

Born  on  Sept.  2,  1897,  in  Sevier- 
ville,  Tenn.,  the  son  of  William  T. 
and  Carrie  Catlett  Walker,  he  mar- 
ried Elise  Stiles  of  Wheeler  in  Cal- 
vert, Tex.,  on  May  5,  1932.  He  at- 
tended schools,  Hawkins  Private 
School  for  Boys,  in  Gallatin,  Tenn., 
and  Emory  University  in  Atlanta,  Ga. 
He  received  his  M.D.  degree  from 
the  University  of  Tennessee  College 
of  Medicine  in  Memphis,  Tenn.,  in 
1927.  His  internship  and  residency 
were  served  at  Shreveport  Charity 
Hospital  in  Shreveport,  La.,  in  1927- 
29.  He  practiced  in  Mobeetie,  Tex., 
from  1929  until  1936  when  he 
moved  to  Wheeler  and  began  his 
practice  there. 

Dr.  Walker  enlisted  in  the  US 
Naval  Reserve  in  May,  1918,  and 
served  on  active  duty  from  August 
to  December,  1918. 

Dr.  Walker  was  a member  of  the 
Armstrong-Donley-Childress-Collings- 
worth-Hall-Wheeler  Counties  Medi- 
cal Society.  He  had  been  president 
of  the  Gray-Wheeler  Counties  Medi- 
cal Society  from  1942-1944  and  sec- 
retary of  that  society  in  1940-41. 
He  was  also  a member  of  Texas 
Medical  Association,  American  Med- 
ical Association,  and  the  American 
Academy  of  General  Practice.  He 
was  a Mason,  a member  of  the 
American  Legion,  and  a member  of 
Kappa  Alpha  social  fraternity.  He 
was  a Methodist.  His  hobbies  were 
fishing  and  hunting. 

Dr.  Walker  is  survived  by  his  wife 
of  Wheeler  and  his  mother  of  Gal- 
latin, Tenn. 


DR.  R.  N.  CAYLOR 

Dr.  Robert  Newton  Caylor,  El  Paso 
ophthalmologist,  died  Oct.  20,  1967, 
in  El  Paso.  He  was  54. 

Dr.  Caylor  was  born  Feb.  20, 
1913,  in  Yuma,  Ariz.,  the  son  of 
David  Cleveland  and  Anna  Lynch 
Caylor.  He  attended  public  schools 
in  Yuma,  Ariz.,  Las  Cruces,  N.M., 
and  El  Paso.  He  received  a B.S.  de- 
gree from  New  Mexico  State  College 
of  Agricultural  and  Mechanical  Arts 
in  University  Park,  N.M.,  in  1934  and 


an  M.D.  degree  from  Tulane  Univer- 
sity School  of  Medicine  in  New  Or- 
leans in  1938.  He  served  an  intern- 
ship at  Charity  Hospital  in  New  Or- 
leans in  1938-39  and  a residency 
at  Eye,  Ear,  Nose  and  Throat  Hos- 
pital in  New  Orleans  in  1948-50.  On 
Aug.  8,  1936,  he  married  Ada  Mc- 
Bride of  Las  Cruces,  N.M.,  there. 

The  doctor  was  in  general  prac- 
tice in  Las  Cruces  from  1939  to 
1948.  He  began  his  ophthalmologi- 
cal  practice  in  El  Paso  in  1950  and 
continued  to  practice  there  until  his 
death.  He  had  served  in  the  US 
Army  Air  Force  three  and  one-half 
years  in  the  1940’s. 

Dr.  Caylor  was  a member  of  the 
El  Paso  County  Medical  Society, 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  and  Texas 
Ophthalmological  Association.  He 
was  also  a member  of  the  El  Paso 
Downtown  Lions  Club,  the  Knights  of 
Columbus,  and  Theta  Kappa  Psi 
medical  fraternity.  He  was  a mem- 
ber of  St.  Patrick’s  Cathedral  in  El 
Paso.  His  hobbies  were  golf,  fishing, 
and  bowling. 

Survivors  of  Dr.  Caylor  include  his 
widow,  Mrs.  Ada  Caylor  of  El  Paso; 
three  daughters,  Mrs.  Harold  G.  Arn- 
old of  Golden,  Colo.,  Mrs.  Daniel  Mc- 
Neill of  Patrick  AFB,  Fla.,  and  Mrs. 
Dennis  Sudnick  of  Cleveland,  Ohio; 
and  two  sons,  Robert  E.  Caylor  of 
Chesapeake,  Va.,  and  the  Rev.  Jude 
Caylor  of  Big  Sur,  Calif. 


DR.  S.  G.  DUNN 

A pioneer  resident  of  Lubbock,  Dr. 
Samuel  Gilbert  Dunn,  died  of  cancer 
at  his  home  on  Oct.  20,  1967.  He 
was  66  and  had  practiced  medicine 
in  Lubbock  for  41  years. 

He  was  active  in  Lubbock  civic 
affairs.  Having  lived  in  West  Texas 
for  over  half  a century,  he  was  chief 
surgeon  of  the  West  Texas  Hospital 
for  ten  years,  as  well  as  a stock- 
holder and  director  of  that  hospital. 

Dr.  Dunn  was  a Rotarian  for  40 
years,  a former  president  of  the  East 
Texas  Museum  Association,  former 
president  of  the  South  Plains  Scot- 
tish Rite  lodge,  a member  of  the 
Lubbock  Club  and  of  the  Lubbock 
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Country  Club,  and  a member  of  Phi 
Chi  medical  fraternity.  In  1934,  he 
was  the  youngest  doctor  ever  ac- 
cepted to  membership  in  the  Amer- 
ican College  of  Surgeons.  He  was  a 
member  of  the  Lubbock-Crosby-Gar- 
za  Counties  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association. 

Born  in  Cresson,  Tex.,  on  Dec.  21, 
1900,  he  was  the  ninth  of  ten  chil- 
dren of  the  late  Rev.  and  Mrs.  R.  F. 
Dunn.  He  graduated  from  The  Uni- 
versity of  Texas  Medical  School  at 
Galveston  in  1921,  interned  at  City- 
County  Hospital  in  Fort  Worth,  com- 
pleted his  residency  in  King’s  County 
Hospital  in  Brooklyn,  N.Y.,  then 
came  to  Lubbock  in  1926. 

When  the  Lubbock  County  Rotary 
Club  first  established  its  cerebral 
palsy  clinic.  Dr.  Dunn  furnished 
quarters  for  the  undertaking  and 
served  as  consulting  physician.  At 
the  time  of  his  death,  he  was  vice- 
chairman  of  the  advisory  council  of 
The  University  of  Texas  Medical 
Branch. 

On  June  28,  1927,  he  married 
Kara  Moore  of  Matador,  Tex.,  whom 
he  had  met  in  Matador  while  in  his 
early  teens.  She  survives  him  as  do 
two  daughters,  Mrs.  William  D.  Arm- 
strong and  Mrs.  Ray  J.  Diekemper, 
both  of  Lubbock:  a son,  Robert  J. 
Dunn,  a junior  medical  student  at 
The  University  of  Texas  Medical 
Branch  in  Galveston,  three  sisters. 
Miss  Mary  Dunn  and  Mrs.  Beulah 
Turner,  both  of  Lubbock,  and  Mrs. 
Lee  Quillen  of  Dallas;  and  six  grand- 
children. 


DR.  C.  A.  DURHAM 

Dr.  Charles  Abercrombie  Durham, 
46,  Houston  obstetrician  and  gyne- 
cologist, died  on  Oct.  16,  1967,  in 
Houston  Heights  Hospital  which  his 
father  had  helped  to  found. 

Dr.  Durham,  the  son  of  Dr.  Mylie 
E.  Durham,  Sr.,  and  Jolly  Abercrom- 
bie Durham,  was  born  on  Feb.  15, 
1921,  in  Houston.  He  attended  Rea- 
gan High  School  in  Houston  and  re- 
ceived a B.A.  degree  from  Baylor 
University  in  Waco.  His  medical  de- 
gree was  received  from  Louisiana 
State  University  Medical  School  in 


New  Orleans  in  1945.  He  served  an 
internship  at  Jefferson  Davis  Hospi- 
tal in  Houston  and  served  two  years 
military  duty  at  McCloskey  Hospital 
in  Temple.  He  served  a residency  in 
obstetrics  and  gynecology  at  Her- 
mann Hospital  in  Houston. 

Dr.  Durham  was  a member  of 
Harris  County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association.  He  was  also  a 
fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the 
American  College  of  Obstetricians 
and  Gynecologists.  Both  his  father 
and  his  brother.  Dr.  Mylie  E.  Dur- 
ham, Jr.,  served  the  Harris  County 
Medical  society  as  president;  and 
he  had  served  on  the  society’s 
board  of  censors  and  as  chairman 
and  member  of  the  grievance  com- 
mittee. 

He  served  on  the  staff  of  Heights 
Hospital.  A member  of  Zion  Luther- 
an Church  in  Houston,  Dr.  Durham 
was  also  a Scottish  Rite  Mason  and 
a Shriner.  He  was  also  on  the  board 
of  directors  of  the  Heights  State 
Bank  in  Houston. 

Survivors  of  Dr.  Durham  include 
his  wife,  Mrs.  Mary  Roesler  Durham, 
whom  he  married  on  Aug.  28,  1965, 
in  Houston:  his  mother,  Mrs.  M.  E. 
Durham,  Sr.;  two  sons,  Andrew  and 
Charles  Durham,  Jr.;  a daughter, 
Mrs.  Lynn  Durham  Whitmarsh;  a 
sister,  Mrs.  Betty  Fowler;  and  a 
brother.  Dr.  Mylie  E.  Durham,  Jr., 
all  of  Houston. 


DR.  G.  A.  PILMER 

San  Angelo  urologist.  Dr.  Gordon 
Allen  Pilmer,  died  on  Sept.  19,  1967, 
at  Cleveland  Clinic  in  Cleveland, 
Ohio.  He  had  undergone  heart  sur- 
gery there  a week  before  his  death. 
He  was  53. 

Dr.  Pilmer  was  born  on  Sept.  3, 
1914,  at  Youngstown,  Ohio.  He  at- 
tended Ashtabula,  Ohio,  public 
schools,  and  Miami  University  in  Ox- 
ford, Ohio.  In  1940  he  was  gradu- 
ated from  Ohio  State  University  Col- 
lege of  Medicine  at  Columbus,  Ohio. 
He  interned  at  Springfield  City  Hos- 
pital in  Springfield,  Ohio,  and  was  a 
member  of  the  regular  staff  of  anes- 
thesiologists there.  He  served  in 
the  US  Army  from  1942  to  1943, 
and  then  served  a residency  in  urol- 
ogy at  Kings  County  Hospital  Cen- 
ter in  Brooklyn,  N.Y. 

An  originator  of  the  Medical  Arts 
Building  of  San  Angelo,  Inc.,  he  had 
practiced  in  San  Angelo  since  1947. 
Before  moving  there  he  practiced  for 
a short  time  in  Harlingen. 

He  belonged  to  Tom  Green  Eight 


Counties  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association.  He  was  a Ma- 
son and  belonged  to  the  Suez  Shrine 
Temple. 

Survivors  are  his  wife;  three  sons, 
Joseph  E.  Pilmer,  Gordon  A.  Pilmer, 
Jr.,  and  John  E.  Pilmer,  and  a 
daughter,  Virginia  Lou  Pilmer,  all  of 
San  Angelo:  his  mother,  Mrs.  Ellen 
Pilmer  of  Ashtabula,  Ohio;  and  a 
sister,  Mrs.  James  Wilson,  also  of 
Ashtabula. 


DR.  R.  H.  LOONEY,  JR. 

Fifty-six-year-old  Dr.  Robert  H. 
Looney,  Jr.,  died  on  Aug.  1,  1967,  in 
Fort  Worth.  Cause  of  death  was  cere- 
bral hemorrhage. 

Dr.  Looney,  who  entered  the  US 
Army  in  1939,  commanded  the  first 
hospital  at  what  is  now  Carswell  Air 
Force  Base.  During  World  War  II,  he 
served  as  chief  of  the  operations 
division  of  the  Air  Surgeon’s  Office 
and  later  was  assigned  to  Germany 
where  he  was  chief  of  medical  per- 
sonnel of  the  Air  Force  in  Europe. 

Born  on  Jan.  31,  1911,  in  Dallas, 
he  attended  Trinity  University,  then 
located  at  Waxahachie,  Tex.,  and 
was  graduated  from  Baylor  Univer- 
sity College  of  Medicine  in  1936.  In- 
ternship was  served  at  the  US  Pub- 
lic Health  Service  Hospital  in  Balti- 
more, Md.,  and  residency  at  Method- 
ist Hospital  in  Dallas.  At  one  time  he 
was  employed  by  the  City  of  Dallas 
as  superintendent  of  the  Emergency 
Hospital,  then  located  next  to  City 
Hall  and  now  located  in  Parkland 
Memorial  Hospital.  After  leaving  the 
armed  forces  in  1947,  he  practiced 
in  Henderson  until  1952.  He  then 
moved  to  Fort  Worth. 

Dr.  Looney  belonged  to  Tarrant 
County  Medical  Society,  Texas  Medi- 
cal Association,  American  Medical 
Association,  and  Fort  Worth  Acad- 
emy of  Medicine. 

Survivors  include  his  wife,  Mrs. 
Dorothy  Gary  Looney:  his  mother, 
Mrs.  L.  A.  McWhirter;  a daughter, 
Mrs.  John  Paul  Ryan;  a son,  Robert 
H.  Looney,  III;  and  two  grandsons, 
Thomas  M.  Ryan,  II,  and  John  P. 
Ryan,  Jr.;  all  of  Fort  Worth. 


DR.  LOONEY 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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''All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike. 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindrone  Img  c mestranol  O.OSmg ) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications:  Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidence 
in  patients  receiving  oral  contracep- 
tives : nausea,  vomiting,  gastrointes- 
tinal symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema, 
chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  and 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect , 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  function 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  in 
FBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T^ 
values),  metyrapone  test,  preg- 
nanediol  determination. 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


The  effectiveness  of  Norinyl-l  as  a ^ 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-l  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Norinyl-l  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous— with  Spinn 

Spinnbarkeit  (stretchability)  of  IS  to  20  cm.  barkeit  of  1 cm.  or  less. 
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spermatozoa  appear  healthy,  active,  freemoving. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-l. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-l  accelerates  secretory  phase,  sup 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 
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(norethindrone  Img,  E mestranol  O.OSmg.) 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature. Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Syna]arp.or^ 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Aoailability:  Synalar  (fluocinolone  acetonide) 
Cream  0.023%  — 5,  1 5 and  60  Cm.  tubes  and  425 
Gm.  jars.  Cream  0.0 1 % — 1 5.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.01  % — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 
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ANNOUNCING 

THE  THIRTY-FIRST  ANNUAL  MEETING 

of 

THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 
Conference  Headquarters — Roosevelt  Hotel 
March  4,  5,  6,  7,  1968 
GUEST  SPEAKERS 


Morris  J.  Nicholson,  M.  D.,  Boston  Mass. 
Anesthesiology 

J.  P.  Nesselrod,  M.  D.,  Santa  Barbara,  Calif. 

Colon  and  Rectal  Surgery 
Robert  W.  Goltz,  M.  D.,  Denver,  Colo. 
Dermatology 

Charles  H.  Brown,  M.  D.,  Cleveland,  Ohio 
Gastroenterology 

George  E.  Burket,  Jr.,  M.  D.,  Kingman,  Kan. 
General  Practice 

J.  George  Moore,  M.  D.,  New  York,  N.  Y. 
Gynecology 

William  Dameshek,  M.  D.,  New  York,  N.  Y. 
Internal  Medicine 

Oglesby  Paul,  M.  D.,  Chicago,  III. 

Internal  Medicine 

John  A.  Aita,  M.  D.,  Omaha,  Neb. 

Neurology 


Robert  B.  Wilson,  M.  D.,  Rochester,  Minn. 
Obstetrics 

Mack  L.  Clayton,  M.  D.,  Denver,  Colo. 

Orthopedic  Surgery 

William  H.  Saunders,  M.  D.,  Columbus,  Ohio 
Otorhinolaryngology 

Jon  V.  Straumfjord,  Jr.,  M.  D.,  Birmingham,  Ala. 
Pathology 

Sydney  S.  Gellis,  M.  D.,  Boston,  Mass. 

Pediatrics 

E.  H.  Schultz,  Jr.,  M.  D.,  Chapel  Hill,  N.  C. 
Radiology 

Richard  T.  Shackelford,  M.  D.,  Baltimore,  Md. 
Surgery 

Kenneth  W.  Warren,  M.  D.,  Boston,  Mass. 

Surgery 

Laurence  F.  Greene,  M.  D.,  Rochester,  Minn. 
Urology 


Additional  speaker  to  be  announced. 

Lectures,  symposia,  clinicopathologic  conference,  round-table  luncheons,  medical  motion  pictures,  technical  exhibits,  and  entertainment 
for  visiting  wives. 


(All-inclusive  registration  fee — $30  00) 

This  program  is  acceptable  for  thirty-two  (32)  elective  hours  by  the  American  Academy  of  General  Practice. 

For  information  concerning  the  Assembly  meeting  write  Secretary,  The  New  Orleans  Graduate  Medical  Assembly,  Room  1538,  1430  Tulane 
Avenue,  New  Orleans,  Louisiana  70112. 

Pre-Assembly  Special  Symposium — Sunday,  March  3 — "Sexual  Problems  in  Clinical  Practice." 
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Effectiveness  confirmed  by  another  double  blind  study 

1. SUMMARY 

ANDROID 


Android 

(thyroifd-ancJrogen)  tablets 


GOOD  TO  EXCELLENT  75% 


PLACEBO 


***Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study**  ~ Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy  of  reproductive  organs  in 
male,  coronary  heart  disease.  Thyroid  Is  not  to  be  used  in  heart  disease,  hypertension  unless  the 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 
cannot  be  disputed. 


Choice  of  4 strengths 

Android  Android-HP 


Android-X  Android-Pius 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2. 5 mg. 

Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St..  Los  Angeles.  Calit.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg, 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 

PDR 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 

Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid  50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month.  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 
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PRESENT  A 

SCIENTIFIC  EXHIBIT 

1968  ANNUAL  SESSION 

HOUSTON,  TEXAS 
MAY  2-5,  1968 


APPLICATION  DEADLINE  JANUARY  1968 


For  Information  and  Application  write: 

Scientific  Exhibits 
Texas  Medical  Association 
1801  N.  Lamar  Blvd. 
Austin,  Texas  78701 
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TEXAS  MEDICINE 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Cnimp,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield.  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGEIRY 
R.  A.  MitcheU,  D.D.S. 

Lfury  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed.  M.D.,  D.A.B.R. 

Julian  H.  Adcer,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

GeoTEe  W.  Slauehter  HI,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  RadioloKT 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiolotry 
David  D.  Salmon,  M.D,,  D.A.B.R.,  Radioloey 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Elndocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D,,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 
Roger  Humphrey,  M.D. 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee.  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


We  are  exclusive  distributors  of  the 

McGIVNEY  HEMORRHOIDAL  LIGATOR 

In  stock  for  immediate  delivery. 

*^0zd  ^ixon 
Company 

P.  0.  Box  35704 

Dallas,  Texas  75235  Phone:  ME  1-1932 


T M A 

ANNUAL 
SESSION 
HOUSTON 
MAY  2-5  '68 

34  GUEST  SPEAKERS 
12  SECTION  MEETINGS 
14  REFRESHER  COURSES 
2 GENERAL  MEETINGS 
190  EXHIBITS 
5 CLOSED-CIRCUIT  TV  SESSIONS 
10  CURBSTONE  CONSULTATIONS 


removes  the  mental  blur 


that  clouds  vision 


SOlFOrON 

Each  tablet  or  capsule  contains 

PHENOBARBIT.AL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID®(SeePDR) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 

Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  (yellow,  uncoated  tablets  “P”) 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  SfC  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
^ianujaclurers  oj  ethical  pharmaceuticals  since  1856 
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in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  • 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 

Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 

Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N.Y. 
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“Good  girl!  You* re  down  seven  pounds!’ 
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TEXAS  MEDICINE 


Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/de  ff/ecfs;  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEC  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels" 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 

Pearl  River  New  York  484-7 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY 

HOME 

1250  W.  Rosedale 

ED  5-5942 

Fort  Worth,  Texas 

ED  6-7905 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OP  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  protcram  and  U> 
censed  adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 

FORT  WORTH 

John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 

James  W.  Buice,  M.D.,  M.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Oscar  L.  Morphis,  M.D.,  F.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 

R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Norman  L.  Presley,  M.D.,  M.A.C.R. 

Sanford  Reitman,  M.D.,  M.A.C.R. 

Gomer  W.  Roberts,  M.D.,  M.A.C.R. 

Herman  C.  Sehested,  M.D.,  F.A.C.R. 

Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 

DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 

Offices: 

100  Medical  Tower  Bldg.  — ED  6-8681 

1217  West  Cannon  ^ — -ED  6-8627 

TRAVIS  CLINIC  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Pediatrics : 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  WiUms,  M.D. 

J.  T.  Boyd,  M.D. 

F.  H.  Verhoyden,  M.D. 

J.  T.  Scogin,  M.D. 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

L.  W.  Ralston,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

Urology: 

Obstetrics  and  Gynecology : 

William  J.  Fowler 

Administrator  of  Nan  Travis 

H.  F.  Rives,  M.D. 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Memorial  Hospital 

Pathology : 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Business  Manager  of  Travis  Clinic 

MEDICAL  ARTS  CLINIC 


Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  FA.A..P,* 

INTERNAL  MEDICINE 
ROBERT  D,  BONE,  M.D,,  F.A,C.P.* 

JAMES  F.  WITTEN,  M.D,,  A,A.C,P.* 

CHARLES  I.  BILTZ,  M.D.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

*Diplomate  of  tl 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 
SURGERY 

LOUIS  E.  GIBSON,  M.D.,  PA..C.S.* 
OPHTHALMOLOGY 
ROBERT  D,  MERTZ,  M,D.,  F,A,A,0.0.’» 
EAR,  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.* 
DENTISTRY 

ROBERT  A.  LANG,  D,D.S. 

American  Board 
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Your  name 
on  the  dotted  line 
can  mean  so  much 
to  your  patients 

And  to  you . . 
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The  Tubex®  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

Tubex  injectahles  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 


Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 


Space  is  available  to  TMA  members  at 

1 $6.50  per  column  inch  and  must  run  six 

months.  A discount  of  5%  is  allowed  for 

QUYCI^IAMC^  Advertising  Director,  1801  North  Lamar 

■ ni  Blvd.,  Austin,  Texas  78701.  Deadline  is 

1^  1 ^ ^ Y month  preceding  publico- 

Allergy 

Clinical  Laboratories 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  156,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025 

JA  6-3281 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 

PILCHER  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 

“Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston” 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street  Port  Arthur,  Texas 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 

TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 

HOUSTON 

EEG  LABORATORY 

1326  Medical  Arts  Building 

PASADENA  Houston  2,  Texas  SOUTHWEST 

EEG  LABORATORY  CA  6-4139  EEG  LABORATORY 

811  S.  Tatar  2909  Hillcroft  Ave. 

Pasadena,  Texas  Houston  27,  Texas 

GR  2-6623  SU  1-1261 

Alternate  phone  for  all  Laboratories.  CA  6-5473 

Limited  to  ELECTROENCEPHALOGRAMS 

John  E.  Skogland,  M.D.,  Ph.D.,  Director 
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ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 


Clinics 


DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 


BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in; 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  6-1501 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Elar,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Robert  P.  Gordon, 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard.  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 

.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 


John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  76235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips.  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


THE  JOHNS  CLINIC  & HOSPITAL 
720  West  6th  St.,  Taylor,  Texas 

Jay  J.  Johns,  M.D.,  F.A.C.S.  C.  J.  Daniel,  M.D. 

S.  W.  Lehmberg,  M.D.  R.  C.  Hermann,  M.D.,  F.A.C.S. 

Marvin  J.  Leshikar,  M.D.  A.  Bryan  Spires,  Jr.,  M.D. 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 


TEXAS  MEDICAL  LABORATORIES 
1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-3000/ED  6-1195 

Mailers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 

Fort  Worth,  Texas 


MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout.  M.D.  G.  Con  Smith,  M.D. 

Frank  L.  Bynum,  M.D.  Donald  S.  Gibbs,  M.D. 

Ed  Etier,  Jr.,  M.D. 

RADIOLOGY 
Otto  H.  Grunow.  M.D. 
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KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 


JA  6-2671 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Thomas  H.  Casey,  M.D. 
Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 

Carlos  F.  Taboada,  M.D. 

General  Medicine 

Stanton  P.  Fischer,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 
John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett.  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 
William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran.  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 
Charles  W.  Ewing,  M.D. 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D. 

NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 

M.D. 

Jesse  H.  Dickson,  M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 
Edward  H.  De  Mouy,  M.D. 
PATHOLOGY 

Laurence  J.  McCarthy,  M.D. 
DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox.  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Ophthalmology 

Henry  E.  Wahlen,  M.D. 

Clinical  Pathology 

Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill.  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D. 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Janet  Wendel 


R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

PATHOLOGY 

Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr..  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris.  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 

INTERNAL  MEDICINE 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 
Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 
H.  A.  MueUer,  M.D.,  Consultant  in  Radiology 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D..  F.A.C.S. 


General  Practice 

J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 

SURGERY  INTERNAL  MEDICINE 


Cardiovascular  Disease 
Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr., 
M.D. 

Dean  C.  Solcher,  M.D. 
Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 

Lewie  L.  Travis.  Jr.,  M.D. 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Bindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Diseases 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass't. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 


CONSULTATION  BY  APPOINTMENT 


Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 
DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  M^ical  Arts  Bldg.  San  Antonio,  Texas 


RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street 

AND  THE 


MALONE  AND  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 


Phone  AM  4-6361 

Ophthalmology  and 
Otolaryngology 

P.  M.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 
C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 


Big  Spring,  Texas 

Obstetrics  & Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot,  Jr.,  M.D., 
F.A.A.P. 


WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 
1550  W.  Rosedale  Fort  Worth,  Texas 


EVERETT  R.  SEALE,  M.D. 


Internal  Medicine 
E.  V.  Swift.  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 
D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heith 


Radiology 

W.  R.  Cushion,  M.D. 
Urology 

G.  F.  Dillon,  M.D. 


Dermatology 

Treatment  of  Skin  Malignancies 


Hospital  Administrator 
D.  S.  Riley 


1217  Hermann  Professional  Bldg. 


Houston  25,  Texas 
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J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Elar,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  P.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F_A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatolo^  and  Syphilolo^ 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

Gastroenterology  and 
Proctology 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 
Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

nQlloc  TPottoc 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4500 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

Eye,  Ear,  Nose,  Throat 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 
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CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

General  Surgery 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

PLAN  TO  ATTEND  THE 

101st 

ANNUAL  SESSION 

OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 

MAY  2-5,  1968 
HOUSTON 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 
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Internal  Medicine 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  *Robert  I.  Hauser,  M.D. 

*Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 
*Gerald  Ratinov,  M.D. 

808  Memorial  Professional  Building 

1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 

CA  4-5041 

♦Diplomate  American  Board  of  Psychiatry  and  Neurology 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 
Gastro-enterology 

730  North  Main  San  Antonio,  Texas 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston,  Texas 

MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Neuroiogy/ Psychiatry 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

♦Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

♦Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

♦Diplomates  American  Board  of  Psychiatry  and  Neurology 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

swift  5-4023 
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JEAN  M.  B.  SMITH  MOURE,  M.D. 
Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Obstetrics/Gynecology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

J.  C.  CAIN,  M.D. 

Obstetrics  and  Gynecology 

Hours  by  Appointment  2020  West  Grauwyler 

Office  Phone:  BL  3-3594  Irving,  Texas  76060 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

Ophthalmology 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 

Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

F.  H.  NEWTON,  M.D. 
OPHTHALMOLOGY 

209  Medical  Arts  Bldg.  Dallas  1,  Texas 

Riverside  7-7474 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D, 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 
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HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 
Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 
Dallas,  Texas  RI  8-2712 


LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 
Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 
Houston,  Texas  77002 


Orthopedic  Surgery 


ORTHOPEDIC  SURGERY  CLINIC 
Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W,  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W,  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7465  El  Paso.  Texas  79902 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 
Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 


Drive 

Defensively. 


Published  to  save  lives  in  cooperation  v^ith 
The  Advertising  Council  and  The  National  Safety  Council. 
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Otolaryngology 


Plastic  Surgery 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 
Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  O.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 


WILLARD  C.  SELLMAN,  JR.,  M.D. 
Plastic,  Maxillo-Facial  and  Hand 
Surgery 

530  Locke  Medical  Building 
6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 


MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 
712  N.  Washington 
Suite  514 

Dallas,  Texas Hours  By  Appt. 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 


BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 
Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 
1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 


W.  P.  ANTHONY,  M.D. 
Otology 


662  So.  Henderson  Fort  Worth,  Texas  76104 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 
Houston,  Texas  77025  Pasadena,  Texas  77502 


JA  3-5575 


GR  3-5488 


DONALD  N.  MATHESON,  M.D. 
Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth,  Texas 


Directory  of 
Professional  and  Lay 
Medical  Films 
Now  Available! 

Write:  Librarian 

Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 
MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 


VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 

214  E.  Houston  Street,  Tyler,  Texas  75701 

Off:  LY  3-2484  Res:  LY  3-3242  Exch : LY  4-9301 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R,  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

CAPRES  HATCHETT.  JR.,  M.D.,  D.A.B.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 

WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1415  Third  TU  4-1635 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 


JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 


THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urologry 
Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 


MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 


ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd. Houston,  Texas 

THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 


Use  your 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  350  Films 
875  New  Journals  Each  Month 
Extensive  Reprint  Collection 
Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
AC  512  477-6704 
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TMA 

CLASSIFIED 

ADVERTISEMENTS 


Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
20th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,600.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
sume practice  of  43  year  old  general  practitioner  who  died 
suddenly.  $1,500  per  month  guaranteed  plus  percentage  of  income 
above  $1,500.  Office  expenses,  nurses,  aids,  etc.  paid.  20-bed, 
three  doctor,  clinic-hospital  in  Nocona,  Texas.  Deceased  doctors 
net  income  above  $2,500  per  month.  Nocona  is  city  of  4,000  with 
good  schools,  industry,  all  white  population,  nice  lake  and  golf 
course,  hunting  and  fishing,  90  minutes  from  Dallas  and  Fort 
Worth.  Contact  A.  D.  Major,  M.D..  or  K.  J.  Wharram,  M.D., 
Major  Clinic-Hospital,  Nocona,  Texas.  Phone  area  code  817,  825- 
3371. 


WANTED:  TWO  GENERAL  PRACTITIONERS  to  associate 
with  group  of  three  in  Huntsville,  Texas,  home  of  Sam  Houston 
State  College.  City  of  seven  hills  in  the  piney  woods  of  East 
Texas,  population  17,000.  Everything  will  be  furnished.  No 
initial  capital  investment  for  equipment,  furniture,  etc.  Will 
accept  on  salary  basis  or  any  other  method  preferred.  Write: 
Huntsville  Medical  Arts,  P.  O.  Box  35,  Huntsville,  Texas.  At- 
tention : Dr.  E.  M.  Addison. 


NEEDED:  ORTHOPEDIST  to  join  14-man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 
Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford. 
Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities it  offers  will  be  furnished  on  inquiring. 

WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist ; to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000  : would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


DERMATOLOGIST : Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  OTOLARYNGOLOGIST  AND/OR  OPHTHAL- 
MOLOGIST. Excellent  opportunity  in  new  clinic  with  grroup. 
Tremendous  drawing  area.  Accredited  open  staff  hospital. 
Town  of  15,000,  20  minutes  from  Dallas.  Unlimited  potential. 
Please  reply  to  Box  146,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Atastin,  Texas  78701. 


ASSOCIATE  WANTED — Ear,  Nose  & Throat.  Board  eligible 
for  two-man.  Nose  & Throat  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  168,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


ASSOCIATE  WANTED — Internal  Medicine — Board  eligible  for 
eight-man  Internal  Medicine  Department  with  well  established 
multi-specialty  group  in  Dallas.  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  169,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESI- 
DENCY, 3-year,  integrated  with  Baylor  College  of  Medicine 
affiliated  hospitals.  Non-career  $4,610-$6,440.  Career  $9,221- 
$12,873;  (license  in  any  one  of  states  required).  Nondiscrimina- 
tion in  employment.  Contact  William  P.  Blocker,  Jr.,  M.D., 
VA  Hospital,  Houston,  Texas. 

OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT.  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd..  Austin.  Texas  78701. 

PHYSICIAN  WANTED : GP  moving  from  six  year  location. 
Choice  area  of  suburban  Houston.  Three  open-staff  hospitals 
in  neighborhood.  Office  and  equipment  available  No  cash  needed. 
Ideal  for  GP,  internist,  pediatrician  or  OB/GYN.  Please  reply 
to  Box  158,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED  GENERAL  PRACTITIONER,  Gulf  Coast-46  min- 
utes to  downtown  Houston.  4%  day  week,  on  call  two  nights  a 
week  and  one  weekend  a month.  $18,000-$20,000  to  start.  Per- 
centage after  that.  Partnership  in  second  year  to  a producer. 
Should  be  above  $30,000  at  end  of  second  year.  Contact  Box  171, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

NEED  FOR  ALL  SPECIALTIES  in  Dallas,  Texas.  Northlake 
Doctors  Building : X-ray,  pharmacy,  laboratory  in  building. 
Need  for  all  specialties,  especially  internists,  ENT  men,  family 
physicians,  urologists.  Now  has  15  physicians,  10  dentists  and 
dental  specialists.  Interested  parties  may  lease  or  participate  in 
ownership.  Contact  Edwin  Burstyn,  10405  East  Northwest  High- 
way,  Dallas,  Texas  75238. 

PSYCHIATRISTS!  GENERALISTS!  Psychiatrists  to  $21,000, 
generalists  to  $18,000,  depending  on  qualifications.  Opi>ortuni- 
ties  to  plan,  inaugurate  new  programs  including  Federal  grants, 
under  fresh,  new  administration.  Picturesque  area  with  lakes, 
golf,  hunting  year  round.  Excellent  schools  and  colleges  near. 
1%  hours  to  Shreveport  or  Dallas.  Excellent  fringe  benefits  in- 
cluding Social  Security,  state  retirement,  vacation,  sick  leave, 
holidays.  Can  also  use  E.C.F.M.G.  diplomates,  $9,600.  Arch  M. 
Connolly,  M.D.,  Superintendent,  Rusk  State  Hospital,  Box  318, 
Rusk,  Texas. 

GENERAL  PRACTITIONER  WANTED— either  full  time  or 
part  time  for  infirmary  at  Southwest  Texas  State  College,  San 
Marcos,  Texas.  Salary  open  depending  on  qualifications  and  ex- 
perience. For  additional  information  contact  Dean  Floyd  Martine, 
Southwest  Texas  State  College,  San  Marcos,  Texas  78666. 

UNUSUAL  OPPORTUNITY  for  ophthalmologist,  otolaryn- 
gologist, or  combination  to  occupy  deceased  EENT  man’s  suite. 
New  clinic  in  Lufkin,  Texas  (growing  industrial  community 
with  two  excellent  hospitals).  No  other  ENT  specialist  within 
60  miles.  (Contact  Mrs.  Bernard  Hj-man,  1017  Ellis  Avenue,  or 
phone  634-4141. 

ODESSA,  TEXAS — excellent  opportunity  for  two  or  more  gen- 
eral practitioners,  an  ENT  man,  and  an  internist.  Office  space 
immediately  available  in  medical-surgical  building  near  hospital. 
Housing  plentiful  and  excellent  associations  possible.  Write  to 
Doctor’s  Building,  315-C  North  Colder,  Odessa,  Texas. 

WANTED : LOCUM  TENENS  for  at  least  four  weeks  and  not 
more  than  six  weeks.  Preferably  all  of  May  and  half  of  June  or 
last  half  of  April  and  all  of  May.  Must  have  Texas  license.  Gen- 
eral practice,  no  OB,  in  city  of  120,000.  Central  Texas.  Reply  to 
Box  176,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 
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BUREAU 


^ ^ Jr  185  N.  WABASH 

CHICAGO,  Illinois  6O601 


Founders  of  the  counseling  service  to  the  medical  profes- 
sion, serving  medicine  with  distinction  over  half  o century. 
TELEPHONE:  (Area  Code  312)  726-5682 


radiologist — certified  in  Diagnostic  Radiology  and  isotopes 
would  like  temporary  or  locum  tenens  work  in  Texas.  Licensed 
in  Texas.  Available  anytime.  Also  certified  in  internal  medicine. 
Please  reply  to  Box  177,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  EXPERIENCED  in  private  practice,  industrial,  in- 
surance and  institutional  work  desires  opening  in  college ; in- 
dustrial : city,  state,  or  federal  institution ; or  relief  work.  Texas 
license.  Would  accept  part-time  work  in  desirable  place  for 
physician  needing  help.  Do  not  want  surgery  or  OB.  Please  reply 
to  E.  T.  Alexander,  M.D.,  Route  4,  Box  227B,  McKinney,  Texas. 


SITUATIONS  AVAILABLE  AND  WANTED  IN  TEXAS 
SITUATIONS  OPEN 

EENT:  (a)  Oph;  Chief;  new  dept;  assn  w/13  specs,  most  cert;  top 
sal  neg,  later  prtnrshp;  smilr  twn,  not  far  Houston. 

GEN  PRACT:  (n)  Assn,  2 well  estab  GP's  w/advncd  type  diag  & 
therapeutic  pract;  area  $24,000  1st  yr;  S-W-cntrl. 

INT  MED:  (k)  Cl  estab  '39;  9 cert  specs,  1 in  dept;  patient  census 
250  day;  $25,000;  intervu  expns  pd;  cty  35,000.  (1)  Assn  w/spec, 
GP  grp;  excel  cl  facil  in  new  hsp;  guar  $18-24,001)  depndng  quals; 
oppty  fine  priv  indep  grp  pract;  coll  twn. 

OB-GYN:  (b)  Assn  w/cert  S & cert  Pd;  very  actv  pract  w/ample  obg 
covrge;  area  $18,000  1st  yr  w/very  early  prtnrshp;  S-cntrl. 

ORTHO:  (d)  Cert  or  elig;  assn  w/6  cert  ORS;  $18,000  1st  yr  incrsng 
next  6 mo,  then  prtnrshp;  os  full  prtnr,  $40,000;  SW. 

RAD:  (b)  Chief;  only  Rad,  2 JCAH  hsps;  shid  gross  area  $55,000  on 
fee-for-serv  basis;  area  serving  60,000. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPOR- 
TUNITIES IN  TEXAS  & ELSEWHERE 
SITUATIONS  WANTED 

INDUS  MED  DIR:  45;  MD,  Ark;  2 yrs  AEC  fellowshp,  OM,  impor 
univ;  bd  elig  OM;  MPH  (IH);  exper  includes  4 yrs  priv  GP;  3 yrs, 
Indus  phys,  Ige  oil  co;  2 yrs  corp  med  dir,  7 plants,  textile  Indus; 
seeks  corp  or  assoc  med  dirtrshp  Irgr  co  w/some  cl  duties  or  w/grp 
cl  seekg  estab  or  further  OM  dept;  $30,000. 

OB-GYN:  31;  MD,  Yale;  married  (3);  tkng  Pt  I;  4 yrs  trng,  univ  hsp; 
2 yrs,  asst  chf,  chf  obg,  USA;  seeks  assn  w/sm  grp  obg's;  DNB; 
min  $20,000;  avail  10  mos. 

PATH:  31;  MD,  Northwestern;  bd  elig,  10  mos;  mbr,  USAR;  5 yrs 
trng,  med  sch  affil  hsps;  seeks  oppty  w/hsp,  assn  w,/poss  pt-time 
tchng;  DNB;  pref  very  Ige  cty;  avail  Jul  '68. 

SURG  (general  & thoracic):  41;  MD,  Amer  U,  Beirut;  cert  GS,  TS; 
5 yrs  trng,  univ  H;  1 yr  cardio  S w/impor  univ  hsp;  2 yrs  TS  w/ 
univ  hsp  & 11  yrs,  tchng  staff,  same  univ;  seeks  assn,  hsp  chfshp 
w/pt-tme  tchng;  pref  Ige  cty;  min  $50,000;  avail. 

PLEASE  CONTACT  US  FOR  FURTHER  INFORMATION 


PHYSICIAN  NEEDED:  Town  of  approximately  1,700  popu- 
lation located  40  miles  east  of  Pampa,  Texas,  on  Highway  152, 
desperately  needs  a general  practitioner  or  semi-retired  surgeon 
to  associate  with  one  other  doctor  in  fully  equipped  clinic.  No 
investment  necessary.  Income  limited  only  by  ambition.  New  20- 
bed  nursing  home.  Interviewing  expenses  paid.  For  further  in- 
formation phone  collect  826-4511,  Parkview  Hospital,  Wheeler, 
Texas. 


UROLOGIST  WANTED  for  association,  board  eligible.  Excel- 
lent opportunity  in  South  Texas  city.  No  investment  required. 
Guarantee  first  year  $20,000,  partnership  after  one  year.  Write 
Box  178,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to 
join  two  physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital. 
Guarantee  $18,000  net.  Rotate  weekends,  holidays,  etc.  James  C. 
Price,  M.D.,  or  W.  A.  Sievers,  M.D.,  Gonzales,  Texas. 


Situations  Wanted 


GENERAL  PRACTITIONER:  Being  discharged  from  Army, 
age  27,  married,  Texas  license.  University  of  Texas  Medical 
Branch,  Alpha  Omega  Alpha,  rotating  city-county  hospital  in- 
ternship Memorial  Hospital,  Corpus  Christi,  Texas.  Desire  salary 
initially  with  opportunity  for  association  or  partnership  after 
one  year.  Desire  location  in  East  Texas  or  Gulf  Coast  area. 
Please  reply  to  C.  A.  Jones,  M.D.,  Qts.  2439-B,  Ft.  Lewis, 
Washington  98433. 

GENERAL  PRACTICE : 1965  Southwestern  graduate  completes 
service  duty  July  1968.  Major  interests  OB  and  pediatrics. 
Prefer  smaller  Panhandle  or  West  Texas  town.  Please  reply  to 
Larry  J.  Cooper,  M.D.,  4713  Tarpon  Trail,  Chattanooga,  Tennes- 
see 37416. 


DOCTOR  TAKE  A VACATION,  will  work  for  you.  Have  time 
available  in  January,  February,  and  March.  References.  No  drug 
or  alcohol  problem.  This  has  been  my  business  for  two  years. 
Contact  R.  R.  Wills,  Hereford,  Texas  79045. 


SEEKING  LOCATION.  37-year  old  general  surgeon,  Texas  li- 
cense, finishing  USAF  commitment  July  1,  1968.  Diplomate 
American  Board  Surgery,  1961  : F.A.C.S.  1966.  Association  with 
group  in  large  town  preferred  but  will  consider  others.  Cur- 
riculum vitae  on  request  to  Box  175,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


FOR  SALE;  Medical  office  building  nearly  new,  located 
across  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  Hie 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Foeberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606. 


IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
luowry  Clinic,  P.  O.  Box  2005,  Laredo,  Texas. 


FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interest^ 
contact  Mrs.  W.  M.  Holland,  1303  N.  'Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 


FOR  SALE : Half  interest  in  a 30-bed,  Medicare  approved 
hospital  and  clinic  in  Central  Texas.  $25,000  to  $35,000  income 
can  be  expected.  Will  sell  with  downpayment  and  terms.  Im- 
mediate occupancy.  Has  been  running  continuously  for  50  years. 
For  details  write  Dr.  Neil  Buie,  11922  Cobblestone  Drive,  Hous- 
ton, Texas  77024. 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What 
have  you?  Write  today  I Murray,  3305  Bryan,  Dallas,  Texas 
75204. 


FOR  SALE.  Selling  my  late  husband’s  office  equipment. 
X-ray  table  and  developing  tank,  two  examining  tables  and 
surgical  instruments.  For  information,  write  Mrs.  Joseph 
Wolfe,  8511  Bluebonnet  Road,  Dallas,  Texas  75209. 


MODERN  OFFICE  FOR  GENERAL  PRACTITIONER  OR 
PEDIATRICIAN,  reasonable  rent,  available  on  or  before  Feb- 
ruary 1,  1968,  in  Ford  Village,  southwest  Austin.  Occupant  re- 
tiring on  or  before  February  1,  1968.  Equipment  optional. 
Dentist  next  door — across  street  from  school.  Contact  Bert  Ford, 
2405  Bowman  Avenue,  Austin,  Texas  78703.  Telephone  GR  2- 
5502. 


FOR  SALE — 2000  rooms  of  refinished  hospital  equipment  con- 
sisting of  following  items:  Adjustable  hospital  beds,  $35-$95 : 
metal  bedside  cabinets  $25  ; overbed  feeding  tables  $25  ; collapsi- 
ble aluminum  wheel  chairs  $37.50  ; food  warmers,  $195-$225  ; and 
bed  rails,  $20-$35  pr.  Please  reply  to  Coffield  Lumber  Company, 
Box  1211,  Rockdale,  Texas  76567.  Phone  HI  6-5866  : nites  HI  6-3378 


FOR  SALE — One  Collins  Timed  Vitalometer — like  new  condi- 
tion— $100.  Write  1430  Medical  Arts  Building,  Dallas,  Texas,  or 
call  RI  8-3715. 

FOR  SALE — Young-McKim  Urological  X-Ray  Table  with  new 
GE  components.  Also  x-ray  developing  unit  with  thermostatic 
controls.  Two  urological  examining  tables.  Call  after  6 p.m. 
FI  2-7341,  Dallas,  Texas. 


FOR  SALE — 40  Simmons,  six  year  old  hospital  beds  with  either 
table  or  stands  in  mixed  colors.  Excellent  condition,  one  owner. 
Will  sell  all,  in  a first  come,  first  served  basis,  while  they  last 
at  $65  per  set.  Call  Mrs.  Maddox  or  Mrs.  Armstrong,  Colonial 
Acres  Hospital,  Dallas,  Texas.  AX  8-3326. 


FOR  SALE : 102  acres,  20  miles  east  of  Seagoville  $22,000. 
Will  finance.  Also,  4-wheel  drive  Chevrolet  station  wagon  com- 
plete with  winch  $1500.  Write  William  Wilkerson,  D.D.S.,  Box 
176,  Grapevine,  Texas  76051. 


OFFICE  SPACE  FOR  RENT:  Older  physician  working  part- 
time  due  to  health.  Dentist  and  prescription  pharmacy  in  same 
clinic  building.  Opportunity  to  take  over  a long  established  prac- 
tice merely  by  renting  office  space.  Contact  Carl  A.  Peterson, 
M.D.,  4710  Lillian  Street,  Houston,  Texas. 


Miscellaneous 


MEDICAL  ILLUSTRATIONS — of  any  type,  custom-made  to 
your  requirements,  for  teaching  or  training  aids,  for  publication 
or  presentation.  All  media,  black  and  white  or  color,  factual  or 
graphic.  Long  paramedical  experience.  Also  illuminated  scrolls, 
heraldic  designs,  etc.  Write  Pan  Art,  214  Charles  Road,  San 
Antonio,  Texas  78209. 
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DORSEY  "FLU-GRAM" 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 


CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED -RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 


each 

Tussagesic’ 

timed-release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults-1  tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  The  Wander  Company 
Lincoln,  Nebraska  68501 


I 

I clip  and  file  under  ^'flu’’ 

I For  relief  of  “flu-like"  symptoms 

I Tussagesic  timed-release  tablets 

I PHONE  COLLECT 

I For  emergency  starter  samples 

I to  Keith  Sehnert,  M.D. 

I Medical  Director 

I (402)434-6311 

I Fast  delivery  by  your  Dorsey 

I Representative 


I 
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rexas  meDicine 

1- 

FEBRUARY  1968 

IN  THIS  ISSUE 

Technites  Peri  Lalias 
Surgery:  Clinical  and  Historical 
Medical  Education:  A Need 
Review  of  Legislative  Conference 
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STorbjptt,  UlemBnal  ilfospital 


306  Coleman  Street 
Post  Office  Box  60 


Anh  S^nrb^tt  QLUnic 

ifflarlin,  STexas  Telephone:  WE  6-3561 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

A.  C.  Rennett,  M.D.,  F.A.C.S.*** 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.D.,  F.A.C.S. 

INTERNAI.  MEDICINE 
.1.  B.  Barnett.  M.D.* 

W.  F.  McKiniev.  Jr.,  M.D. 

James  S.  Bussell,  M.D. 


EYE.  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchings,  M.D.,  F.A.C.S.** 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 

W.  W.  Klatt,  M.D. 

^onald  F Henderson,  tr.  M.D. 
Gardner  Thomas,  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr, 

Superintendent  of  Nurses; 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


*Expired  5-27-62.  **Expired  7-1-66. 


♦ ♦♦Expired  5-15-67. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diajirnosis  & Gastro- 
enterology, D.A.B,  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

G.  A.  Davidson.  B.S.,  M.D.,  Dermatology 
*Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
Sydney  S.  Baird,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 

Richard  M.  Smith.  M.D  , PTA.C.P..  Diagnosis  & Internal 
Medicine 

*L.  E.  Darro  jgh,  M.D.,  D.A.B.O.,  Otolaryngology  & 
Bronchoscopy 

J.  V/ilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 
Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 
John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 

Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

Livius  L.  Lankford.  M.D.,  D.A.B. O.S.,  Orthopedic  Surgery 
D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke.  Jr.,  M.D..  Pediatrics, 

Diploma'e  American  Board  Pediatrics 
John  W.  Geibel,  Jr.,  M.D.,  Internal  Medicine 
Diplomate  American  Board  Internal  Medicine 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
Terr/  D.  Allen,  M.D.,  Urology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
Lewis  R.  Thompson,  Jr.,  M D.,  D.A.B.O.S.,  Orthopedic 

Surgery 

Miss  Billye  J.  Norris,  R.N.,  Superintendent  of  Nurses 
T.  K.  Johnston,  Business  Manager 

C.  H.  Rosamond,  Associate  Administrator 
Arthur  L.  Cook,  Assistant  Business  Manager 


♦Inactive  status 


Texas  Medicine  is  published  monthly  by  the  Texas  Medical  Association.  Subscription  price,  $5  per  year  for  members;  $9  for  non- 

members;  $10  for  foreign.  Single  copy,  $1. 

Second  class  postage  paid  at  Austin,  Texas,  with  additional  entry  at  Fort  Worth,  Texas,  under 

Act  of  March  3,  1879. 

Address  all  communications  to  Texas  Medical  Association.  1801  North  kamar  Blvd.,  Austin.  Texas  78701. 
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211  Medical  Arts  Bldg. 


DEPARTMENT  OF  PATHOLOGY 
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DEPARTMENT  OF  RADIOLOGY 
H.  W.  Banker,  M.D.,  D.A.B.R.,  M.A.C.R. 
Ernest  E.  Holt,  M.D.,  D.A.B.R.,  M.A.C.R. 
Janies  C.  Moore,  M.D.,  D.A.B.R.,  M.A.C.R. 
DEPARTMENT  OF  CHEMISTRY 
LaMonte  A.  Tucker,  Ph.D. 


CONSULTING  AND  ANALYTICAL  SERVICES 


PATHOLOGY,  CLINICAL  PATHOLOGY,  FORENSIC  PATHOLOGY  & 
VETERINARY  PATHOLOGY — Bacteriology  - Parasitology  Hematology  - 
Histology  - Chemistry 

TOXICOLOGY — Drugs  - Water  - Foods  - Biological  Materials 
HORMONE  CHEMISTRY — 17  Keto  - 17  Hydroxy  - Estrogen  - Gonadotrophin 
CHROMATOGRAPHY — Hormones  - Amino  Acids  - Vanillylmandelic  Acid 
ELECTROPHORESIS — Abnormal  Hemoglobins  - Serum  Proteins  - Amino  Acids 
QUALITY  CONTROL  IN  CLINICAL  CHEMISTRY 

MANUFACTURING  DEPARTMENT — Allergenic  Extracts  and  Treatment  Sets — 
Mounting  Media  - Specifically  Prepared  Reagents  and  Stains  for  Laboratory  Use 


TERRELL  MEDICAL  GROUP 

FORT  WORTH,  TEXAS 
210  Medical  Arts  Bldg. 


Emory  Davenport,  M.D.  A.  H.  Rutledge,  M.D. 

Henry  G.  Gardiner,  Jr.,  M.D.  Elizabeth  A.  Taylor,  M.D. 


Practice  limited  to  Diagnosis,  Allergy,  Cardiology,  Internal  Medicine, 
Neuropsychiatry,  Electroencephalography  and  Physical  Medicine  & Rehabilitation 

T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P. 

Consultant 
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THIS  MONTH  IN 


SCIENTIFIC  ARTICLES 

48  Reducing  Mortality  in  Ulcer  Surgery 

Robb  H.  Rutledge,  a Fort  Worth 
surgeon,  was  graduated  from  Har- 
vard Medical  School,  and  com- 
pleted his  internship  and  residency 
at  Massachusetts  General  Hospital, 
Boston.  He  is  a diplomate  of  the 
American  Board  of  Surgery. 

RUTLEDGE 

54  Mallory-Weiss  Syndrome 

Joseph  C.  Snow  is  a general  sur- 
geon in  Abilene.  He  is  a graduate 
of  Harvard  University  and  of  Har- 
vard Medical  School.  His  intern- 
ship and  residency  were  both 
served  at  Boston  City  Hospital  in 
Boston,  and  he  was  a fellow  in  sur- 
gery at  the  Lahey  Clinic  also  in 
Boston. 


58  Traumatic  Rupture  of  the  Gallbladder 

Ernest  C.  Andrews  is  a resident  in 
surgery  at  Robert  B.  Green  Hos- 
pital in  San  Antonio.  He  is  a grad- 
uate of  The  University  of  Texas 
Medical  Branch  in  Galveston  and 
served  an  internship  also  at  Robert 
B.  Green  Hospital.  He  practiced  in 
Fredericksburg,  Tex.,  from  1960 
through  June,  1965.  His  coauthor 
is  Dr.  John  E.  Carter,  also  a resi- 
dent at  Robert  B.  Green. 


SNOW 


64  Plantar  Flaps  Used 
For  Sole,  Heel  Lesions 

Bromley  S.  Freeman,  clinical  pro- 
fessor of  plastic  surgery  at  Baylor 
University  College  of  Medicine, 
Houston,  is  attending  plastic  sur- 
geon at  eight  Houston  hospitals 
and  serves  as  consultant  in  that 
field  to  the  Texas  Children’s  Hos- 
pital. He  is  a fellow  of  the  Ameri- 
can College  of  Surgeons,  a past 
president  of  the  Texas  Society  of 
Plastic  Surgeons,  and  a member  of 
numerous  professional  groups. 

68  The  Natural  History  of  Breast  Cancer 

Joseph  P.  McNeill,  Dallas  surgeon, 
is  a graduate  of  the  University  of 
Texas  Medical  Branch,  Galveston. 
He  served  both  internship  and  resi- 
dency at  John  Sealy  Hospital  in 
Galveston  and  has  practiced  in 
Dallas  since  1950.  His  coauthors 
are  Harold  Randolph  Bailey  of 
Dallas,  senior  medical  student  at 
The  University  of  Texas  South- 
western Medical  School,  and  Dr.  John  V.  Goode, 
also  a Dallas  surgeon. 

79  The  Premarital  Consultation 


WIcNEILL 


FREEMAN 


Herman  I.  Kantor,  Dallas,  is  a clin- 
ical professor  of  obstetrics  and 
gynecology  at  The  University  of 
Texas  Southwestern  Medical 
School. 


KANTOR 


61  Technites  Peri  Lalias 


Frederick  C.  Rehfeldt  practices  neu- 
rological surgery  in  Fort  Worth.  A 
graduate  of  Tulane  University  of 
Louisiana  School  of  Medicine,  he 
has  practiced  in  Fort  Worth  since 
1949.  He  is  on  the  staff  of  all  Fort 
Worth  Hospitals,  is  a past  chief  of 
staff  of  Harris  Hospital,  and  is  a 
past  president  of  the  Congress  of 
Neurological  Surgeons.  He  pro- 
poses a new  method  for  aiding  the  surgeon  in  com- 
municating with  his  patients. 


REHFELDT 


82  James  E.  Thompson: 

Texas’  First  Professor  of  Surgery 


KING 


Walter  B.  King,  Jr.,  is  a graduate 
of  The  University  of  Texas  Medical 
Branch.  He  has  been  in  private 
surgical  practice  in  Waco  since 
1950.  Active  in  numerous  medical 
organizations,  he  was  50th  presi- 
dent of  the  Texas  Surgical  Society 
in  1967.  He  presents  here  a por- 
tion of  his  presidential  address  to 
the  society  in  October,  1967. 
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91  Clinicopathologic  Conference 

Participants  in  this  clinicopathologic  conference 
from  Baylor  University  College  of  Medicine,  Hous- 
ton, are  Drs.  Clarence  P.  Alfrey  and  Martin  D.  Lid- 
sky,  associate  professors  of  medicine;  Refail  R. 
Kohen,  clinical  instructor  in  radiology;  Ferenc  Gydr- 
key,  professor  of  pathology;  John  T.  Sharp,  profes- 
sor of  medicine;  and  Robert  R.  Carpenter  and  Rich- 
ard E.  Borreson,  assistant  professors  of  medicine. 
Guest  editor  is  Dr.  Herbert  L.  Fred,  associate  pro- 
fessor of  medicine. 

EDITORIALS 

37  Medical  Education  Undergoing 
Intense  Evaluation  for  Future 

G.  V.  Brindley,  Jr. 

39  New  Safety  Laws  Require 
Vision  Tests  for  Drivers 

Otto  Lippmann 

39  Leprosy  in  Texas 

M.  S.  Dickerson 

41  Questions  and  Answers 

47  Our  Hospitals’  Difficulties 

Howard  R.  Dudgeon,  Jr. 

101  Communications  to  Texas  Medicine 

Report  on  Group  Practice  Conference. 

Physicians  Benevolent  Fund. 


DEPARTMENTS 

43  ASSOCIATION  NEWS 
107  GENERAL  NEWS 

121  STATUS  REPORT:  HEART,  CANCER,  STROKE 
123  POSTGRADUATE  COURSES 
123  PERSONALS 

125  HIGHLIGHTS  OF  COMING  MEETINGS 
130  MEDICINE  IN  LITERATURE 
132  RECENT  DEATHS 


ON  THE  COVER 

Refinements  in  surgical  techniques  are  being  put  to 
practice  daily  in  Texas’  modern  medical  centers,  but 
the  heritage  of  surgery  in  Texas  can  be  traced  back 
to  the  times  of  Paracelsus,  Vesalius,  and  Ambroise 
Pare.  A contemporary  of  theirs,  Cabeza  de  Vaca, 
is  credited  with  performing  the  first  recorded  surgi- 
cal operation  in  Southwest  Texas  and  in  North 
America  in  1535.  But  the  first  acknowledged  pro- 
fessor of  surgery  and  surgical  specialist,  James  E. 
Thompson,  came  to  Texas’  shores  only  shortly  be- 
fore the  turn  of  this  century.  A few  lively  anecdotes 
from  his  life  are  presented  on  page  82.  Surgeons 
and  their  colleagues  will  also  find  in  this  issue  arti- 
cles of  clinical  value  as  well  as  a bit  of  tongue-in- 
cheeK  (or  is  it?)  advice  on  page  61. 


NEXT  MONTH 

The  sound  of  spring  is  “Play  ball!’’  Happiness  is 
being  the  best  pitcher!  And  Good  01’  Doc  will  patch 
up  the  guys  who  get  hurt.  Next  month’s  article  on 
injuries  to  the  elbow  that  result  from  pitching  and 
throwing  is  preseason  reading  for  the  Good  01’  Docs 
everywhere.  If  your  personal  preference  is  for  golf, 
you’ll  find  a sportsmanlike  challenge  in  Dr.  Ben  T. 
Withers’  editorial,  “Up  Tennis.” 

There  will  be  challenges,  too,  of  ideas:  Should 
county  medical  societies  get  involved  in  controlling 
air  pollution?  Does  concurrent  medical  practice  af- 
fect the  quality  of  a medical  school  teacher’s  in- 
struction? 

Other  topics  will  be  cardiac  catheterization  and 
angiocardiography,  caged  ball  valve  replacement, 
wounds  that  penetrate  the  heart,  and  diagnostic 
limitations  of  the  electrocardiogram. 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $5  per  year  for  members;  $9  for  nonmembers; 
$10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  \«elcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 
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Isoproterenol  HGI  (4  mg.  per  cc.)  anPr.r 
phenylephrine  bitartrate  (6  mg.  per  cc.) 


acts  in  seconds... 
lasts  for  hours 


a therapeutic  difference 


Hiker  Laboratories,  Northridge,  California  91324 


I 


Here’s  what  you  do  to 
get  samples  of  the 

anticostive^ 

hematinic 


Pearl  River,  New  York  10965) 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

# Dioctyl  Sodium  Sulfosuccinate  ( to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  Biz 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


489-7-6063 
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There  is  really  only  one  reason  for  the  big 
swing  to  the  BIG  “BLUES”  — Blue  Cross/ 
Blue  Shield  — • because  that  is  the  one  best  way 
to  take  care  of  hospital-medical  expense, 

and  in  advance. 

Isn’t  it  the  one  best  way  for  the  hospital,  too? 
And  for  the  Doctor?  And  for  everyone  in  the 

big  health-care  family? 

Aren’t  you  really  helping  us  all,  when  you 
encourage  a family  to  enroll  in  Blue  Cross/ 
Blue  Shield?  And  especially  the  family! 


BLUE  CROSS’ 

GROUP  HOSPITAL  SERVICE.  INC. 

BLUE  SHIELD' 

GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 

OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY 
DALLAS.  TEXAS  75222 
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for 

the 

retarded 

or 

disturbed 


FOUNDED  IN  1940 


...of  all  ages 

THE  BROWN  SCHOOLS  for  mentally 
retarded  and  emotionally  disturbed 
persons  from  infancy  to  maturity. 

□ Older  retarded  persons  (21  years 
and  over)  $325  monthly  tuition. 

□ Retarded  children  (infancy  to  21 
years)  $325  monthly  tuition. 

□ Emotionally  disturbed  children  and 
adolescents  (5-18  years)  $425  month- 
ly tuition  plus  $110  per  month  indi- 
vidual therapy. 

(Psychiatric  care  is  available  for  other 
ages  if  indicated.) 

...the  Brown  Schools  provide: 

an  experienced,  professional  staff 
working  as  a team  to  form  a plan  of 
living  and  learning  for  each  student  to 
help  him  realize  his  fullest  potential,  in 
one  of  six  specialized  residential  cen- 
ters. 

For  further  information,  write  for 
a detailed  catalogue  today. 

Registrar,  Dept.  K-1 
P.O.  Box  4008, 

Austin,  Texas  78751 


Paul  L.  White,  M.D.,  Medical  & Psychiatric  Director 


SIX  SEPARATE  RESIDENT  CENTERS  AUSTIN  & SAN  MARCOS,  TEXAS 
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NOW! 

HIGHLY  TOLERATED 
BRONCHODILATION 


FOR  EMPHYSEMA- 
BRONCHIAL  ASTHMA 


INHALE 


mmn 


(theophylline-sodium  glycinate,  N.F.) 

. . . freely  soluble  in  water 

, . . buffered  with  an  additional  mole  of  glycine 


INDICATIONS:  GLYNAZAN  Is  indi- 
cated In  the  symptomatic  manage- 
ment of  bronchial  asthma,  bronchitis, 
and  pulmonary  emphysema. 

SIDE  EFFECTS:  Theophylline  may  cause 
central  nervous  system  stimulation  such 
as  insomnia,  restlessness,  or  Irritability. 
Theophylline  can  cause  gastric  Irrita- 
tion with  nausea  and  vomiting. 

PRECAUTIONS:  Should  not  be  used 
more  tnan  every  4 to  & hours.  Should 
not  be  given  within  12  hours  follow- 
■ng  rectal  administration  of  theophyl- 
line or  aminophylline.  Do  not  use  when 
cough  preparations  containing  theo- 
phylline or  aminophylline  are  being 
administered.  Because  of  the  diuretic 


effect  of  Theophylline,  children  under 
four  years  of  age  should  be  watched 
for  signs  of  dehydration.  Caution  is  In- 
dicated in  patients  with  severe  renal 
and  hepatic  disease,  myocardial  dam- 
age, hyperthyroidism,  and  glaucoma. 

DOSAGE:  The  sire,  frequency,  and  dur- 
ation of  dosage  must  be  determined 
by  the  physician  In  each  individual 
case.  Clinical  data  lead  to  suggested 
doses  as  follows: 

GLYNAZAN  TABLETS,  uncoated.  5 
grains  (equal  to  2'/]  grains  Theophyl- 
line N.P.):  Adult  dose — t to  3 tablets 
every  4 to  6 hours;  preferably  admin- 
istered with  water  after  meals. 


GLYNAZAN  ELIXIR  (contains  alcohol 
tS%):  A palatable  elixir  containing 
Glynazan  S grains  (equivalent  to  2‘/^ 
grains  Theophylline  N.F.)  per  5 cc. 
teaspoonful. 

Children  over  12  years:  '/j  to  V/2  fea- 
spoonfuls  every  4 to  & hours.  * i to 
12  years:  '/i  to  1 teaspoonfui  every  4 
to  6 hours.  • 3 to  B years:  V2  tea- 
spoonful every  4 to  6 hours.  * 1 to  3 
years:  '/i  to  V2  teaspoonful  every  4 to 
6 hours.  • Adult  dose:  1 to  2 tea- 
spoonfuls every  4 to  ^ hours. 

HOW  SUPPLIED:  Tablets— Bottles  of 
100  and  1000,  Elikii^Pint  and  gallon 
bottles. 


First /Texas 


Dallas,  Tesas  7S222 


Manufacturer  of  quality  pharmaceuticals'  since  1903 


Togetherness.... 


. . . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity^  or  side  eff  ects^’^  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
&Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


RORER 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


^^asy  on 

on 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


GA&\Tablets  Elixiry^V^ 
^Jdor  ^ron  ^^^J^eficiency 


FERROUS 


on 

GLUCONATE 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg, 
(yellow),  and  0.5  mg.  (white). 


ARMOUR  PHARMACEUTICAL  C 0 M PA  N Y • C H I C AG  0,  ILLINOIS 


Phenaphen 
with  Codaina 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (14  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  [2^2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate Va  gr.  (No.  2), 


Va  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  „ . , 

/l-H'DOBINS 


A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


' For  your  impatient  cold  patients 


Two  sprays  from  nTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 


Neo-Synephrine®  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 


Thenfadil®  (brand  of  thenyidiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 


Zephiran®  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 


nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 


The  spray  is  best  used  twice,  the  second  a few  minutes  after 
the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 
is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 


Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 


l/j^nfhrap 

Winthrop  Laboratories 
New  York,  N.Y.  10016 


he  pain?” 


Will  It  help  “my 
gassy  stomach?” 


a puzzle 
of  antacid 
complaints 


a solution 
to  peptic  ulcer 

distress 

I Stuart  I 

Di vision /Pasadena,  Calif. 

ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids; 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy. ^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg,;  simethicone,  20  mg. 
'Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E,,  Personal  communication. 


BROMSULPHALEIN® 
IN  A COMPLETE. 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE.  MARYLAND  21201 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INiECTION,  USP 

(50  mg.  per  ml.) 


< Bspoa ) 


Tissue's  healing  nicely. 
M anxietiy  slows 
his  steps  tewapdrecovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


Indications;  For  use  in  management  of  anxiety  and  tension  occurring 
alone  or  as  accompanying  symptom  complex  to  medical  and  surgical 
Jisorders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
leep  through  antianxiety  and  related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity  to  meprobamate. 
Important  Precautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  il  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in-' 
somnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg., /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets  L ^ J 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Professionally  posed. 


P.erhaps  there  have  been  times  \when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  Now. 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms.  ; 


New-Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


'f 
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miHffOMTCW 
ITHYl  SUCCIMIE- 
TRliuiFAmiUrOMES 
CHEWASlt  lASUIS 


C^ghon  Fetfera)  (U  &4  t 
l»«t  profnftift  diipessjng 
WlltlOUl  pr«KtiptlOA 


: ERYTHROCIN-SULFAS 

^ ChOWablG  (Erythromycin  ethyl 
i'.  succinate-trisulfapyrimidines  chewable 
■ tablet) 


ERYTHROCIN-SULFAS 

GranuiGS  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials^  ^ this  orange-flavored 
‘ tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

^ Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
* infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 


87  patients  were  treated’  all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multipie  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 


A clinical  cure  rate  of  94.5%  A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 

^ Abbott  Laboratories. 

f 2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


Brief 
Summary 
on  next 
page 


ERYTHROCIN-SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 
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TEXAS  MEDICINE 


b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

IDECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  DemethylclilortetracycHne  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  tbirst  (rare). Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


491-7-6046 


“Breathing’s 
a snap  again, 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate  (—along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapj)  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hy|)ersensili\  ity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Lntil  [latient’s 
resjionse  has  l)een  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.L 

DiiiietapirExteiitahs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  IlCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied : Dottles  of  100  and  500. 

^ A. H.  ROBINS  CONtPANY 

RICII.MONI).  VA.  23220 


Anxiety  and  tension 
often  “switch  on” 
a multiplicity  of 
physicaf  complaints 


a tranquilizer  with 
particular  usefulness  in 
functional  disorders 


P/bat  ran 

/ brand  of  tyba  mate 


Extensive  clinical  experience,  including  eleven  double-blind  studies, indi- 
cates that  Tybatran  is  an  effective  agent  for  the  relief  of  anxiety  and  tension. 
It  appears  to  lend  itself  particularly  well  to  the  management  of  the  anxious 
patientwho“somatizes”— whose  anxiety  and  tension  find  expression  in  com- 
plaints such  as  headaches, 4.8,10.11  fatigue,^  insomnia, 2.4, 8,9, 12  anorexia,3.8.9 

and  pruritus.7 

Two  salient  features  seem  to  set  Tybatran  somewhat  apart  from  certain 
other  commonly  used  tranquilizers. 

1.  Tybatran  often  proves  more  effective  than  meprobamate  and  chlordiaze- 
poxide.  In  one  study,4  severe  anxiety  responded  more  effectively  to  tybamate 
than  to  meprobamate;  in  another, 8 symptom-response  superiority  of  tyba- 
mate over  chlordiazepoxide  was  marked  at  statistically  significant  levels  of 
confidence. 

2.  Tybatran  appears  to  be  less  sedating  than  other  widely  used  tranquilizers. 

Side  reactions  are  relatively  infrequent;  when  they  do  occur,  they  may  take 
the  form  of  drowsiness,  although  insomnia,  ataxia  and  other  adverse  effects 
have  been  reported.  Nevertheless,  Tybatran  impresses  many  clinicians  by 
its  comparative  lack  of  undesirable  sedative  action.^-^.i^.is  (|f  drowsiness  or 
vertigo  is  present,  activities  requiring  optimal  alertness  should  be  avoided.) 

For  patients  in  whom  anxiety  is  manifested  in  any  of  a multiplicity  of 
physical  complaints,  Tybatran  deserves  a clinical  trial.  These  are  the  chal- 
lenging patients,  those  with  recurrent,  persistent,  ever-changing  symptoms 
for  which  there  is  no  clinical  or  laboratory  evidence  of  organic  disease. 

Usual  adult  dose:  one  or  two  250  mg.  capsules  3 or  4 times  daily.  Adjust 
to  suit  individual  requirements.  /I'H'F^OBINS 


Prescribing  Information 

Dosage  and  administration.  The  suggested  adult 
dose  of  Tybatran  (tybamate)  is  one  or  two  250  mg.  cap- 
sules three  or  four  times  daily.  Dosage  should  be  adjusted 
to  suit  individual  requirements.  While  clinical  experience 
with  Tybatran  (tybamate)  in  children  has  been  very  lim- 
ited to  date,  the  recommended  daily  dosage  for  children 
6 to  12  years  old  is  20  to  35  mg. /kg.  body  weight,  in 
three  or  four  equally  divided  doses.  Dosage  should  be  ad- 
justed to  suit  individual  requirements.  Until  further  clini- 
cal experience  is  obtained,  administration  of  Tybatran 
(tybamate)  to  children  under  6 years  of  age  is  not  rec- 
ommended. Daily  doses  larger  than  3000  mg.  are  not 
recommended,  although  in  a few  instances  doses  in  ex- 
cess of  this  figure  have  been  administered.  Tybatran 
(tybamate)  is  also  available  in  350  mg.  capsules,  for 
convenience  in  dosage  adjustment,  e.g.,  one  capsule 
three  times  daily  and  two  at  bedtime. 

Contraindications.  Tybatran  (tybamate)  should  not 
be  administered  to  patients  known  to  be  hypersensitive 
to  the  drug.  Since  no  studies  have  been  done  with  this 
drug  in  human  pregnancy,  it  should  not  be  used  in  preg- 
nancy unless  the  potential  benefit  outweighs  the  risk. 

Warnings.  Simultaneous  administration  to  psychotic 
patients  of  tybamate  with  phenothiazines  and  other  cen- 
tral nervous  system  depressants  has  in  a few  instances 
been  associated  with  the  occurrence  of  grand  mat  or 
petit  mal  seizures.  Seizures  have  been  reported  with 
administration  of  phenothiazines  alone,  but  not  with 
administration  of  tybamate  alone:  nevertheless,  tyba- 
mate should  be  used  cautiously  in  individuals  who  are 
receiving  other  central  nervous  system  depressants  or 
have  a history  of  convulsive  seizures.  Also,  it  should  be 
borne  in  mind  that  simultaneous  administration  of  tyba- 
mate with  alcohol  or  with  other  psychotropic  agents,  par- 
ticularly phenothiazines  or  monoamine  oxidase  inhibitors, 
which  are  known  to  potentiate  the  action  of  other  drugs, 
may  result  in  additive  actions. 

Precautions.  There  has  been  no  evidence  to  date  of 
the  development  of  habituation  or  addiction.  Investigators 
have  not  observed  excessive  self-medication  or  any  with- 
drawal symptoms  with  use  of  Tybatran  (tybamate),  but 
the  iatter  should  be  kept  in  mind  with  cessation  of  the 
drug  after  prolonged  use.  Because  of  the  occurrence  of 

Prescribing  information  continued  on  next  page. 


(pronounced  TYE-buh-tran) 

Tybatran 

/ brandoftybamate 

a tranquilizer  with 
particular  usefulness  in 
tunctional  disorders 

Prescribing  information  continued  trom  preceding  page. 

withdrawal  symptoms  or  exacerbation  of  presenting  symptoms  upon  rapid  with- 
drawal of  other  agents  of  this  type,  abrupt  withdrawal  of  Tybatran  (tybamate) 
should  be  avoided.  Tybamate,  like  other  psychotherapeutic  agents,  should  be 
used  with  caution  in  addiction-prone  individuals.  Should  symptoms  of  hypersen- 
sitivity occur,  administration  should  be  discontinued  at  once  and  appropriate 
symptomatic  treatment  initiated.  Operation  of  motor  vehicles  or  machinery  or 
other  activities  requiring  optimal  mental  alertness  should  be  avoided  if  drowsi- 
ness or  vertigo  is  present.  As  with  any  new  drug,  Tybatran  (tybamate),  should 
be  used  with  caution  in  patients  with  a history  of  drug  allergies,  blood  dyscra- 
sias,  and  hepatic  or  renal  disease;  and  prolonged  and/or  high  doses  of  tybamate 
should  be  accompanied  by  periodic  measurements  of  hepatic,  hematopoietic, 
and  renal  function. 

Adverse  reactions.  While  these  have  only  rarely  required  discontinuation  of  the 
drug,  the  most  frequently  encountered  reactions  have  included  drowsiness,  diz- 
ziness, nausea,  insomnia,  euphoria.  The  drug  was  discontinued  in  one  child 
because  of  a possible  drug-induced  urticaria,  and  skin  rash  and  pruritus  have 
been  encountered  in  a few  other  patients.  In  a few  patients,  effects  suggesting 
excessive  stimulation  such  as  hyperactivity,  fidgetiness,  flushing,  and  tachy- 
cardia have  been  encountered.  Other  reported  side  effects  recorded  only  a few 
times  to  date  have  included  ataxia,  unsteadiness,  confusion,  feeling  of  unreality, 
"panic  reaction,"  fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis  and  dry  mouth.  Grand  mal  or  petit  mal  seizures  have 
been  reported  in  a few  hospitalized  psychotic  patients  to  whom  tybamate  (up  to 
6000  mg.  daily),  phenothiazines,  and  other  psychotropic  agents  were  adminis- 
tered simultaneously.  Convulsive  seizures  have  not  been  reported  with  the  use 
of  tybamate  alone. 

Until  clinical  experience  has  accumulated  with  this  drug,  inasmuch  as  tybamate 
IS  related  to  meprobamate,  the  physician  should  be  cautious  about  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  be  encountered  with  the  latter 
drug.  Should  excessive  doses  of  tybamate  be  ingested,  it  is  recommended  that 
any  drug  remaining  in  the  stomach  be  removed  and  symptomatic  therapy,  in- 
cluding central  stimulants,  be  used  as  necessary. 

Supply.  Tybatran  (tybamate)  is  available  in  green,  sealed  capsules  of  three 
strengths:  350  mg.,  250  mg.,  and  125  mg.  Each  strength  is  supplied  in  bottles 
of  100  and  500. 
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One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

*Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (214  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


NORPRAMIN^ 

(desipramine  hydrochloride) 


ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type . . . any 
degree  of  severity. 

A fev\/  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


INDICATIONS;  In  depression  of  any 
kind— neurotic  and  psychotic. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS;  (1)  Pa- 
tients with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established.  (4)  Perform  liver 
function  studies  in  patients  suspect  of 
having  hepatic  disease.. 

PRECAUTIONS;  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  consid- 
ered grave.  Suicidal  ingestion  of  large 
doses  may  be  fatal.  (2)  If  serious  ad- 
verse effects  occur,  reduce  dosage  or 
alter  treatment.  (3)  In  patients  with 
manic-depressive  illness  a hypomanic 
state  may  be  induced.  (4)  Discontinue 
drug  as  soon  as  possible  prior  to  elec- 
tive surgery. 


ADVERSE  EFFECTS:  The  following  side 
effects  have  been  encountered:  dry 
mouth,  constipation,  dizziness,  palpita- 
tion, delayed  urination,  agitation  and 
stimulation  ("jumpiness,”  "nervous- 
ness,” "anxiety,"  "insomnia"),  bad 
taste,  sensory  illusion,  tinnitus,  sweat- 
ing, drowsiness,  headache,  hypotension 
(orthostatic),  flushing,  nausea,  cramps, 
weakness,  blurred  vision  and  mydriasis, 
rash,  tremor,  allergy  (general),  altered 
liver  function,  ataxia  and  extrapyrami- 
dal  signs,  agranulocytosis. 

Additional  side  effects  more  recently  re- 
ported include:  seizures,  eosinophilia, 
confusional  states  with  hallucinations, 
purpura,  photosensitivity,  galactorrhea, 
gynecomastia,  and  impotence.  Side  ef- 
fects which  could  occur  (analogy  to  re- 
lated drugs)  include  weight  gain,  heart- 
burn, anorexia,  and  hand  and  arm 
paresthesias. 

DOSAGE;  Optimal  results  are  obtained 
at  a dosage  of  50  mg.  t.i.d.  (150  mg./ 
day). 

SUPPLIED:  NORPRAMIN  (desipramine 
hydrochloride)  tablets  of  25  mg.:  bot- 
tles of  50,  500  and  1,000;  and  tablets 
of  50  mg.  in  bottles  of  30,  250,  and 
1,000. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Tandearil®,oxyphenbutazone,  100  mg.  tablets 

Indications:  Osteoarthritis,  rheumatoid  arthri- 
tis, rheumatoid  spondylitis,  psoriatic  arthritis, 
gout,  painful  shoulder  ( peritendinitis,  capsulitis, 
bursitis  and  acute  arthritis  of  that  joint),  acute 
superficial  thrombophlebitis,  severe  forms  of  a 
variety  of  local  inflammatory  conditions.  (In 
inflammatory  conditions  not  involving  pro- 
longed or  fatal  disease,  use  only  when  severity 
of  condition  balances  potential  toxicity.) 

The  drug  has  no  significant  uricosuric  action 
but  is  of  value  only  in  the  treatment  of  acute 
gouty  arthritis. 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 


crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs 
are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenylbuta- 
zone; sensitive  patients  may  be  cross-reactive. 
If  coumarin-type  anticoagulants  are  given  si- 
multaneously, watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleed- 
ing have  occurred.  Pyrazole  compounds  may 
potentiate  the  pharmacologic  action  of  sul- 
fonylurea, sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiving  such 
therapy.  Use  with  great  caution  in  the  first  tri- 
mester of  pregnancy. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 


plete physical  and  laboratory  examination,  in- 
cluding a blood  count.  The  patient  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately  if 
fever,  sorethroat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia) ; sudden  weight  gain  (water 
retention);  skin  reactions;  blackortarry  stools 
or  other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  imma- 
ture forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  Swelling  of  the 
ankles  or  face  may  be  minimized  by  with- 


Pain  Break” 

for  an  osteoarthritic. 


Tandearil  can  ease  it. 


At  46,  her  knees  still  look  good  on  the  outside.  But  inside, there  may 
be  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help,Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only1  or  2 tablets. 

Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 


But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


holding  dietary  salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and  in  those 
with  hypertension  the  drug  should  be  discon- 
tinued with  the  appearance  of  edema.  The 
drug  has  been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ulcer.  The 
patient  should  be  instructed  to  take  doses  im- 
mediately after  meals  or  with  milk  to  minimize 
gastric  upset.  Mild  drug  rashes  frequently 
subside  with  reduction  of  dosage.  However, 
rash  accompanied  by  fever  or  other  systemic 
reactions  usually  requires  withholding  medica- 
tion. Purpuric  rash  has  also  been  reported. 
Agranulocytosis  or  a generalized  allergic  reac- 
tion similar  to  a serum  sickness  syndrome  may 
occur  and  require  permanent  withdrawal  of 
medication.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attribu- 
table to  the  drug,  a causal  relationship  cannot 
be  excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and  hema- 
turia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 

Geigy 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
d^y  in  divided  doses.  It  is  usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  1 
week  IS  adequate  to  determine  response;  in 
the  absence  of  a favorable  response,  discon- 
tinue. Maintenance:  An  effective  level  is  often 
achieved  with  1 or  2 tablets  daily,  do  not 
exceed  4 daily.  6562-VI(B)R2 


For  complete  details,  please  see  full  pre- 
scribing information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  ta-bboc 


The  Mediatric®Age: 

Many  patients,  with  or  without  a functional  illness,  show  symptoms  of 
an  aging  metabolism:  disinterest . . . lassitude . . . vague  aches  and  pains. 

Mediatric®  can  help  them  lead  a more  active,  useful  life. 


Candidates  for  Mediatric 


Commonly  heard  complaints  from  your  geriatric  pa- 
tients may  indicate  an  underlying  disorder  that  may 
require  immediate  attention— and  definitive  therapy. 
But,  with  or  without  an  underlying  functional  illness, 
the  patients’  physical  and  emotional  well-being  may 
be  enhanced  by  adjunctive  steroid-nutritional  ther- 
apy. That’s  why  so  many  patients  just  like  these  are 
suitable  candidates  for  MEDIATRIC  from  their  very 
first  visit. 

“A  steroid-nutritional  compound  (Mediatric)  was 
used  in  100  patients  to  relieve  some  of  the  symptoms 

caused  by  degenerative  changes  of  aging ” This 

therapy  resulted  in  improvement  of  75  per  cent  of  the 
patients. 

McNeill,  A.  J.:  Clin.  Med.  S: 51 8 (Mar.)  1961. 


The  estrogen  component  is  PREMARIN®  (conju- 
gated estrogens  — equine),  the  orally  active,  natural 
estrogen  most  widely  prescribed  for  its  physiologic 
and  metabolic  benefits.  The  combination  of  estrogen 
and  methyltestosterone  can  help  maintain  an  anabolic 
balance  to  forestall  premature  estrogen-related  de- 
generative changes. 

MEDIATRIC  also  supplies  a small  amount  of 
meihamphetamine  to  provide  a gentle  mood  uplift; 
and  nutritional  supplements  specially  selected  to 
meet  the  needs  of  the  aging. 

MEDIATRIC  helps  keep  the  older  patients  alert 
and  active;  helps  relieve  general  malaise,  easy  fatiga- 
bility, vague  pains  in  the  bones  and  joints,  and  lack  of 
interest  so  often  associated  with  declining  gonadal 
hormone  secretion. 


contraindication;  Carcinoma  of  the 
prostate,  due  to  methyltestosterone 
component. 

WARNING:  Some  patients  with  pernicious 
anemia  may  not  respond  to  treatment 
with  the  Tablets  or  Capsules,  nor  is  ces- 
sation of  response  predictable.  Periodic 
examinations  and  laboratory  studies  of 
pernicious  anemia  patients  are  essential 
and  recommended. 

SIDE  effects:  In  addition  to  withdrawal 


bleeding,  breast  tenderness  or  hirsutism 
may  occur. 

SUGGESTED  DOSAGES:  Male  and  female: 
1 Tablet  or  Capsule,  or  3 teaspoonfuls 
Liquid,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stim- 
ulation of  breast  and  uterus,  cyclic  ther- 
apy is  recommended  (3  week  regimen 
with  1 week  rest  period— Withdrawal 
bleeding  may  occur  during  this  1 week 
rest  period). 


In  the  male:  A careful  check  should  be 
made  on  the  status  of  the  prostate  gland 
when  therapy  is  given  for  protracted 
intervals. 

SUPPLIED;  No.  752  - MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000. 

No.  252  - MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910- MEDIATRIC  Liquid,  in 
bottles  of  16  fluidounces  and  1 gallon. 


•1  . Each  Each  15  cc. 

Steroid-nutntional  compound 


Conjugated  estrogens-equine  (PREMARIN®) 

Methyltestosterone 

Methamphetamine  HCl 

Cyanocobalamin 

Intrinsic  factor  concentrate 

Thiamine  HCl 

Thiamine  mononitrate 

Riboflavin 

Niacinamide 

Pyridoxine  HCl 

Calcium  pantothenate 

Ferrous  sulfate  exsiccated 

Ascorbic  acid 


CAPSULE 

LIQUID 

contains: 

contains: 

0.25  mg. 

0.25  mg. 

2.5 

mg. 

2.5  mg. 

1.0 

mg. 

1.0  mg. 

2.5 

meg. 

1.5  meg. 

8.0 

mg. 

- 

- 

5.0  mg. 

10.0 

mg. 

— 

5.0 

mg. 

— 

50.0 

mg. 

— 

3.0 

mg. 

— 

20.0 

mg. 

— 

30.0 

mg. 

— 

100.0 

mg. 

— 

(Contains 
15%  alcohol) 


Mediatric 


tablets  • capsules  • liquid 


AYERST  LABORATORIES  • New  York,  N.  Y.  10017  • Montreal,  Canada 
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'HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6831 


*SAN  ANTONIO  SAN  PEDRO  MANOR,  616  West  Russell,  PE  2-5181 


^AUSTIN  FRANCIS  RETIREMENT,  INC.,  6909  Burnet  Road,  GL  2-5719 


* LONGVIEW  HIGHLAND  PINES,  INC.,  1100  North  4th  St.,  PL  3-7661 


CONVALESCENT 
CARE  AT  ITS  FINEST 
FOR  ALL  ADULTS! 


Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super- 
vision of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the 
physician. 

For  further  information,  including 
statement  of  policies  and  rates,  con- 
tact C.  B.  Francis. 


*AII  four  homes  are  accredited  by 
the  Joint  Council  for  the  Accredita- 
tion of  Hospitals. 

♦Certified  for  Medicare 
♦Certified  for  Medicaid 


> 


C.  B.  FRANCIS 
PRESIDENT 

First  Vice  President 
American  Nursing  Home  Association 

and 

Past  President 
Texas  Nursing  Home  Association 


C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 
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this  issue:  the  cold  in  pregnancy... 


[he  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  is 
considered  to  be  the  well-known  symptom  complex 
which  includes  sore  throat,  stuffy  nose,  and  a cough. 
Febrile  states  or  extension  of  the  disease  process 
into  the  lower  respiratory  tree  are  not  part  of  the 
common  cold  and  will  not  be  included  in  this  dis- 
cussion. 

the  clinical  picture  of  a cold  in  pregnancy  can  be 
confused  by  a long-known  physiological  phenome- 


non.  Kicsselbach’s  area  in  the  nose  (on  the  anterior 
part  of  the  nasal  septum  above  the  intermaxillary 
bone)  becomes  engorged,  apparently  due  to  hypere- 
mia induced  by  the  increased  estrogen  level  which 
accompanies  pregnancy.  'I'he  amount  of  congestion 
can  vary  in  degree  from  woman  to  woman.  Some 
have  very  little  congestion,  others  will  have  occa- 
sional nosebleeds  from  this  area,  still  others  will 
have  symptomatic  congestion  to  the  degree  that  they 
will  complain  of  having  a "chronic”  or  constant 
cold. 

less  well  recognized  is  the  occurrence  of  this  type 
of  hyperemia  in  any  part  of  the  nasopharyngeal 
mucosa,  again  in  varying  degree.  Such  swelling 
often  produces  a postnasal  drip  which,  the  patient 
will  state,  is  present  only  when  she  is  pregnant. 
Patients  who  do  not  have  symptomatic  congestion 
ordinarily,  will  find  that  when  they  do  get  a cold, 
the  symptoms  last  much  longer  than  those  of  a cold 
usually  do.  Occasionally,  this  hyperemia  is  respon- 
sible for  closure  of  the  medial  end  of  the  Eustachian 
tube;  such  patients  will  complain  of  "plugging”  of 
the  ears.  Inspection  of  the  ear  drum  will  show  a 
depression  which  confirms  the  presence  of  Eusta- 
chian closure  rather  than  wax  in  the  canal  which  is 
the  patient’s  diagnosis.  Symptoms  related  to  this 
physiological  congestion  are  more  apt  to  occur  in 
heavier  smokers  or  those  who  have  a history  of 
allergic  rhinitis,  just  as  are  the  symptoms  of  the 
common  cold.  And  when  the  cold  does  occur  in 
pregnancy,  the  symptoms  are  worse  because  of  the 
underlying  congestion. 

The  pregnant  woman  with  a cold  is  miserable  for 
other  reasons,  dependent  somewhat  on  her  parity 
and  the  length  of  her  gestation.  As  parity  increases, 
so  also  does  the  relaxation  of  the  abdominal  and 
perineal  musculature.  The  uterus,  lying  against  a 
slack  abdominal  wall,  and  bearing  down  on  relaxed 
perineal  muscles,  acts  like  a piston  when  the  patient 
coughs,  sneezes,  or  even  blows  her  nose,  pushing 
down  on  the  bladder.  Stress  incontinence  during 
colds  is  almost  the  rule. 

fts  the  length  of  gestation  increases,  so  does  the  size 
of  the  uterus.  As  it  grows,  it  pushes  the  abdominal 

I contents  above  it  and  elevates  the  diaphragm.  This 
results  eventually  in  a lateral  displacement  of  the 
lower  rib  cage,  often  to  a point  at  which  the  patient 
will  complain  of  soreness  in  this  area.  If  such  a 

{Concluded  on  following  page) 


From  a continuing  study  on  nasal  congestion . . . 


timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic 


timed-release  tablets 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 

^de  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(/Id  vertisem  ent) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drops. 
The  use  of  antibiotics  in  an  uncomplicated  cold  is 
contraindicated  and  should  be  scrupulously  avoided. 

In  summary,  a cold  in  pregnancy  is  more  severe  and 
longer  lasting.  The  treatment  of  the  symptoms  with 
local  and  systemic  decongestants  will  make  the 
patient  more  comfortable. 

apparently  the  cold  is  so  common  in  pregnancy  that 
it  has  received  very  little  attention  in  the  literature. 
References  are  almost  non-existent  and  the  few 
which  are  available  add  little  to  the  common  knowl- 
edge, are  out-dated,  or  are  not  helpful.  Thus  the 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 


Tell  her  to  get 
“The  Orange  Medicine” 


Triaminic  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg 

Pheniramine  maleate  6.25  mg 

Pyrilamine  maleate  6.25  mg 


For  nasal  congestion  you  can  bring  quick,  lasting  com- 
fort to  your  little  patients  with  Triaminic  Syrup.  You  may 
occasionally  encounter  these  side  effects:  drowsiness, 
blurred  vision,  cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precautions:  the 
possibility  of  drowsiness  should  be  considered  by  pa- 
tients engaged  in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes,  or  thyrotoxicosis. 

(Advertisement) 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


igiROSTATIN*  V 
•»!  StnATlN  i*- 

«:\psi  1 1 > 


329-8/6094 


^aAomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


^aAomUt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  ...0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


Vdsonu^  Vdsomi^ 


(ANTIHISTAMINIC) 


s Vdsomi^ 

lAHTlHISTAMlNICI 

i Hr?  ”f 

MUMCO  LASORATOATf 


DIRECTIONS : Adulte  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 
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Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  r,  Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest, Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Medical  Education  Undergoing 
Intense  Evaluation  for  Future 

MEDICAL  EDUCATION  is  being  reevaluated  and 
redesigned  more  extensively  than  in  any  period  since 
the  famous  Flexner  report  of  1910. 

Since  the  Bane  report  in  1959,  much  planning  ef- 
fort has  resulted  nationally  in  the  enlargement  of 
several  existing  schools,  the  conversion  of  an  osteo- 
pathic school  to  an  institution  granting  the  M.D.  de- 
gree, the  development  and  opening  of  a new  two-year 
school  for  the  basic  medical  sciences  (New  Mexico), 
the  beginning  of  an  integrated  program  to  prepare 
students  for  clinical  medicine  after  six  years  of  col- 
lege (Brown,  Providence,  R.I.),  and  the  planning  of 
many  new  four-year  medical  schools. 

There  are  questions  to  be  asked  in  considering  im- 
provement of  medical  education.  How  can  medical 
education  facilities  best  be  increased  rapidly  without 
reduction  in  the  quality  of  the  learning  experience? 
What  type  of  medical  school  is  most  efficient?  What 
should  be  its  relationship  with  the  university?  What 
should  be  in  the  curriculum?  Is  there  a place  for  a 
two-year  school?  These  are  only  a few  of  the  major 
problems  puzzling  medical  educators. 

It  is  doubtful  that  there  is  any  one  optimum  size 
for  a medical  school.  However,  there  must  be  a fac- 
ulty of  adequate  size,  diversity,  and  qualifications  to 
properly  serve  the  enrollment.  Any  significant  in- 
crease in  enrollment  must  be  accompanied  by  a cor- 
responding expansion  of  faculty  and  facilities.  The 
University  of  Tennessee  adopted  the  biannual  admis- 
sions approach  to  expanding  their  facilities.  George 
Washington  University  plans  a similar  program.  The 
University  of  Indiana  proposes  a curriculum  permit- 
ting preclinical  training  in  five  years  after  high 
school  to  be  obtained  in  several  approved  institutions. 

There  is  general  agreement  that  new  medical 
schools  should  be  established  as  integral  parts  of 
mature  universities  with  well-established  graduate 
programs.  Most  medical  educators  recommend  that 
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these  schools  should  be  planned  and  developed 
as  four-year  schools ; they  stress  the  correla- 
tion and  intimate  relationship  between  the 
basic  sciences  and  clinical  instruction.  Intel- 
lectual disciplines  no  longer  are  compart- 
mentalized. Instead,  basic  sciences  and  clini- 
cal medicine  are  merged,  and  a more  inte- 
grated approach  to  the  subject  is  presented. 

The  Texas  Medical  Association,  the  Coor- 
dinating Board  of  the  Texas  College  and  Uni- 
versity System  and  The  University  of  Texas 
have  been  carefully  studying  medical  educa- 
tion in  Texas.  In  September,  1967,  a panel  of 
nationally  recognized  and  highly  regarded 
medical  educators  met  with  the  Coordinating 
Board  and  confirmed  the  impression  that 
medical  education  should  be  expanded  in 
Texas.  They  plan  to  make  formal  recommen- 
dations soon.  In  1966,  Dr.  C.  H.  William 
Ruhe  of  the  American  Medical  Association 
and  Dr.  Lee  Powers  of  the  Association  of 
American  Medical  Colleges  recommended  to 
representatives  of  Texas  medical  schools  and 
the  TMA  Council  on  Medical  Education  and 
Hospitals  that  a new  medical  school  was 
needed  in  Texas.  The  University  of  Texas, 
through  its  Vice-Chancellor  for  Health  Af- 
fairs, Dr.  Charles  A.  LeMaistre,  was  re- 
quested by  the  Coordinating  Board  to  review 
medical  education  in  Texas.  His  report  like- 
wise recommended  expansion  of  present 
state-supported  medical  schools,  and  estab- 
lishment of  a new  four-year  medical  school  in 
Houston.  Others  also  have  reiterated  the  need 
for  new  medical  schools  in  Texas. 

It  is  unfortunate  that  more  than  half  of  the 
practicing  M.D.’s  in  Texas  are  born  and  edu- 
cated outside  of  Texas.  From  1961  through 
1966,  2,518  physicians  joined  the  Texas  Med- 
ical Association.  Of  these,  1,213  were  edu- 
cated in  Texas,  and  1,129  of  these  were  na- 
tive Texans.  In  1965  and  1966  only  39  per- 
cent were  native  Texans,  and  only  38  percent 
did  internship  in  Texas.  Ninety  percent  of  the 
graduates  from  Galveston  and  from  Dallas 
locate  their  practice  in  the  state.  About  50 
percent  of  the  Baylor  graduates  remain  in 
the  state.  Last  year  725  students  applied  to 
enter  The  University  of  Texas  Medical  School 
at  Galveston,  800  applied  to  the  UT  South- 
western Medical  School  at  Dallas,  and  500  ap- 
plied to  the  new  UT  South  Texas  Medical 


School  at  San  Antonio.  Seven  hundred  indi- 
viduals have  applied  to  South  Texas  for  Sep- 
tember, 1968,  and  to  be  admitted  are  56 
freshmen,  possibly  24  sophomores,  and  per- 
haps as  many  as  24  students  are  to  transfer 
into  the  new  junior  class.  The  new  school  cur- 
rently has  63  fulltime  faculty  members  and 
expects  this  number  to  be  increased  to  more 
than  90  by  September. 

Each  of  our  medical  schools  is  making 
commendable,  continued,  progressive  im- 
provement in  the  size  and  quality  of  educa- 
tion and  research  programs.  Recent  develop- 
ments include  the  awarding  of  a contract  of 
4.9  million  dollars  for  the  construction  of  a 
new  Basic  Sciences  Building  and  a new  Ani- 
mal Building  at  The  University  of  Texas 
Medical  Branch  at  Galveston.  An  additional 
three  million  dollars  has  been  committed 
from  The  University  of  Texas  Permanent 
Fund  for  physical  plant  expansion  at  South- 
western. 

An  affiliation  has  been  approved  between 
The  University  of  Texas  Medical  School  at 
San  Antonio  and  Wilford  Hall  United  States 
Air  Force  Hospital  at  Lackland  Air  Force 
Base.  This  will  expand  the  teaching,  patient 
care,  and  research  capabilities  of  each  insti- 
tution. 

The  Coordinating  Board  plans  meetings  in 
the  next  few  weeks  with  representatives  of 
several  Texas  schools,  and  it  is  sincerely 
hoped  that  intelligent,  well-informed,  pro- 
ductive recommendations  may  be  submitted 
that  will  optimally  improve  and  enlarge  edu- 
cational opportunities  in  medicine  and  the 
allied  health  sciences  in  Texas. 

The  severe  deficiency  in  the  number  of 
physicians  produced  by  the  facilities  for  med- 
ical education  in  the  state  of  Texas  calls  for 
early  provision  for  new  medical  education  fa- 
cilities and  for  the  expansion  of  present  ones. 

These  goals  are  important  to  the  future 
health  of  all  Texans. 

The  Coordinating  Board  and  the  officers 
of  the  Texas  Medical  Association  also  look  to 
Texas  physicians  to  offer  thoughtful  consid- 
erations and  constructive  suggestions  on  med- 
ical education. 

— G.  V.  Brindley,  Jr.,  M.D., 
Temple,  President-Elect, 
Texas  Medical  Association. 
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New  Safety  Laws  Require 
Vision  Tests  for  Drivers 

TEXAS’  NEW  DRIVERS’  safety  laws,  fully 
effective  since  Jan.  1,  1968,  will  increase  the 
interest  in  medical  aspects  of  driving.  The 
physician  will  be  confronted  by  many  ques- 
tions when  his  patients  are  reevaluated  for 
renewal  of  their  driver  licenses. 

For  the  first  time  drivers  will  be  required 
to  appear  in  person  in  their  local  driver  li- 
cense bureaus  when  they  apply  for  renewal 
of  their  licenses.  Although  the  reexamina- 
tion of  Texas  drivers  is  expected  to  reveal 
some  physical  problems  of  drivers  not  previ- 
ously recorded,  the  role  of  the  physician  in 
driver  licensing  will  remain  the  same. 

Under  Texas’  new  driver  licensing  laws, 
all  applicants  for  renewal  of  a driver’s  li- 
cense will  be  given  vision  tests.  No  other 
physical  examination  will  be  required  unless 
the  driver  has  obviously  acquired  some  phys- 
ical disability  which  may  now  affect  his  driv- 
ing ability. 

In  such  cases,  as  in  the  case  of  an  original 
applicant,  the  applicant  for  renewal  may  be 
required  to  obtain  a medical  statement  as  to 
his  physical  condition.  The  physician  will  be 
asked  only  to  state  the  condition  of  the  ap- 
plicant and  will  not  be  asked  to  testify  as  to 
the  ability  of  the  individual  to  operate  a mo- 
tor vehicle. 

As  in  the  past,  the  direct  responsibility  for 
restricting  or  denying  driving  privileges  re- 
mains with  the  Department  of  Public  Safety 
as  the  licensing  agency. 

Although  the  Department  of  Public  Safety 
is  concerned  with  keeping  the  streets  and 
highways  free  from  drivers  who  are  physi- 
cally, mentally,  or  emotionally  incapable  of 
safe  motor  vehicle  operation,  it  is  equally 
concerned  with  avoiding  denial  of  driving 
privileges  to  those  who  are  qualified  to  drive 
safely  in  spite  of  handicaps  that  might  at 
first  glance  appear  to  be  insurmountable. 

The  new  Texas  driver  licensing  laws  make 
no  provisions  for  a medical  review  or  advis- 
ory board.  However,  it  is  anticipated  that  the 
question  of  having  some  official  type  of  liai- 
son between  the  medical  profession  and  the 


Department  of  Public  Safety  will  be  coming 
up  soon.  Such  boards  will  advise  the  driver 
license  agency  on  medical  criteria  and  vision 
standards. 

Physicians  will  also  become  involved  in 
other  areas  of  traffic  safety,  for  example, 
chronic  disabling  conditions  as  they  affect 
traffic  safety,  safety  devices  reducing  the 
severity  of  injuries,  emergency  care  on  the 
highways,  and  interest  of  the  insurance  in- 
dustry in  the  medical  risks  of  their  policy 
holders. 

— Otto  Lippmann,  M.D.,  Austin, 
Chairman,  TMA  Committee 
on  Transportation  Safety. 


Leprosy  in  Texas 

CONCERN  ABOUT  LEPROSY  in  Texas  at 
the  turn  of  this  century  was  reflected  by 
emergency  legislation  in  1909  when  funds 
were  appropriated  for  “a  home  for  lepers.”^ 

Similar  legislation  was  enacted  in  1917 
and  again  in  1919,  but  was  repealed^  at 
the  conclusion  of  the  1919  session  because  a 
ten-year  effort  to  find  a physician  superin- 
tendent failed,  and,  because  of  a nation-wide 
increase  in  leprosy,  the  US  government  was 
negotiating  with  Louisiana  to  assume  opera- 
tion of  the  Louisiana  Leprosarium  at  Car- 
ville.  The  US  Public  Health  Service  Hos- 
pital, Carville,  La.,  was  established  in  1921. 
Between  1900  and  1920  at  the  John  Sealy 
Hospital,  Galveston,  76  leprosy  patients  re- 
ceived chaulmoogra  oil  treatment  regularly. 

Why  does  Texas  have  leprosy?  The  aver- 
age citizen  is  surprised  to  learn  that  leprosy 
actually  exists  in  Texas.  Not  only  that,  Tex- 
as has  more  cases  than  any  other  state. 

Leprosy  has  traveled  from  the  East  to  the 
West,  originating  in  the  ancient  reservoirs 
of  China,  India,  and  Southeastern  Asia.® 

In  1960-1966,  through  a survey-type  of 
epidemiological  program,  the  Texas  State 
Health  Department  sought  answers  to  these 
questions:  Is  leprosy  endemic  in  Texas?  Do 
specific  foci  exist?  Is  leprosy  confined  to 
specific  ethnic  groups  ? What  type  of  leprosy 
predominates?  Are  the  Texas  cases  of  high 
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or  low  infectivity?  From  the  public  health 
standpoint,  does  Texas  have  a leprosy  prob- 
lem? If  so,  is  the  incidence  increasing,  sta- 
tionary, or  declining? 

Reporting  of  leprosy  started  in  1921,  and 
review  of  reports  to  date  show  that:  (1)  cas- 
es have  been  reported  in  every  year  except 
1933;  (2)  there  is  a general  increase  in  cases 
reported  annually;  (3)  there  have  been  three 
periods  in  which  emphasis  has  been  placed 
on  case-finding;  and  (4)  the  results  of  suc- 
ceeding case-finding  efforts  have  netted 
large  numbers  of  cases. 

Is  there  an  increasing  incidence  of  lepro- 
sy, or  has  epidemiology  improved?  There  is 
strong  evidence  to  support  both,  but  the  an- 
swer probably  lies  several  years  in  the  fu- 
ture. 

Since  1921  there  have  been  704  cases  of 
leprosy  in  Texas:  total  active  case  load  411, 
deceased  262,  deported  14,  and  lost  to  follow- 
up 17. 

Where  are  all  of  these  cases?  Most  of  the 
patients,  when  diagnosed,  lived  in  the  south- 
ern quarter  of  the  state  along  the  Gulf  Coast 
and  Rio  Grande  Valley. 

Who  are  these  people  who  have  leprosy? 
The  disease  was  introduced  into  Texas  by 
immigrants  from  countries  in  which  leprosy 
was  endemic.  Today  we  have  three  well-de- 
fined foci  traceable  to  the  Spanish  importa- 
tion: in  the  Lower  Rio  Grande  Valley,  the 
Corpus  Christ!  area,  and  the  San  Antonio 
area.  (Two  other  foci  are  in  the  Mid-Gulf 
Coastal  area.) 

Between  1850  and  1900,  German  immi- 
grants from  Bavaria  and  Czech  immigrants 
from  Moravia  settled  in  12  counties,  and  one 
or  two  cases  a year  still  come  from  these  old 
communities. 

A small  Negro  focus  is  found  in  the  Gal- 
veston-Houston  area.  There  is  a large  num- 
ber of  cases  in  the  Houston  area  because  in- 
dustry presents  opportunities  for  work. 

The  French  focus  in  Louisiana  has  spilled 
over  into  Orange  County,  but  no  secondary 
cases  have  been  found. 

The  Anglo-Saxon  cases  are  increasing 
rapidly.  Presently,  one  new  patient  out  of 
every  four  is  Anglo-Saxon.  The  411  leprosy 
patients  presently  under  medical  surveil- 
lance are  scattered  through  53  of  Texas’  254 
counties. 

Leprosy  is  endemic  in  a belt  of  43  counties 
along  the  Gulf  Coast  and  Rio  Grande  River 
south  of  a line  from  Orange  to  San  Antonio 
to  Del  Rio;  the  area  embraces  a population 
of  4 million  people. 


Although  some  Texas  patients  are  resid- 
ing outside  the  endemic  area  they  did  not 
acquire  their  infection  in  their  present  loca- 
tion. There  have  been  no  secondary  cases 
developing  from  cases  outside  the  endemic 
area. 

During  1960-1966,  there  were  203  active 
cases  entered  into  the  leprosy  central  regis- 
try. 

Leprosy  is  caused  by  Mycobacterium  le- 
prae, an  acid-fast  bacillus.  Man  is  the  only 
known  reservoir.  The  bacilli  reside  in  the 
skin,  mucous  membranes  and  peripheral 
nerves.  The  organisms  escape  from  the  host 
by  way  of  the  skin  and  mucous  membranes 
of  the  nasopharynx.  M.  leprae  are  transmit- 
ted to  the  new  host  by  direct  contact  (skin 
to  skin),  and  indirect  contact  (a.  respiratory 
droplet  infection — aerosol,  and  b.  vector — 
insects,  inanimate  objects,  clothes). 

The  M.  leprae  enter  the  new  host  through 
skin  (most  likely),  respiratory  tract  (less 
likely),  and  gastrointestinal  tract  (least 
likely). 

The  infection  with  leprosy  is  determined 
largely  by  the  degree  of  natural  immunity 
of  the  host;  90-92  percent  of  the  total  popu- 
lation is  probably  immune  to  leprosy,  and  the 
remainder  probably  has  little  or  no  immuni- 
ty and  is  therefore  susceptible.  The  inci- 
dence of  leprosy  has  never  risen  above  5 per- 
cent of  the  population. 

The  epidemiology  of  leprosy  requires  con- 
stant evaluation  of  every  active  case  to  de- 
termine which  are  capable  of  spreading  the 
infection  and  which  are  not. 

Texas  has  a preponderance  of  leproma- 
tous,  dimorphous,  indeterminate,  and  bacil- 
lary-positive tuberculoid  leprosy.  These 
types  are  all  bacillary-positive  and  are  the 
types  from  which  infection  is  spread.  No 
other  endemic  area  in  the  world  has  such  a 
high  percentage  of  open  cases  of  leprosy  at 
diagnosis.  At  the  present  rate  of  case-find- 
ing, the  percentage  of  open  or  bacillary-posi- 
tive cases  appears  to  be  approaching  90  per- 
cent. 

It  is  difficult  to  explain  that  out  of  the 
16  active  cases  of  leprosy  in  Texas  Negroes, 
12  are  lepromatous  and  4 are  tuberculoid, 
whereas  in  Africa,  the  ratio  would  be  the 
reverse. 

Even  though  84  percent  of  our  patients 
were  capable  of  spreading  the  disease  prior 
to  diagnosis  and  treatment,  our  contact  ex- 
aminations yield  on  the  average  one  new 
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case  per  50  contacts  examined.  The  rate  of 
infectivity  is  low.  This  again  is  not  what  one 
would  expect. 

In  areas  where  tuberculoid  leprosy  pre- 
dominates, for  instance  in  Africa,  it  is  not 
uncommon  to  find  one  new  case  in  15-20 
contacts  examined.  Tuberculoid  leprosy  is 
traditionally  regarded  as  poorly  communi- 
cable if  at  all. 

A stepped-up  epidemiological  and  educa- 
tional program  has  yielded  excellent  results 
in  case-finding  for  the  past  five  years.  There 
is  not  yet,  however,  any  clear  evidence  that 
we  are  finding  cases  any  earlier  than  we  did 
ten  years  ago,  nor  is  there  any  evidence  that 
the  number  of  cases  is  declining. 

The  annual  number  of  new  cases  will 
probably  not  decrease  until  the  percentage 
of  open  cases  declines  to  50  percent  or  less. 
The  larger  the  number  of  lepromatous  cases 
in  an  area,  the  greater  will  be  the  number  of 
new  cases,  even  though  the  organism  is  of 
low  infectivity. 

Leprosy,  previously  associated  with  pov- 
erty, unhygienic  conditions,  overcrowding, 
and  poor  sanitation,  is  now  moving  into 
middle  and  upper  socioeconomic  groups. 
There  has  been  little  success  in  determining 
sources  for  these  cases ; none  so  far  have 
family  histories  of  leprosy.  Sources  of  infec- 
tion have  been  determined  in  only  33  per- 
cent of  the  cases.  The  most  likely  explana- 
tion for  the  remainder  is  that  there  are 
many  people  with  open  leprosy,  undiag- 
nosed, not  under  medical  surveillance,  who 
are  circulating  freely  among  a susceptible 
unsuspecting  population.  They  could  or 
could  not  be  aware  of  their  own  infection. 

The  Texas  leprosy  program  is  designed  to 
utilize  every  epidemiological  and  educational 
method  available  to  bring  to  diagnosis  all 
existing  cases  of  leprosy  in  the  shortest  pos- 
sible time,  instituting  treatment  and  main- 
taining constant  medical  surveillance  over 
cases  and  contacts.  Because  of  the  chroni- 
city  of  leprosy  and  its  long  incubation  peri- 
od, intensive  epidemiological  investigations 
for  the  next  five  to  ten  years  will  be  neces- 
sary to  determine  any  definite  increase  in 
incidence  of  leprosy  in  Texas. 

— M.  S.  Dickerson,  M.D., 

Austin. 
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Medicaid  and  State  Welfare  Grants 

Who  is  eligible  for  benefits  under  Medicaid  (Title 
19)  in  Texas?  What  services  does  Medicaid  provide? 

Medicaid  is  designed  to  provide  medical  services 
only  for  the  truly  needy  Texans  who  receive  categori- 
cal aid  grants  through  State  Welfare.  They  are:  (1) 
Old  Age  Assistance  recipients:  (2)  the  blind;  (3)  the 
disabled:  and  (4)  families  with  dependent  children. 

Essentially,  the  program  includes  the  following  ser- 
vices: (1)  physicians’  services;  (2)  inpatient  and  emer- 
gency hospital  services;  (3)  outpatient  services:  (4) 
skilled  nursing  home  services;  and  (5)  laboratory,  x- 
ray,  and  other  radiological  services.  There  are  also 
limited  provisions  for  oral  surgery,  refractions  and 
cataract  lens,  podiatry  services,  and  other  services. 

Medicaid  is  administered  by  the  Texas  State  De- 
partment of  Public  Welfare.  About  370,000  persons  in 
Texas  are  eligible  for  benefits. 

What  are  the  eligibility  requirements  for  recipients 
of  State  Welfare  aid?  How  much  aid  do  they  receive? 

State  eligibility  requirements  are  quite  complex. 
They  are  based  upon  need. 

Primarily,  four  groups  receive  categorical  aid  under 
the  State  Welfare  program.  They  are;  (1)  Old  Age  As- 
sistance recipients,  who  may  receive  a maximum  cash 
grant  of  $104  per  month;  (2)  the  blind,  maximum  of 
$79  per  month;  (3)  the  disabled,  maximum  of  $94 
per  month;  and  (4)  families  with  dependent  children, 
who  may  receive  a maximum  of  $135  per  month  if 
there  are  four  or  more  dependent  children.  Persons  in 
these  categories  also  qualify  for  Medicaid  benefits. 

The  maximum  income  allowed  for  Old  Age  Assist- 
ance recipients  in  Texas  now  is  about  $1,400  or 
$1,500  per  year;  however,  eligibility  is  based  upon 
need  rather  than  a specific  income  limit.  For  example, 
a recipient  can  receive  up  to  $30  for  rent,  $45  for 
food,  and  $21  for  special  needs  such  as  clothing  and 
incidentals.  If  there  are  other  needs  such  as  pre- 
scribed drugs  or  utilities  an  allowance  is  made.  On  the 
other  hand,  when  shelter,  clothing,  or  other  essentials 
are  provided  by  a relative,  the  OAA  recipient  does  not 
get  a cash  allowance  for  those  needs. 

In  essence,  therefore,  the  eligibility  of  each  appli- 
cant for  State  Welfare  aid  is  figured  individually  on  the 
basis  of  need  rather  than  conformity  with  a rigid  in- 
come formula  which  would  be  applicable  to  everyone. 

— C.  LINCOLN  WILLISTON,  Austin, 
TMA  Executive  Secretary. 
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ASSOCIATION  NEWS 


Executive  Board  Approves  Retirement  Plan, 
Emphasizes  Education  at  January  Meeting 


Approval  of  a Texas  Medical  Asso- 
ciation Retirement  Plan,  emphasis 
on  the  severe  need  for  educating 
more  physicians  in  Texas,  approval 
of  a committee  to  study  continuing 
education  of  physicians,  and  the  en- 
couragement of  the  use  of  live  meas- 
les vaccine  in  routine  immunization 
programs  except  on  persons  who  al- 
ready have  had  the  killed  vaccine 
were  among  topics  acted  upon  by 
the  TMA  Executive  Board  on  Jan.  21 
in  Austin. 

The  Board,  the  interim  policy- 
making body  for  the  Association,  set 
the  following  policy  on  these  items: 

TMA  RETIREMENT  PLAN 
OUTLINED  TO  BOARD 

The  Council  on  Medical  Service 
and  Insurance  presented  details  of 
its  proposed  plan  for  a retirement 
program  for  members  of  the  Asso- 
ciation. The  plan  offers  a variety  of 
approaches  to  suit  individual  mem- 
bers. 

The  Mercantile  National  Bank  of 
Dallas  will  serve  as  trustee  for  the 
TMA  Members  Retirement  Plan.  The 
principle  of  two  capital  gain  or 
growth  funds  and  two  balanced 
funds  with  a minimum  of  two  differ- 
ent companies  was  approved.  Bal- 
anced funds  selected  are  the  Stein 
Roe  and  Farnham  Balanced  Fund 
and  Loomis-Sayles  Mutual  Fund,  and 
growth  funds  are  Loomis-Sayles  Cap- 
ital Development  Fund  and  T.  Rowe 
Price  Growth  Stock  Fund.  A common 
trust  fund  will  be  maintained  by  the 
Mercantile  National  Bank  at  Dallas; 
also  to  be  maintained  will  be  a sav- 
ings account  at  the  bank,  US  gov- 
ernment bonds,  and  an  annuity  that 
provides  three  different  types  of  an- 
nuities (fixed,  variable,  and  the  com- 
bination) as  well  as  the  balanced 
and  growth  funds.  The  plan  is  of- 
fered as  a TMA  service  to  members. 
The  Association  will  not  profit  finan- 
cially in  any  way. 

The  Board  approved  other  recom- 


mendations submitted  by  the  Coun- 
cil on  Medical  Service  and  Insurance: 

On  fees,  the  Board  stated  that 
usual  and  customary  fees  should 
prevail  whether  or  not  a physician  is 
board  certified.  The  Board  supported 
TMA  sponsorship  of  workshops  in 
various  districts  throughout  the  state 
on  the  concept  of  usual  and  custom- 
ary fees.  Workshops  on  utilization 
review  will  be  presented  on  the  same 
day  in  each  location. 

In  a resolution,  the  Board  called 
upon  Blue  Cross  to  renegotiate  all 
existing  contracts  to  exclude  direct 
and  indirect  payment  for  profession- 
al services  under  the  hospital  por- 
tion of  their  medical  plans. 

In  another  resolution,  the  Board 
commended  the  Hospitals-lnsurance- 
Physicians  Joint  Advisory  Committee 
for  its  excellent  contributions  to  date 
in  establishing  a Texas  standard 
claim  form  and  urged  the  Committee 
to  encourage  acceptance  of  the  In- 
dividual Responsibility  Program  at- 
tending physician’s  statement  by  in- 
surance carriers  in  Texas. 

CONTINUING  EDUCATION 
TOPIC  OF  SERIOUS  STUDY 

Studies  on  postgraduate  educa- 
tion and  continuing  education  in  Tex- 
as were  among  major  items  consid- 
ered by  the  Executive  Board  on  Jan. 
21.  The  Council  on  Medical  Educa- 
tion and  Hospitals  recommended 
the  appointment  of  a special  com- 
mittee on  continuing  education 
which  would  study  its  purposes  and 
scope  to  determine  how  it  could  be 
of  use  in  the  field  of  continuing  ed- 
ucation. The  Committee  v/ould  also 
consider  correlating  continuing  edu- 
cation programs  offered  in  the  state. 
Membership  of  the  committee  is  to 
include  representatives  of  the  Coun- 
cils on  Medical  Education  and  Hos- 
pitals, Scientific  Advancement,  and 
Annual  Session,  a representative  of 
the  county  medical  society  in  each 
county  in  which  continuing  educa- 
tion programs  are  to  be  initiated,  a 


representative  of  each  medical 
school  in  the  state,  a representative 
of  the  Texas  Academy  of  General 
Practice  education  committee,  and 
as  many  other  members  as  the  TMA 
President  deems  necessary. 

The  Council  on  Annual  Session, 
which  had  recently  completed  a 
study  of  continuing  education  pro- 
grams in  Texas,  had  reported  that  a 
more  coordinated  approach  to  con- 
tinuing education  programs  was 
needed.  The  Council  felt  that  its  own 
program,  the  Texas  Medical  Associa- 
tion’s Annual  Session,  was  filling  a 
real  need  under  its  present  format. 

MORE  MEDICAL  EDUCATION 
FACILITIES  ARE  NEEDED 

The  Council  on  Medical  Education 
and  Hospitals  on  Jan.  21  reiterated 
“with  considerable  alarm’’  its  stand 
that  there  is  a severe  deficiency  in 
the  number  of  physicians  produced 
by  the  facilities  for  medical  educa- 
tion in  the  state  of  Texas.  The  Ex- 
ecutive Board  concurred  with  the 
Council  that  this  should  be  faced 
immediately  with  the  provision  for 
new  medical  education  facilities  and 
the  provision  for  expansion  of  the 
present  ones. 

LIVE  MEASLES  VACCINE 
GENERALLY  PREFERRED 

The  Executive  Board  has  recom- 
mended that  killed  measles  vaccines 
should  no  longer  be  used  in  measles 
immunization  programs.  In  addition, 
the  Board  declared  that  live  virus 
measles  vaccines  should  not  be  ad- 
ministered to  those  who  have  re- 
ceived previously  the  killed  virus 
measles  vaccine.  Published  evidence 
has  shown  that  severe  reactions  can 
occur  in  children  receiving  live  virus 
measles  vaccines  or  exposure  to  nat- 
ural disease  after  having  received 
the  killed  vaccine. 
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COUNCILORS  GIVE  OPINION 
ON  UT  PHYSICIANS  TRUST 

After  a study  of  the  Physicians 
Referral  Ser/ice  Trust  of  The  Uni- 
versity of  Texas  Medical  Branches, 
the  Board  of  Councilors  reported  to 
th.e  Executive  Board  that  it  had  ren- 
dered as  a whole  the  opinion  that 
“there  is  no  coercion  of  medical  fac- 
ulty and  that  there  is  freedom  of 
choice  to  participate  in  the  trust  or  to 
utilize  one  of  the  available  alterna- 
tives.’’ 

The  Councilors  further  amplified 
their  opinion: 

“The  Board  has  been  assured  by 
representatives  of  The  University  of 
Texas  that  exceptions  to  required 
entry  into  the  trust  have  been  made 
for  several  individuals  w/ho  would 
have  been  financially  damaged  by 
such  participation.  The  Board  has 
also  been  assured  by  both  the  Presi- 
dent for  Medical  Affairs,  University 
Branch,  Galveston,  and  the  Vice 
Chancellor  for  Health  Affairs  that 
those  physicians  choosing  not  to 
participate  in  the  trust  would  retain 
their  hospital  appointments  and 
could  continue  as  part-time  faculty 
at  their  same  rank.  The  Board  has 
also  been  assured  that  funds  col- 
lected from  the  faculty  w'ould  be 
used  for  clinical  faculty  salary  aug- 
mentation only,  until  the  clinical  fac- 
ulty has  been  organized  to  imple- 
ment via  democratic  process  deci- 
sions by  the  clinical  faculty  as  to 
the  method,  extent,  and  purposes 
for  which  these  collected  fees  will  be 
spent.  It  was  further  pointed  out  that 
The  University  of  Texas  is  prohibited 
by  State  law  from  using  any  funds 
as  general  funds  of  the  University 
System,  except  those  appropriated 
for  the  general  fund  by  the  Texas 
Legislature.  In  the  light  of  the  dis- 
cussions held  and  agreements 
reached  with  officials  of  The  Univer- 
sity of  Texas  Medical  School  System, 
the  Board  of  Councilors  renders  the 
opinion  that  the  principies  and  pro- 
posals set  forth  in  the  ‘Interim  Step 
Physicians  Referral  Service  Trust’  of 
The  University  of  Texas  Medical 
Branch,  Galveston,  dated  December 
8,  1967,  are  in  accord  with  the  prin- 
ciples of  medical  ethics.” 

The  Councilors  ruled  also  that  the 
guidelines  for  teaching  programs 
adopted  by  the  American  Medical 
Association’s  House  of  Delegates  in 
November,  1967,  as  well  as  the  Prin- 
cipies of  Medical  Ethics  of  the  AMA, 
should  be  used  v/hen  dealing  with 
and  implementing  the  proposed  sal- 
ary plan. 

The  Councilors  commended  Gal- 


veston County  Medical  Society  on 
the  prompt  formation  of  a medical 
economics  committee  as  the  primary 
negotiant  and  advisor  in  the  prob- 
lems involved  in  the  p.mposal,  and 
recommended  that  other  county  so- 
cieties in  which  educational  institu- 
tions with  similar  criteria  are  located 
consider  formation  of  such  a com- 
mittee. 

DR.  ROUSE  ENCOURAGES 
GRASS  ROOTS  PROGRAM 

The  Executive  Board  endorsed 
AMA  President  Dr.  Milford  O. 
Rouse’s  presentation  of  a grass 
roots  program  calling  for  county 
medical  societies’  participation.  The 
program  would  seek  to  get  every 
doctor’s  ideas  on  health  care.  The 
program  encourages  a “free  ex- 
change get-together”  in  the  individ- 
ual community  where  doctors’  opin- 
ions would  be  sought  on  what  the 
county  and  state  societies  and  the 
AMA  could  be  doing  or  doing  better, 
as  well  as  doctors’  opinions  on  what 
medicine  can  do  to  better  serve  the 
A.merican  people. 

DR.  A.  J.  GILL  NOMINATED 
FOR  DISTINGUISHED  SERVICE 

The  Board  of  Councilors  has  an- 
nounced that  it  will  nominate  Dr. 
A.  J.  Gill  of  Dallas,  former  dean  of 
The  University  of  Texas  Southwest- 
ern Medical  School  in  Dallas,  to  be 
the  recipient  of  the  Texas  Medical 
Association’s  Distinguished  Service 
Award. 

Dr.  Gill's  nomination  will  be  pre- 
sented to  the  House  of  Delegates  in 
May. 
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TEXAS  MEDICINE  AWARD 
APRIL  1 DEADLINE  NEARING 

Deadline  for  submitting  entries 
for  the  third  annual  Texas  Medicine 
award  for  scientific  writing  is  April  1. 

The  avya.>-d  is  given  to  a medical 
student  for  excellence  in  preparing 
a scientific  manuscript  for  publica- 
tion. The  student  must  be  enrolled 
in  a Texas  medical  school  at  the 
time  of  preparation  of  the  submitted 
article.  The  author  of  the  winning 
article  will  receive  $300,  and  his 
manuscript  will  be  published  in  Tex- 
as Medicine. 

Articles  must  deal  with  a subject 
within  the  realm  of  the  basic  sci- 
ences or  medicine  and  must  be  orig- 
inal and  unpublished.  No  minimum 
or  maximum  word  length  is  required. 

Criteria  for  judging  will  be  excel- 
lence of  scientific  work  and  compe- 
tence in  v/riting.  Each  entry  v/i!l  be 
reviewed  by  the  Journal  Advisory 
Committee  for  Texas  Medicine. 

Ail  entries  must  be  in  the  editorial 
offices  of  Texas  Medicine,  1801  N. 
Lamar  Blvd.,  Austin  78701,  by  the 
April  1 deadline. 

The  Texas  Medical  Association 
Board  of  Publication  and  the  Journal 
Advisory  Committee  established  the 
award  in  1966  to  encourage  excel- 
lence in  scientific  writing.  Previous 
winners  are  Dr.  Charles  F.  Johnson, 
III,  1966,  then  a student  at  The  Uni- 
versity of  Texas  Medical  Branch  in 
Galveston,  and  Dr.  Ralph  Daniel 
Loyd,  1967,  then  a student  at  Bay- 
lor University  College  of  Medicine  in 
Houston. 

10,000TH  TMA  MEMBER 
PROCESSED  IN  DECEMBER 

Dr.  Albert  Knoerr,  Lubbock  general 
practitioner,  became  the  10,000th 
member  of  T*M  when  his  member- 
ship  was  approved  by  his  county  so- 
ciety in  December,  1967. 

TMA  finished  1967  with  10,034 
members.  .A  net  237  members  were 
added  in  1967,  which  is  just  about 
average  for  the  pattern  which  has 
prevailed  since  1960. 

Despite  these  membership  gains, 
TMA  has  fallen  66  short  in  qualify- 
ing for  a new  place  for  a tenth  dele- 
gate in  the  American  Medical  Asso- 
ciation House  of  Delegates.  In  this 
connection,  a recent  survey  by  the 
TMA  staff  has  shown  that  59  county 
societies  in  Texas  provide  the  physi- 
cians with  the  option  of  joining  the 
AMA.  Fifty-one  county  societies  re- 
port that  AMA  membership  is  man- 
datory. 
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When  relief  means  so  much  in  keeping  your  G.U.  patient  comfortahle 


There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands,  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 

1961;  (2)  Renner.  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas. 

Jr..  J.,  and  Kay,  L.  L.:  Southwest  Med,  42:30-32,1961:  (4)  Marshall,  W.: 

Clin.  Med.  7:499-502,  I960:  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 


Atropine  Sulfate  0.03  mg. 
Hyoscyamine  0.03  mg. 
Methenamine.  40.8  mg. 


Methylene  Blue  . . 5.4  mg 
Phenyl  Salicylate  18.1  mg 
Benzoic  Acid  . . . 4.5  mg 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 
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Our  hospitals  have  increasing  difficulties  with  staff, 
income,  and  government  interference.  Perhaps  we  have  always  had 
some  of  these  troubles,  but  today  we  seem  more  conscious  of  them 
and  more  irritated  by  them. 

Most  hospitals  that  are  not  connected  with  medical  schools 
or  large  teaching  centers  have  great  trouble  getting  interns  and 
residents.  In  many  hospitals  the  active  staff  physicians  must 
take  turns  doing  chores  that  usually  would  be  done  by  residents 
and  interns.  Many  small  Texas  hospitals  were  once  able  to  get 
interns  from  Mexico  or  South  America,  but  this  is  seldom  possible 
now. 

We  are  chronically  short  of  graduate  nurses  and  there  seems 
to  be  no  prospect  of  relieving  this  shortage  in  the  near  future. 
We  could  use  10,500  more  graduate  nurses  immediately.  One  step 
toward  that  goal  is  to  increase  nurses'  pay  to  a competitive 
level.  Some  of  our  new  junior  colleges  are  starting  courses 
which  will  lead  to  a degree  in  nursing,  but  this  is  several  years 
off. 

Part  of  the  answer  is  to  train  surgical  technicians,  many 
of  whom  become  quite  proficient  and  are  a great  help  when  no  in- 
terns or  residents  are  available.  Licensed  vocational  nurses 
can  be  used  in  all  departments  of  the  hospital  under  the  super- 
vision of  a graduate  nurse.  Most  of  the  charting  can  be  done  by  a 
ward  secretary,  and  more  of  our  patient  care  will  have  to  be  done 
by  lay  technicians  under  the  direction  of  a graduate  nurse. 

Hospital  income  may  improve  if  the  government  will  start 
paying  Medicare  bills  within  a reasonable  time  and  stop  dis- 
counting many  of  the  bills.  The  same  will  apply  to  those  patients 
covered  by  Title  XIX.  However,  with  continued  inflation  and  with 
hospitals  now  coming  under  the  minimum  wage  law,  the  cost  of 
maintaining  a hospital  bed  will  continue  to  go  up.  It  is  esti- 
mated that  a 350-bed  general  hospital  will  have  to  pay  $500,000 
more  per  year  in  wages  because  of  the  minimum  wage  law  which  went 
into  effect  Feb.  1,  1967.  The  American  Hospital  Association  es- 
timated that  by  Sept.  1,  1967,  the  hospital  cost  per  patient  in 
the  nation's  5,736  short-term  general  hospitals  would  be  $57.93 
per  day,  an  increase  in  one  year  of  18.6  percent.  The  estimated 
level  was  reached. 

Apparently  we  must  resign  ourselves  to  increasing  govern- 
ment interference  and  regulation  of  our  hospitals  through  Medi- 
care and  Title  XIX.  However,  we  can  do  much  to  improve  our  hospi- 
tals and  our  service  to  patients. 

Let's  get  busy  on  this. 


Howard  R.  Dudgeon,  Jr.,  M.D., 

President , 

Texas  Medical  Association. 
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REDUCING  MORTALITY 


IN  ULCER  SURGERY 


ROBB  H.  RUTLEDGE,  M.D. 

Clinical  Medicine:  By  selecting  the  proper 
procedure  and  operating  at  the  right 
time,  surgeons  can  lower  the  mortality  of 
ulcer  surgery.  When  hemorrhage  dictates 
emergency  resection,  vigorous  treatment 
of  clinical  shock  before  anesthesia  is  be- 
gun reduces  mortality.  Appropriate  hand- 
ling can  lessen  the  hazards  of  technical 
complications. 

REDUCING  THE  MORTALITY  in  ulcer  surgery  is  a con- 
tinuing challenge.  Mortality  for  gastric  resections  hov- 
ers around  5 percent.^  This  can  be  lowered  by  careful 
attention  to  the  choice  of  operation,  the  timing  of 
operation,  special  emphasis  on  preoperative  care  in 
emergency  bleeding  patients,  and  technical  details. 
These  will  decrease  the  incidence  of  duodenal  and 
gastric  fistulae,  pancreatitis,  postoperative  hemor- 
rhage, obstruction,  pulmonary,  and  nutritional  prob- 
lems. 

Choice  of  Operation:  Subtotal  gastrectomy,  antrec- 
tomy and  vagotomy,  vagotomy  and  pyloroplasty  and 
vagotomy  and  gastroenterostomy  are  the  four  most 
common  operations  used  in  the  surgical  treatment  of 
ulcer.  The  approximate  results  are  shown  in  Fig.  1. 
Each  of  these  operations  has  specific  indications  and 
limitations.  Antrectomy  and  vagotomy  is  the  most 
popular  now  and  gives  good  results  with  a low  recur-  ' 
rence  rate,  but  it  should  not  be  universally  applied. 
Patients  who  are  poor  operative  risks,  elderly,  or  are 
likely  to  have  a poor  nutritional  result  should  have  a 


lesser  procedure  such  as  vagotomy  and  pyloroplasty. 
There  may  be  an  occasional  extra  recurrence,  but  the 
mortality  will  be  lowered  if  the  more  conservative  op- 
eration is  selected  for  these  patients. 

Further,  all  ulcer  diatheses  are  not  the  same.  Orr 
has  a large  series  of  patients  in  whom  he  has  selected 
the  proper  operation  by  using  basal  acid  secretory 
studies  and  maximal  stimulation  with  histamine  to 
evaluate  both  the  cephalic  and  antral  phases  of  se- 
cretion.2 With  these  data,  he  has  determined  wheth- 
er the  patient  should  have  a subtotal  resection  or  a 
vagotomy  combined  with  an  antrectomy  or  a drainage 
procedure.  By  selecting  the  proper  procedure  he  has 
cut  down  on  the  mortality,  recurrence  rate,  and  side 
effects.  Those  patients  with  a lesser  ulcer  diathesis 
have  a lesser  operation. 

Bleeding  and  perforation  are  two  complications  of 
ulcer  disease  that  present  problems  with  the  choice 


OPERATION 

MORTALITY 

RECURRENT 

ULCER 

POOR 

NUTRITIONAL 

RESULT 

Subtota 1 
Gastrectomy 

5% 

5« 

10% 

Vagotomy  and 
Antrectomy 

5% 

\% 

5% 

Vagotomy  and 
Pyloroplasty 

1% 

10% 

2% 

Vagotomy  and 
Gastroenterostomy 

n 

10% 

2% 

Fig.  1.  Chart  shows  approximate  results  for 
four  standard  gastric  operations.'^ 
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of  operation.  Emergency  operations  for  bleeding  have 
an  operative  mortality  of  up  to  15  to  20  percent.  Re- 
moval of  the  ulcer  is  the  most  secure  way  to  control 
the  bleeding.  In  good  risk  patients,  a resection  with 
vagotomy  is  probably  best  for  a bleeding  duodenal 
ulcer.  In  poor  risk  patients,  however,  a vagotomy  and 
pyloroplasty  with  direct  suture  of  the  bleeding  vessel 
is  wiser.  The  sutures  should  be  non-absorbable  and 
the  bites  deep.  The  suturing  is  important  for  this  pro- 
cedure does  have  a higher  incidence  of  early  rebleed- 
ing. Nevertheless,  it  should  be  chosen  for  the  poor 
risk  patient. 

In  patients  with  massively  bleeding  gastric  ulcers,  a 
gastrectomy  is  usually  the  wisest  choice.  Certain  poor 
risk  patients  will  be  better  handled,  however,  by  a 
wedge  resection  of  the  ulcer,  vagotomy,  and  a drain- 
age procedure.  Bleeding  juxtaesophageal  ulcers 
should  be  biopsied  and  then  controlled  by  suture  li- 
gation of  the  ulcer  and  distal  resection,  rather  than 
by  a proximal  gastrectomy. 

Perforation  also  offers  some  special  problems  rela- 
tive to  the  choice  of  operation.  Simple  suture  is 
enough  for  the  poor  risk  patient  without  previous  ulcer 
disease.  But  the  patient  with  previous  ulcer  disease 
who  is  a good  risk,  and  has  an  early  perforation 
should  also  have  his  disease  corrected  by  a vagotomy 
and  antrectomy  or  drainage  procedure.  By  doing 
this,  one  avoids  the  complications  of  ulcer  hemor- 
rhage and  obstruction  that  may  accompany  perfora- 
tion in  a patient  with  chronic  ulcer  disease. 

The  final  factor  in  the  choice  of  operation  is  the 
technical  problem  itself.  The  surgeon  should  assess 
the  condition  of  the  pylorus  and  duodenum  before  he 
is  committed  to  a resection.  If  the  duodenum  looks 
unusually  difficult,  as  it  often  does  in  pyloric  obstruc- 
tion, and  there  has  been  no  recent  nemorrhage,  a 
pyloroplasty  or  gastroenterostomy  combined  with 
vagotomy  is  chosen.  This  decision  can  be  life-saving 
and  should  be  made  before  the  blood  supply  to  the 
distal  stomach  is  divided.  There  are  many  ways  to 
handle  the  difficult  duodenal  stump,  but  the  best  so- 
lution is  to  avoid  it  by  being  willing  to  accept  an  oc- 
casional lesser  operation. 


Timing  of  Operation:  Almost  as  important  as  the 
choice  of  operation  in  reducing  ulcer  mortality  is  the 
timing  of  operation.  Elective  procedures  have  a much 
lower  mortality.  Earlier  elective  operations  are  better 
tolerated.  Patients  with  definite  surgical  indications 
who  refuse  or  are  denied  operation  will  eventually  re- 
quire surgery,  and  whether  it  is  then  an  elective  or  an 
emergency  procedure,  the  risk  is  greater  because  of 
the  delay. 

Timing  of  the  operation  in  severely  bleeding  pa- 
tients is  important.  If  the  bleeding  stops  promptly 
with  conservative  measures,  elective  surgery,  if  indi- 
cated, is  best  done  in  one  to  two  weeks.  If  the  bleed- 
ing recurs  or  is  not  controlled,  emergency  surgery  is 
undertaken;  further  delay  only  increases  the  mortality 
by  increasing  the  number  of  needed  transfusions  and 
associated  complications  before  surgery  is  performed. 

Preoperative  Care:  Good  routine  preoperative  care  is 
obviously  important  in  reducing  mortality,  but  is  be- 
yond the  scope  of  this  article.  Preoperative  care  of 
the  patient  with  massive  hemorrhage  should  be  em- 
phasized. The  major  causes  of  operative  mortality  in 
emergency  resections  for  bleeding  are  cardiovascular 
and  pulmonary  complications.  These  are  related  to  pe- 
riods of  hypotension  before  and  during  anesthesia. 
The  hypotension,  oligemia,  and  vasoconstriction  cause 
myocardial  ischemia,  oliguria,  and  aspiration  pneumo- 
nitis. Fisher  and  associates  have  emphasized  ade- 
quate antibiotic  therapy  and  fluid  replacement  before 
anesthesia  is  begun. s They  monitored  central  venous 
pressure  and  infused  blood  until  there  was  a rise  of 
4 to  6 cm.  of  water.  Anesthesia  was  not  begun  until 
the  venous  pressure  was  10  cm.  of  water.  Osmotic 
diuretics  were  used  if  the  urine  output  was  reduced 
but  the  pressure  was  greater  than  8 cm.  of  water.  Ex- 
tra isotonic  fluid  was  given  if  the  pressure  and  urine 
output  were  both  reduced.  These  measures  reduced 
the  mortality  for  patients  undergoing  emergency  re- 
section for  massive  bleeding.  They  believe  that  a 
vigorous  effort  to  correct  clinical  shock  in  these  pa- 
tients before  anesthesia  is  begun  may  do  more  to  de- 
crease operative  mortality  here  than  the  type  of  op- 
eration the  surgeon  elects. 
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Duodenal  Stump  Leakage:  Although  cardiopulmonary 
complications  are  responsible  for  the  high  mortality  in 
emergency  resections  for  bleeding,  duodenal  stump 
and  pancreatic  complications  are  the  main  cause  of 
mortality  in  elective  resections.'*  The  most  common 
causes  of  leakage  of  the  duodenal  stump  are  faulty 
closure,  impaired  vascularity  or  inflamed  duodenal 
tissues,  afferent  loop  obstruction,  and  pancreatitis.  In 
1933,  Nissen  described  an  excellent  method  of  clos- 
ing a duodenum  with  a distal  posterior  penetrating  ul- 
cer^  (Fig.  2).  Strauss  has  emphasized  a useful  ma- 
neuver for  dividing  and  closing  the  duodenum  distal 
to  a proximal  posterior  penetrating  duodenal  ulcer® 
(Fig.  3).  Both  of  these  methods  are  useful  in  obtain- 
ing a secure  stump  closure. 

Another  adjunct  that  is  most  valuable  in  reducing 
the  incidence  of  duodenal  stump  dehiscence  is  cathe- 
ter duodenostomy.  This  is  a safe  method  of  decom- 
pressing the  duodenal  suture  line  to  allow  proper 
healing.  Apparently  this  method  was  first  used  for  this 
purpose  by  Friedemann  in  1936.  Welch  popularized 
its  use  in  1946  and  has  had  wide  experience  with 
if^- ® There  are  several  ways  of  utilizing  the  catheter 
in  closing  the  duodenum.®  If  possible,  the  duodenum 
is  closed  primarily  and  the  catheter  is  inserted  as  a 
vent  with  two  pursestrings  of  chromic  catgut  and  su- 
tured in  place  on  the  anterior  wall  of  the  duodenum 
distal  to  the  closure.  If  the  duodenum  cannot  be 
closed  primarily,  it  is  closed  as  securely  as  possible 
around  the  catheter  which  is  brought  out  the  end  of 
the  duodenum  (Fig.  4).  In  either  case,  a soft  no.  16 
or  18  catheter  seems  best.  It  is  covered  well  with 
omentum  and  brought  out  a separate  drainage  inci- 
sion in  the  right  upper  quadrant  with  an  accompany- 
ing stuffed  Penrose  drain. 

Postoperatively  the  catheter  drains  by  gravity,  and 
will  usually  have  about  500  cc.  of  fluid  a day.  After 
four  or  five  days  this  decreases  and  as  intestinal  ac- 
tivity resumes  the  tube  can  be  progressively  clamped. 
It  can  usually  be  removed  between  the  10th  and  12th 
postoperative  days,  and  the  drain  removed  the  fol- 
lowing day.  Any  duodenal  leakage  stops  within  one  to 
two  days.  This  method  is  safe  and  proven,  but  there 
are  many  variations  in  the  type  and  handling  of  this 
tube. 


It  is  best  to  avoid  resection  of  a badly  diseased 
duodenum:  nevertheless,  it  is  occasionally  necessary. 
In  such  cases  the  catheter  duodenostomy  is  a real 
safeguard,  and  can  be  used  whenever  a good  three- 
layer  turn-in  cannot  be  accomplished. 

Pancreatitis:  The  most  important  contributor  to  ulcer 
surgery  mortality  is  postoperative  pancreatitis.  This 
is  associated  with  the  difficult  duodenal  stump  and 
accidental  injury  to  the  accessory  or  main  pancreatic 
duct.  If  the  accessory  duct  of  Santorini  is  severed, 
operative  pancreatogram  or  methylene  blue  dye  tests 
should  be  made  to  be  sure  the  main  duct  of  Wirsung 
is  intact.  If  it  is,  the  accessory  duct  can  be  ligated 
safely.  If  the  injured  duct  is  actually  the  main  duct, 
duodenal  closure  should  be  done  so  that  the  duct 
will  drain  adequately  internally.  Occasionally  the  open 
duct  of  Santorini  will  be  seen  lying  in  the  ulcer  bed. 
The  duodenum  can  be  closed  around  it  to  allow  in- 
ternal drainage. 

Most  cases  of  pancreatitis  are  due  to  over-ambi- 
tious removal  of  a distal  posterior  ulcer.  The  posterior 
wall  ulcer  should  be  left  in  place,  and  the  duodenum 
should  not  be  dissected  from  the  head  of  the 
pancreas. 

Postoperative  Hemorrhage:  Less  common  technical 
complications  contributing  to  ulcer  surgery  mortality 
include  hemorrhage,  obstruction,  and  gastric  fistulae 
from  ischemic  necrosis  of  the  stomach  remnant. 

Postoperative  hemorrhage  is  best  prevented  by  in- 
dividual ligation  of  bleeding  vessels  at  the  suture  line. 
A Connell  stitch  is  not  truly  hemostatic  and  more  se- 
cure control  of  the  blood  vessels  with  the  inner  suture 
is  obtained  by  merely  continuing  the  over-and-over 
posterior  stitch  anteriorly.  Before  the  anastomosis  is 
completed  the  inside  of  the  gastric  pouch  can  be 
carefully  inspected  with  appropriate  retractors.  The 
Hofmeister  turn-in  is  seen  and  can  easily  be  re- 
sutured from  the  inside  with  a running  stitch  if  any 
bleeding  persists.  The  rest  of  the  fundus  is  checked 
to  be  sure  no  residual  ulcer,  spindle-cell  tumor,  or 
berry  aneurysm  is  overlooked.  Attention  to  these 
small  technical  points  will  decrease  the  likelihood  of 
postoperative  hemorrhage. 
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Fig.  2.  Technical  steps  in  Nissen’s  closure  of 
a difficult  duodenal  stump.^'^  (a)  The  distal 
posterior  ulcer,  (b)  The  first  layer  of  sutures 
between  the  anterior  duodenal  wall  and  lat- 
eral margin  of  the  ulcer  and  pancreatic  cap- 
sule has  been  completed.  The  second  layer 
between  the  anterior  duodenal  wall  and  the 
medial  ulcer  margin  has  been  started,  (c)  The 
second  layer  has  been  completed.  The  final 
layer  between  the  anterior  duodenum  and 
pancreatic  capsule  has  been  started. 


Fig.  3.  Technical  steps  in  Strauss’  maneuver 
of  duodenal  division  in  posterior  ulcer. (a) 
Proximal  posterior  ulcer.  The  anterior  duo- 
denal wall  has  been  divided  distal  to  the  ul- 
cer. Dotted  line  shows  where  the  posterior 
duodenal  wall  is  to  be  divided  distal  to  the 
ulcer  from  the  inside  out  (mucosa  to  serosa), 
(b)  The  duodenal  division  has  been  complet- 
ed. The  duodenum  is  then  closed  and  the 
ulcer  is  left  in  the  pancreas. 


Drain 


Tube 


Fig.  4.  Examples  of  types  of  catheter  duo- 
denostomy  in  the  duodenal  stump.^ 


BROUGHT  OUT  ANTERIOR  WALL  BROUGHT  OUT  END  OF  TURN-IN 


1.  Soft  or  #18  catheter  held  in  place  with  two  pursestrings. 

2.  Always  use  accompanying  cigarette  drain. 
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A.  STOMAL  - Remove  omentum  on  an  anterior  anastomosis. 

B.  INTERNAL  HERNIA  - Close  the  traps. 


Internal  hernia  behind  an  anterior  anastomosis. 

Fig.  5.  Special  types  of  postoperative  ob- 
struction. 

Obstruction:  The  types  of  postoperative  obstruction 
peculiar  to  gastric  surgery  are  stomal  obstruction  and 
internal  herniation  around  the  gastrojejunostomy. 
The  true  cause  of  temporary  stomal  obstruction  varies 
from  case  to  case  and  will  not  be  discussed  here.  A 
technical  maneuver  that  seems  to  help  the  function 
of  antecolic  anastomoses  is  removal  of  the  omentum 
with  the  stomach.  This  allows  a shorter  afferent  loop 
with  less  tension.  It  adds  nothing  to  the  risk  or  length 
of  the  operation  and  is  easily  done. 

Internal  herniation  involves  a loop  of  intestine  her- 
niating through  the  gap  between  the  mesocolon  and 
intestine  on  either  an  anterior  or  posterior  anastomo- 
sis (Fig.  5).  This  probably  does  not  occur  more  fre- 
quently because  of  the  high  intra-abdominal  position 
of  the  gastroenterostomy.  In  Stammers’  series,  these 
herniations  were  shown  to  occur  from  the  right  or  left 
side  with  either  the  afferent  or  efferent  loop  in  both 
anterior  and  posterior  anastomoses.  Most  occur  with 
anterior  anastomoses.i“  It  is  best  to  obliterate  these 
potential  hernia  openings  at  the  time  of  the  original 
surgery,  and  to  keep  the  afferent  loop  as  short  as 
possible. 

Ischemic  Necrosis  of  Gastric  Remnant:  Another  im- 
portant but  unusual  cause  of  mortality  is  ischemic 
necrosis  of  the  gastric  pouch  leading  to  gastric  fis- 
tula.n-is  Usually,  the  blood  supply  of  the  gastric 
pouch  after  distal  gastrectomy  comes  from  four 


ISCHEMIC  NECROSIS  OF  THE  GASTRIC  REMNANT 


Fig.  6.  Blood  supply  of  the  gastric  remnant. 

sources:  (1)  ascending  branches  of  the  left  gastric 
artery  if  the  artery  has  been  divided  after  it  turns 
caudally  along  the  lesser  curvature;  (2)  short  gastric 
arteries  from  the  splenic  artery;  (3)  descending 
esophageal  arteries,  and  (4)  recurrent  branches  from 
the  left  inferior  phrenic  artery  (Fig.  6).  Commonly,  the 
short  gastric  arteries  are  the  main  arterial  supply  of 
the  gastric  remnant.  There  are  no  end  arteries  in  the 
stomach  but  a freely  anastomosing  arterial  intramural 
plexus.  Consequently,  ischemic  complications  are 
rare.  Ligation  of  the  left  gastric  artery  at  its  origin 
and  accidental  injury  to  the  spleen  remove  two  of  the 
remnant's  arterial  sources.  The  inferior  phrenic  artery, 
which  occasionally  arises  from  the  left  gastric  artery, 
and  the  esophageal  arteries  will  not  always  be  ade- 
quate and  ischemic  complications  may  follow.  They, 
themselves,  may  be  damaged  during  vagotomy  or  ex- 
tensive mobilization  of  the  cardia.  The  left  gastric 
artery  should  not  be  ligated  at  its  origin  in  benign 
ulcer  surgery.  Harkins  has  pointed  out  several  rea- 
sons why  ischemic  necrosis  of  the  gastric  remnant  is 
likely  to  increase  in  the  future:  (1)  increasing  number 
of  older  patients  with  varying  degrees  of  atherosclero- 
sis of  the  celiac  axis;  (2)  increased  numbers  of 
vagotomy  and  associated  hiatus  hernia  repairs  with 
possible  damage  to  the  esophageal  arteries  and  left 
inferior  phrenic  artery,  and  (3)  larger  residual  stomach 
pouch.  The  distal  end  of  this  will  be  more  susceptible 
to  ischemia  if  the  major  sources  of  circulation  have 
been  ligated. 

The  surgeon  should  respect  the  collateral  circula- 
tion of  the  stomach  to  avoid  this  complication.  If  he 
recognizes  it  developing  during  the  operation,  any 
ischemic  stomach  tissue  should  be  removed  then.  If 
he  fears  that  the  patient  may  develop  necrosis  of  the 
stomach  remnant,  a drain  should  be  placed  in  the 
left  upper  quadrant  to  help  detect  any  developing 
fistulae.  If  one  does  occur,  early  reoperation  is  man- 
datory. All  necrotic  stomach  tissue  should  be  removed 
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Gastrostomy 

Tube 


Fig.  7.  Gastrostomy  is  a valuable  method  of 
prolonged  decompression  after  pyloroplasty, 
gastroenterostomy  or  limited  resection. 


and  continuity  restored,  even  to  the  extent  of  per- 
forming a total  gastrectomy  if  necessary. 

Postoperative  Pulmonary  and  Nutritional  Problems: 
Not  all  the  factors  of  mortality  in  ulcer  surgery  are 
due  to  technical  operative  problems.  Postoperative 
factors  are  important,  too.  Only  procedures  useful  in 
avoiding  pulmonary  and  nutritional  complications  will 
be  emphasized  herein. 

General  good  postoperative  care  is  necessary.  Most 
patients  require  the  usual  intravenous  feedings  and 
attention  to  their  lungs.  In  some,  it  is  important  to 
avoid  a nasogastric  tube.  In  others,  early  resumption 
of  adequate  calories  is  important.  In  these  special 
groups,  gastrostomy  and  jejunostomy  tubes  can  be 
valuable  for  decompression  and  nutrition. 

The  gastrostomy  tube  can  be  used  easily  after  a 
pyloroplasty  or  gastroenterostomy  for  prolonged  de- 
compression to  avoid  aspiration  (Fig.  7).  If  a more  rad- 
ical resection  has  been  done  it  sometimes  is  difficult 
to  suture  the  stomach  to  the  peritoneum  in  perform- 
ing the  gastrostomy.  In  those  instances,  a jejunos- 
tomy tube  can  be  led  retrograde  from  the  efferent 
jejunum  into  the  stomach  pouch  for  the  same  de- 
compression.is 

This  drainage  jejunostomy  tube  may  be  supple- 
mented by  a feeding  jejunostomy  tube  placed  about 
one  inch  distal  to  it  in  the  efferent  limb  (Fig.  8).  In 
certain  debilitated  patients,  this  can  be  extremely  val- 
uable. If  stomal  obstruction  develops,  gastric  contents 
can  be  collected  from  the  “drain-me”  jejunostomy  and 
put  into  the  “feed-me”  jejunostomy  tube.  If  a cathe- 


" Drain  Me" 
"Feed  Me" 


Fig.  8.  A double  jejunostomy,  with  “feed 
me”  and  “drain  me”  tubes  is  valuable  for  de- 
compression and  feeding  in  debilitated  pa- 
tients with  difficult  resections. 


ter  duodenostomy  has  been  used,  its  contents  can  be 
returned  to  the  intestine  through  this  feeding  jejunos- 
tomy. Ordinarily  unnecessary,  these  maneuvers  can 
be  life-saving. 
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MALLORY-WEISS 

SYNDROME 


JOSEPH  C.  SNOW,  M.D. 

Case  Report:  A patient  who  had  vomited 
blood,  felt  dizzy  and  nervous,  and  had 
been  nauseated  was  admitted  to  the  hos- 
pital. Shortly  after  arrival  he  had  hema- 
temesis.  An  abdominal  exploration 
showed  no  evidence  of  gastric  or  duo- 
denal ulcer.  A gastrotomy  was  performed 
and  a rent  in  the  esophageal  mucosa  was 
closed;  the  bleeding  stopped.  Treatment 
is  described  for  massive  upper  gastroin- 
testinal hemorrhage  from  esophagogas- 
tric lacerations  caused  by  vomiting. 

MASSIVE  UPPER  GASTROINTESTINAL  hemorrhage 
from  esophagogastric  lacerations  caused  by  vomiting 
was  first  described  by  Mallory  and  Weiss. i The  follow- 
ing case  report  is  similar  to  that  of  other  patients  with 
this  syndrome. 

A 27-year-old  married  brickmason  was  admitted  to 
the  Hendrick  Memorial  Hospital  emergency  room  at 
9:15  p.m.  on  Oct.  10,  1965.  History  disclosed  that  he 
had  been  essentially  well  until  the  evening  of  admis- 
sion. Following  supper,  which  consisted  mainly  of 
chili,  he  began  to  feel  nauseated,  and  at  about  8 p.m. 
he  vomited  a large  amount.  At  the  time  of  the  initial 
anamnesis,  it  was  understood  that  there  was  blood  in 
the  first  vomitus;  but  on  retrospective  questioning  the 


patient  and  his  wife  remembered  that  there  was  pri- 
marily undigested  food  with  only  a few  blood  streaks. 
Following  the  initial  episode,  he  lay  down,  but  felt 
dizzy  and  nervous  and  the  nausea  persisted.  About  30 
minutes  later  he  vomited  again,  and  this  time  there 
was  a large  quantity  of  fresh  blood  and  blood  clots. 
He  was  then  brought  to  the  hospital. 

Past  medical  history  showed  that  he  had  been  in 
the  armed  forces,  but  received  a medical  discharge 
because  of  nervousness.  In  the  service  and  for  a while 
afterward,  he  drank  fairly  heavily,  but  in  the  past  year 
he  had  consumed  little  alcohol,  having  only  an  occa- 
sional beer.  There  was  no  history  of  alcohol  ingestion 
during  the  week  preceding  this  episode.  For  about  one 
year  he  had  been  having  increasingly  severe  indiges- 
tion with  some  heartburn.  Drinking  milk  had  been 
particularly  helpful  in  relieving  the  discomfort  and  the 
patient  had  also  taken  candy  antacid  mints  frequently. 

On  arrival  at  the  emergency  room,  his  blood  pres- 
sure was  136/94  mm.  of  mercury.  Shortly  after  arrival 
he  had  another  large  hematemesis,  and  following  this, 
his  blood  pressure  became  unobtainable.  The  admin- 
istration of  intravenous  balanced  salt  solution  resulted 
in  a return  of  a measurable  blood  pressure,  and  after 
blood  had  been  obtained  for  transfusion,  he  was  ad- 
mitted to  the  hospital  with  a presumptive  diagnosis  of 
bleeding  peptic  ulcer.  He  arrived  in  his  room  at  10:55 
p.m.  During  the  next  four  hours  he  vomited  an  esti- 
mated 3,500  cc.  of  blood  and  received  4,000  cc.  of 
whole  blood  by  transfusion,  but  he  remained  in  a state 
of  shock.  I was  called  to  see  him  at  3 a.m.  and  recom- 


54 


TEXAS  MEDICINE 


mended  surgical  intervention.  Due  to  the  persistent, 
massive  bleeding,  no  diagnostic  tests  were  undertaken. 

At  operation,  abdominal  exploration  revealed  no  evi- 
dence of  gastric  or  duodenal  ulcer.  At  this  time  bright 
red  blood  was  being  aspirated  from  the  nasogastric 
tube.  A gastrotomy  was  performed  high  on  the  anterior 
wall  of  the  stomach  and  on  opening  the  stomach,  the 
bleeding  was  definitely  identified  as  coming  from  the 
region  of  the  esophagogastric  junction.  The  esophagus 
was  mobilized  and  retracted  distally  for  a distance  of 
5 or  6 cm.,  and  the  esophagus  was  opened  anteriorly. 
On  the  posterolateral  wall,  a rent  in  the  esophageal 
mucosa  was  identified  just  above  the  esophagogastric 
junction,  which  was  the  obvious  source  of  bleeding. 
The  rent  was  closed  with  a continuous  chromic  catgut 
suture  and  following  this  closure  there  was  no  evi- 
dence of  any  further  bleeding.  Because  of  the  history 
of  recurrent  epigastric  distress,  it  was  decided  to  per- 
form a vagotomy  and  a pyloroplasty,  also.  He  received 
4,000  cc.  of  blood  by  transfusion  during  the  operative 
procedure,  making  a total  of  8,000  cc.  administered. 

At  the  time  of  admission  to  the  emergency  room  his 
hemoglobin  was  11.2  gm./lOO  cc.  with  a 35%  hema- 
tocrit; and  on  the  day  following  surgery  his  hemo- 
globin was  13.6  gm./lOO  cc.  with  a 40%  hematocrit. 
His  postoperative  course  was  complicated  only  by 
minor  superficial  wound  sepsis.  He  returned  to  light 
work  on  Nov.  6 and  to  full  activities  on  Nov.  19.  At 
the  time  of  a recent  examination  he  offered  no  com- 
plaints; and  an  upper  gastrointestinal  x-ray  examina- 
tion showed  some  irregularity  only  at  the  area  of  the 
pyloroplasty,  changes  suggestive  of  antral  gastritis, 
and  no  evidence  of  hiatal  hernia. 

In  1929  Mallory  and  Weiss  reported  in  the  American 
Journal  of  the  Medical  Sciences^  on  the  subject,  “Hem- 
orrhages from  Lacerations  of  the  Cardiac  Orifice  of  the 
Stomach  due  to  Vomiting."  The  15  patients  that  were 
initially  reported  by  Mallory  and  Weiss  had  been  ob- 
served over  a period  of  five  years.  These  patients  de- 
veloped massive  gastric  hemorrhage  with  hematemesis 
after  long  and  intense  alcoholic  indulgence.  The  char- 
acteristic history  obtained  showed  that  after  heavy 
drinking  for  days  or  weeks  that  they  experienced  per- 
sistent nausea,  retching,  and  vomiting.  Laboratory 
tests  and  careful  x-ray  studies  were  undertaken  after 
the  bleeding  had  ceased.  Because  these  tests  and 
studies  were  negative,  the  diagnosis  of  peptic  ulcer 
was  considered  unlikely.  It  was  obvious  that  the  mas- 
sive hemorrhage  could  not  be  explained  by  an  "alco- 
holic gastritis.”  Therefore,  cirrhosis  of  the  liver  was 
suspected  and  the  assumed  source  of  the  hemorrhage 
was  a ruptured  varix  of  the  esophagus  or  stomach. 
None  of  the  15  patients  showed  evidence  of  cirrhosis, 
therefore  it  was  suspected  that  the  bleeding  was  due 
to  causes  other  than  varices  or  cirrhosis  of  the  liver. 
This  suspicion  was  confirmed  by  the  postmortem  study 


of  four  cases,  which  exhibited  identical  lesions  at  the 
cardiac  opening  of  the  stomach.  These  consisted  of 
from  two  to  four  fissure-like  lesions  of  the  mucosa, 
characteristically  arranged  around  the  circumference 
of  the  cardiac  opening  along  the  longitudinal  axis  of 
the  esophagus.  In  three  of  the  cases  the  lesions  were 
limited  entirely  to  the  stomach,  extending  almost  to 
the  border  of  the  esophagus.  In  the  fourth  case  the 
upper  quarter  of  the  ulceration  extended  into  the 
esophagus. 

Microscopically,  the  lesions  were  found  to  be  ulcer- 
ations of  the  mucosa,  extending  as  deep  as  the  mus- 
cularis.  The  floor  of  the  ulcers  was  composed  of  fresh 
fibrin  and  an  exudate  of  polymorphonuclear  leuko- 
cytes. Chronic  fibrous  tissue  reactions  were  not  ob- 
served. 

The  identical  syndrome  presented  by  these  patients 
suggested  that  the  responsible  factor  must  be  either 
alcohol,  or  vomiting,  or  both.  That  the  vomiting,  rather 
than  the  alcohol,  played  the  more  important  role  was 
supported  by  the  case  of  a patient  with  pernicious 
vomiting  of  pregnancy.  In  this  patient  autopsy  re- 
vealed one  laceration  at  the  cardiac  opening  identical 
with  those  noted  in  the  patients  with  a history  of 
alcoholism. 

Weiss  was  already  interested  in  the  physiologic 
mechanism  of  vomiting  and  had  published  two  arti- 
cles2.  3 on  the  subject.  Undoubtedly  this  helped  him 
and  his  coauthor  to  formulate  a reasonable  explanation 
of  the  pathologic  mechanisms  involved.  These  authors 
noted  that  during  the  stage  of  nausea  the  pylorus 
closes  concomitantly  with  dilation  of  the  cardia  and 
the  esophagus.  Counterperistalsis  then  gradually  car- 
ries the  gastric  contents  into  the  cardia  and  esopha- 
gus, and  at  the  onset  of  retching  the  relaxed  dia- 
phragm assumes  a deep  inspiratory  position.  With  the 
sudden  convulsive  increase  of  intra-abdominal  and  in- 
trathoracic  pressure,  the  gastric  contents  are  ejected. 
After  repeated  attacks  of  vomiting  at  short  intervals, 
fatigue  of  the  vomiting  center  sets  in  and  the  coordin- 
ation becomes  disturbed.  In  this  instance  the  authors 
assumed  that  the  esophagus  and  diaphragm  failed  to 
relax  simultaneously  with  the  convulsive  retching 
movements.  Thus  the  gastric  contents  were  thrust 
with  great  force  against  the  cardiac  opening. 

Mallory  and  Weiss  determined  experimentally  that 
they  could  produce  longitudinal  lacerations  of  the  car- 
diac opening,  using  normal  stomachs  removed  with 
the  esophagus  and  duodenum  attached  within  two 
hours  of  death. 

In  their  original  report  they  noted  that  Quincke^  in 
1879  had  first  established  the  entity  of  peptic  ulcera- 
tion of  the  lower  end  of  the  esophagus  and  cardia.  He 
had  reported  on  three  patients,  two  of  whom  actually 
had  conditions  that  corresponded  exactly  to  the  con- 
dition reported  by  Mallory  and  Weiss.  One  of  Quincke's 
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patients  apparently  had  a true  peptic  ulcer  of  the 
esophagus.  Quincke  did  not  recognize  the  etiological 
significance  of  vomiting  in  his  cases,  however. 

Following  the  initial  report  in  1929,  Mallory  and 
Weiss  reported  an  additional  six  cases  in  April,  1932.5 
No  other  reports  of  this  syndrome  appeared  in  the  lit- 
erature for  20  years. 

In  1952  Palmer,®  mentioned  seven  patients  in  whom 
the  diagnosis  was  made  clinically.  In  their  original  re- 
port in  1929,  Mallory  and  Weiss  had  suggested  that 
the  gastric  mucosal  lesion  should  be  visible  by  esopha- 
goscopy,  although  some  27  years  passed  before  the 
actual  diagnosis  of  a case  was  made  endoscopically. 
Hardys  in  1956  reported  on  the  first  case  diagnosed 
by  gastroscopy,  and  Smith®  in  1962  reported  on  the 
first  case  diagnosed  by  esophagoscopy. 

Through  1966,  reports  of  135  cases  of  Mallory- 
Weiss  syndrome  were  found  in  the  available  medical 
literature:  and  most  of  these  cases  were  in  the  last 
ten  years.  Diagnosis,  for  the  most  part,  is  established 
by  endoscopy,  surgery,  or  autopsy.  Palmer  states  that 
the  Mallory-Weiss  syndrome  should  be  diagnosed  with 
certainty  on  clinical  grounds  alone  if  the  typical  his- 
tory of  forceful  vomiting  or  retching  followed  by  hema- 
temesis  is  obtained. 

It  has  become  increasingly  apparent  that  the  Mal- 
lory-Weiss syndrome  and  lesion  occur  much  more  com- 
monly than  thought.  If  the  diagnosis  is  to  be  made,  it 
is  mandatory  that  this  condition  be  considered  in  the 
differential  diagnosis  of  every  patient  who  presents 
with  upper  gastrointestinal  hemorrhage.  In  taking  the 
history,  efforts  should  be  made  to  establish  the  se- 
quence of  events  which  characterizes  the  syndrome. 
It  must  be  appreciated  that  any  forceful  effort  creating 
a sudden,  great  increase  in  intra-abdominal  pressure 
may  be  adequate  to  produce  the  mucosal  tear.  Such 
forces  as  severe  coughing,  straining  as  in  heavy  lift- 
ing, status  asthmaticus,  epileptic  seizures,  and  blunt 
abdominal  trauma  may  be  causal  factors.  Unfortunate- 
ly it  is  not  possible  to  establish  the  occurrence  of  the 
typical  chain  of  events  in  all  cases.  In  a report  on  30 
cases  encountered  at  the  Veterans  Administration  Hos- 
pital at  Long  Beach,  Calif.,  Dagradi  and  others®  were 
able  to  obtain  a clear-cut  history  of  an  initial  occur- 
rence of  unbloody  emesis,  retching,  or  severe  paroxys- 
mal coughing,  followed  by  hematemesis  in  60  percent 
of  the  patients.  This  history  was  obtained  either  on 
admission  or  on  careful  requestioning  after  the  diag- 
nosis had  been  established. 

In  addition  to  the  acute  increase  in  intra-abdominal 
pressure  the  factor  of  associated  esophageal  hiatal 
hernia  has  recently  been  emphasized. i®-  However, 
since  the  pressure  gradient  is  at  the  diaphragm,  the 
location  of  the  tear  determines  the  location  of  the  dia- 
phragm at  the  time  of  the  tear.  Thus,  lesions  in  the 


cardia  and  at  the  esophagogastric  junction  appear  to 
have  occurred  in  the  presence  of  varying  degrees  of 
hiatal  hernia.  Lesions  in  the  esophagus  alone  should 
occur  without  the  presence  of  a hernia.  Weiss  and 
Mallorys  described  one  case  in  which  the  laceration 
extended  through  the  muscularis  and  another  in  which 
complete  perforation  had  occurred.  That  Mallory- 
Weiss  syndrome  and  spontaneous  or  emetogenic  rup- 
ture of  the  esophagus  may  have  a common  pathogene- 
sis was  first  suggested  by  Drs.  A.  B.  Small  and  P.  R. 
Ellis^®  in  their  report  on  one  of  the  earliest  cases  of 
Mallory-Weiss  syndrome  successfully  treated  by  sur- 
gery. 

Laceration  of  the  esophageal  mucosa  with  hemor- 
rhage as  in  the  Mallory-Weiss  syndrome  and  rupture 
of  the  esophagus  as  in  spontaneous  or  emetogenic 
rupture!®  or  the  so-called  Boerhaave  syndrome®^  differ 
in  the  following  respects.  Vomiting  usually  ceases  in 
rupture  of  the  esophagus  with  the  onset  of  pain,  and 
the  amount  of  blood  vomited  is  inconsequential.  Pa- 
tients with  a mucosal  laceration  have  no  pain,  and 
vomiting  of  blood  frequently  continues  to  the  point  of 
exsanguination. 

In  the  Mallory-Weiss  syndrome  the  laceration  is  lo- 
cated in  the  abdominal  portion  of  the  esophagus  or 
at  the  cardioesophageal  junction  and  involves  only  the 
mucosal  and  submucosal  layers.  Rupture  of  the  eso- 
phagus as  in  the  Boerhaave  syndrome  usually  takes 
place  in  the  distal  thoracic  segment;  and  the  result  is 
mediastinitis  with  pain,  subcutaneous  emphysema, 
septic  collapse,  tachycardia,  and  hypotension.  Unless 
surgery  is  performed  early,  signs  of  intrapleural  soil- 
ing with  hydrothorax  or  pyopneumothorax  generally 
follow.  The  collapse  and  death  in  these  patients  is  due 
to  sepsis,  whereas  the  collapse  of  patients  with  Mal- 
lory-Weiss syndrome  is  due  to  blood  loss  rather  than 
infection. 

In  1724,  Boerhaave®!  described  the  case  of  the 
grand  admiral  of  Holland,  Baron  John  von  Wassenaer. 
The  baron,  following  his  usual  overindulgence  at  the 
dining  table,  and  subsequent  to  self-induced  vomiting, 
experienced  severe  chest  pain,  dyspnea,  and  cyanosis. 
He  died  18  hours  later  and  autopsy  disclosed  bilateral 
empyema,  mediastinal  emphysema,  and  a fresh  rup- 
ture in  the  distal  one-third  of  the  esophagus.  In  1877, 
Fitzi®  reviewed  the  literature  on  this  subject,  but  it 
was  not  until  1947  that  Barrett®®  and  Olsen  and  Cla- 
gett®®  reported  on  the  successful  treatment  of  the 
disease  surgically. 

The  first  cases  of  the  Mallory-Weiss  syndrome  were 
diagnosed  at  autopsy.  The  first  lesion  diagnosed  sur- 
gically was  reported  by  Whiting  and  Barron  in  1955.®® 
Since  then,  the  antemortem  diagnosis  has  increased 
so  much  that  now  more  reported  cases  have  been 
diagnosed  at  surgery  than  at  autopsy. 
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In  one  series  of  cases,  only  27  percent  required 
surgery  with  the  diagnosis  in  the  remainder  being  es- 
tablished by  endoscopy  alone.  In  evaluating  endo- 
scopic results,  it  is  evident  that  gastroscopy  is  much 
more  successful  than  is  esophagoscopy  in  demonstrat- 
ing the  Mallory-Weiss  lesion.  Gastroscopy  has  been 
found  to  be  72  percent  diagnostically  effective  and 
esophagoscopy  39  percent  diagnostically  effective. 

X-ray  examination  of  the  upper  gastrointestinal  tract 
fails  to  visualize  the  lesion  and  is  important  only  in  a 
negative  way;  that  is,  in  ruling  out  other  possible 
sources  of  bleeding. 

Selective  celiac  arteriography  has  been  used  in  the 
diagnosis  of  the  Mallory-Weiss  syndrome,  as  reported 
from  the  University  of  Pennsylvania. This  diagnostic 
tool  is  recommended  for  patients  who  are  actively 
bleeding  at  the  time  of  examination  and  in  whom  the 
diagnosis  cannot  be  established  by  conventional  tech- 
niques. 

With  the  diagnosis  of  the  presence  of  a Mallory- 
Weiss  lesion,  therapy  involves  adequate  blood  replace- 
ment and  efforts  to  control  bleeding  and  to  promote 
healing  of  the  lacerated  mucosa.  In  many  instances, 
bleeding  is  of  a minor  nature,  is  self  limited,  and  re- 
quires no  specific  therapy.  The  Sengstaken-Blakemore 
tube  is  mentioned,  since  its  use  was  advocated  by 
Palmer.  However,  its  use  is  probably  ineffective  in 
controlling  the  arterial  bleeding  usually  encountered 
in  the  Mallory-Weiss  syndrome.  Moreover,  its  use  is 
probably  dangerous,  since  the  intragastric  balloon  dis- 
tends the  cardia  and  may  serve  to  extend  the  original 
laceration. 

The  aim  of  medical  therapy  is  to  encourage  forma- 
tion of  a clot  in  the  bleeding  vessels  and  in  the  bed 
of  the  laceration  and  to  protect  it  from  acid-peptic 
digestion.  Clot  formation  usually  occurs  spontaneously, 
but  the  oral  administration  of  a thrombin-gelfoam  mix- 
ture is  designed  to  assist.  Antacid  administration  is 
designed  to  suppress  the  acid-peptic  activity.  When 
bleeding  continues  under  medical  management,  sur- 
gical intervention  becomes  necessary. 

At  operation,  a high  anterior  gastrotomy  is  per- 
formed; and  if  there  is  any  question  as  to  the  source 
of  bleeding,  differential  packing  of  the  antrum  and 
fundus  with  sponges  will  determine  the  direction  of 
the  bleeding.  When  it  is  evident  that  the  bleeding  is 
coming  from  the  fundus,  two  retractors  with  the  sur- 
geon’s hand  depressing  the  fundus  posteriorly  will 
usually  bring  the  lacerations  into  view.  Upward  trac- 
tion on  a Levin  tube  delivered  through  the  gastrotomy 
incision  may  also  benefit.  In  some  cases  a separate 
incision  may  be  made  across  the  cardioesophageal 
junction  for  exposure  and  suture  repair. 

The  laceration  may  be  repaired  more  easily  if  a 
continuous  chromic  catgut  suture  is  used  and  started 


at  the  inferior  end  of  the  laceration  and  then  progress- 
ing superiorly,  the  suture  being  used  for  downward 
traction.  Division  of  the  vessels  on  the  upper  portion 
of  the  greater  curvature  of  the  stomach  or  section  of 
the  vagus  nerves  may  facilitate  delivery  of  the  upper 
stomach  into  the  abdominal  wound.  It  has  been  sug- 
gested that  hiatal  hernias  should  also  be  repaired,  if 
present.  Vagotomy  and  a drainage  procedure  may  also 
be  carried  out  in  an  attempt  to  control  possible  etio- 
logic  factors. 
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TRAUMATIC  RUPTURE 
OF  THE  GALLBLADDER 


ERNEST  C.  ANDREWS,  M.D.,  and  JOHN  E.  CARTER,  M.D. 


Case  Report:  Traumatic  rupture  of  the 
gallbladder  is  seldom  seen  and  rarely 
suspected  when  it  is  not  accompanied 
by  penetrating  wounds  of  the  abdomen, 
the  authors  note.  Their  case  was  the  only 
one  at  Robert  B.  Green  Hospital  in  San 
Antonio  in  an  18-month  period  and  few 
cases  have  been  cited  previously. 

IN  ONE  18-MONTH  PERIOD  at  the  Robert  B.  Green 
Hospital,  San  Antonio,  there  was  one  case  of  trau- 
matic rupture  of  the  gallbladder.  In  the  absence  of 
penetrating  wounds  of  the  abdomen,  traumatic  rup- 
ture of  the  gallbladder  is  seldom  seen  and  is  rarely 
suspected.  Norgore^  in  1946  found  31  cases  in  the 
literature  and  added  one  additional  case.  Barnes  and 
Diamonon^  in  1963  found  48  cases  in  all,  including 
their  case.  A survey  of  the  literature  since  that  time 
adds  two  more  cases  by  Hogue  and  Munnell,^  making 
a total  of  50.  The  relative  rarity  of  the  condition  war- 
rants the  reporting  of  this  case. 

Review  of  Cases:  The  earliest  report  of  a traumatic 
rupture  of  the  gallbladder  was  by  Ricketts^  in  his 
historical  review  in  1905.  It  was  reported  from  a speci- 
men in  Guy’s  Museum,  the  patient  having  died  in 


1388  of  a lacerated  gallbladder.  In  1887,  the  first 
surgical  treatment  was  attempted;  but  the  patient 
died.  (Lewerenz,  quoted  by  Norgore).i  Ricketts*  in 
1898  performed  the  first  surgery  on  a patient  that 
lived.  Since  then  there  have  been  only  two  reported 
deaths  in  patients  operated  on  for  rupture  of  the  gall- 
bladder. 

Most  authors  believe  that  traumatic  rupture  of  the 
gallbladder  occurring  alone  and  from  external  and 
nonpenetrating  injury  is  one  of  the  rarest  results  of 
trauma.  In  reviewing  the  literature  most  of  the  early 
series  also  included  rupture  of  the  liver  and  other  as- 
sociated injuries. 

Pathophysiology:  In  this  injury  linear  force  is  convert- 
ed to  hydraulic  pressure.  When  the  hydraulic  pressure 
exceeds  the  tensile  strength  of  its  wall,  the  gallblad- 
der ruptures.  A normal  gallbladder  is  thin-walled  and 
is  less  likely  to  withstand  a traumatic  insult  than  a 
diseased  one  with  thicker  fibrotic  wall. 

The  most  common  causes  of  trauma  are  steering 
wheel  injury  to  a driver,  a direct  blow  to  the  abdo- 
men, or  a fall  from  a considerable  height  resulting  in 
blunt  trauma  to  the  abdominal  wall. 

Smiths  feels  that  there  are  three  things  that  predis- 
pose to  rupture  of  the  gallbladder.  First  is  a normal 
thin-walled  gallbladder.  Second  is  the  physiologic  stage 
of  digestion  at  the  time  of  the  accident.  Most  of  these 
occur  in  the  interdigestive  phase  of  digestion  thus  the 
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gallbladder  is  distended  with  concentrated  bile.  Third 
is  the  excessive  alcoholic  intake  prior  to  injury  be- 
cause the  alcohol  can  cause  spasm  of  Oddi’s  sphinc- 
ter. Indeed,  after  ingestion  of  large  amounts  of  alco- 
hol, edema  of  the  duodenal  mucosa  and  the  papilla 
of  Vater  may  result.  The  gallbladder  is  then  unable  to 
empty  properly. 

Chemical  peritonitis  caused  by  a sudden  escape  of 
concentrated  gallbladder  bile  can  be  extensive  and 
can  cause  significant  shifts  in  the  body  fluids.  This 
contributes  to  the  production  of  shock.®  Most  au- 
thors feel  this  is  the  chief  cause  of  death  from  bile 
peritonitis.  Whatever  the  cause  of  death,  bile  peri- 
tonitis carries  a mortality  rate  of  50  percent  and  high- 
er in  the  reports  of  various  authors. 

Most  ruptures  occur  in  such  a manner  that  the  bile 
is  soon  walled  off,  rather  than  emptying  freely  into 
the  peritoneal  cavity.'^  The  latter  type  is  more  haz- 
ardous. Bile  in  the  abdominal  cavity,  if  present  in 
small  amounts,  can  be  tolerated  for  months  only  if 
it  is  walled  off.  Generalized  choleperitoneum  is  fatal 
within  a short  time. 

Bile  sets  up  a severe  chemical  inflammation  of  the 
peritoneum  causing  outpouring  of  fluid  from  the  ex- 
tracellular space  to  dilute  the  concentrated  bile  to 
form  a transudate.  Cyst-like  cavities  are  formed,  and 
these  at  times  reach  huge  proportions.  Adhesions  are 
formed  by  the  severe  reaction. 

Horrall®  caused  death  in  dogs  within  24  hours  by 
injecting  intraperitoneally  5 ml.  of  bile  per  kg.  of  body 
weight.  The  primary  toxic  substance  in  the  bile  was 
taurocholic  acid. 

In  man  glycocholic  acid,  a less  toxic  substance,  is 
more  abundant:  but  there  are  small  amounts  of  tauro- 
cholic acid  present.  The  total  amount  of  bile  salts 
must  be  considered.  The  gallbladder  can  concentrate 
the  bile  as  much  as  10-12  times.  A sudden  rupture 
of  a distended  gallbladder,  therefore,  floods  the  peri- 
toneal cavity  with  some  75  cc.  of  concentrated  bile  or 
the  equivalent  of  750  cc.  of  hepatic  bile.  If  the  peri- 


toneal cavity  becomes  infected  (as  with  Clostridia 
welchii,  the  most  common  pathogen  in  gallbladder 
bile),  the  insult  may  be  devastating.® 

The  diagnosis  of  ruptured  gallbladder  is  difficult  to 
make.  Rarely  is  a lesion  diagnosed  preoperatively  un- 
less paracentesis  reveals  bile-stained  fluids.  There  are 
no  specific  signs  and  symptoms  of  this  injury  when  it 
occurs  alone.  Some  patients  are  suddenly  ill,  but  oth- 
ers do  not  develop  symptoms  for  many  hours  or  days. 
Usual  symptoms  are  pain  and  tenderness  localized  in 
the  right  upper  quadrant  of  the  abdomen.  Pain  is 
usually  present  out  of  proportion  to  the  extent  of  visi- 
ble external  trauma.  The  white  count  is  usually  ele- 
vated. Early  there  is  usually  a rise  in  hemoglobin  and 
hematocrit  reflecting  the  internal  shift  of  fluids  caus- 
ing a relative  dehydration.  Amylase  is  usually  not  ele- 
vated. Urinalysis  will  begin  to  show  bile  by  the  end  of 
the  second  to  third  day.  In  some  reported  cases  there 
was  glucose  in  the  urine  in  nondiabetic  patients. 3>  ® 
Jaundice  is  usually  evident  by  about  the  third  to  fifth 
day.  Routine  x-ray  examinations  usually  are  not  of  ben- 
efit. 

Paracentesis,  in  the  absence  of  severe  jaundice,  if 
it  reveals  bile-stained  fluid  is  diagnostic  of  perforation 
of  the  biliary  tree,  but  it  is  not  a diagnostic  indication 
of  rupture  of  the  gallbladder  as  it  may  occur  from 
rupture  of  the  liver,  the  common  duct  or  the  duo- 
denum. 

The  treatment  of  the  isolated  rupture  of  the  gall- 
bladder falls  into  four  categories. 

1.  Paracentesis  was  practiced  in  the  19th  century, 
but  has  no  place  in  management  today  except  as  a 
diagnostic  test. 

2.  Suture  of  the  perforation  in  an  otherwise  nor- 
mal-appearing gallbladder  is  possible.  This  seems  un- 
duly risky  except  with  simple  sharp  penetrating 
wounds.  In  blunt  trauma  it  is  difficult  at  best  to  fully 
evaluate  the  total  organ  injury. 

3.  Cholecystectomy  is  a more  definitive  treatment 
and  would,  therefore,  appear  to  be  the  operation  of 
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choice.  This  removes  entirely  the  injured  organ  and 
allows  better  examination  of  the  liver  bed  and  con- 
tiguous structures.  There  is  no  significant  disability 
from  cholecystectomy. 

4.  Cholecystostomy  would  be  the  treatment  of 
choice  in  the  neglected  case  where  infection  or  in- 
flammatory reaction  would  contraindicate  cholecyst- 
ectomy. 

All  authors  reporting  this  lesion  agree  that  early 
surgical  treatment  prompted  by  a history  of  abdominal 
trauma  and  increasing  or  nonremitting  abdominal 
signs  will  be  curative  with  minimal  morbidity.  Failure 
to  initiate  early  surgical  treatment  will  increase  mor- 
bidity, and  nonsurgical  management  will  almost  sure- 
ly be  fatal. 

Case  Report:  About  6:30  a.m.  on  Oct.  17,  1965,  a 41- 
year-old  man  came  to  the  emergency  room  at  Robert 
B.  Green  Hospital.  He  had  been  kicked  in  the  abdo- 
men in  a fight  about  six  hours  previously.  He  had 
consumed  about  20  bottles  of  beer  before  the  fight. 
He  complained  of  acute  abdominal  distress,  and  the 
abdomen  was  distended  and  very  tender;  muscle 
guarding  was  present.  There  were  no  bowel  sounds. 
Laboratory  studies  showed  a hemoglobin  of  14 
gm./lOO  cc.  and  a hematocrit  of  42%.  A white  blood 
count  of  16,200  cells/cu.  mm.  with  2 eosinophils/cu. 
mm.,  4 metamyelocytes/cu.  mm.,  76  segmented  neu- 
trophils/cu.  mm.,  and  18  lymphocytes/cu.  mm.  The 
urine  contained  albumin  (1  plus),  sugar  (3  plus),  and 
in  addition  4-6  white  blood  cells,  1-2  red  blood  cells, 
2-3  hyaline  casts  and  1-3  coarse  casts  per  high  pow- 
er field.  Blood  test  showed  a blood  sugar  of  111 
mg./lOO  cc.,  a blood  urea  nitrogen  of  11  mg./lOO 
cc.,  and  a creatinine  of  120  mg./lOO  cc.,  while  serum 
electrolytes  were  within  normal  limits. 

At  3 p.m.  an  exploration  was  made  through  a high 
midline  incision.  On  entering  the  abdomen,  200  cc.  of 
bloody  bile-stained  fluid  was  found  below  the  liver. 
The  porta  hepatis  and  entire  gallbladder  area  con- 


tained extravasated  bile  and  blood.  A 7 mm.  lacera- 
tion was  found  in  the  neck  of  the  gallbladder.  Chole- 
cystectomy was  performed.  Operative  cholangiogram 
showed  no  other  interruptions  of  the  biliary  tree.  The 
gallbladder  bed  was  drained  with  Penrose  drains. 

The  postoperative  course  of  the  patient  was  relative- 
ly uncomplicated  except  for  atelectasis  on  the  second 
day,  which  responded  to  forced  coughing  and  inter- 
mittent positive  pressure  breathing.  The  patient  was 
discharged  on  Oct.  25,  1965. 

Pathological  examination  showed  dark  brown  cof- 
fee ground  material  in  the  gallbladder.  Sections 
showed  extensive  areas  of  hemorrhage  in  the  sub- 
serosa and  in  some  foci  in  the  muscularis  and  mucosa. 

This  case  of  ruptured  gallbladder  represents  the 
early  manifestations  of  the  condition.  The  patient  had 
been  drinking  alcohol  to  an  excess  and  had  blunt 
trauma  to  the  abdomen  in  a fight.  The  patient  came 
to  the  emergency  room  about  six  hours  after  injury 
and  a cholecystectomy  was  subsequently  performed. 
A diffuse  peritoneal  reaction  secondary  to  widespread 
bile  exposure  was  noted. 
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TECHNITES  PERI  LALIAS 


FREDERICK  C.  REHFELDT,  M.D. 

“The  more  minimal  the  art  the  more 
maximum  the  explanation.”^ 

Pity  the  poor  surgeon! 

Once  the  king  of  practitioners,  he  now  slinks 
through  the  high  grass,  cowed  by  the  growing  omnipo- 
tence of  record  committees,  tissue  committees,  slings 
and  arrows  of  the  press,  and  the  malpractice  maraud- 
ers who  seek  his  very  hide.  Even  his  mighty  roar, 
which  once  terrified  the  jungle,  would  be  stifled  by 
those  who  criticize  his  ability  to  communicate. 

Third  parties  now  tell  us  of  our  incompetence  and 
malpractice  in  the  areas  of  history  taking,  discussions 
prior  to  a surgical  procedure  regarding  the  dangers  of 
the  procedure,  reports  to  the  patient’s  relatives  follow- 
ing the  procedure,  and  the  problems  of  what  to  say  to 
the  patient  with  incurable  disease. 

Admittedly,  communication  between  surgeons  and 
patients  and  relatives  of  patients,  is  a difficult  chore. 
No  matter  how  skilled  the  surgeon  may  be  as  a tech- 
nician, he  is  more  apt  to  be  frustrated  by  his  en- 
counters with  families  than  with  the  disease  process. 

There  is  no  effort  on  the  part  of  surgical  mentors 
to  train  surgical  neophytes  into  this  possible  art.  In 
fact,  each  surgeon  seems  to  be  much  like  the  dude 
ranch  cowboy  who,  after  a satisfactory  performance 
in  a haystack  with  an  Eastern  heiress,  thanked  her  for 
her  compliments  and  modestly  acknowledged  that  he 
had  taught  himself. 

As  one  labors  through  the  gory  vineyards  of  sur- 
gery, one  wonders  what  happened  to  those  happy 


years  when,  as  a silver-tongued  resident,  one  eagerly 
went  forward  to  bestow  upon  anxious  relatives  the 
benefits  of  one’s  newfound  knowledge.  Why  is  it  that 
though  one  gains  in  experience,  speechification  seems 
to  be  more  difficult? 

Perhaps  Jonathan  Swift  had  the  answer  when  he 
wrote: 

The  common  Fluency  of  Speech  in  many  Men, 
and  most  Women,  is  owing  to  the  Scarcity  of 
Matter,  and  Scarcity  of  Words;  for  whoever  is  a 
Master  of  Language,  and  hath  a Mind  full  of 
Ideas,  will  be  apt  in  speaking  to  hesitate  upon  the 
Choice  of  both:  Whereas  common  Speakers  have 
only  one  Set  of  Ideas  and  one  Set  of  Words  to 
cloath  them  in;  and  these  are  always  ready  at 
the  Mouth.  So  People  come  faster  out  of  a Church 
when  it  is  almost  empty,  than  when  a Crowd  is 
at  the  Door.2 

History  taking  in  many  clinics  is  now  being  done 
by  a checklist  which  is  provided  the  patient  in  advance 
of  his  initial  interview  with  the  physician.  These  forms 
provide  a more  complete  record  than  could  be  ob- 
tained in  a tete-a-tete,  and  also  provide  a legal  record 
which  certifies  that  the  patient  did,  in  fact,  have  an 
opportunity  to  mention  certain  unmentionables  to  the 
surgeon. 

A prospect  of  still  less  personal  relationship  be- 
tween patient  and  doctor  was  discussed  recently 
by  Dr.  F.  Raymond  Keating  Jr.,  professor  of  med- 
icine at  the  Mayo  Graduate  School,  in  a speech  at 
a postgraduate  assembly  at  Saint  John’s  Hospital 
in  Santa  Monica,  Calif. 

The  central  figure,  of  course,  was  the  computer. 
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Dr.  Keating  said  the  time  may  come  soon  when  a 
patient  will  tell  his  troubles  to  a television  screen. 
Questions  would  be  shown  on  the  screen,  and  the 
patient's  answers  would  be  taped  and  stored  in  a 
computer. 

The  reason  for  this  would  be  that  the  TV  screen 
could  give  the  patient  more  time  than  the  doctor 
could.  The  advantage  was  said  to  be  that  the  pa- 
tient could  talk  all  he  wanted  to  talk,  and  it  was 
thought  that  patients  would  talk  to  the  screen 
about  things  they  would  not  like  to  mention  to 
people.  That  seems  doubtful.  The  patient  would 
know  that  his  remarks  were  being  taped  and 
would  be  beyond  his  control. 

We  can  understand  the  reason  for  expecting  this 
development.  It  is  simple.  The  demands  upon  the 
time  of  a physician  are  more  than  he  can  meet. 
But,  like  a lot  of  other  things  that  are  being  done 
to  cope  with  the  growing  demand  for  services,  it 
may  not  work  as  well  as  it  is  expected  to  work. 
The  idea  is  that  the  patient  can  talk  now  and  the 
doctor  can  listen  later.  But  is  the  doctor  going  to 
have  more  time  later  than  he  has  now?^ 

As  to  the  presentation  to  the  patient  of  the  possi- 
ble complications  of  a diagnostic  or  surgical  procedure, 
one  finds  the  surgeon  reluctant  to  comply  fully  with 
the  implications  of  recent  malpractice  verdicts,  the 
legal  implication  being  that  a full  disclosure  of  the 
hazards  of  these  procedures  must  be  made.  The  sur- 
geon has  not  time  for  such  dissertations,  and  by  train- 
ing is  too  much  aware  of  the  kind  of  patient  anxiety 
which  such  a display  would  ordinarily  provoke.  Sur- 
geons have  been  inclined  to  carry  this  burden  of 
anxiety  themselves.  Lawyers  now  tell  us  that  this  is 
not  in  the  best  interest  of  the  patient.  The  recent  mil- 
lion dollar  judgments  are  convincing  arguments. 

Even  now,  chaplains  and  interested  laymen  are 
conducting  symposia  concerned  with  what  surgeons 
should  say  to  patients  with  incurable  disease.  Has  this 
not  been  the  physician’s  greatest  and  tenderest  chal- 
lenge? 

The  surgeon’s  presentation  to  the  family  at  the  con- 
clusion of  a surgical  procedure  has  always  been  highly 
individualistic.  You  are  all  aware  of  the  varied  ap- 
proaches of  our  colleagues.  For  example: 

The  surgeon  who  enthusiastically  rushes  from  the 
operating  room  carrying  a pan  containing  a human 
organ  with  hemostats  still  attached.  If  he  is  extremely 
good,  he  usually  carries  a scalpel  with  which  he  makes 
a final  thrust  at  the  offending  organ.  This  display 
brings  the  entire  family  into  an  intimacy  which  endears 
the  brave  surgeon  forever  to  the  family. 

Or  the  type  who,  as  he  gravely  approaches  the  rela- 
tives, deliberately  pulls  off  his  gloves,  snapping  them 
somewhat  forcefully  (in  the  manner  of  a member  of 
the  Lafayette  Escadrille  removing  his  helmet  as  he 
steps  from  the  cockpit  of  his  SPAD),  and  says,  "We 


got  there  just  in  time.”  This  dramatic  presentation 
sends  the  family’s  adrenalin  squirting  from  their  var- 
ious apertures,  but  this  is  quickly  counteracted  by  their 
affection  and  admiration  for  a courageous  man. 

There  is  another  type  who  gathers  the  relatives 
around  him,  positioning  them  strategically  so  that  they 
can  gaze  upon  his  handsome  countenance  as  he  re- 
ports that  it  was  a “good  show,”  that  the  “diseased 
organ  was  much  larger  and  the  disease  much  worse,” 
than  he  had  anticipated.  He  somewhat  modestly  im- 
plies that  in  less  competent  hands  it  probably  could 
not  have  been  removed;  however,  due  to  his  remark- 
able skill,  this  was  accomplished.  For  this,  of  course, 
there  is  a surge  of  admiration  and  an  outpouring  of 
affection  from  the  awestricken  relatives. 

Another  type  takes  the  patient’s  relatives  into  his 
confidence  and  in  a quiet  voice  says,  “I  don’t  know 
how  this  will  come  out.  I have  done  the  best  that  I 
could.  Many  things  could  still  go  wrong — a sudden 
hemorrhage,  infection,  heart  attack,  pneumonia,  or 
locked  bowels.  I have  now  put  this  in  the  hands  of 
God.” 

In  our  flight  toward  uniformity,  the  “flair”  of  these 
surgeons  will  not  be  emulated.  A sad  loss  indeed! 
Television  can  never  approach  this  for  sheer  enter- 
tainment. 

When  challenged,  organized  medicine  reacts  char- 
acteristically by  acquiescence  to  the  demands  of  third 
parties.  Because  of  this,  the  paramedical  specialties 
are  appearing  in  great  numbers:  hospital  administra- 
tors, oxygen  therapists,  x-ray  technicians,  EEG  techni- 
cians, laboratory  specialists,  urology  technicians,  and 
orthopedic  technicians,  to  name  a few.  While  it  is  rec- 
ognized that  this  fragmentation  of  the  physician’s 
duties  further  allows  him  to  concentrate  upon  the  task 
at  hand,  nevertheless  the  surgeon  might  become  so 
fragmented  that  he  might  cease  to  exist.  One  of  our 
colleagues  has  suggested  that  the  rate  of  fragmenta- 
tion by  paramedical  specialists  is  so  rapid  that  sur- 
geons may  well  be  phased  out  of  hospitals  by  1975. 

Another  envisions  all  surgical  decisions  being  made 
by  a surgical  committee. 

A typical  surgical  committee  might  be  composed  of 
the  assistant  administrator  for  surgery,  the  record 
room  librarian,  the  hospital  attorney,  the  chief  of  med- 
icine, the  chief  of  pathology,  and  a surgeon  as  a non- 
voting member.  Of  course,  the  committee  would  as- 
sume no  responsibility  in  the  event  of  a bad  surgical 
result — the  captain-of-the-ship  theory  pertaining  in  the 
event  of  a resulting  malpractice  suit. 

After  the  surgical  committee  has  reached  a decision, 
a cage  is  opened  and  a surgeon  makes  his  way  along 
a ramp  to  an  operating  room  where  he  performs  a 
certain  surgical  technique,  then  returns  along  the  ramp 
to  his  cage,  where  he  is  again  confined. 

Recognizing  the  surgeon’s  usual  acquiescence  and 
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the  surgeon’s  apparently  unsatisfactory  job  of  com- 
municating, it  is  reasonable  to  think  of  paramedical 
specialists  who  might  do  this  for  us. 

It  is  proposed,  then,  that  such  a group  be  organized 
on  a national  basis:  The  Association  of  Speech  Special- 
ists. In  searching  for  a name  for  such  a group,  it  ap- 
pears that  the  Greeks  never  had  a name  for  it.  The 
nearest  one  can  come  to  translating  speech  technician 
into  Greek  is  “technites  peri  lalias."  This  refers  to  the 
skill  of  speech.  The  speech  technologist  would  be  a 
technologon  peri  lalias,  or  one  who  carries  on  speech 
in  a systematic  manner,  as  with  treatment.  The  tech- 
nology of  speech  might  be  spoken  of  as  technologia 
peri  lalis.  We  are  using  the  Greek  verb,  lalian,  or  the 
noun,  lalo.  As  you  know,  it  is  easy  to  conclude  that 
loliatry  would  be  the  study  of  speech,  particularly  as 
a therapeutic  device  or  as  a profession.  Laliaphobia,  of 
course,  is  the  morbid  fear  of  talking  and  stuttering: 
laliation  is  babbling  and  infantile  speech;  and  lalophilia 
is  the  love  of  speech  with  its  subsequent  complication 
of  laloria.  It  is  probable  that  “technites  peri  lalias’’  will 
not  be  commonly  employed,  but  that  “speech  special- 
ist,” which  suggests  skill  in  speech,  will  be  the  chosen 
term. 

The  entire  time  of  these  technicians  could  be  spent 
in  utilizing  available  communication  methods,  while 
devising  new  ones  within  the  framework  of  the  medi- 
cal-legal requirements  of  the  time. 

Individuals  who  might  aspire  to  this  profession 
should  be  highly  verbal.  It  is  anticipated  that  such  a 
group  be  trained  by  hospital  administrators,  for  who  is 
better  qualified?  The  curriculum  should  provide  instruc- 
tion by  attorneys,  statisticians,  medical  artists,  pathol- 
ogists, radiologists,  and,  even  on  occasions,  by  sur- 
geons. 

The  training  program  should  be  carried  out  in  a 
charity  hospital,  because  relatives  are  the  most  de- 
manding of  the  surgeon’s  time  when  the  patient  has 
no  intention  of  paying  for  surgical  services.  The  usual- 
ly large  group  of  attendant,  unemployed  relatives  make 
an  appreciative  audience. 

The  student  talker’s  first  clinical  effort  might  be  in 
obstetrics,  where  he  could  step  from  the  delivery 
room  on  cue  from  the  obstetrician,  approach  the  ex- 
pectant father  and  shout,  “It’s  a boy!” 

The  less  experienced,  or  the  least  talented,  would 
recite  about  appendectomies  or  bunionectomies,  while 
the  more  experienced  hands  would  intone  such  pro- 
cedures as  cardiovascular  surgery.  The  most  skilled 
talkers  would  be  associated  with  university  hospitals. 
These  professional  spielers  could  never  equal  the  post- 
operative histrionics  of  our  colleagues,  but  with  mod- 
els, slides,  and  even  taped  TV  reruns  of  the  actual 
surgical  procedure,  one  cannot  deny  that  a less  excit- 
ing but  more  informative  performance  could  be  ex- 
pected. 


The  Association  of  Speech  Specialists  should  be 
administered  by  a full-time  executive  secretary,  with 
headquarters  in  Chicago.  The  organization  might  hold 
its  organizational  convention  at  the  Puerto  Rico  Shera- 
ton, where  a group  of  distinguished  surgeons  would, 
of  course,  appear  as  guest  speakers. 

Since  all  of  the  paramedical  groups  now  seem  to 
be  uniformed,  and  each  seems  to  wear  an  appropriate 
shoulder  patch,  the  following  design  is  submitted  for 
the  Association  of  Speech  Specialists. 


Summary:  Third  parties  are  becoming  increasingly 
more  critical  of  the  surgeon’s  efforts  to  communicate 
with  his  patients. 

In  keeping  with  the  pattern  of  capitulation  which 
medical  folk  are  prone  to  follow  when  criticized,  it  is 
proposed  that  speech  technicians  be  employed  as  the 
communicators.  This  would  free  the  surgeon  of  this 
difficult  task,  would  satisfy  the  ethical  and  medical- 
legal  requirements  of  proper  communications,  and 
would  create  new  job  opportunities. 
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PUNTAR  FLAPS  USED 
FOR  SOLE,  HEEL  LESIONS 


BROMLEY  S.  FREEMAN,  M.D. 

Clinical  Medicine:  Local  flaps  of  the  sole 
and  heel  can  be  utilized  safely,  albeit 
with  caution,  for  repairing  modest  de- 
fects of  the  sole  and  heel.  Sensation  rap- 
idly returns  to  these  local  flaps,  even 
when  the  innervation  has  been  sectioned, 
and  they  result  in  superior  weight-bear- 
ing surfaces  after  relatively  less  patient 
restriction  than  when  flaps  are  taken 
from  distant  areas. 

DESPITE  THE  TENET  in  plastic  surgery  that  neighbor- 
ing flaps  provide  the  best  match,  when  flap  coverage 
is  required  for  repair  of  sole  and  heel  lesions  most 
surgeons  prefer  to  use  flaps  from  the  calf,  thigh,  or 
even  abdomen,  because  of  the  commonly  held  belief 
that  local  plantar  flaps  are  unsuccessful.  Transposition 
and  advancement  or  rotation  flaps  to  the  weight-bear- 
ing areas  of  the  foot  offer  functional  replacement  con- 
taining the  ideal  structure  of  epidermis,  dermis,  and 
subcutaneous  tissue,  permit  the  use  of  skin  grafts 
for  coverage  of  donor  sites  in  nonfunctional  areas, 
and,  with  a modicum  of  care,  offer  a superior  end 
result  requiring  less  patient  immobility  and  restriction. 

The  anatomical  characteristics  and  functional  re- 
quirements of  the  skin  of  the  sole  and  posterior  heel 
that  make  this  area  so  suitable  for  weight-bearing  com- 
plicate wound  healing  and  not  infrequently  result  in 
recurrent  ulceration  and  hyperkeratotic  sensitive  scars. 


The  rapidly  proliferating  hornified  stratum  corneum, 
the  thick  epidermis  (12  times  as  thick  as  that  of  other 
regions),  and  the  dermis  of  3 mm.  or  more  with  nu- 
rperous  tall  and  branched  dermal  papillae,  contrasted 
to  the  scant  and  flat  papillae  of  the  skin  of  the  calf  or 
abdomen,  are  difficult  to  replace.  Substitution  of  the 
skin  by  flaps  from  other  areas  produces  alternation  of 
surface  levels  in  pressure  zones  and  the  loss  of  thick 
padding  and  of  secure  attachment  to  the  underlying 
structures  normally  present  in  the  sole,  where  the  at- 
tachment of  the  fibrous  septa  in  the  thick  subcuta- 
neous tissue  to  the  underlying  plantar  fascia  or  bone 
and  to  the  dermis  makes  for  secure  plantigrade  loco- 
motion. 

However,  these  same  characteristics  of  the  plantar 
skin  cause  difficulty  in  draping  the  inelastic,  rigid,  thick 
material  and  result  in  easy  torsion  and  blockage  of  the 
vascular  pedicle.  Moreover,  the  limited  amount  of  plan- 
tar tissue  available  for  direct  closure,  even  in  the  re- 
moval of  the  smaller  lesions,  tends  to  develop  exces- 
sive tension  and  requires  scrupulous  exactness  in 
planning  lest  hypertrophic  scars  or  irregularities  result. 

Pressure  sores,  traumatic  ulcerations,  neurotropic 
ulcers,  removal  of  tumors  and  calluses  and  warts  leave 
defects  which  require  replacement  of  tissues  either  by 
use  of  the  lateral  laxity  permitting  small  local  flaps 
from  the  non-weight-bearing  areas  in  the  more  youth- 
ful patients,  or  major  replacements  by  cross-leg,  cross- 
thigh, or  even  abdominal  flaps.  Cross-leg  flaps  may  be 
contraindicated  by  one  or  more  of  the  following;  arthri- 
tis, emotional  incompatibility,  fragile  skin  which  can- 
not stand  cast  pressure,  scars  of  previous  operative 


64 


TEXAS  MEDICINE 


Fig.  la,  b.  A small  lateral 
transposition  flap  is 
used  to  close  the  small 
defect  under  the  ball 
of  the  fifth  metacarpal. 
Note  that  it  is 
pedicled  distally. 


Fig.  2.  A small  painful  defect  of  the  heel  (a) 
was  closed  directly  by  a large  classical 
advancement  flap  using  a medially  based 
pedicle  and  a skin  graft  placed  in  the 
non-weight-bearing  area  (b). 


Fig.  3a,  b.  A dorsal  advancement  flap  is 
used  to  close  a neurotrophic  ulcer  under 
the  first  metatarsal  head.  This  also  could 
have  been  closed  by  a laterally  based 
advancement  flap,  leaving  the  donor  defect 
in  the  non-weight-bearing  portion  of  the 
sole  of  the  foot  (the  reverse  of  the 
procedure  shown  in  Fig.  2b). 
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procedures,  ankylosis  of  the  knee,  and  other  problems. 
These  are  more  frequent  in  older  persons,  but  can  be 
present  in  the  youthful  as  well.  Functional  local  flaps 
for  the  sole  and  heel  which  have  proved  of  value  to 
replace  losses  or  painful  scars  in  weight-bearing  areas 
offer  a thick  covering  with  a residual  or  later  ingrowth 
of  sensation,  firm  padding  with  dermal  attachment  and 
deep  adherence  to  the  underlying  structures  lessening 
or  limiting  the  shearing  motion,  and  the  maintenance 
of  an  even  and  a normal  surface  level  in  the  area  of 
pressure.  It  is  true  that  these  flaps  are  not  always 
without  complications,  but  with  careful  planning,  at- 
tention to  the  usual  rules  of  plastic  surgical  technique, 
and  constant  observation,  these  complications  can  be 
kept  to  a minimum. 

Technique;  Preliminary  scrubbing  and  cleansing  and, 
at  times,  the  use  of  keratolytic  medications  for  weeks 
preoperatively,  soften  the  areas  and  remove  minor 
local  foci  of  infection.  A detailed  plan  is  sketched  al- 
lowing for  a flap  considerably  larger  than  the  defect  to 
permit  the  sacrifice  of  projecting  irregular  borders  of 
normal  plantar  skin  and  thus  allow  rotation  or  trans- 
position without  kinking  and  without  tension.  The 
prophylactic  use  of  preoperative  antibiotics  and  sharp 


dissection  under  tourniquet,  pinpoint  hemostasis  after 
the  release  of  the  tourniquet  prior  to  the  rotation  of 
the  flap  and  skin  grafting  of  the  donor  defect,  and  the 
exacting  levelling  of  all  opposed  edges  is  assured  by 
meticulous  layered  closure  using  the  finest  monofila- 
ment suture  materials.  During  the  dissection,  sever- 
ance of  the  fibrous  septa  and  freeing  the  fascial  at- 
tachments of  the  proximal  pedicle,  without  damaging 
the  perforating  vessels,  allows  further  relaxation  of 
the  flap  and  rotation  or  transposition  without  tension. 

If  there  is  a question  of  the  vitality  or  vascular  re- 
turn, the  flap  is  delayed,  and  the  delayed  flap  is  trans- 
posed only  when  it  has  become  soft  enough  to  indi- 
cate that  there  is  no  deeper  scarring.  In  this  area,  one 
must  avoid  operating  by  the  calendar.  Smoother  drap- 
ing is  helped  by  removing  irregular  bony  prominences 
under  the  pressure  points  and  by  using  large,  thick- 
split  skin  grafts  on  the  donor  sites. 

The  dressing  includes  suction  drainage,  mild  foam 
elastic  pressure  and  constant  elevation.  Postoperatively 
the  foot  must  be  kept  in  elevation,  but  even  aged  pa- 
tients can  be  gotten  out  of  bed  for  toilet  and  visiting 
without  lowering  the  foot,  and  without  the  usual  pres- 
sure sores  from  casts  or  the  rigid  immobility  in  bed 


Fig.  4a-d.  A medially  pedicled  flap  of  the  arch  tissue  is  transposed  posteriorly. 
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which  are  attendant  in  the  use  of  distant  flaps.  The 
sutures  are  removed  after  three  weeks,  and  the  wound 
edges  are  supported  by  tape  or  collodion  for  another 
two  weeks. 

Dependency  and  walking  are  initiated  cautiously: 
these  extremity  flaps  have  been  denervated  and  lack 
vascular  control.  Carried  out  under  the  direct  obser- 
vation of  the  surgeon  and  graduated  over  a period  of 
weeks,  dependency  is  never  prolonged,  especially  in 
whirlpool  baths.  Constant  light  elastic  support  is  im- 
perative. The  usual  foot  care  (as  given  for  diabetes 
and  arteriosclerosis)  is  essential  until  these  flaps  have 
regained  sensitivity. 

Local  flaps  can  be  taken  from  the  non-weight-bear- 
ing areas  lateral  to  the  plantar  region,  dorsum  of  the 
foot,  or  medio-calcaneal  area,  but  are  mainly  utilized 
from  that  large  area  of  the  non-weight-bearing  sole 
under  the  arch.  Flaps  usually  are  pedicled  on  the 
medial  vessels,  but  even  a lateral  pedicle  can  be  used 
when  necessary. 


Figs.  1-5  show  typical  rotation  and  transposition 
flaps  utilized  for  plantar  defects.  Delays  of  the  larger 
flaps  were  necessary  to  enhance  the  superficial  vas- 
culature as  the  major  vessels  and  perforators  have 
been  cut.  Thus  the  transposed  tissues,  dependent 
upon  the  anastomotic  horizontal  vascularity  over  the 
superficial  fascia,  prior  to  transfer  require  complete 
softening  of  the  delayed  flap  by  time  and  a loose 
pedicle  for  these  elongated  anastomotic  vessels  are 
easily  compressed. 
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Fig.  5a-e.  A similar  flap  with  a delayed  lateral  pedicle.  Excision  of  a chondrosarcoma 
of  the  heel  closed  by  skin  grafting  allowed  observation  for  one  year. 

Removal  of  the  graft  and  local  flap  closure  enabled  normal  locomotion. 
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THE  NATURAL  HISTORY 
OF  BREAST  CANCER 


JOSEPH  P.  McNEILL,  M.D.;  HAROLD  RANDOLPH  BAILEY;  and  JOHN  V.  GOODE,  M.D. 


Case  Reports:  A woman  with  bilateral 
breast  carcinoma  survived  without  defin- 
itive treatment  for  11  years  after  discov- 
ery of  the  disease.  The  handling  of  this 
unusual  case  is  compared  with  the  au- 
thors' usual  management  of  treating 
breast  cancer  by  radical  mastectomy,  x- 
ray,  or  radium  therapy. 

IN  MODERN  TIMES  it  is  rare  that  a surgeon  has  the 
opportunity  to  observe  a patient  with  cancer  of  the 
breast  who  succumbs  to  the  disease  without  definitive 
treatment;  however,  the  authors  recently  have. 

In  May,  1966,  a 62-year-old  white  woman  came  to 
our  office  complaining  of  pain  and  muscle  spasms  of 
one  month’s  duration  in  the  lower  back.  Eleven  years 
before,  she  had  developed  a mass  in  the  left  breast 
and  was  seen  by  a doctor  of  homeopathy  in  Guadala- 
jara, Mexico,  who  made  a clinical  diagnosis  of  carci- 
noma of  the  breast.  The  patient  refused  surgery  be- 
cause she  did  not  trust  doctors,  and  the  homeopathic 
physician  treated  her  medically  for  the  next  eight  to 
ten  years.  Utilizing  a "pharmacy”  in  Chicago  he  pre- 
scribed for  her,  by  mail,  such  drugs  as  animal  char- 
coal, potassium  phosphate,  arsenous  acid,  and  club 
moss.  He  followed  her  progress  by  letters  and  sam- 
ples of  blood  and  urine  which  she  sent  to  him  by  mail. 
With  this  “therapy”  the  masses  intermittently  swelled 
and  receded,  frequently  becoming  "sore  and  tender.” 


Two  years  before  she  was  first  seen  by  us,  she  de- 
veloped a mass  in  the  right  breast  which  progressively 
enlarged. 

The  patient  lived  a productive  life  as  a housewife 
and  baby  sitter  until  two  weeks  before  her  first  visit 
to  us  in  1966.  Her  family  history  is  interesting  in  that 
her  mother  underwent  surgery  for  breast  cancer  at 
age  30  and  survived  to  the  age  of  94  without  evidence 
of  recurrence. 

Physical  examination  showed  her  to  be  a well-nour- 
ished white  woman  appearing  to  be  the  stated  age  of 
62  years.  The  head  and  neck  were  normal.  The  left 
breast  was  almost  completely  replaced  by  a hard  tumor 
measuring  10  by  8 cm.  with  beginning  ulceration  over 
its  lower  portion.  The  skin  over  the  left  breast  was 
slightly  edematous  giving  a peau  d'orange  appearance. 
There  were  several  hard  fixed  nodes  in  the  left  axilla, 
the  largest  of  which  measured  4 cm.  in  diameter.  In 
the  upper  outer  quadrant  of  the  right  breast  there  was 
a hard  mass  measuring  4 cm.  in  diameter  with  dimp- 
ling of  the  skin  over  its  center.  One  hard  fixed  node 
measuring  31/^  cm.  in  diameter  was  present  in  the 
right  axilla.  The  chest  was  clear  to  auscultation  and 
percussion;  the  liver  was  not  enlarged.  There  was  ten- 
derness to  percussion  over  the  first  lumbar  vertebra. 
X-ray  examination  of  the  lumbosacral  spine  and  pelvis 
showed  an  osteolytic  lesion  of  the  body  of  the  first 
lumbar  vertebra  with  mild  anterior  compression. 

Hospitalization  was  advised  for  biopsy  and  x-ray 
treatment,  but  this  was  refused.  Therefore,  only  sup- 
portive therapy  was  used.  During  June  and  July  of 
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1966,  the  pain  became  more  intense  and  necessitated 
massive  doses  of  hypnotics.  In  August  the  patient  sud- 
denly developed  a paraplegia  with  loss  of  bladder  and 
bowel  control.  With  the  paraplegia  the  pain  disap- 
peared, and  she  required  little,  if  any,  sedation.  Her 
bowel  and  bladder  paralysis  were  controlled  with  daily 
enemas  and  an  indwelling  catheter. 

By  October,  1966,  she  had  developed  a large  ulcer- 
ated area  over  the  mass  in  her  left  breast.  Although 
she  continued  to  be  alert  and  ate  well  without  subjec- 
tive weight  loss,  she  developed  decubitus  ulcers  over 
both  heels  and  the  sacral  area.  She  was  seen  at  home 
once  weekly  by  her  physician  and  twice  weekly  by  a 
visiting  nurse  who  performed  catheter  care  and  dressed 
the  decubitus  ulcers.  A hydraulic  lift  was  utilized  to 
move  the  patient  about.  Beginning  in  November  and 
continuing  for  six  weeks  prior  to  her  death  she  had 
episodes  of  chills  and  fever  due  to  urinary  tract  infec- 
tions which  finally  became  intractable  to  antibiotic 
treatment.  Five  days  before  her  death  she  became 
stuporous  and  gradually  developed  a high  fever.  She 
was  admitted  comatose  and  moribund  to  the  hospital 
on  Dec.  19,  1966,  and  died  two  days  later  without  re- 
gaining consciousness. 

Autopsy  findings  showed  bilateral  ulcerating  car- 
cinoma of  the  breasts  with  metastases  to  axillary  lymph 
nodes,  abdominal  lymph  nodes,  anterior  chest  wall, 
and  the  first  lumbar  vertebra  with  resulting  paraplegia 
and  secondary  sacral  decubitus  ulcers,  bilateral  acute 
pyelonephritis  and  vesicoureteritis,  septic  splenitis,  and 
early  bilateral  bronchopneumonia  with  mild  pulmonary 
edema  and  congestion. 

Having  had  the  experience  of  observing  such  a pa- 
tient with  untreated  carcinoma  of  the  breast  live  pro- 
ductively with  her  progressive  disease  for  a period  of 
11  years  leads  one  to  reappraise  his  own  results  in 
the  conventional  surgical  and  x-ray  treatment  of  this 
disease.  Can  we  do  better? 


First  we  can  give  the  patient  visual  and  tactile  evi- 
dence of  a surgical  attack  on  the  disease  when  we  re- 
move the  primary  tumor.  Few  women  in  our  com- 
munity would  be,  as  in  the  case  of  the  patient  pre- 
sented here,  willing  to  allow  the  slow  progression  of 
this  disease  without  definitive  treatment. 

Second,  we  can  effectively  control  axillary  metas- 
tases. In  our  entire  experience,  consisting  of  624  radi- 
cal mastectomies,  there  have  been  few  instances  of 
the  disease  persisting  in  the  axillary  nodes. 

Third,  recalcification  of  osseous  metastases  can  be 
effected  by  radiation  therapy,  thereby  preventing  path- 
ological fractures  with  the  attending  crippling  pain.  The 
patient  presented  here  is  the  only  one  in  our  experi- 
ence to  develop  transverse  myelitis  secondary  to  a 
pathological  fracture  of  the  vertebra.  Had  she  permit- 
ted the  use  of  x-ray  to  her  lumbar  lesion,  it  is  prob- 
able that  her  fracture  could  have  been  prevented. 

Fourth,  the  effects  of  hormone  therapy  and  hormone 
ablation  on  the  natural  history  of  breast  cancer  are 
well  known;  however,  our  experience  with  this  modality 
of  treatment  does  not  lend  itself  to  statistical  analysis. 

Fifth,  and  most  important,  we  feel  that  the  patient 
with  mammary  cancer  can  expect  a longer  life  with  a 
conventional  radical  mastectomy  as  will  be  shown  by 
the  following  statistics. 

In  1926,  Dalandi  reported  his  observations  on  100 
patients  with  untreated  carcinoma  of  the  breast.  He 
prepared  a graph  in  which  he  plotted  the  percentage 
of  deaths  against  the  years  of  survival.  He  found  that 
22  percent  were  alive  five  years  after  the  apparent 
onset  of  the  disease. 

In  1953,2  we  studied  146  patients  of  our  own,  fol- 
lowed for  five  years  after  radical  mastectomy  for  mam- 
mary cancer,  and  prepared  a similar  graph  superim- 
posing it  on  Daland's  graph  (Fig.  1).  Ninety-four,  or 
64.4  percent,  of  these  146  patients  survived  five  years 
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Reprinted  with  permission  from  Goode,  J.  V.,  and  Martin,  J.  A.:  Surgi- 
cal Experience  with  Mammary  Cancer,  Growth  Characteristics  Observed 
During  the  Treatment  of  258  Private  Patients  with  Breast  Cancer,  Ann. 
Surg.  137:856  (June)  1953. 

Fig.  1.  Survival  of  146  treated  patients  with 
cancer  of  the  breast  after  apparent  onset  of 
the  disease.  The  curve  is  formed  by  plotting 
the  deaths  by  months  of  survival. 

after  surgery.  This  seems  to  us  to  be  ample  evidence 
that  conventional  surgery  affects  the  natural  history 
of  breast  cancer  by  substantially  prolonging  life. 

In  19653  we  reported  our  experience  with  the  use 
of  low  intensity  radium  needle  implantation  in  the 
supraclavicular  and  intercostal  spaces  combined  with 
conventional  postoperative  x-ray  therapy  as  an  adjunct 
in  the  treatment  of  46  patients  with  breast  cancer. 
Twenty-four  of  these  patients  were  classified  as  Port- 
mann  Stage  III,  by  virtue  of  metastases  to  most  axil- 
lary nodes  or  a large  cm.  axillary  metastasis. 
Forty-two  percent  of  these  24  patients  survived  more 
than  five  years;  whereas  our  survival  rate  for  17  Stage 
III  patients  was  only  19.4  percent  prior  to  the  time 
we  used  the  low  intensity  radium  needle  technique. 

In  all  46  patients  so  treated,  none  developed  recur- 
rence or  persistence  of  tumor  in  the  treated  area. 

This  improvement  certainly  suggests  that  low  in- 
tensity radium  needle  implantation  in  the  supraclavicu- 


lar and  intercostal  spaces  does  have  a favorable  effect 
on  the  natural  history  of  breast  cancer. 

While  it  is  known  that  spontaneous  remission,  as 
described  by  Duphy^  and  more  recently  by  Everson 
and  Cole,5  occurs,  the  patient  presented  here  appar- 
ently does  not  meet  the  criteria  they  have  laid  down 
to  qualify  her  as  such  a remission. 

In  their  careful  study  of  46  patients  with  spontane- 
ous remission,  Everson  and  Cole  have  speculated  on 
some  possible  factors  responsible  for  remission,  such 
as  (1)  endocrine  influences,  (2)  complete  surgical  re- 
moval leaving  behind  inflammatory  tissue  which  was 
thought  to  be  malignant,  (3)  unusual  sensitivity  to 
inadequate  irradiation  or  other  therapy,  (4)  fever  and/ 
or  acute  infection,  (5)  allergic  reaction,  (6)  interference 
with  nutrition  of  the  tumor,  (7)  removal  of  carcinogenic 
agent,  and  (8)  incorrect  diagnosis  of  malignancy.” 

Duphy  speculates  that  host  immunity  and  the  con- 
nective tissue  barrier  may  be  factors  responsible  for 
spontaneous  remission  in  the  eight  patients  with  can- 
cer that  came  under  his  personal  observation. 

It  is  entirely  possible  that  one  or  more  of  the  afore- 
mentioned factors  may  have  had  an  influence  in  pro- 
longing the  life  of  the  patient  presented  in  this  report, 
even  though  a true  remission  did  not  occur. 

In  summary,  a case  history  has  been  presented  of 
a patient  with  bilateral  breast  carcinoma  who  survived 
11  years  after  the  onset  of  the  disease  without  defini- 
tive treatment.  Our  experience  with  the  effect  of  radical 
mastectomy,  x-ray,  and  radium  treatment  on  the  nat- 
ural history  of  breast  cancer  is  reviewed  also. 
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TEXAS  MEDICINE 


Let’s  be  specific  about  Campbell’s  Soups . . . 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


nevs^ 

evidence 


lorTAOSSt.) 


a 


macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 
and 

for  a problem  pathogen 
in  the  hospital. 

'"Staphylococcus  aureus 


* 


study  I Results  of  a 1967  in  vitro-in  vivo 

correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAG  prior  to  determining  the  susceptibility 
of  the  offending  organism. 

97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 

98.0% 

of  the 
patients 

responded 

favorably 
to  TAO(triacetyloleaniloniyciii) 


‘In  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


study  II  Effect  of  oral  therapy  with 

TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 

'‘Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that  /,  « . ■ 

^-(triacetyl- 
1 i\.U  oleandomycin) 

was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest,".. .bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 

TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  ANO  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROERIG  DIVISION 
CHAS.  PFIZER  & CO.,  INC. 
235  EAST  42nd  STREET 
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LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Halls  Diarrhea  Promptly 

in  children  with  . . . Gastroenteritis  ■ Spastic  bowel 
Influenza-like  infections  ■ Antibiotic-induced  diarrhea 


Lomotil  helps  get  children  with  diarrhea  off  toast  and  tea  and  back  to  normal 
diets  and  normal  activity  with  gratifying  dispatch.  ■ Lomotil  lowers  intestinal 
motility  and  permits  absorption  of  excess  fluid.  This  usually  controls  diarrhea 
promptly.  ■ Moreover,  lowered  intestinal  motility  achieved  with  Lomotil  often 
relieves  the  abdominal  cramps  and  discomfort  so  distressing  to  children. 


Precautions:  Lomotil  is  a Federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should 
not  be  exceeded,  and  medication  should  be 
kept  out  of  reach  of  children.  Should  acci- 
dental overdosage  occur  signs  may  include 
severe  respiratory  depression,  flushing, 
lethargy  or  coma,  hypotonic  reflexes,  nys- 
tagmus, pinpoint  pupils,  tachycardia; 
continuous  observation  is  recommended. 
Lomotil  should  be  used  with  caution  in  pa- 
tients with  impaired  flver  function  or  those 
taking  addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  rest- 
lessness, insomnia,  numbness  of  the 
extremities,  headache,  blurring  of  vision, 
swelling  of  the  gums,  euphoria,  depression 
and  general  malaise. 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea 
is  controlled,  are: 


Children:  Total  Daily  Dosage 

3-6  mo.  . .Vi  tsp.*  t.i.d.  (3  mg.)  ^ | 

6-12  mo.  .Vi  tsp.  q.i.d.  (4  mg.)  | |[  j[  I 

1- 2  yr.  . . .Vi  tsp.  5 times  daily  (5  mg.)  | | | | || 

2- 5  yr.  . . .1  tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  . . .1  tsp.  q.i.d.  (8  mg.)  | | | | 

8-12  yr.  . .1  tsp.  5 times  daily  (10  mg.)  | | | | | 

Adults: . . 2 tsp.  5 times  daily  (20  mg.)  | 
or  2 tablets  q.i.d. 


Qe  GG  QG  GQ 


*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


S EARLE 


Research  in  the 
Service  of  Medicine 


When  the  agitated 
businessman 


He  goes  home  at  night 
and  takes  it  out  on  — 
his  family. 


goes  to  work... 


He  loses  his  temper 
with  colleagues  and 
subordinates. 


Emotionally  upset,  he 
misses  half  of  what 
is  said  at  meetings. 


He  is  always  fearful 
about  his  standing 
with  the  boss. 


He  just  can’t  seem 
to  settle  down 
to  his  work. 


for  moderate  to  severe  anxiety 

Meiiaril 

(thioridazine) 
25  mg.  t.i.d. 


SANDOZ 


4 


When  the  agitated 
businessman  goes  to  work . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety-induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in  - 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyratnidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 

for  moderate  to  severe  anxiety 

Meiiarii' 

(thioridazine) 

25  mg.  t.i.d.  ^ 

SANDOZ 


TiuidJicuie* 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Eac/i  tablet  contains; 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  I.AW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aininophylline-cphedrinc- 
phcnobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG— Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND.  VIRGINIA  23217 
Manufacturers  of  ethic  at  pharrnaceuticats  since  1856 


THE  PREMARITAL 
CONSULTATION 


HERMAN  I.  KANTOR,  M.D. 

Clinical  Medicine:  During  the  premarital 
consultation,  the  physician  can  provide 
accurate  information  about  sex  and 
about  the  essential  needs  and  adjust- 
ments for  a happy  marriage. 

FOR  MANY  GENERATIONS,  the  subject  of  sex  in  mar- 
riage was  assigned  a “natural”  role.  The  young  man 
was  replete  with  desire,  the  young  woman  was  anx- 
iously receptive,  and  the  result,  it  was  thought,  should 
have  been  instinctive  and  successful.  Unfortunately, 
this  philosophy  was  founded  on  a shaky  and  inaccu- 
rate basis.  The  frustrations  and  anxieties  in  women, 
the  outgrowth  of  sexual  maladjustment,  can  be  at- 
tested to  by  all  gynecologists.  The  "wandering”  male 
who  seeks  a more  satisfactory  sex  relationship  than 
he  has  at  home  is  well  known.  Vulgar  humor  and  gos- 
sip may  be  injected  into  conversations  about  this  situ- 
ation, but  this  does  not  diminish  the  serious,  under- 
lying problem. 

As  we  go  into  this  age  of  the  rebellion  of  youth  and 
the  desire  for  “know  how,”  physicians  should  recog- 
nize their  share  of  responsibility.  Accurate  information 


about  the  essential  needs  and  adjustments  for  a hap- 
py, healthy  marriage  must  be  made  readily  available. 
Young  people  should  be  urged  to  turn  to  the  doctor 
for  advice  and  guidance,  and  the  doctor  must  be  in- 
formed and  willing  to  meet  their  requirements. 

This  is  an  outline  of  topics  to  be  included  in  the  pre- 
marital consultation: 

Marriage  creates  a new  family  unit. 

A.  Changing  primary  allegiance  from  family  to 
spouse;  Marriage,  to  be  successful,  demands  some 
change  in  family  ties.  Whenever  a new  family  unit  is 
created,  it  assumes  a position  of  number  one  import- 
ance in  order  to  grow  and  solidify  itself. 

B.  The  need  for  habit  integration  between  marital 
partners:  Two  people  from  different  backgrounds  and 
with  different  habit  patterns  now  will  live  together. 
Only  time  and  patience  can  permit  a harmonious 
meshing  of  the  habits  and  ways  of  life  previously 
established. 

C.  The  need  for  communication:  The  uninhibited 
discussions  of  differences,  attitudes,  and  problems 
lead  to  their  solution.  Reticence,  undue  modesty  and 
reluctance  to  air  problems,  misunderstandings  and 
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emotional  confusions  eventually  lead  to  unhappiness 
and  deterioration  of  the  marriage. 

D.  Maintaining  individual  interests:  It  is  fun  to  do 
things  together,  but  maintaining  individual  interests 
is  most  important.  Not  everything  one  partner  does 
will  be  thoroughly  enjoyed  by  the  other.  Boredom  en- 
courages fault-finding,  while  maintaining  and  fostering 
interests  is  rewarding. 

Exploring  the  basic  motives  for  marriage. 

A.  The  sexual  attraction:  This  is  first  and  foremost, 
especially  when  marital  partners  choose  each  other. 
It  may  assume  a less  important  role  at  first  if  the  par- 
ents have  chosen  the  mates,  or  perhaps  where  con- 
venience or  other  reasons  are  underlying.  Fortunately, 
these  are  relatively  infrequent  in  our  society. 

B.  Desire  for  children:  This  is  a basic  urge,  more  or 
less  instinctive  in  all  forms  of  life. 

C.  The  desire  for  mutual  security  may  be  (1)  finan- 
cial, (2)  emotional,  and  (3)  physical. 

Discussion  of  the  sex  motive  for  marriage. 

A.  A satisfactory  sexual  life  is  the  ultimate  expres- 
sion of  love  in  marriage.  This  is  the  goal  that  continu- 
ously encourages  a happy  and  successful  union. 

B.  Sexual  physiology:  Achieving  a satisfactory  sex 
life  is  not  instinctive.  The  basic  sex  drive  is  essen- 
tially designed  to  propagate  the  species.  However, 
human  beings  go  to  great  lengths  to  permit  a sex 
life  which  avoids  pregnancy.  In  both  animal  and  hu- 
man life,  the  male  may  impregnate  many  females. 
However,  once  a female  is  pregnant,  she  obviously 
cannot  be  reimpregnated.  Thus,  the  physiology  of  the 
sex  life  is  quite  different  in  males  and  females! 

Analysis  of  the  intercourse. 

A.  Phases  of  intercourse  and  sex  differences:  This 
is  a general  discussion,  and  not  universally  applicable 
to  each  individual. 

1.  Excitement,  stimulation:  Often  this  phase  is 
very  brief  in  the  male  but  longer  in  the  female.  The 
first  potential  problem  involves  an  attempt  to  equalize 


the  time  and  response  in  this  phase  in  preparation  for 
the  next.  The  woman  must  often  play  an  aggressive 
part  in  order  to  hasten  and  provoke  her  readiness  for 
phase  2. 

2.  Intercourse  and  orgasm:  Often  the  male  may 
complete  this  cycle  before  the  female.  Manual  stimu- 
lation may  be  a necessary,  temporary  stopgap  until 
the  female  understands  her  orgasm,  the  acme  of  this 
phase.  The  optimal  goal,  of  course,  is  to  achieve  a 
simultaneous  orgasm — but  like  any  fine  accomplish- 
ment, this  must  be  learned.  Orgasm  in  the  male  is 
mainly  physical;  the  emission  of  seminal  fluid  essen- 
tial for  pregnancy  to  occur.  Orgasm  in  the  female  is 
psychophysical:  the  secretion  of  mucus  by  the  cervi- 
cal and  vaginal  glands,  a spasm  of  the  vaginal  mus- 
culature, plus  a relief  of  built  up  tension  and  emotional 
stimulation.  Orgasm  is  not  necessary  for  the  woman 
to  become  pregnant.  However,  the  ability  for  both  to 
reach  the  level  of  orgasm  together  is  one  of  the  major 
objectives  for  sexual  satisfaction. 

3.  Relaxation:  This  phase  varies  with  individuals. 
It  may  be  longer  in  the  male  than  in  the  female,  but 
inconsistencies  are  often  encountered.  The  time  of  re- 
laxation is  a factor  each  couple  must  learn  about 
themselves. 

B.  Discussion  of  sex  needs:  There  is  a wide  varia- 
tion among  married  couples  regarding  the  desired  fre- 
quency of  intercourse.  This  does  not  reflect  the  depth 
of  love  expression,  but  rather  the  individual  physical 
and  emotional  desires  and  capabilities.  As  a rule, 
women  should  set  the  intercourse  frequency,  but  self- 
ishness must  not  play  a part.  The  desires  and  needs 
of  both  partners  as  well  as  extraneous  circumstances 
must  be  considered  in  order  to  maintain  an  optimal 
intercourse  pattern. 

Discussion  of  family  planning. 

A.  Religious  consideration:  The  advice  to  be  given 
to  each  couple  must  be  guided  by  limitations,  if  any, 
of  their  religious  preference. 

B.  Methods  of  contraception  to  be  discussed:  The 
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couple  should  be  encouraged  to  know  and  use  contra- 
ceptive methods  suitable  for  them.  If  practical,  they 
should  be  urged  to  delay  pregnancy  for  from  six 
months  to  a year.  This  will  give  them  time  to  effect  the 
many  adjustments  essential  to  happy  marriage. 

1.  Rhythm.  This  method  prohibits  intercourse 
during  the  middle  week  of  the  menstrual  cycle,  pre- 
sumed to  be  the  time  of  maximum  fertility.  It  is  rather 
difficult  to  select,  especially  when  menstrual  cycles  are 
irregular.  This  method  is  permitted  by  the  Catholic 
Church. 

2.  Condom.  Often  satisfactory  at  the  onset  of 
marriage,  it  may  be  replaced  by  other  methods  if  it 
proves  objectionable. 

3.  Contraceptive  jellies  and  creams.  These  are 
applied  with  a vaginal  applicator.  They  are  fairly  suc- 
cessful, but  some  patients  object  to  the  procedure  of 
vaginal  instillation. 

4.  Diaphragm.  This  must  be  used  with  the  con- 
traceptive jelly  or  cream.  It  is  quite  successful  and 
generally  well  accepted. 

5.  Vaginal  foam  applications.  These  are  fairly 
successful,  but  they  are  considered  distasteful  by  some 
women.  Husbands  occasionally  object  to  the  interrup- 
tion of  the  love  sequence. 

6.  Vaginal  tablets.  These  are  easy  to  insert,  but 
the  overall  failure  rate  seems  higher  than  with  other 
methods. 

7.  Contraceptive  pills.  With  a remarkable  preg- 
nancy prevention  record,  they  have  become  very  popu- 
lar. Their  long-range  effects  and  potential  complica- 
tions are  under  investigation.  The  drug  selected  should 
be  individualized  for  the  woman,  since  many  are  avail- 
able, and  she  may  react  unfavorably  to  some. 

8.  Intrauterine  devices.  Still  rather  new,  they  are 
slightly  less  successful  than  “the  pill.”  Some  women 
manifest  annoying  side  effects  such  as  bleeding  and 
cramping.  The  intrauterine  devices  are  usually  re- 
served for  women  who  have  had  children. 


C.  Methods  of  contraception  to  be  condemned: 

1.  Withdrawal.  This  can  produce  disturbing 
symptoms  in  both  partners.  It  may  also  interfere  with 
satisfactory  sex  relationships,  and  the  method  often 
fails  to  prevent  pregnancy. 

2.  Douching.  Strong  chemicals  may  be  irritating, 
and  douching  usually  fails  to  prevent  pregnancy. 

Discussion  should  be  followed  by  a physical  examina- 
tion of  both  partners. 

A.  Male:  The  doctor  must  seek  any  gross  physical 
abnormalities  which  may  prevent  a successful  mar- 
riage. 

B.  Female:  The  doctor  should  ascertain  that  the 
marriage  may  be  consummated  successfully  and  rela- 
tively painlessly.  True  hymeneal  obstructions  must  be 
treated  before  marriage.  The  woman  should  be  in- 
formed of  those  anatomical  structures  which  may, 
when  stimulated  properly,  lead  to  an  effective  sexual 
gratification. 

Conclusion.  The  premarital  interview  should  conclude 
with  an  invitation  to  additional  conferences  should 
they  be  needed. 
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JAMES  E.  THOMPSON: 

Texas'  First  Professor  of  Surgery 


WALTER  B.  KING,  JR.,  M.D. 

On  Sunday  morning,  Oct.  18,  1891,  a 
brilliant  young  English  surgeon,  short  of 
funds  and  troubled  with  tuberculosis, 
stepped  off  a ship  in  Galveston  to  be- 
come the  first  chairman  in  surgery  at  the 
newly  built  and  poorly  equipped  Univer- 
sity of  Texas  School  of  Medicine.  The 
impact  that  this  man  was  to  have  on 
medical  education  in  Texas  was  to  be 
great.  Referred  to  by  nurses  as  “Old 
Hellfire  and  Damnation,”  he  was  known 
for  his  fascinating  lectures,  his  profanity 
during  operations,  and  his  prolific  medi- 
cal writings.  “We  struggled  on,  spending 
our  days  teaching,  proud  in  the  belief 
that  we  were  educating  doctors  just  as 
capable  as  those  coming  from  the  best 
schools  in  the  country.” 

MANY  TEXAS  PHYSICIANS  were  first  aware  of  the  ex- 
istence of  Dr.  James  E.  Thompson,  the  first  president 
of  the  Texas  Surgical  Society  and  the  first  professor  of 
surgery  at  what  is  now  The  University  of  Texas  Medi- 
cal Branch,  when  they  saw  his  picture  in  the  Library. 
Although  copies  of  his  presidential  address  to  the  So- 


ciety were  readily  available,  research  turned  up  the 
original  of  Dr.  Thompson’s  address  with  notes  in  his 
handwriting.  Also  discovered  was  an  unpublished  pres- 
idential address  given  by  Dr.  K.  H.  Aynesworth  of  Waco 
in  1927  as  a memorial  to  Dr.  Thompson. 

Recorded  information  about  Dr.  James  E.  Thomp- 
son dates  from  before  1721.  A John  Thompson  owned 
a salt  mine  near  Northwich,  Cheshire,  England,  which 
is  near  Manchester,  near  the  west  coast  of  England. 
Later,  the  River  Weaver,  which  runs  through  North- 
wich, was  made  navigable  so  barges  could  transport 
salt  to  Liverpool  and  other  ports.  Dr.  Thompson’s  fa- 
ther, John,  and  his  brothers  took  advantage  of  this 
situation  and  added  a shipyard  to  the  salt  business. 
This  combination  prospered,  and  the  family  home, 
“Riversdale,”  was  built  on  the  River  Weaver  near 
Northwich. 

When  the  shipyard  began  to  make  steel  ships,  six 
or  seven  schooners  were  on  the  ways  at  one  time.  A 
younger  Thompson  brother  was  in  charge  of  the  rivet- 
ing. Insurance  agents  inspected  the  ships  and  found 
that  lead  rivets  had  been  used  in  all  hard-to-reach 
places.  The  ships  were  condemned,  and  the  Thomp- 
son business  became  bankrupt. 

John  and  Mary  Thompson  had  eight  children. 
James  E.  Thompson,  the  youngest,  was  born  at  Riv- 
ersdale on  May  21,  1863.  Books,  which  his  ancestors 
had  read,  were  his  daily  companions.  The  old  custom 
of  an  evening  by  the  fireside  with  good  literature  was 
a part  of  the  homelife  of  his  childhood.  Culture  and 
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Dr.  James  E.  Thompson,  first 
president  of  the  Texas  Surgical  Society, 
was  the  first  physician  in  Texas 
to  limit  his  practice  to  surgery. 


intellectual  development  came  to  him  from  the  daily 
association  in  his  home.  He  learned  to  love  and  ap- 
preciate the  beauties  of  good  literature,  to  enjoy  mu- 
sic and  sports,  and  to  value  intellectual  and  refined 
society. 

The  physician's  medical  studies  began  at  Owens 
College,  Manchester,  in  1881.  His  father  had  wanted 
him  to  enter  the  family  business  but  had  consented 
to  help  him  with  his  professional  education.  The  bank- 
ruptcy changed  these  plans.  James  went  through  med- 
ical school  on  scholarships  and  little  sleep,  described 
as  "burning  the  candle  at  both  ends.”  Many  times  he 
did  not  have  enough  to  eat.  The  long  hours  of  work 
without  proper  nutrition  impaired  his  health,  and  he 
developed  pulmonary  tuberculosis.  This  illness  was  a 
decisive  factor  in  many  of  his  future  undertakings. 

The  young  medical  student  was  awarded  numerous 
gold  medals  and  scholarships.  He  obtained  bachelor 
of  medicine  and  of  surgery  degrees  from  the  Univer- 
sity of  London.  He  was  house  surgeon  at  the  Royal 
Infirmary  at  Manchester  in  1886.  Following  a trip  to 
Calcutta  as  a ship  surgeon  in  1888,  he  spent  a year 
in  Europe  studying  with  some  of  the  world's  great 
surgeons,  including  Dr.  C.  A.  T.  Billroth.  He  passed 
the  examination  for  fellowship  in  the  Royal  College  of 
Surgeons  in  England  in  1889.  He  was  then  accepted 
at  the  Manchester  Royal  Infirmary  as  resident  sur- 
geon, a much  sought-after,  busy  surgical  teaching  po- 
sition. As  all  eager  residents  do.  Dr.  Thompson  kept  a 
record  of  his  operations.  His  list  of  cases  shows  that 
the  “night-fighters"  were  busy  in  those  days  also:  44 
stab  wounds  and  11  cut  throats  were  recorded. 

At  this  time,  his  future  seemed  bright.  The  golden 
age  of  surgery  in  England  was  beginning,  and  a cus- 
tom was  developing  that  surgery  should  be  done  only 


by  those  who  had  successfully  passed  the  examina- 
tion for  fellowship  in  the  Royal  College  of  Surgeons. 
James  E.  Thompson  had  obtained  the  highest  surgi- 
cal qualifications  conferred  in  the  United  Kingdom. 

Across  the  ocean,  operation  of  a medical  school  in 
the  State  of  Texas  in  Galveston  began  in  1891,  eight 
years  after  the  main  university  had  begun  operating 
in  Austin.  The  minutes  of  The  University  of  Texas  Re- 
gents for  June  17,  1891,  show  that  25  dollars  were 
appropriated  to  advertise  in  medical  journals  to  show 
existing  teaching  vacancies.  An  advertisement  ap- 
peared in  The  British  Medical  Journal  on  June  27, 
1891.  This  described  the  well-equipped  buildings  and 
the  golden  opportunities  available  to  those  who  would 
exchange  the  barren  pavements  of  London  for  the 
Great  West.  Nine  professors  were  to  be  chosen,  and 
the  average  salary  was  to  be  $3,000  a year. 

As  a result  of  this  notice,  the  Board  of  Regents  re- 
ceived a document  labeled: 

LETTER  OF  APPLICATION  AND  TESTIMONIES  IN 
FAVOR  OF:  JAMES  EDWIN  THOMPSON  M.B.,  B.S., 
F.R.C.S.  (ENGLAND)  RESIDENT  SURGEON,  MAN- 
CHESTER ROYAL  INFIRMARY.  LATE  RESIDENT  SUR- 
GEON, GUEST  HOSPITAL,  DUDLEY 

Included  were  glowing  testimonials  from  Drs.  Wal- 
ter Whitehead  and  Thomas  W.  Jones  of  England,  An- 
ton von  Eiselsberg  of  Billroth  Clinic  in  Austria,  and  Ed- 
ward Meyer  of  Paris.  Dr.  Thompson  was  selected  by 
the  Board  of  Regents  for  the  Chair  of  Surgery  from  a 
list  of  eminent  applicants.  Dr.  Thompson  accepted  the 
position  of  chairman  of  surgery  and  chemical  surgery. 
He  was  one  of  eight  original  faculty  members  and  one 
of  four  original  members  to  serve  at  least  35  years. 
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Why  would  a man  with  such  a brilliant  record  break 
family  ties  and  leave  a secure  position  in  his  beloved 
England  to  accept  a position  in  a newly  founded,  but 
as  yet  unorganized,  medical  school  in  the  uncivilized 
part  of  the  world  called  Texas?  Dr.  Thompson  did  not 
have  funds  to  buy  a practice  in  London.  He  would 
have  had  to  depend  on  the  slow  process  of  establish- 
ing a practice  in  Manchester.  His  pulmonary  tubercu- 
losis was  arrested  at  this  time,  but  his  health  was  not 
good.  His  position  as  resident  surgeon  was  considered 
an  accomplishment,  but  it  was  a low  rung  on  the  lad- 
der toward  the  top.  Although  he  had  considerable  re- 
sponsibility, the  income  was  low  and  his  finances  had 
not  recovered  from  the  strain  of  his  education.  The 
salary  of  $3,000  a year  seemed  a solution  to  his  fi- 
nancial problems.  The  decision  to  apply  for  the  Texas 
position  was  made  after  careful  consultation  with  his 
superiors.  Also,  his  father,  as  a youth,  had  made  a 
journey  to  the  United  States;  and,  no  doubt,  his  stories 


of  the  new  land  had  made  an  impression  on  James. 

The  most  unusual  fact  about  this  decision  was  that 
it  was  thought  that  the  climate  of  Galveston  would 
benefit  his  pulmonary  condition.  Dr.  William  Keiller, 
also  a victim  of  tuberculosis,  also  accepted  a position 
at  Galveston  (professor  of  anatomy)  because  of  the 
climate. 

It  has  been  stated  that  Dr.  Thompson  brought  mod- 
ern surgery  to  Texas.  He  was,  at  least,  the  first  sur- 
geon in  Texas  to  limit  his  practice  to  his  specialty. 
What  was  the  status  of  surgery  in  Texas  in  1891? 
What  did  Dr.  Thompson  find  when  he  arrived  in  Gal- 
veston on  that  Sunday  morning,  Oct.  18,  1891?  Sail- 
ing vessels  and  steamers  were  anchored  in  the  har- 
bor. The  towering  grain  elevators  and  the  wharves, 
covered  with  bales  of  cotton,  showed  that  it  was  one 
of  the  nation’s  busy  ports.  This  island  city  of  30,000 
was  connected  to  the  mainland  by  the  railroad  cause- 


The  University  of  Texas  Medical  Branch  to  which  Dr.  Thompson  came 
in  1891  consisted  of  “The  Old  Red  Building,” 
scantily  furnished  and  almost  void  of  equipment. 
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Original  faculty  members  at  The 
University  of  Texas  Medical  Branch 
were  front  row,  left  to  right,  Drs. 
Albert  G.  Clopton,  professor  of  physi- 
ology; H.  A.  West,  professor  of 
medicine;  and  James  E.  Thompson, 
professor  of  surgery;  back  row,  left 
to  right,  Drs.  Seth  M.  Morris,  professor 
of  chemistry  and  toxicology, 
William  Keiller,  professor  of  anatomy; 

J.  F.  Y.  Paine,  professor  of 
obstetrics  and  gynecology;  R.  R.  D. 
Cline,  professor  of  pharmacy, 
Edward  Randall,  professor  of 
materia  medica  and  therapeutics,  and 
Dr.  Alien  J.  Smith,  professor  of 
pathology. 

way  and  a causeway  built  for  wagons.  An  old  beach 
hotel  was  standing,  but  no  seawall  offered  protection 
from  storms.  There  were  two  hospitals,  St.  Mary's 
and  the  new  John  Sealy  Hospital;  and  there  was  the 
just  completed  University  of  Texas  Medical  Branch. 

In  a 1925  commencement  address.  Dr.  Thompson 
described  his  arrival  in  Galveston.  He  said,  “I  was 
young  and  enthusiastic.  I must  have  been  endowed 
with  the  spirit  of  a pioneer  to  have  traveled  so  far  to 
assume  new  responsibilities  and  afterwards  to  have 
worked  so  steadfastly  and  hopefully  with  my  col- 
leagues during  the  early  years  of  our  struggle  to  cre- 
ate a new  school  of  medicine  in  the  South.” 

Despite  the  glowing  description  of  the  bulletin,  the 
young  physician  found  that  the  school  was  scantily 
furnished  and  almost  void  of  equipment.  The  library 
was,  ‘‘A  bare  room  littered  with  journals  thrown  hig- 
gledy-piggledy in  disorderly  heaps  on  the  floor.” 

While  still  in  England,  he  had  heard  of  the  appoint- 
ment of  the  Scotch  anatomist,  Dr.  William  Keiller, 
and  was  eager  to  meet  him.  Dr.  Thompson  described 
this  meeting:  “As  I approached,  he  raised  his  head 
and  I saw  that  he  was  almost  as  young  as  I was  and 
that  he  had  penetrating  blue  eyes  and  a brown  beard. 
He  spoke  to  me  with  a Scotch  accent  and  my  heart 
warmed  to  him.”  This  was  the  beginning  of  the  close 
association  that  was  to  last  for  almost  40  years.  Dr. 
Keiller’s  Anatomy  Department  was  to  become  world 
famous,  but  at  that  time  it  had  no  equipment,  no 
articulated  skeleton,  and  no  prepared  dissection. 

Dr.  Thompson  was  enthusiastic  about  his  faculty 
associates.  He  stated,  “During  the  first  ten  years  of 
the  School’s  life,  we  needed  all  of  our  courage.  Sus- 
tained by  hopes  of  the  future,  we  stood  firmly  shoul- 
der to  shoulder,  facing  many  disappointments.  Starved 


physically  by  want  of  equipment  and  mentally  by 
want  of  a library,  cut  off  from  the  educational  influ- 
ences of  the  learned  society  by  our  geographical  po- 
sition, and  sometimes  despairing  of  the  future,  we 
struggled  on,  spending  our  days  teaching,  proud  in 
the  belief  that  we  were  educating  doctors  just  as  ca- 
pable as  those  coming  from  the  best  schools  in  the 
country.”  For  many  years,  the  Chair  of  Surgery  had 
an  annual  appropriation  of  50  dollars. 

This  was  the  status  of  the  Medical  Branch.  What 
were  the  conditions  in  the  state? 

Texas  and  the  South  were  slowly  and  painfully  re- 
covering from  the  terrible  effects  of  the  Civil  War. 
Only  Galveston,  Houston,  San  Antonio,  Fort  Worth, 
and  Dallas  had  hospitals.  A few  of  the  smaller  towns 
had  railroad  hospitals.  All  were  poorly  equipped. 
Most  of  the  surgeons  had  been  graduated  from 
schools  with  two  courses  of  six  months  each.  Their 
preliminary  literary  qualifications  were  nothing  beyond 
the  ability  to  read  and  write.  A few,  such  as  Drs.  Cup- 
pies,  Paschal,  and  Hadra,  were  well  educated. 

With  Dr.  Thompson’s  background  and  zeal  for 
teaching,  his  presence  was  soon  felt.  The  Texas  Med- 
ical Association  was  organized  in  1853,  but  the  sur- 
gical section  was  not  very  progressive.  By  1893,  Dr. 
Thompson  was  taking  an  active  part  in  the  presenta- 
tion of  papers  and  carefully  planned  discussions.  He 
was  a frequent  speaker  at  county,  district,  and  state 
meetings.  These  talks  were  considered  highlights  of 
the  programs. 

Dr.  Thompson  published  over  80  articles.  A number 
of  completed  but  unpublished  ones  are  with  his  per- 
sonal papers.  His  studies  on  hare-lip  and  cleft  palate, 
the  surgical  approach  of  the  long  bones,  and  surgery 
of  the  neck  received  international  recognition.  His 
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The  Thompson  home  at  33rd  and 
Broadway  in  Galveston  was  a social 
center  of  lavish  hospitality. 


first  article  on  cleft  palate  and  hare-lip  was  published 
in  1900,  the  second  in  1901.  This  subject  was  of  spe- 
cial interest  all  of  his  life.  His  most  quoted  paper  was 
“Anatomical  Methods  of  Approach  in  Operations  on 
the  Long  Bones  of  the  Extremities.”  It  was  published 
as  a monograph  for  the  US  Army  Medical  Corps.  A 
wide  range  of  other  subjects,  including  those  requir- 
ing anatomical  research  and  accurate  embryological 
knowledge  were  also  covered. 

Although  Dr.  Thompson  contributed  to  the  advance 
of  surgery  in  Texas  through  his  writing,  his  lectures 
and  discussions  had  an  even  greater  impact.  He  had 
the  ability  to  adapt  his  clearness  of  expression  and 
finality  of  statement  to  the  level  of  junior  students 
as  well  as  to  the  senior  class  or  a gathering  of  surgi- 
cal specialists.  His  enthusiasm  and  flow  of  language 
describing  his  clear  thinking  made  him  so  magnetic 
that  even  the  dullest  students  never  slept  in  his 
classes.  In  the  classroom  and  at  the  bedside,  he  con- 
stantly hammered  into  his  students  scientific  princi- 
ples based  on  embryology,  anatomy,  and  pathology 
as  applied  to  clinical  findings. 

Dr.  Thompson  not  only  became  the  professor  of 
surgery  in  1891,  he  also  became  one  of  Galveston’s 
most  eligible  bachelors.  However,  he  married  Miss 
Eleanor  Roeck  on  May  16,  1896.  In  proposing  and 
after  stating  his  case,  he  told  her  that  he  wanted  her 
to  give  it  careful  consideration  and  to  take  all  the 
time  she  wanted,  as  long  as  he  had  the  answer  by 
the  next  afternoon.  Following  the  wedding,  they  visit- 
ed his  family  in  England.  They  returned  to  the  house 
he  had  had  built  on  the  corner  of  33rd  and  Broad- 
way. A home  was  established  that  became  a social 
center  of  lavish  hospitality. 

The  Thompsons  had  eight  children,  four  boys  and 
four  girls.  Contrary  to  statements  by  some  former 


students,  the  children  were  born  at  this  home  and 
not  under  the  British  Flag  in  Canada.  As  the  family 
grew,  the  house  was  enlarged.  Being  a classical  schol- 
ar and  blessed  with  a brilliant  and  well-trained  mind, 
Dr.  Thompson  passed  his  wide  knowledge  in  the  fields 
of  literature  and  art  on  to  his  famiiy.  The  dinner  table 
was  a forum  for  the  classics  as  well  as  current  events. 
As  the  children  grew  and  formed  their  own  opinions, 
the  discussions  were  sometimes  superseded  by  a gen- 
eral argument.  The  children’s  friends  were  welcomed, 
and  the  home  was  the  center  of  culture  and  refine- 
ment. 

Each  summer  until  his  parents  died.  Dr.  and  Mrs. 
Thompson,  the  children,  and  the  maid  visited  the 
parents  in  England.  After  his  parents’  death,  a house 
was  bought  at  Lake  Simcoe,  north  of  Toronto.  As 
soon  as  school  was  out,  the  family  and  servants 
would  travel  to  the  Canadian  playground  to  escape 
the  Texas  heat.  Dr.  Thompson  usually  managed  to 
have  important  business  that  prevented  his  traveling 
at  the  same  time  as  the  main  group. 

He  was  an  avid  fisherman,  and  it  was  a much- 
sought-after  treat  by  students  and  associates  to  ac- 
company him.  In  later  years,  he  spent  the  summers 
in  the  high,  dry  climate  of  Wyoming  with  fishing  as 
his  main  recreation. 

Dr.  Thompson  was  especially  fond  of  children.  He 
joked,  talked,  and  suffered  with  each  of  his  pediatric 
patients.  He  was  a typical  grandfather.  He  made  a 
habit  of  coming  to  breakfast  early  to  prolong  his  vis- 
its with  his  grandchildren. 

The  boys  of  the  Thompson  family  were  sent  to  the 
British  type  Upper  Canada  College  in  Toronto  because 
languages  were  included  in  the  grade  school  curricu- 
lum. They  then  attended  The  University  of  Texas  and 
all  four  were  graduated  from  the  Medical  Branch.  The 
girls  attended  private  school  in  Galveston  and  Bald- 
win School  in  Pennsylvania. 

Dr.  Howard  Dudgeon,  Sr.,  one  of  his  first  assistants, 
described  him  thus:  “He  was  of  medium  height  and 
build,  had  gray  eyes,  and  a closely  cropped  beard.  He 
dressed  neatly  and  tastefully,  usually  wearing  navy 
blue  or  English  tweed.  He  moved  quickly  and  spoke 
decisively  and  had  a good  sense  of  humor  ...  He 
was  no  judge  of  horses.  He  normally  drove  one  that 
could  have  served  better  on  a farm.” 

Dr.  Thompson  was  described  by  some  as  being 
aloof  and  difficult  to  know.  Dr.  Dudgeon  disagreed 
with  this  and  explained  that  Dr.  Thompson  was  nearly 
“face  blind.”  He  could  not  remember  names  or  faces. 
He  regretted  this  and  said  that  he  knew  that  many  of 
the  old  students  thought  he  high-hatted  them.  It 
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had  been  one  of  Dr.  Dudgeon’s  duties  to  look  out  for 
former  students  visiting  the  school  or  hospital  and 
remind  Dr.  Thompson  of  their  names. 

We  have  described  the  beautiful  English  and  ap- 
propriate diction  that  characterized  the  Thompson 
lectures.  There  was  another  side.  He  also  had  the  rep- 
utation of  being  a master  of  profanity  in  the  operat- 
ing room.  Nurses  who  worked  with  Dr.  Thompson  re- 
ferred to  him  as  "old  Hellfire  and  Damnation.”  "TCS” 
was  the  code  name  for  "Thompson  Cuss  Sponges” 
and  was  an  accepted  term.  A student  nurse  almost 
disrupted  an  operation  by  asking  him  what  the  let- 
ters meant. 

One  of  the  most  repeated  stories  involved  an  as- 
sistant supervisor  in  the  operating  room,  who  had  in- 
struments laid  out  for  a hare-lip  case.  Dr.  Thompson 
tried  two  or  three  scalpels  and  was  not  satisfied.  He 
then  picked  up  a hemostat.  The  lock  was  worn  and 
did  not  hold.  He  turned  to  the  nurse  and  said,  "None 
of  these  instruments  are  worth  a dom  today.  Just 
throw  them  out  the  window  and  get  some  fresh  ones.” 
Without  hesitation,  the  nurse  picked  up  the  entire 
tray  and  threw  them  out  the  window  of  the  old  am- 
phitheatre. Dr.  Thompson  hesitated  a moment  and 
then  turned  to  the  class  and  said,  "The  operation 
will  be  delayed  a short  time  until  I get  some  fresh 
instruments.” 

Although  he  terrified  some  of  the  nurses,  most  of 
those  who  worked  with  him  in  the  operating  room 
worshipped  him,  explaining  that  the  profanity  was 
simply  a safety  valve  to  let  off  steam  and  they  just 
ignored  it. 

Dr.  Thompson's  planned  discussions  were  highlights 
of  any  meeting  he  attended.  In  the  early  days  of 
prostatic  surgery,  a Dallas  surgeon  reported  a large 
series  without  a single  mortality.  Dr.  Thompson  rose 
with  dignity  and  said,  "Sir,  you  are  a dom  liar,”  and 
sat  down. 

Dr.  Thompson's  part  in  the  formation  of  the  Texas 
Surgical  Society  has  been  well  documented.  He  pre- 
sented the  first  presidential  address  in  San  Antonio  in 
1915.  This  was  printed  in  the  San  Antonio  paper.  He 
emphasized  the  importance  of  surgery  being  done  by 
trained  men.  He  also  discussed  the  faults  of  hospi- 
tals and  advocated  many  reforms,  including  the  keep- 
ing of  permanent  records  and  rigid  qualifications  for 
staff  membership.  This  stirred  up  a hornet’s  nest.  A 
county  medical  society  and  a district  medical  society 
passed  resolutions  condemning  the  address  and  asked 
the  state  medical  association  to  take  action  against 
the  Texas  Surgical  Society. 

Dr.  Thompson  was  reported  to  have  taken  out  first 


citizenship  papers  when  he  arrived  in  Galveston.  As- 
suming that  these  were  final,  he  voted  in  each  elec- 
tion and  was  commissioned  in  the  Army  Medical  Corps 
Reserve  in  1912.  During  a feud  with  the  Regents  in 
1917,  Gov.  Jim  Ferguson  vetoed  The  University  of 
Texas  appropriation  bill  and  demanded  the  dismissal 
of  Dr.  Thompson  because  he  was  an  alien.  The  House 
of  Delegates  of  the  Texas  Medical  Association  passed 
a resolution  against  this  dismissal  and  a state-wide 
protest  developed  against  the  governor.  The  impeach- 
ment of  Governor  Ferguson  settled  this  problem.  The 
records  show  that  Dr.  Thompson  was  then  natural- 
ized on  June  19,  1917. 

Bothered  by  poor  health  for  many  years.  Dr. 
Thompson  caught  cold  on  a fishing  trip  with  his  son, 
Jim,  in  November,  1926.  He  had  a febrile  episode  for 
several  days,  then  went  back  to  work.  Dr.  Thompson, 
assisted  by  Dr.  Violet  Keiller,  was  doing  a Kraske  op- 
eration for  carcinoma  of  the  rectum  when  he  was 
seized  with  a peculiar  sensation  of  numbness  and 
tingling  on  one  side  of  his  face  and  in  one  arm.  Jim 
was  called  from  the  clinic  to  take  his  father  home, 
while  Dr.  Keiller  finished  the  operation.  A diagnosis 
of  subacute  bacterial  endocarditis  was  made.  He  had 
a series  of  small  embolic  phenomena  over  subsequent 
weeks  and  months  and  a large  one  in  the  final  days 
of  his  illness.  He  succumbed  to  the  disease  on  April 
8,  1927. 

The  autopsy  confirmed  the  diagnosis  of  subacute 
bacterial  endocarditis,  superimposed  upon  rheumatic 
mitral  valvular  diseases.  His  lungs  were  entirely  clear 
except  for  a few  healed  scars.  Maybe  that  Galveston 
air  helped  after  all. 

Dr.  Thompson  had  received  many  honors.  He  had 
been  a member  of  the  founders  group  of  the  Ameri- 
can College  of  Surgeons,  vice-president  of  the  Ameri- 
can Surgical  Association,  president  of  the  Southern 
Surgical  Association,  vice-president  of  the  Texas  Medi- 
cal Association,  and  the  first  president  of  the  Texas 
Surgical  Society. 

When  Baylor  University  conferred  the  degree  of  doc- 
tor of  laws  on  Dr.  Thompson  in  1925,  Dr.  S.  B.  Brooks 
emphasized  the  great  qualities  of  Dr.  Thompson  as  an 
instructor  of  young  men.  Dr.  Thompson  had  described 
the  struggle  of  the  first  faculty  to  establish  a new 
medical  school  in  the  South.  Certainly,  their  dreams 
have  come  true. 


Dr.  King,  2320  Columbus,  Waco  76702. 


Presented  as  the  Presidential  Address  at  the  Texas  Surgical 
Society  meeting,  Oct.  2,  1967,  in  Waco. 
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Help  can  be  weeks  away 
for  a painful  shoulder. 

Except  with  Butazolidin*  alka. 

If  it  doesn’t  work  in  a week, 
forget  it. 


But  don’t  forget  this  about  Butazolidin  alka 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs  are 
given  concurrently.  Large  doses  of  Butazolidin 
alka  are  contraindicated  in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive  in- 
crease in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy.  Use  with  great  caution 
in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  in- 
cluding a blood  count.  The  patient  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately  if 
fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water 
retention);  skin  reactions;  black  or  tarry  stools 
or  other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Discontinue 
the  drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the  elderly 
and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  Swelling  of  the 
ankles  or  face  may  be  minimized  by  withhold- 
ing dietary  salt,  reduction  in  dosage  or  use  of 
diuretics.  In  elderly  patients  and  in  those  with 
hypertension  the  drug  should  be  discontinued 
with  the  appearance  of  edema.  The  drug  has 
been  associated  with  peptic  ulcer  and  may  re- 
activate a latent  peptic  ulcer.  The  patient 


For  complete  details, 
please  see  full 
prescribing  information. 


should  be  Instructed  to  take  doses  immediately 
before  or  after  meals  or  with  milk  to  minimize 
gastric  upset.  Mild  drug  rashes  frequently  sub- 
side with  reduction  of  dosage.  However,  rash 
accompanied  by  fever  or  other  systemic  re- 
actions usually  requires  withholding  medica- 
tion. Purpuric  rash  has  also  been  reported. 
Agranulocytosis,  exfoliative  dermatitis, 
Stevens-Johnson  syndrome,  or  a generalized 
allergic  reaction  similarto  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be  ex- 
cluded. Thrombocytopenic  purpura  and  aplas- 
tic anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  he- 
maturia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 cap- 
sules daily  in  3 or  4 equal  doses.  Trial  period: 
one  week.  Maintenance  dosage  should  not 
exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or2  capsules  daily.  GSl>9*vCB]a2 


Butazolidin’  alka  Geigy 

Capsules 

phenylbutazone,  100  mg.;  dried  aluminum  hy- 
droxide gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


San  Angelo  Medical  & Surgical  Clinic 

111  Blast  Harris  Arenas 
Dial  2-6811 

SAN  ANGELO,  TEXAS 


Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C,S. 

General  Surgery: 

C.  A.  Kunath,  M.D.,  F.A.C.S. 


Obstetrics  and  Gynecology: 

Robert  G.  Bridges,  M.D,.  F.A,C.O.G. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O.G. 


Urology : 

W.  L.  PortCT,  M.D..  F.A.C.S. 
Robert  B.  Stell,  M.D. 


General  Practice: 

Wm.  Lacey  Smith,  M.D. 


Adult  and  Pediatric  Cardiology: 
J.  L.  Read.  M.D. 


Internal  Medicine  and  Cardiology: 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M-  Spencer,  M.D.,  F.A.C.P. 
Eye,  Ear,  Noae  and  Throat: 

C.  S.  liiompson,  M.D.,  F.A.C.S. 
Administration : 

Fred  Wills 


^outfiern  Clmic 

Southern  Clinic  Building 

401  East  Fifth  Street  Texarkana,  Arkaniat-Texai 


Surgery 


Walter  C.  Barnet,  Jr.,  M.D.* 
Robert  M.  Brantford,  M.D.* 
Donald  C.  Spencer,  M.D.* 


Internal  Medicine 

Richard  J.  Schneble,  M.D.* 
Nathaniel  L.  Rodgers,  M.D.** 
William  D.  Robinsen,  M.D.** 

Urology 

Gerald  H.  Teatley,  M.D.* 

Plastic  Surgery 

Walter  C.  Barnet,  Jr.,  M.D. 


Radiology 

Consultants 

Charles  L.  Leslie,  M.D.* 


Pediatrics 

Betty  Ann  Lowe,  M.D.* 
Joseph  W.  Seort,  M.D.* 
James  C.  Burroughs,  M.D.** 

Orthopedics 

Robert  Paul  Hughes,  M.D.*' 

Thoracic  and 

Cardiovascular 

Surgery 

Robert  M.  Brantford,  M.D. 

Pathology 

Consultant 

R.  H.  Chappell,  M.D.* 

Obstetrics  and 
Gynecology 

John  Walter  Jonet,  M.D.* 
James  W.  Harrison,  M.D.* 
Thomas  P.  Thompson,  Jr., 
M.D.* 


ADMINISTRATION 
Mrs.  Nancy  A.  Kemp 

*Diplomate  of  The  American  board  of  his  specialty 

**Required  training  for  Certification  by  the  American  Board 
of  his  specialty  has  been  completed. 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 


GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A Specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 
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CLINICOPATHOLOGIC 

CONFERENCE 


CLARENCE  P.  ALFREY,  M.D.;  REFAIL  R.  KOHEN,  M.D.;  FERENC  GYORKEY,  M.D.; 
MARTIN  D.  LIDSKY,  M.D.;  JOHN  T.  SHARP,  M.D.; 

ROBERT  R.  CARPENTER,  M.D.;  and  RICHARD  E.  BORRESON,  M.D. 


The  patient  showed  evidence  of  chronic 
symmetrical  polyarthritis,  and  retroperi- 
toneal masses  involved  both  kidneys  and 
displaced  his  liver  and  spleen.  There  was 
pulmonary  involvement  as  well  as  inter- 
mittent fever  and  progressive  weight  loss. 

MEDICAL  HISTORY:  This  58-year-old  white,  retired  fish- 
erman was  admitted  to  the  Houston  Veterans’  Admin- 
istration Hospital  because  of  (1)  progressive  weakness, 
anorexia,  and  20  lb.  weight  loss  during  the  past  six 
months,  and  (2)  chills,  fever,  and  cough  with  greenish 
sputum  of  one  week’s  duration.  There  was  no  hemop- 
tysis. Following  a bout  of  hemoptysis  in  1943,  he  had 
been  evaluated  at  another  hospital  for  pulmonary  tu- 
berculosis. During  the  past  ten  years  he  had  recurrent 
pain  and  swelling  in  his  shoulders  and  in  the  small 
joints  of  his  hands.  For  at  least  three  years  he  had 
chronic  exertional  dyspnea,  wheezing,  and  a nonpro- 
ductive cough.  He  reportedly  had  malaria  at  age  14 
and  had  intermittently  consumed  Atabrine  for  ten 
years,  including  several  pills  directly  before  admission. 
There  was  a family  history  of  arthritis.  The  patient’s 
personal  habits  were  moderate.  No  further  information 
could  be  elicited. 

Physical  Examination:  The  patient  appeared  cachectic 
and  chronically  ill  but  in  no  acute  distress.  He  had 
poor  dental  hygiene.  The  chest  was  hyperresonant  to 
percussion  and  its  anteroposterior  diameter  was  in- 
creased. Breath  sounds  were  distant;  the  heart  was 
not  unusual.  The  spleen  was  palpable  in  the  left  upper 
quadrant,  but  its  size  was  difficult  to  determine.  The 


nails  were  clubbed  and  minimally  cyanotic.  The  pros- 
tate was  enlarged.  Several  nodules  were  palpated  in 
the  left  and  right  olecranon  bursae.  Synovial  thicken- 
ing of  the  wrists  and  metacarpal  joints  was  evident 
but  there  were  no  acute  joint  changes.  A few  small 
lymph  nodes  were  evident  in  the  axilla  and  supra- 
clavicular region  on  the  right. 

Laboratory  Examination:  Hemoglobin  was  9 gm./lOO 
cc.;  hematocrit,  33  percent;  white  blood  cell  count 
(WBC)  3,200/cu.mm,  with  a differential  count  of  16 
percent  juveniles,  67  percent  polymorphonuclear  leu- 
kocytes, 14  percent  lymphocytes,  and  3 percent  mono- 
cytes; and  reticulocyte  count,  2.5  percent.  A peripheral 
smear  revealed  poikilocytosis,  anisocytosis,  basophilic 
stippling,  and  toxic  granulation  of  the  polymorphonu- 
clear leukocytes.  Platelets  were  adequate.  Urinalysis 
revealed  10-15  RBC/h.p.f.,  but  otherwise  was  not  re- 
markable. Stool  was  negative  for  occult  blood.  Blood 
urea  nitrogen  was  25  mg./ 100  cc.  with  a serum  crea- 
tinine of  1.8  mg./ 100  cc.;  blood  serology  was  nonre- 
active; and  fasting  blood  sugar  and  serum  electrolyte 
values  were  within  normal  limits.  Febrile  agglutinins 
and  fungal  serologies  were  not  revealing;  conventional 
skin  tests  for  tuberculosis  and  fungal  disease  were 
negative;  serum  uric  acid  was  normal;  and  bromsul- 
phalein  retention  was  2 mg./kg.  remaining  in  45  min- 
utes. There  was  a broad  gamma  “hump”  of  2.7  gm./ 
100  cc.  on  paper  electrophoresis  of  plasma  proteins. 
Immunoglobulin  analysis  was  not  performed.  Pro- 
thrombin time  was  18.2  seconds  with  a control  of  11.5 
seconds;  thymol  turbidity,  16  units;  cephalin  floccula- 
tion of  4 + ; and  alkaline  phosphatase,  10  Bodansky 
units/100  cc.  Serum  bilirubin,  calcium,  phosphorus, 
serum  glutamic  oxaloacetic  transaminase,  and  serum 


Volume  64,  February,  1968 


91 


glutamic  pyruvic  transaminase  were  normal.  Rheuma- 
toid factor  was  positive  and  serum  iron  was  27  \ig./ 
100  cc.  with  an  iron  binding  capacity  of  204  ^g./lOO 
cc.  Initial  blood  and  sputum  cultures  revealed  Staphy- 
lococcus aureus  resistant  to  penicillin.  Sputum  cultures 
for  acid-fast  bacilli  revealed  no  growth.  Urine  was 
sterile  on  routine  culture  and  contained  no  neoplastic 
cells.  Bone  marrow  examination  showed  no  diagnostic 
changes,  but  showed  stainable  iron  and  an  increased 
myeloid-erythroid  ratio.  A radioactive  gold  scan  of  the 
liver  revealed  hepatosplenomegaly  and  was  considered 
suggestive  of  an  extrinsic  lesion  in  the  posterior  por- 
tion of  the  epigastrium  because  of  forward  displace- 
ment of  the  spleen  and  liver.  Renal  scan  showed  that 
the  size  of  the  left  kidney  was  reduced.  An  electro- 
cardiogram was  normal. 

Course  in  the  Hospital:  The  initial  impression  was 
chronic  obstructive  lung  disease  complicated  by  pneu- 
monia and  bacteremia  due  to  S.  aureus.  The  patient 
was  treated  with  methicillin  for  28  days,  with  bacteri- 
ologic  clearing  of  his  sputum  and  blood  cultures.  The 
patient’s  temperature,  which  had  been  spiking  to  105 
F.,  subsided  in  five  days.  During  this  time  progressive 
splenomegaly  and  continuing  leukopenia  were  noted. 
Ten  days  following  cessation  of  the  methicillin  therapy, 
the  patient  again  became  febrile  with  temperatures 
spiking  to  103  F.  daily.  Methicillin  was  administered 
again,  but  since  the  patient’s  temperature  did  not 
change,  and  staphylococci  were  not  isolated  from 
blood  or  sputum,  the  therapy  was  discontinued.  The 
patient  continued  to  lose  weight  progressively  and  to 
have  intermittent  fever.  On  March  31,  1967,  the  pa- 
tient finally  agreed  to  operation. 

Clinical  Discussion:  Dr.  Clarence  P.  Alfrey:  May  we 
see  the  roentgenograms  in  this  case,  please? 

Dr.  Refail  R.  Kohen:  Radiographic  examination  of 
the  right  hand  shows  demineralization  of  the  meta- 
carpophalangeal and,  to  a lesser  degree,  the  carpal 
joints.  Minimal  soft-tissue  swelling  about  carpal  joints 
and  juxta-articular  erosions  also  are  evident.  These 
changes  suggest  rheumatoid  arthritis. 

The  chest  x-ray  obtained  on  admission  shows  dif- 
fuse infiltration  of  both  lungs  with  circumscribed  areas 
of  radiolucency  throughout  these  infiltrates  (Fig.  1). 


There  seems  to  be  bilateral  pleural  involvement,  with 
no  evidence  of  pleural  fluid,  air  fluid  levels,  or  circum- 
scribed nodular  lesions.  The  chest  findings  suggest 
chronic  obstructive  lung  disease.  Follow-up  examina- 
tion (Fig.  2)  shows  extension  of  the  infiltrative  process 
into  the  lower  lung  fields,  with  partial  resolution  of 
the  infiltration  in  the  mid-lung  fields.  Final  chest  ex- 
amination shows  a large  pneumatocele  in  the  left  su- 
prahilar  region  (Fig.  3). 

Pneumonia,  pleural  involvement,  and  interstitial  fi- 
brosis may  be  considered  as  signs  of  lung  involvement 
secondary  to  rheumatoid  arthritis.  However,  the  pres- 
ence of  pneumatoceles  cannot  be  explained  on  that 
basis,  and  there  is  no  evidence  of  the  well-circum- 
scribed nodularities  described  in  rheumatoid  arthritis. 
Pneumatocele  formation  may  be  the  result  of  pulmo- 
nary tuberculosis,  fungus  disease,  or  pneumonia  caused 
by  staphylococcal  or  Klebsiella  organisms.  The  result 


Fig.  1.  Chest  x-ray  on  admission  showing 
diffuse  infiltration  of  both  lungs  with  circum- 
scribed areas  of  radiolucency  throughout  the 
infiltrates. 
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of  blood  cultures,  tendency  of  the  infection  to  migrate 
from  one  area  to  the  other,  and  its  extension  into  the 
pleura  make  bilateral  staphylococcal  pneumonia  the 
most  likely  diagnosis  in  this  patient. 

The  fine  infiltration  and  honeycomb  appearance  in 
the  lower  lung  field  may  represent  the  secondary  pul- 
monary changes  of  rheumatoid  arthritis  or  the  se- 
quelae of  pneumonia  and  chronic  lung  disease. 

In  the  intravenous  pyelogram,  splenomegaly  is  evi- 
dent (Fig.  4).  There  also  is  a mass,  5-6  cm.  in  diame- 
ter, projecting  over  the  lower  pole  of  the  left  kidney. 
In  the  subsequent  nephrotomographic  sections,  this 
mass  appears  to  be  located  posteriorly,  thus  explain- 
ing the  anterior  displacement  of  the  lower  pole  of  the 
kidney.  The  low  position  of  the  left  kidney  and  the 
medial  position  of  its  lower  pole  may  be  explained  by 
splenomegaly. 
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Fig.  2.  Extension  of  infiltrative  process  into 
lower  lung  fields  with  partial  resolution  of 
the  infiltration  in  the  mid  lung  fields. 


Fig.  3.  Final  chest  examination  shows  large 
pneumatocele  in  the  left  suprahilar  region. 


Fig.  4.  Intravenous  pyelogram.  Splenomegaly 
is  evident  as  well  as  a mass  5-6  cm.  in  dia- 
meter, projecting  over  the  lower  pole  of  the 
left  kidney. 
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Slight  enlargement  of  the  right  kidney  is  suggested 
(Fig.  5)  and  there  is  a constant  lack  of  visualization 
of  the  infundibulum  of  the  right  upper  calyx  \which 
may  be  due  to  extrinsic  pressure  by  a parenchymal 
lesion. 

The  mass  posterior  to  the  left  kidney  may  repre- 
sent a retroperitoneal  tumor;  however,  this  fails  to 
explain  the  suggested  right  kidney  enlargement.  Hy- 
pernephroma may  be  considered,  although  involve- 
ment of  both  kidneys  is  less  common  than  unilateral 
involvement. 

There  is  one  entity  which  may  explain  almost  all  the 
radiographic  findings,  namely  lymphomatous  or  leuke- 
mic infiltration  of  the  kidneys. 

Dr.  Alfrey:  This  patient  had  evidence  of  chronic 
symmetrical  polyarthritis,  with  synovial  thickening  and 
nodules  in  the  olecranon  bursae.  X-rays  of  his  hands 
showed  soft-tissue  swelling,  demineralization,  and 
juxta-articular  erosions.  He  had  both  chronic  and  acute 
pulmonary  disease. 

He  also  had  a normochromic  anemia  associated 
with  low  levels  of  serum  iron,  low  serum  iron-binding 
capacity,  and  stainable  iron  in  the  bone  marrow.  These 
are  characteristic  of  the  anemia  of  chronic  disease, 
the  low  serum  iron  level  being  due  to  failure  of  the 
reticuloendothelial  cells  to  release  iron  following  the 
destruction  of  red  blood  cells.  Normally,  iron  is  almost 
totally  released  from  the  reticuloendothelial  cells  and 
reutilized  for  hemoglobin  production.  In  chronic  dis- 


Fig.  5.  Slight  enlargement  of  the  right  kidney 
is  suggested;  also  constant  lack  of  visualiza- 
tion of  the  infundibulum  of  the  right  upper 
calyx  possibly  due  to  extrinsic  pressure  by  a 
parenchymal  lesion. 


eases,  the  reticuloendothelial  cells  seem  to  be  disabled 
and  unable  to  release  their  iron  back  into  the  plasma. 
This  patient  had  what  might  be  termed  “dysimmu- 
nity,”  as  manifested  by  lymphopenia,  increased  gam- 
ma globulin,  and  anergy  to  tuberculosis.  There  were 
retroperitoneal  masses  involving  both  kidneys  and  dis- 
placing the  liver  and  spleen  anteriorly.  Hematuria  gave 
additional  evidence  of  renal  disease.  Presence  or  ab- 
sence of  urinary  casts  was  not  recorded. 

The  patient’s  splenic  disease  was  manifested  by  an 
enlarged  spleen,  which  increased  in  size  during  his 
hospitalization.  Hepatic  disease  was  indicated  by  the 
elevated  alkaline  phosphatase  level,  prolonged  pro- 
thrombin time,  and  an  enlarged  liver.  The  prolonged 
prothrombin  time  raises  the  question  of  intestinal  dis- 
ease. 

I plan  to  discuss  this  case  with  regard  to  the  dis- 
order which  he  had  the  longest,  and  to  see  how  the 
more  recent  manifestation  might  be  related.  I think 
that  he  had  rheumatoid  disease.  Schulman,  in  the  new- 
est edition  of  Harrison’s  Principles  of  Internal  Medicine, 
lists  the  disorder  as  “rheumatoid  disease”  rather  than 
“rheumatoid  arthritis”  in  order  to  indicate  the  varied 
manifestations  that  may  occur.^  The  characteristics 
which  support  the  diagnosis  of  this  type  of  joint  dis- 
ease are  symmetry,  synovial  thickening,  radiographic 
changes,  nodules,  and  presence  of  rheumatoid  factor. 

There  are  three  types  of  pulmonary  involvement 
which  have  been  related  to  rheumatoid  disease.  One 
is  characterized  by  multiple  nodules  in  the  lung.  These 
nodules  are  histologically  similar  to  subcutaneous  nod- 
ules and  frequently  are  associated  with  extensive  nodu- 
lar disease  occurring  elsewhere  in  the  body.  A second 
variety  is  Kaplan's  syndrome  characterized  by  massive 
confluent  pulmonary  nodules.  The  latter  occurs  most 
commonly,  although  not  exclusively,  in  patients  with 
exposure  to  inhalants,  particularly  coal  miners.  The 
third,  less  specific,  variety  is  interstitial  fibrosis;  this 
sometimes  has  the  characteristics  of  honeycomb  lung. 
The  latter  may  be  consistent  with  the  pulmonary  dis- 
ease in  this  patient. 
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The  anemia  of  chronic  disease  is  seen  in  patients 
with  rheumatoid  disease.  Dysimmunity  in  rheumatoid 
disease  may  present  in  diverse  forms.  In  Felty’s  syn- 
drome, splenomegaly  and  leukopenia  are  seen.  The 
mechanism  of  the  leukopenia  is  not  clear.  Hypersplen- 
ism has  been  suggested,  but  removal  of  the  spleen 
often  does  not  result  in  an  increase  in  the  leukocyte 
count.  In  addition,  such  patients  frequently  have  other 
abnormalities  in  their  immune  globulins.  Another  auto- 
immune disorder  associated  with  rheumatoid  disease 
is  Sjogren’s  syndrome  (keratoconjunctivitis  sicca  and 
xerostomia).  In  the  latter,  there  is  lymphatic  infiltra- 
tion of  the  parotid  and  lacrimal  glands  and  frequently 
lymphadenopathy  and  splenomegaly.  Other  abnormali- 
ties associated  with  rheumatoid  disease  include  posi- 
tive lupus  erythematosus  cell  preparations,  cryoglobu- 
linemia, macroglobulinemia,  antithyroid  antibodies,  and 
vasculitis. 

In  relating  the  retroperitoneal  masses  to  rheuma- 
toid disease,  one  of  two  processes  might  be  involved. 
These  are  amyloidosis  and  lymphoma.  Amyloid  disease 
may  occur  in  as  many  as  25  percent  of  people  with 
rheumatoid  arthritis.  The  incidence  of  lymphoma  is 
also  increased  in  patients  with  rheumatoid  disease  and 
particularly  those  with  Sjogren's  syndrome.  Three  the- 
ories have  been  proposed  to  explain  the  relationship 
between  autoimmune  diseases  and  lymphoma.  One 
suggests  that  a forbidden  clone  of  immunologic  cells 
develops,  that  these  cells  make  autoantibodies  and 
are,  in  addition,  neoplastic.  A second  suggestion  is 
that  chronic  stimulation  of  the  lymphoid  mass  in- 
creases the  likelihood  of  neoplastic  transformation. 
Third,  it  is  suggested  that  some  control  mechanism 
which  normally  suppresses  both  processes  is  lost. 

The  kidney  involvement  could  be  due  to  renal  lymph- 
oma, which  occurs  in  three  forms:  as  diffuse  infiltra- 
tion, as  multi-nodular  involvement,  or  most  commonly, 
as  a single  large  nodule  infiltrating  a portion  of  the 
renal  parenchyma.  The  hepatic  disease  might  have  re- 
sulted from  either  lymphomatous  involvement  or  from 
amyloidosis.  Intestinal  disease  likewise  may  have  been 


a manifestation  of  either  amyloidosis  or  of  lymphoma. 

This  patient  had  staphylococcal  pneumonia  which 
responded  to  therapy.  He  was  probably  predisposed  to 
this  disease  both  by  his  chronic  lung  disease  and  by 
his  altered  immunity.  His  hematologic  response  to  this 
infection  was  impaired  as  shown  by  the  absence  of 
leukocytosis.  It  is  possible  that  the  lesions  seen  in  the 
retroperitoneal  area  or  in  the  kidneys  are  staphylococ- 
cal abcesses.  The  perinephric  fat  can  be  observed 
easily  around  the  kidneys,  suggesting  that  there  is  no 
extension  of  disease  into  that  area.  Dr.  Kohen  tells  me 
that  the  limitation  of  the  lesion  to  the  lower  pole  of 
the  kidney  would  make  a staphylococcal  abscess  un- 
likely. The  absence  of  any  described  tenderness  or  pain 
in  association  with  the  renal  abnormalities  also  medi- 
ates against  an  abscess. 

Another  possibility  is  tuberculosis.  There  is  a his- 
tory of  tuberculosis  but  no  evidence  of  active  tubercu- 
losis on  the  patient’s  chest  films.  His  skin  test  was 
nonreactive,  but  this  could  be  related  to  energy.  Dur- 
ing the  hospitalization,  he  had  a sputum  culture  which 
failed  to  grow  any  tubercle  bacilli.  He  could  have  had 
a fungal  disease  which  might  result  in  masses  in  the 
retroperitoneal  area,  but  the  complement  fixation  tests 
for  fungi  were  normal  and  I think  this,  in  general, 
would  exclude  these  causes  of  disease. 

A hypernephroma  may  involve  both  kidneys  and 
could  have  been  responsible  for  the  tumor  masses. 
This  tumor  is  frequently  associated  with  fever.  I am 
not  aware  of  any  association  between  hypernephroma 
and  rheumatoid  disease,  however. 

My  final  diagnosis  is  rheumatoid  disease  manifested 
by  abnormalities  in  joints,  by  nodules  in  the  olecranon 
bursa,  and  by  interstitial  fibrosis  in  the  lungs.  I think 
that  he  also  had  reticulum  cell  sarcoma,  the  most 
common  form  of  lymphoma  related  to  rheumatoid  dis- 
ease, and  that  this  involved  the  retroperitoneal  nodes, 
kidneys,  liver,  spleen,  and  intestinal  lymphatics. 

Pathological  Presentation:  Dr.  Ferenc  Gyorkey:  Our 
surgical  pathology  laboratory  received  the  left  kidney. 
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spleen,  and  a liver  biopsy  specimen  from  this  patient. 
The  left  kidney  weighed  360  gm.  and  was  partially  re- 
placed by  an  encapsulated  gray-white  hemorrhagic  and 
cystic  mass,  6 by  6 cm.  (Fig.  6).  The  neoplasm  was 
confined  within  a fibrous  capsule  and  extended  to  the 
renal  pelvis.  Microscopically,  it  was  an  adenocarcinoma 
(hypernephroma)  consisting  of  uniform  columnar  cells 


Fig.  6.  Cut  surface  of  the  left  kidney  shows 
the  encapsulated  hemorrhagic  adenocarcin- 
oma. 


(Fig.  7).  In  some  fields,  hemorrhage  was  extensive.  In 
the  remaining  parenchyma  of  the  kidney,  the  glomeruli 
were  preserved.  The  interstitium  showed  focal  infiltra- 
tion with  lymphocytes  and  plasma  cells.  Occasional 
interlobar  renal  arteries  showed  acute  necrotizing  ar- 
teritis. Sections  of  the  ureter  and  the  periureteral  tis- 
sue also  disclosed  acute  necrotizing  arteritis  (Fig.  8). 

The  spleen  weighed  720  gm.;  the  surface  and  cut 
surfaces  were  red-brown  (Fig.  9).  Microscopically  the 
sinuses  were  dilated  and  there  was  reticuloendothelial 
cell  hyperplasia,  with  depletion  of  lymphocytes  in  the 
malpighian  corpuscles  (Fig.  10).  The  splenic  vessels 
showed  no  arteritis  and  there  was  no  evidence  of 
phagocytosis. 

In  the  liver  biopsy,  the  lobular  architecture  was 
maintained  and,  except  for  moderate  septal  fibrosis, 
it  was  not  remarkable.  Microscopic  sections  of  the 
liver,  kidney,  and  spleen,  using  special  stains,  dis- 
closed no  evidence  of  amyloidosis. 

In  summary,  the  left  kidney,  showed  an  adenocar- 
cinoma (hypernephroma)  which  was  well  encapsulated. 
This  may  account  for  the  fever,  since  we  know  that  up 
to  35  percent  of  patients  with  renal  cell  carcinoma 
have  fever.  The  arteries  in  the  periureteral  tissue  and 
some  of  the  interlobar  renal  arteries  showed  acute 
necrotizing  arteritis.  The  finding  of  vasculitis  in  rheu- 
matoid disease  is  in  agreement  with  Schmid’s  studies 
which  disclosed  that  11  of  17  patients  with  rheuma- 
toid arthritis  also  showed  necrotizing  arteritis.^ 

Anatomic  Diagnosis:  Adenocarcinoma  (hyperneph- 
roma) of  left  kidney:  acute  necrotizing  arteritis  involv- 


Fig.  7.  Photomicrograph  of  the  kidney  neo- 
plasm shows  adenocarcinoma.  Hematoxylin- 
eosin,  X 410. 


Fig.  8.  Photomicrograph  of  periureteral  ar- 
tery shows  necrotizing  arteritis.  Hematoxylin- 
eosin,  X 155. 
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ing  renal  and  periureteral  arteries;  and  splenomegaly 
(consistent  with  Felty’s  syndrome). 

Dr.  Martin  D.  Lidsky:  Clinicopathologic  conferences 
often  don’t  convey  the  clinician’s  difficulty  when  seeing 
the  patient  at  the  bedside.  Indeed,  this  was  the  situa- 
tion when  we  saw  this  patient  on  one  or  two  occasions 
early  during  the  course  of  his  illness.  He  gave  us  a 
history  of  recurrent  peripheral  articular  manifestations 
which  seemed  to  disappear  completely  after  each  epi- 
sode. We  found  some  nodules  on  physical  examination, 
but  clinically  we  could  not  establish  a diagnosis  of 
rheumatoid  arthritis  with  confidence.  We  had  hoped  for 
removal  of  one  of  the  nodules  for  diagnosis,  but  ap- 
parently this  was  never  done.  The  possibility  of  gout 
also  was  raised,  especially  in  view  of  the  rapid  clearing 
of  each  bout  of  articular  manifestations. 

Dr.  John  T.  Sharp:  I can’t  help  but  point  out  that 
this  man  seemed  to  have  a veritable  smorgasbord  of 
pathologic  conditions  with  some  form  of  arteritis,  a 
hypernephroma,  arthritis,  and  changes  consistent  with 
Felty’s  syndrome.  I think  Dr.  Lidsky’s  remarks  are 
worthwhile.  I also  would  question  the  significance  of 
arteritis  limited  to  a single  area.  Certainly,  necrotizing 
lesions  in  the  arteries  and  arterioles  (if  disseminated) 
are  serious.  At  times,  we  are  uncertain  as  to  whether 
patients  originally  have  rheumatoid  arthritis  and  later 
develop  arteritis,  or  whether  they  have  arteritis  all 
along,  with  joint  manifestations  that  are  easily  con- 
fused with  rheumatoid  arthritis.  In  some  patients  with 
rheumatoid  arthritis,  however,  we  see  focal  necrotizing 
arteritis,  in  the  absence  of  disseminated  vasculitis. 

One  final  comment — I was  stimulated  by  Dr.  Alfrey’s 
discussion  to  raise  some  question  about  the  actual 


Fig.  9.  Photograph  of  spleen. 


association  of  lymphoma  with  rheumatoid  arthritis.  It 
is  true  that  there  are  many  features  of  rheumatoid 
arthritis  and  other  connective  tissue  disorders  that 
are  shared  with  lymphomas.  Although  an  increased  in- 
cidence of  lymphoma  in  patients  with  Sjogren’s  syn- 
drome is  well  established,  Sjogren’s  syndrome  is  not 
synonymous  with  rheumatoid  arthritis.  Moreover,  I 
know  of  no  evidence  that  lymphomas  are  more  fre- 
quent in  patients  with  established  rheumatoid  arthri- 
tis. Of  course,  some  patients  with  lymphoma  have  ar- 
ticular manifestations,  but  these  are  not  characteristic 
of  rheumatoid  arthritis. 

Dr.  Robert  R.  Carpenter:  As  I understand  it  now,  this 
is  a patient  with  Felty’s  syndrome  who  had  a hyper- 
nephroma, and  who  came  to  the  hospital  with  staphy- 
lococcal infection.  I think  that’s  possible,  but  I wonder 
how  he  has  done  subsequently. 

Dr.  Richard  E.  Borreson:  In  the  immediate  postoper- 
ative period,  the  patient  did  reasonably  well.  His  hema- 
tologic manifestations  improved.  However,  he  has  not 
been  seen  at  scheduled  clinic  visits,  and  I don’t  know 
precisely  what  has  happened  to  him. 
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Fig.  10.  Photomicrograph  of  spleen  shows 
dilatation  of  sinuses,  depletion  of  lympho- 
cytes, and  hyperplasia  of  sinus  cells.  Hema- 
toxylin-eosin,  X 155. 
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This  pain  is 
getting  on 
mu  nerves. 


Patients  in  pain  often  experience  conconnitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia, 

A good  choice  is  often  Eouagesic®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin),  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


TABLETS 


Equagesic' 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always.  In  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING.  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOU^S 
TRIAMINIC  FORMULA.  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 


REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU^IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW.  ^ 


each 

Tussagesic* 

timed-release  tablet  contains: 

Triaminic® ; , - . !^2- 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide ioa 

Terpin  hydrate - 

Acetaminophen - 

Dosage;  Adults-1  tablet,  swallowed  whole  to  preserve  timed- 
rifease  feature,  in  morning,  midafternoon  and  at  bedtime.  ^ 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions,  flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  The  Wander  Company 
Lincoln,  Nebraska  68501 


clip  and  file  under  ^llu’’ 

For  relief  of  “flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 
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TEXAS  MEDICINE 


communications  to 

TEXAS  MEDICINE 

Group  Practice  Conference  Report 
May  Aid  Unwanted  Legislation 

The  first  National  Conference  on  Group 
Practice  held  Oct.  19-21,  1967,  in  Chicago, 
was  sponsored,  planned,  directed  and  sum- 
marized by  personnel  and  friends  of  the  US 
Department  of  Health,  Education  and  Wel- 
fare. 

Afterward,  the  Department’s  version  of 
“how  group  practice  may  help  alleviate  prob- 
lems in  today’s  practice  of  medicine,  includ- 
ing the  health  manpower  shortage,  rising 
medical  costs,  and  inefficient  use  of  health 
facilities,  . . .”  was  published  in  the  Nov.  6 
issue  of  The  AMA  News}  The  Medical  Trib- 
une of  Nov.  13  reported : 

“The  first  National  Conference  on  Group 
Practice  has  called  for  Federal  action  to 
help  end  legal  and  intraprofessional  bar- 
riers to  group  practice. 

The  conference  urged  the  Federal  Govern- 
ment to  use  ‘its  prestige  and  its  financial 
leverage’  to  help  eliminate  state  laws  that 
bar  the  organization  of  group  practices  and 
to  stop  hospital  discrimination  against 
physicians  who  take  part  in  group  health 
plans.”^ 

Having  attended  this  conference,  I appre- 
ciate an  opportunity  to  explain  my  version  of 
the  meeting. 

The  US  Department  of  Health,  Education 
and  Welfare  brought  together  150  people,  in- 
cluding physicians,  health  officials,  medical 
school  deans,  dentists,  group  practice  ad- 
ministrators, representatives  of  prepayment 
plans,  insurance  executives,  union  officials. 


management  personnel,  lawyers,  economists, 
and  federal,  state  and  county  employees. 

The  fact  is  that  of  the  150  people  who  at- 
tended, only  nine  were  physicians  who  are 
actively  associated  with  private  multispe- 
cialty clinics  having  no  connection  with  gov- 
ernmental agencies  or  the  other  professions 
and  organizations  mentioned  previously. 

The  main  emphasis  seemed  to  be  on  three 
areas  in  the  development  of  group  practice: 
(1)  a prepayment  plan  of  medical  care 
through  group  practice  arrangements;  (2) 
removing  those  obstacles  which  prohibit  the 
corporate  practice  of  medicine;  and  (3) 
group  practice  organization  of  medical  school 
faculties  as  a replacement  of  the  traditional 
outpatient  department  of  the  teaching  hos- 
pital. 

For  many  years  fee-for-service  medical 
care  has  worked  quite  well  for  our  groups,  so 
we  can  see  no  reason  at  this  time  to  engage 
in  the  capitation  prepayment  plans. 

Several  days  after  The  AMA  News  of  Nov. 
6 was  published,  I had  a telephone  call  from 
a representative  of  a national  medical  publi- 
cation. She  asked  if  I would  make  a state- 
ment in  support  of  the  declarations  which 
were  allegedly  made  by  the  Conference  on 
Group  Practice,  and  I responded  with  the  fol- 
lowing : 

“At  this  time  I am  not  prepared  to  make 
a statement  on  the  overall  program  of  gov- 
ernment allocation  of  funds  for  expansion 
of  facilities.  I will  limit  my  remarks  only 
to  the  sector  of  medicine  with  which  I am 
familiar,  that  is,  private  group  practice, 
which  furnishes  total  comprehensive  med- 
ical care  and  largely  on  a fee-for-service 
basis.  I do  not  think  there  is  a great  need 
for  government  participation,  but  any  allo- 
cation by  the  government  should  be  limited 
to  the  areas  where  there  are  significant 
needs,  and  where  it  has  been  demonstrated 
that  there  are  no  funds  available  from 
other  sources. 

“The  real  need  for  government  partici- 
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pation  is  in  solving  the  health  manpower 
shortage.  How  far  the  government  should 
go  beyond  the  existing  health  program  is 
not  for  me  to  say.  I believe  that  the  gov- 
ernment should  concentrate  on  the  educa- 
tion of  physicians  and  other  health  man- 
power shortage  areas.” 

The  representative  of  the  magazine  was 
surprised  that  I did  not  agree  with  the  intent 
or  general  feeling  of  the  Conference  on 
Group  Practice.  She  stated  that  she  did  not 
think  she  could  use  my  quote  as  the  space 
allocated  was  very  limited.  She  said  that  if 
they  decided  to  use  any  portion  of  it,  she 
would  call  for  my  specific  authorization. 

The  report  from  the  National  Conference 
on  Group  Practice  clearly  favors  legislation 
and  other  government  actions  designed  to 
promote  direct  prepayment  plans  tied  to 
group  practice.  It  seems  to  me  that  many  of 
these  plans  involve  sponsorship  or  control,  or 
both,  for  the  most  part  by  consumers, 
through  labor  unions  and  other  organizations 
not  associated  with  the  medical  profession. 

It  is  my  feeling  that  portions  of  the  report 
from  the  Conference  may  be  used  to  have  leg- 
islation introduced  in  Congress,  thus  bring- 
ing about  a new  round  of  health  legislation 
which  will  be  difficult  for  the  medical  pro- 
fession to  effectively  oppose.  Probably,  such 
legislation  will  be  worded  to  indicate  encour- 
agement for  group  practice  and  to  advocate 
methods  of  upgrading  the  quality  of  medical 
care  offered  the  American  people. 

It  has  been  a source  of  concern  to  me  for 
many  years  that  too  often  the  group  practice 
of  medicine  is  identified  with  prepaid  medi- 
cal care.  Almost  every  article  that  I have 
read,  whether  the  source  be  government,  the 
lay  press,  and  even  articles  from  the  medical 
journals,  leaves  the  impression  that  group 
practice  is  aligned  almost  completely  with 
prepayment  plans.  This  is  a complete  miscon- 
ception about  the  group  practice  of  medicine. 

The  American  Association  of  Medical  Clin- 
ics represents  190  multispecialty  groups 
throughout  the  United  States  as  well  as  three 
Canadian  clinics.  These  clinics  render  com- 
prehensive medical  care  to  the  communities 
they  serve,  and  an  overwhelming  majority 
operate  on  a fee-for-service  basis  without  any 
lay  control  whatsoever.  It  is  true  that  a few 
have  connection  with  prepayment  programs, 
but  most  of  them  operate  on  a fee-for-service 
basis. 

This  article  expresses  my  personal  views 
and  should  not  be  construed  as  an  expression 


from  the  American  Association  of  Medical 
Clinics,  Texas  State  Board  of  Medical  Exam- 
iners, or  Scott  and  White  Clinic. 

— J.  G.  Rodarte,  M.D.,  Temple, 
President,  American  Association 
of  Medical  Clinics. 
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2.  “Federal  Aid  Asked  to  Promote  Group  Prac- 
tice,” Medical  Tribune  (Nov.  13)  1967,  p.  1. 


Investments  in  Life  of  Others 
Bring  Richest  Rewards 

“Lay  up  for  yourselves  treasures  . . .” 

The  appeal  of  “treasures”  stirs  our  imag- 
ination and  alerts  our  desire ; it  is  the  laying 
them  up  that  requires  discipline  and  is  diffi- 
cult to  achieve.  But  what  can  compare  with 
the  joy  that  comes  of  treasure  stored  away? 

Treasure  can  be  gained  by  wise  investment, 
and  Dr.  May  Owen  understands  the  rewards 
of  investing  in  the  lives  of  fellow  physicians 
whom  misfortune  has  left  in  need  of  aid.  Her 
wisdom,  along  with  a generous  and  energetic 
push,  has  resulted  in  establishment  of  the 
Physicians  Benevolent  Fund  of  the  Texas 
Medical  Association.  It  is  also  her  way  of 
sharing  the  reward  of  joy  with  you  and  me. 

The  Fund  provides  financial  assistance  for 
needy  physicians  and  their  widows  and  fam- 
ilies who,  because  of  misfortune,  have  insuf- 
ficient incomes  and  are  unable  to  work.  Ad- 
ministration is  through  the  TMA  Committee 
on  Physicians  Benevolent  Fund  and  the 
Board  of  Trustees. 

The  Committee  is  dependent  upon  the 
county  medical  societies  for  locating  and  re- 
porting needful  situations  in  their  areas.  The 
local  societies  also  are  responsible  for  evalu- 
ating the  adequacy  of  assistance,  and  report- 
ing continuing  needs  or  termination  of  needs. 

The  opportunity  and  responsibility  of  shar- 
ing in  this  laying  up  of  treasure  through  in- 
vesting in  the  lives  of  our  companions  belong 
to  each  member  who  is  able  to  accept  them. 
The  Fund  must  be  replenished  by  us  regu- 
larly, consistently,  and  adequately.  Let  us 
“lay  up  for  ourselves  treasures,”  and  share 
the  joy  of  our  rewards. 

— Choice  B.  Matthews,  M.D., 

Kerrville. 
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101st  ANNUAL  SESSION 


MAY  2-5,  1968 


THURSDAy-SUNDAy] 

FEATURING 


HOUSTON 


I 


34  iGUESTi  SPEAKERS 


plus  150  special  and  TMA-member  speakers 


3, REFRESHER  COURSES 


Friday:  8:30  to  9:45  a.rr^^lSati^ay:  3:30  to  5 p.i 


12, SCIENTIFIC  SEaiONS 


Friday:  2^30  toSpTmp^baturday:  9-11:30  a. m. 

Digestive  Diseases,  General  Practice,  Internal  Medicine,  Nervous  and 
Mental  Diseases,  Obstetrics  and  Gynecology,  Ophthalmology, 
Otolaryngology,  Pathology,  Pediatrics,  Public  Health,  Radiology, 
and  Surgery 


2 GENERAL  MEETINGS 


Friday:  10  a.m.  to  12  Noon  Saturday:  2 to  5 p.m. 


190  SCIENTIFIC  AND  TECHNICAL  EXHIBITS 
plus  Physicians'  Art  Exhibit 


FILM  PROGRAM 


Friday:  10  a.m.  to  1 'i  ilmd  hi  2 to  4:30  p.m 


3 MEDICAL  COLOR  JELEVISION^RESENTATIONS 


Sponsored  by  Smith,  Kline  & French  Laboratories 


10  CURBSTONE iCONSULTATIONS 


W Friday:  5 to  6:30  pTrm^^^^^ 

Informal  round-table  discussions  on  medical  topics 


27  RELATED  & SPECIALTY  SOCIETY  MEETINGS 


Thursday  thru  Sunday 


10  SPECIAL  PROGRAMS 


1.  Texas  Academy  of  General  Practice  Seminar  (AAGP  credit) 
May  2:  12:30  to  5 p.m. 

2.  Symposium  on  Alcoholism 
May  2:  8 p.m. 

3.  Second  Texas  Conference  of  Physicians  and  Nurses 
“Coronary  Care  Units.”  May  1:  9 a.m.  to  5 p.m. 

4.  Symposium  on  Cardiovascular  Diseases 
May  2:  8:30  a.m.  to  4 p.m. 

5.  Demonstration  of  Disaster  Environmental  Simulator 
May  2:  10  to  10:30  a.m. 

6.  Conference  on  Health  Careers 

May  2:  9 a.m.  to  3 p.m. 

7.  Panel:  The  Hippie  Syndrome. 

May  2:  8 p.m. 

8.  Symposium  on  Isotopes  in  Every  Day  Practice 
May  4:  2 to  5 p.m. 

9.  Conference  on  Physicians  and  Schools 
May  2:  8 a.m.  to  4:30  p.m. 

10.  Symposium  on  Rheumatic  Diseases 
May  2:  1:30  to  5 p.m. 


MAKE  YOUR 
HOTEL  AND  MOTEL 
RESERVATIONS  NOW 

Physicians  and  guests  are 
urged  to  make  their  hotel  or 
motel  reservations  at  an  early 
date.  Reservation  requests 
should  be  sent  to  the  TMA 
Housing  Bureau  at  the  Sham- 
rock Hilton  Hotel,  indicating 
first,  second,  and  third  prefer- 
ences. As  far  as  possible, 
preferences  will  be  honored 
and  confirmation  of  reserva- 
tions will  be  sent  directly  to 
the  individual  making  the  re- 
quest. 

HOTELS 

1.  Shamrock  Hilton  Hotel 

(TMA  Headquarters) 

2.  Warwick  Hotel 

(Auxiliary  Headquarters) 

3.  Hotel  Plaza 

MOTELS 

4.  Towers  Motor  Hotel 

(TMA  Co-Headquarters) 

5.  Holiday  Inn — Central 

6.  Ramada  Inn — Domed 

Stadium 

7.  Sheriton  Oaks  Motel 

8.  Tidelands  Motor  Inn 

9.  White  House  Inn 
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TEXAS  MEDICAL  ASSOCIATION 


34  GUEST  SPEAKERS 


W.  A.  D.  Anderson,  M.D. 

Miami,  pathology 

Nelson  J.  Bradley,  M.D. 

Des  Plaines,  III.,  psychiatry 
(treatment  of  addictions) 

John  J.  Conley.  M.D. 

New  York,  head  and  neck  surgery 
(otology) 

Eric  Denhoff,  M.D. 

Providence,  pediatrics 
(cerebral  palsy) 

Theodore  A.  Fox,  M.D. 

Chicago,  orthopaedic  surgery 

Edward  A.  Gall,  M.D. 

Cincinnati,  pathology 

Alexander  Gottschallc,  M.D. 
Chicago,  cancer  research 

Robert  B.  Greenblaft,  M.D. 
Augusta,  Ga.,  endocrinology 

David  Lloyd  Griffiths,  F.R.C.S. 
Manchester,  England, 
orthopaedic  surgery 

Howard  P.  House,  M.D, 

Los  Angeles,  otology 

Charles  E.  Miff,  M.D. 

Baltimore,  ophthalmology 


Garth  L.  Jarvis,  M.D. 

Washington,  D.C., 
obstetrics  and  gynecology 

Arthur  H.  Keeney,  M.D. 
Philadelphia,  ophthalmology 

Robert  K.  Kerlan,  M.D. 

Los  Angeles,  orthopaedic  surgery 

James  Roderick  Kitchell,  M.D. 
Abington,  Pa.,  internal  medicine 

David  J.  Lehman,  M.D. 

Ft.  Lauderdale,  teenage  problems 

Morton  H.  Maxwell,  M.D. 

Los  Angeles,  internal  medicine 
(renovascular) 

Charles  Neumeister,  M.D. 
Minneapolis,  proctology 

William  C.  North,  M.D. 

Memphis,  anesthesiology 

Richard  M.  Peters.  M.D. 

Chapel  Hill,  N.C..  thoracic  and 
cardiovascular  surgery 

Theodore  Pfundt,  M.D. 

Omaha,  Neb.,  pediatrics 

G.  Ray  Ridings,  M.D. 

Dallas,  radiology 

Max  S.  Rittenbury,  M.D. 
Charleston,  S.C.,  general  surgery 


Roscoe  R.  Robinson,  M.D. 

Durham,  N.C.,  internal  medicine 
(nephrology) 

John  Turner  Sessions,  Jr.,  M.D. 

Chapel  Hill,  N.C..  internal  medicine 

Jay  T.  Shurley,  M.D, 

Oklahoma  City,  psychiatry 

Peter  V.  Siegel,  M.D, 

Washington,  D.C.,  federal  air  surgeon 

James  H.  Sterner,  M.D. 

Rochester,  N.Y.,  occupational 
medicine 

Richard  L.  Sutton,  Jr.,  M.D. 

Kansas  City,  Mo.,  dermatology 

William  R.  Waddell,  M.D. 

Denver,  surgery 

Mr.  Ken  Wells 

New  Brunswick.  N.J..  Director  of 
Research,  Boy  Scouts  of  America 


SPECIAL  LUNCHEON  SPEAKER 

Milford  O.  Rouse,  M.D. 

President 

American  Medical  Association 
Dallas 
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Speakers  Outline  Medical  Legislation, 
Stress  Individual  Involvement  In  Politics 


With  pleas  to  the  guests  to  "get 
involved”  in  politics,  speakers  at  the 
Texas  Medical  Association  Confer- 
ence on  Medical  Service  and  Legis- 
lation outlined  a variety  of  govern- 
ment-sponsored medical  programs, 
both  adopted  and  in  the  offing. 
Speakers  stressed  that  political  ac- 
tion gets  legislative  results. 

Having  extended  a special  wel- 
come to  physicians  attending  the 
orientation  program.  Dr.  Howard  R. 
Dudgeon  of  Waco,  Texas  Medical 
Association  President,  opened  the 
Conference  with  a plea  to  physicians 
to  join  AMPAC  (American  Medical 
Political  Action  Committee)  and  TEX- 
PAC  (Texas  Political  Action  Commit- 
tee). “Legislators,”  he  said,  “are 
most  responsive  to  those  who  are 
politically  active.” 

Some  recent  victories  in  medical 
legislation  mentioned  by  Dr.  Dudg- 
eon were  expansion  of  direct  billing 
under  Medicare:  blocking  of  an  at- 
tempt to  place  1,300,000  disabled 


under  Medicare;  and  exclusion  of 
chiropractic  services  from  Medicare 
benefits. 

Guest  speakers  at  the  morning 
session  were  the  Hon.  Allan  Shivers 
of  Austin,  president  of  the  Chamber 
of  Commerce  of  the  United  States 
and  a former  governor  of  Texas;  Dr. 
Russell  B.  Roth  of  Erie,  Pa.,  vice- 
speaker of  the  American  Medical 
Association  House  of  Delegates:  and 
Dr.  Rex.  E.  Kenyon  of  Oklahoma 
City,  past  president  of  the  Oklahoma 
State  Medical  Association. 

Governor  Shivers:  Former  Gov.  Allan 
Shivers  said  that  President  Johnson, 
when  giving  his  State  of  the  Union 
Message,  received  his  heartiest  ap- 
plause at  the  declaration  of  an  all- 
out  war  on  crime.  “Crime  is  the  pri- 
mary concern  of  most  citizens,”  de- 
clared Mr.  Shivers.  “It  is  also  a sad 
state  of  affairs  when  the  criminal 
gets  more  protection  than  the  vic- 
tim.” 


Governor  Shivers  believes  that  the 
rash  of  crime  in  our  cities  in  partic- 
ular stems  from  “selective  obedi- 
ence” on  the  part  of  some  elements 
of  our  society.  “Disrespect  for  the 
law  breeds  contempt  and  more  dis- 
respect.” 

Troubled  by  the  myriad  problems 
in  our  world  today,  the  former  gov- 
ernor declared,  “To  put  our  house  in 
order,  we’ll  have  to  end  the  war  in 
Vietnam,  increase  taxes,  resolve  the 
imbalance  of  payments  and  stop 
crime.”  He  admitted  that  this  was  a 
monumental  task  by  any  standard. 

Dr.  Roth:  In  the  United  States,  as 
opposed  to  socialized  countries  such 
as  Sweden,  we  have  a “non-system” 
of  medical  service,  said  Dr.  Russell 
B.  Roth.  However,  important,  sweep- 
ing changes  in  our  system  are  fore- 
cast for  the  future. 

Dr.  Roth  held  that  the  major  force 
for  change  is  “the  sheer  force  of  in- 
creasing demand  for  medical  care. 
. . . Not  only  do  we  have  more  peo- 
ple, but  increasing  percentages  are 
in  the  age  brackets  requiring  more 
care;  more  are  moving  to  the  urban 
areas  where  there  is  greater  use  and 
greater  availability  of  care.” 

The  second  force  for  change  is 
scientific  progress.  “It  would  be  my 
idle  thought,”  mused  Dr.  Roth,  “that 
if  we  were  to  stop  research  and  de- 
velopment right  now  it  would  take  a 
dozen  years  to  be  able  to  do  for  ev- 
eryone in  this  nation  the  things  we 
know  how  to  do  already.” 

He  continued,  “Still  another  im- 
portant force  for  change  is  political 
force.”  Many  feel  that  Medicare  it- 
self was  more  the  result  of  political 
force  than  the  answer  to  a concrete 
need. 

Dr.  Roth  warned  that  we  are  en- 
joying only  a brief  respite  from  the 
recent  political  onslaught.  “Con- 
gress, in  establishing  Medicare  and 
Medicaid,  bit  off  more  than  it  was 
prepared  to  chew  and  is  suffering 
transient  economic  indigestion.  It 
will  obviously  recover,  but  it  may 
take  a little  time  before  its  full  appe- 
tite returns.  This  is  the  time  which 
we,  and  our  allies  in  the  private  sec- 


Former  Texas  Governor  Allan  Shivers  greets  guests  at  the  Texas  Medical  Associa- 
tion's Jan.  20  Conference  on  Medical  Service  and  Legislation.  Mr.  Shivers,  presi- 
dent of  the  Chamber  of  Commerce  of  the  United  States,  delivered  a speech  en- 
titled “Brother,  You  May  Be  Next’’  in  which  he  warned  of  certain  recent  develop- 
ments in  Washington. 
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Dr,  Russell  B.  Roth  of  Erie,  Pa.,  vice- 
speaker of  the  AMA  House  of  Delegates, 
converses  with  Dr.  Howard  R.  Dudgeon 
of  Waco,  TMA  President. 


Dr.  Rex  E.  Kenyon  of  Oklahoma  City, 
past  president  of  the  Oklahoma  State 
Medical  Society,  relaxes  with  Dr.  Howard 
O.  Smith  of  Marlin,  TMA  treasurer,  be- 
tween the  morning  sessions. 


Special  guest  speaker  from  Houston,  Dr. 
Charles  A.  Berry,  head  of  NASA's  aero- 
space medical  team,  tells  the  guests 
about  his  "Buck  Rogers  Operation.” 


tor  of  the  economy,  have  at  our  dis- 
posal for  the  development  of  more 
reliable  safeguards  against  further 
federal  intervention.” 

This  is  not  to  say,  of  course,  that 
the  amount  of  government  interven- 
tion isn’t  already  staggering.  “If  one 
adds  together  Medicare,  Medicaid, 
the  Veterans  Administration  pro- 
grams, CHAMPUS,  the  military  medi- 
cal program,  other  federal,  state  and 
local  welfare  medical  programs,  and 
the  like,”  said  Dr.  Roth,  “the  gov- 
ernment is  involved  in  some  degree 
in  paying  for  over  one-third  of  the 
direct-patient-care  currently  provided 
in  this  country.” 

“It  may  be  fortunate  that  we  are 
not  getting  all  the  government  we 
are  paying  for,”  he  went  on,’  omi- 
nously, “but  nothing  in  history  or  in 
the  hoppers  of  Congress  suggests 
that  we  are  going  to  get  less.” 

Returning  to  his  main  theme, 
change.  Dr.  Roth  concluded  that 
“the  best  possible  force  for  change 
will  be  that  of  enlightened,  coopera- 
tive, energetic  pursuit  of  excellence.” 

Dr.  Kenyon:  “Medicine  today  is  big 
business,  employing  three  percent  of 
the  nation’s  working  population,”  Dr. 
Rex  E.  Kenyon  reminded  the  audi- 
ence. “Hospitals  own  more  property 
than  the  10  major  railroads,  and 
Americans  spend  6.5  cents  out  of 
every  dollar  for  health  care.” 

There  is  no  doubt  that  costs  are 
rising,  skyrocketing  if  you  will.  Dr. 
Kenyon  said,  “Hospitals  take  the 
largest  portion  of  health  care  dol- 
lars— 30  cents  out  of  every  dollar. 
Furthermore,  hospital  costs  rose  16 
percent  last  year;  the  cost  of  living 
index  rose  only  three  percent.” 

The  Oklahoma  physician  observed 
that  the  major  part  of  every  hospital 
budget  goes  for  salaries.  Moreover, 
as  the  quality  of  care  in  hospitals 
improves,  more  skilled  personnel  will 
be  needed  for  every  patient.  As  it 
stands,  all  increased  cost  is  now 
passed  directly  to  the  patients. 

Dr.  Kenyon  said  that  he  was  well 
aware  of  the  criticism  that  physi- 
cians had  taken  advantage  of  Medi- 
care by  raising  their  fees.  The  truth 
is  that  “although  last  year  physi- 
cians did  raise  their  fees  by  7.4  per- 
cent,” this  was  not  simply  a mer- 
cenary response  to  supply  and  de- 
mand. “Doctors  saw  8.6  percent 
more  patients,  and  got  11  percent 
more  income,”  but  they  actually  lost 
ground  because  the  cost  of  living 
rose  3 percent  in  this  same  period. 

“The  choice  before  the  physician,” 
concluded  Dr.  Kenyon,  “is  either  to 
sell  the  public  on  increased  medical 


costs — a higher  price  for  a better 
product — or  allow  the  government  to 
step  into  the  gap.” 

Panel  Session:  Forecast  1968:  Leg- 
islation, Medical  Education  and  Po- 
litical Action:  Three  physicians  and 
a Texas  legislator  from  Victoria, 
the  Hon.  H.  R.  “Dick”  Cory,  joined 
in  a morning  panel  discussion  to 
forecast  legislation,  medical  educa- 
tion, and  political  action  for  1968. 
The  physicians  were  Dr.  A.  Rex  Kirk- 
ley  of  V\/ashington,  D.C.,  assistant 
manager  of  the  Washington  office  of 
the  AMA;  Dr.  G.  V.  Brindley,  Jr.,  of 
Temple,  President-elect  of  TMA;  and 
Dr.  John  M.  Smith  of  San  Antonio, 
member  of  the  Board  of  Directors  of 
TEXPAC.  - 

“Frustration  over  the  Vietnam 
war,  rioting  in  the  nation’s  urban 
ghettos,  and  rising  government 
spending  marked  the  first  session  of 
the  90th  Congress,”  began  Dr.  Kirk- 
ley.  This  was  the  longest  and  least 
productive  Congress  on  record  of  the 
Johnson  years  in  the  White  House, 
he  said,  and  the  forecast  for  spring 
is  for  more  of  the  same.  “Because  of 
the  economy  minded  air  of  the  Con- 
gress these  days,”  said  Dr.  Kirkley, 
“it  is  highly  improbable  that  the  year 
1968  . . . will  see  a significant 
amount  of  new  health  legislation 
passed.” 

Any  extension  or  expansion  of 
Medicare  will  hinge  on  the  cost,  the 
reports  of  Presidential  advisory  com- 
mittees, and  the  political  mood  of 
the  next  session.  “There  will  be  no 
significant  changes  in  Medicare  in 
the  near  future,”  declared  Dr.  Kirk- 
ley. 

In  regard  to  Medicare  he  predicted 
that  “pressures  will  undoubtedly 
be  brought  to  bear  on  Congress  to 
include  drugs,  include  the  disabled 
at  age  50,  lower  the  qualifying  age, 
remove  the  co-pay  feature,  delete 
the  $50  deductible  under  part  B and 
the  $40  deductible  under  Part  A,  in- 
crease the  extended  care  benefits, 
provide  for  custodial  care  in  ap- 
proved facilities,  and  broaden  bene- 
fits to  include  eyeglasses,  routine 
foot  care,  dental  care,  and  chiro- 
practic services.”  For  these  reasons 
physicians  cannot  afford  to  neglect 
their  political  activities. 

Dr.  Kirkley  also  predicted,  “Any- 
one would  be  naive  to  think  there 
will  be  no  attempts  at  drug  regula- 
tion in  this  next  session.  . . . Both 
the  Long  approach  to  generic  pre- 
scribing and  the  Montoya  bill  to  in- 
clude drugs  under  Medicare  will  be 
pushed  again.” 

Dr.  Kirkley’s  suggested  guidelines 
for  judging  whether  or  not  a piece  of 
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legislation  will  pass  the  second  ses- 
sion of  the  90th  Congress  are;  “If 
the  program  is  needed,  generates  no 
staunch  opposition,  and  does  not 
have  a heavy  price  tag,  it  may  be 
adopted.” 

Turning  to  state  politics,  the  audi- 
ence next  heard  some  remarks  of 
the  Hon.  "Dick”  Cory  on  the  possi- 
ble special  session  of  the  Texas  Leg- 
islature. 

Cory  explained,  “The  special  ses- 
sion of  the  Legislature  is  occasioned 
because  the  last  Congressional  ses- 
sion passed  a one-year  tax  bill  and  a 
one-year  appropriations  bill.  Further- 
more, Governor  Connally  is  a known 
advocate  of  annual  sessions  of  the 
legislature.” 

This  session  is  unique,  however, 
since  it  will  be  operating  with  a 
lame  duck  governor,  lieutenant  gov- 
ernor, and  speaker  of  the  house, 
none  of  whom  will  be  able  to  exert 
much  influence. 

The  governor  sets  the  agenda  for 
special  sessions,  said  Mr.  Cory,  and 
the  assembly  can  consider  nothing 
that  is  not  on  the  agenda.  “The  gov- 
ernor will  push  liquor-by-the-drink,” 
Mr.  Cory  explained,  but  he  did  not 
see  much  hope  of  its  passing  this 
time. 

“In  1971,  however,”  he  continued, 
“with  redistricting  accomplished, 
when  tha  cities  have  a greater  voice, 
we  should  have  liquor-by-the-drink.” 
Another  factor  to  speed  liquor-by-the- 
drink  would  be  an  investigation  of 
the  Liquor  Control  Board  scandal. 
“This  investigation  will  undoubtedly 
point  up  the  weaknesses  in  the  pres- 
ent liquor  control  laws,”  Cory  ex- 
plained. “At  any  rate,  it’s  a fact  that 
no  new  law  will  be  more  stringent 
than  the  last.” 

Alluding  to  the  city  sales  tax,  he 
said,  “The  sales  tax  that  was  passed 
was  actually  a ‘sales  and  use’  tax 
meaning  that  if  the  budget  demands, 
the  Legislature  may  also  tax  servi- 
ces. This  was  included  in  the  tax  bill 
so  as  to  avoid  levying  a state  income 
tax — at  least  for  the  next  eight  to 
ten  years.” 

Mr.  Cory  and  Dr.  John  M.  Smith, 
Jr.,  both  warned  that  the  time  to  get 
involved  in  politics  is  now.  Dr.  Smith 
stressed,  “This  will  be  an  extremely 
important  year  for  we  will  elect  a 
President,  all  members  of  the  na- 
tional and  state  houses  of  represent- 
atives, one  third  of  the  national  Sen- 
ators, half  of  the  state  senate,  and 
half  of  our  county  officers.” 

He  also  pointed  out,  “It  is  the 
votes  cast  at  elections,  not  letters 
after  elections,  that  have  the  great- 
est influence  on  what  a Congress 


Closing  session  speakers  and  visiting  physicians  get  acquainted.  They  are  from 
left  to  right  Mr.  Newt  Hielscher  of  Shreveport,  La.,  Dr.  L.  Bonham  Jones  of  San 
Antonio,  the  Hon.  Olin  E.  Teague  of  College  Station,  Dr.  Walter  Walthall  of  San 
Antonio,  and  Dr.  Milford  O.  Rouse  of  Dallas. 


does,  because  they  determine  who  is 
in  the  Congress.  You  cannot  change 
those  elected  with  views  opposed  to 
yours,  your  job  is  to  elect  those  who 
hold  your  views.  Work  and  vote  for 
them.  If  you  cannot  change  the  mind 
of  your  Congressman,  then  work  to 
change  your  Congressman!” 

Dr.  Smith  then  added  his  own  plea 
to  join  local  political  action  groups, 
observing  that  PAC  has  an  80  per- 
cent win  record  so  far. 

Next,  Dr.  G.  V.  Brindley,  Jr.,  sum- 


marized current  efforts  to  improve 
medical  education.  “Although  the 
number  of  medical  school  openings 
has  risen,”  reported  Dr.  Brindley,  “it 
is  more  difficult  than  ever  to  gain 
admittance.” 

The  caliber  of  medical  students 
has  risen  as  a consequence  of  this, 
but  many  qualified  students  are  still 
being  turned  away. 

Despite  the  shortage  of  medical 
schools,  a new  four-year  state-sup- 
ported medical  school  in  Houston, 


Participants  on  the  panel  "Forecast  1968:  Legislation,  Medical  Education  and  Po- 
litical Action"  were,  left  to  right,  Dr.  G.  V.  Brindley,  Jr.,  of  Temple,  Dr.  John  M. 
Smith,  Jr.,  of  San  Antonio,  the  Hon.  R.  H.  "Dick”  Cory  of  Victoria,  Dr.  Joe  T.  Nelson 
of  Weatherford,  and  Dr.  A.  Rex  Kirkley  of  Washington,  D.C. 
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recommended  by  the  Coordinating 
Board  of  the  Texas  College  and  Uni- 
versity System  was  turned  down  by 
the  Legislature. 

Dr.  Brindley  also  noted  that  the 
latest  trend  in  medical  education  is 
to  establish  a close  relationship  be- 
tween medical  schools  and  their  re- 
lated universities  so  as  to  stress  the 
interdisciplinary  aspects  of  medical 
education.  (Dr.  Brindley’s  editorial, 
“Medical  Education  Undergoing  In- 
tense Evaluation  for  Future,”  ap- 
pears on  p.  37.) 

Panel  Session:  A Current  Report  on 
Major  Federal  and  State  Medical  Pro- 
grams: An  afternoon  panel  discus- 
sion centered  on  the  major  federal 
and  state  medical  programs,  their 
design  and  implications.  Panelists 
were  Mr.  Walter  H.  Richter  of  Austin, 
regional  director  of  the  Office  of 
Economic  Opportunity:  Dr.  David 
Wade  of  Austin,  assistant  commis- 
sioner for  medical  administration  of 
the  Texas  State  Department  of  Pub- 
lic Welfare:  Dr.  Doyle  W.  Ferguson  of 
Dallas,  medical  director  of  Blue 
Cross-Blue  Shield  of  Texas:  Dr.  Spen- 
cer G.  Thompson  of  Galveston,  asso- 
ciate coordinator  of  the  Regional 
Medical  Program  in  Texas:  and  Mr. 
Terrell  Blodgett  of  Austin,  adminis- 
trative assistant  to  the  governor  of 
Texas. 

Low  income  carries  with  it  a high 
risk  of  illness,  began  Mr.  Richter. 
Furthermore,  the  "culture  of  pov- 
erty” is  drearily  self-perpetuating. 
“Congress  passed  the  Office  of  Eco- 
nomic Opportunity  Act  in  1964  to 
eliminate  the  causes  of  poverty” 
rather  then  the  consequences,  he 
said. 

Among  the  varied  programs  devel- 
oped by  OEO  are  Head  Start,  Vista, 
and  the  Job  Corps.  Mr.  Richter  point- 
ed out  that  most  of  the  children  of 


Dr.  David  Wade  of  Austin,  panelist,  and 
Dr.  Charles  Max  Cole  of  Dallas,  moder- 
ator, listen  to  panel,  "A  Current  Report 
on  Major  Federal  and  State  Medical  Pro- 
grams.” 


poverty  have  never  seen  a physi- 
cian and  “most  of  the  funds  ob- 
tained from  OEO  are  spent  giving 
basic  physical  examinations.” 

He  cited  some  startling  figures. 
“Ninety  percent  of  the  children  in 
the  Head  Start  program  had  never 
had  a physical  examination  prior  to 
being  enrolled  in  the  pre-school  pro- 
gram. Ninety  thousand  examinations 
have  been  given  in  the  Job  Corps 
camps  alone  since  OEO  began.  As  a 
result  of  Head  Start  in  Texas,  ap- 
proximately 50,000  disadvantaged 
children  have  been  immunized 
against  measles,  polio,  smallpox, 
diphtheria,  typhoid,  and  tetanus.” 

The  unique  aspect  of  OEO,  said 
Mr.  Richter,  is  that  the  programs  are 
run  by  local  people  with  funds  ob- 
tained directly  from  the  federal  gov- 
ernment. 

Next,  Dr.  David  Wade  explained 
the  structure  and  function  of  the 
Texas  State  Department  of  Public 
Welfare  in  relation  to  Title  XIX.  “The 
Department  administrates  the  hand- 
ling of  medical  assistance  in  the 
state.  The  Board  of  Directors  is  ap- 
pointed by  the  governor:  they  in  turn 
appoint  a commissioner.” 

He  continued,  explaining  that  the 
two  main  divisions  of  the  depart- 
ment are  child  welfare  and  public 
assistance,  all  other  divisions  sup- 
port these  two.  Aitogether,  the  de- 
partment serves  four  groups  of 
needy:  “the  aged,  the  totally  and 
permanently  disabled,  families  with 
dependent  children,  and  the  needy 
blind.” 

Dr.  Wade  revealed  that  only  “the 
poorest  of  the  poor”  are  eligible  for 
benefits  from  the  Department  under 
Title  XIX,  Medicaid.  “People  over  65 
making  $40  a month  make  up  81 
percent  of  the  total  number  receiv- 
ing aid.  . . . Their  average  age  is  72.” 


During  its  next  session  Congress 
will  consider  a medical  indigency 
program.  Dr.  Wade  said:  “Even  if 
the  legislation  under  consideration 
passes,  the  maximum  the  Texas  Leg- 
islature could  advance  to  families 
with  four  dependent  children  is  $170 
a month.”  Nobody  in  the  state  be- 
lieves that  this  is  enough. 

The  passage  of  HR  12080,  the 
amendments  to  Medicare  and  Medic- 
aid, assured  that  “medical  assist- 
ance will  never  be  available  to  any- 
one between  21  and  65  under  Titles 
XVIII  and  XIX  unless  they  are  care- 
takers of  dependent  children,  per- 
manently and  totally  disabled  or 
blind,”  said  Dr.  Wade. 

He  also  told  the  group  that  the 
benefits  of  Medicaid  are  almost 
identical  to  those  of  Medicare.  "Ti- 
tle XIX  is  simply  a refinement  of  the 
Kerr-Mills  program,  the  same  peo- 
ple are  served  with  the  same  ser- 
vices: but  the  doctor-patient  rela- 
tionship is  substantially  improved.” 

Turning  to  Title  XVIII,  Medicare, 
the  group  heard  from  Dr.  Doyle  Fer- 
guson. “Some  of  the  fears  concern- 
ing Medicare  before  its  implementa- 
tion have  come  to  pass,”  he  said, 
“while  others  of  our  fears  are  not 
quite  so  pronounced.  It’s  now  a 
proven  fact  that  the  expense  factor 
was  underestimated.”  The  cost  of 
Extended  Care  Facilities  (ECF)  was 
underestimated  by  about  2,000  per- 
cent, Dr.  Ferguson  said. 

In  comparison  to  other  states 
“we  are  in  an  excellent  position,” 
said  Dr.  Ferguson.  “Texas  is  unique. 
We  have  over  600  hospitals:  there 
are  only  7,000  nationwide." 

Part  A of  Medicare  has  gone  rea- 
sonably well  so  far.  “Our  biggest 
problem,”  explained  Dr.  Ferguson, 
“has  been  in  the  clearing  up  of 
‘prior  stay'  items  on  an  individual 


Mr.  Walter  Richter  of  Austin  spoke  about  OEO  Medical  Programs  in  Texas.  Other 
panel  members,  seated  left  to  right,  were  Dr.  Doyle  W.  Ferguson  of  Dallas,  Dr. 
Spencer  G.  Thompson  of  Galveston,  and  Mr.  Terrell  Blodgett  of  Austin. 
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in  order  for  an  approval  to  be  issued 
to  the  hospital.” 

Dr.  Ferguson  revealed  the  amount 
of  money  and  number  of  accounts 
handled  by  Blue  Cross-Blue  Shield 
under  the  Medicare  program.  "Since 
the  start  of  the  program,  Dec.  1, 
1967,  we  have  processed  601,000 
bills  for  in-patient  services  for  a to- 
tal payout  of  $162,262,500  of  which 
$158,024,536  is  strictly  for  inpatient 
services.  The  remainder  is  for  ECF 
and  home  health  agency.”  This  was 
for  part  A alone,  he  said. 

"Many  of  you  may  presume  that 
we  at  Blue  Cross-Blue  Shield  are 
making  a lot  of  money  on  this  pro- 
gram,” said  Dr.  Ferguson.  "This  is 
simply  not  true.  These  programs  are 
being  administered  on  a cost  basis 
— not  cost  plus.” 

The  most  important  change 
brought  about  in  Medicare  by  the 
last  Congress  is  the  expansion  of 
direct  billing.  "This  allows  the  pay- 
ment of  funds  on  an  itemized  bill,” 
Dr.  Ferguson  explained.  "There  is 
now  a limit  set  on  claim  filing,  how- 
ever. Generally,  it  must  be  within 
one  year  following  the  date  of  ser- 
vice except  if  services  are  rendered 
in  the  last  quarter  of  the  year.  Then 
it  is  carried  forward  as  if  the  ser- 
vices were  rendered  in  the  following 
year.” 

Another  important  change  is  that 
certification  on  admission  to  the  hos- 
pital is  not  necessary  until  the  14th 
day  after  the  patient  has  been  ad- 
mitted. Recertification  must  still  be 
made  at  intervals  thereafter  how- 
ever. 

Dr.  Spencer  G.  Thompson  gave  a 
short  talk  on  PL  89-239,  the  Re- 
gional Program  on  Heart  Disease, 
Cancer  and  Stroke,  whose  purpose 
is  to  encourage  research  and  con- 
tinuing education.  Pointing  out  some 
of  the  program’s  unique  aspects,  he 
said,  "It  originated  at  the  grass 
roots,  is  totally  voluntary,  provides 
an  opportunity  for  the  development 
of  cooperative  arrangements  be- 
tween the  local  and  federal  govern- 
ments, and  is  patient-oriented.” 

Dr.  Thompson  listed  some  perti- 
nent facts  about  PL  89-239  in  Texas. 
Texas’  region  is  defined  as  the  State 
of  Texas.  Other  programs  include 
more  than  one  state.  The  University 
of  Texas  has  been  designated  gran- 
tee agency  for  this  region  by  the  Re- 
gional Planning  Board.  More  than 
11  million  people  are  included  in 
this  region. 

Regional  planning  has  grown  tre- 
mendously since  its  conception.  Dur- 
ing its  first  year,  government  spend- 
ing was  $2  million.  Last  year,  the 
government  spent  an  estimated  $32 


million.  More  than  $80  million  will 
be  spent  during  the  current  fiscal 
year.  Dr.  Thompson  said. 

While  Regional  Planning  is  one  of 
the  largest  federal  programs.  Part- 
nership for  Health  may  be  one  of  the 
least  understood.  Mr.  Terrell  Blod- 
gett outlined  the  following:  "The 
Partnership  for  Health  Act  (PL  89- 
749),”  he  explained,  “provides  you 
and  your  elected  representatives  with 
the  unique  opportunity  to  coordinate 
and  unify  the  programs  that  my  fel- 
low panelists  have  discussed:  to  alter 
in  Texas  the  emphasis  of  many  fed- 
eral health  programs:  and  to  assure 
the  coordination  of  health  services 
with  the  other  service  systems  of 
our  increasingly  urban  environ- 
ment.” Basically,  PL  89-749,  is  an 
attempt  to  prevent  duplication  of  ef- 
fort among  the  many  government- 
sponsored  medical  programs. 

Another  phrase  used  interchange- 
ably with  Partnership  for  Health  is 
"Comprehensive  Health  Planning.” 
Used  this  way,  however,  the  word 
"comprehensive”  should  be  precisely 
defined,  Blodgett  noted.  "As  used  in 
the  Act,”  he  said,  “comprehensive 
health  planning  includes  the  orderly 
preparations  for  adequate  health  fa- 
cilities, health  services,  and  health 
manpower.  . . . The  definition  is  not 
limited  to  traditional  direct  health 
services  . . . but  includes  planning 
in  functional  areas  like  air  pollution 
control.” 

The  three  key  sections  of  the  Act 
concern  comprehensive  state  health 
planning,  comprehensive  areawide 
health  planning:  and  comprehensive 
public  health  services  planning.  Al- 
together, $63,400,000  has  been  al- 
located for  the  program  for  the  year 
1968. 

"Texas  can  in  large  measure  chart 
her  own  course  under  this  new  leg- 
islation,” said  Mr.  Blodgett.  "We  be- 
lieve decisions  made  here  in  Texas 
by  public  and  private  leaders  work- 
ing together  are  preferable  to  deci- 
sions made  in  Washington.  . . .Tex- 
ans all  across  our  great  state  will  be 
the  ultimate  beneficiaries  in  the  days 
and  months  to  come.” 

The  closing  session  featured  Dr. 
Milford  O.  Rouse  of  Dallas,  President 
of  the  AMA:  the  Hon.  Olin  E.  Teague 
of  College  Station,  Representative 
from  the  6th  Congressional  District: 
his  special  guest,  Dr.  Charles  Berry, 
head  of  the  National  Aeronautics 
and  Space  Administration  aerospace 
medical  team:  and  Mr.  Newt  Hiel- 
scher  of  Shreveport,  La.,  humorist 
and  philosopher. 

Dr.  Rouse:  Striking  a blow  for  infor- 
mality, Dr.  Rouse  urged  "the  officers 


of  every  county  medical  society  in 
Texas  to  plan  and  conduct  during 
the  next  six  months  at  least  one 
free-exchange  ‘get-together’  in  their 
communities,  and  to  make  every  ef- 
fort to  induce  every  doctor  to  attend 
and  to  speak  frankly." 

"The  objective,”  he  said,  "is  to 
have  the  greatest  freedom  possible, 
with  no  set  program,  so  the  maxi- 
mum number  of  doctors  will  attend 
and  will  be  encouraged  to  express 
themselves.” 

Dr.  Rouse  then  passed  out  a leaf- 
let entitled  “Getting  Every  Doctor’s 
Ideas — A Goal  for  County  Societies 
in  1968.” 

Representative  Teague:  “Many  revo- 
lutionary ideas  have  originated  in 
this  country:  few  have  been  devel- 
oped here,”  explained  Representa- 
tive Olin  Teague.  “The  space  pro- 
gram is  the  exception  to  this  rule.” 

“For  the  sake  of  national  defense 
we  must  conquer  space,”  he  de- 
clared. Yet  $500  million  was  cut 
from  the  space  budget  this  year  by 
an  economy-minded  Congress. 

Many  people  mistakenly  believe 
that  the  moon  is  the  sole  object  of 
the  space  program,  and  can  see  no 
value  in  reaching  that  cold  body. 
"The  moon  is  not  the  real  object  of 
the  program,”  said  Mr.  Teague,  "the 
idea  is  to  learn  to  survive  and  re- 
turn from  the  moon,  so  as  to  go  on 
to  bigger  things.” 

Congressman  Teague  brought 
along  an  array  of  model  rockets  to 
demonstrate  the  growth  of  the  space 
program.  The  first  in  the  series  of 
rockets  was  the  Atlas,  which  pow- 
ered the  Mercury  rocket  Alan  Shep- 
ard rode  on  his  short  hop  from 
Cape  Canaveral  to  the  mid-Atlantic. 
It  measured  90  feet  by  120  inches 
in  diameter. 

Next  in  the  series  was  the  Titan, 
the  two-man  Gemini  rocket  with 
which  we  developed  the  techniques 
of  docking  and  maneuvering  in 
space,  and  from  which  the  first 
space  walk  was  made.  It  measured 
110  feet  by  10  feet  in  diameter. 

The  Saturn  series  is  designed  to 
land  a three-man  Apollo  team  on  the 
moon  by  1970.  Saturn  V,  largest  in 
the  series,  was  fired  for  the  first 
time  last  November.  It  took  the 
power  of  one  million  cars  to  lift  the 
Saturn  V from  its  launching  pad. 
Thirty-six  stories  high  and  weighing 
three  thousand  tons — approximately 
the  weight  of  the  atomic  submarine 
Nautilus — the  Saturn  V is  two-thirds 
as  high  as  the  Washington  monu- 
ment. Mr.  Teague  showed  the  audi- 
ence a spectacular  color  film  of  the 
firing  of  Saturn  V. 
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TEXAS  MEDICINE 


Congressman  Teague  had  also 
brought  a distinguished  guest,  Dr. 
Charles  Berry,  head  of  the  NASA 
aerospace  medical  team. 

“Aerospace  medicine  is  primarily 
preventive  medicine,”  Dr.  Berry  told 
the  guests.  “We  at  NASA  spend  all 
our  time  checking  well  people  in  ab- 
normal environments.” 

Part  of  the  aerospace  medical 
team’s  job  is  to  anticipate  every  en- 
vironmental need  of  the  astronauts 
and  to  relay  this  information  to  the 
technicians  at  the  Cape.  As  a result, 
said  Dr.  Berry,  “we’re  beginning  to 
question  what  we  mean  by  ‘normal’ 
for  man.” 

“The  thing  about  this  Buck  Rog- 
ers operation,”  concluded  Dr.  Berry, 
“is  that  you  never  want  to  lose  your 
imagination.” 

The  conference  ended  on  a differ- 
ent but  delightful  note  as  Newt  Hiel- 
scher,  “the  original  Aggie  joke,”  ex- 
pounded on  “The  Contagious  Cure,” 
laughter.  A self  proclaimed  “nut,” 
Mr.  Hielscher  had  the  audience  in 
convulsions  before  long  with  his 
antics  and  anecdotes.  He  closed  his 
monologue  with  an  old-fashioned  but 
time-honored  prescription  for  happi- 
ness: love  of  laughter,  love  of  your 
fellow  man,  love  of  labor,  and  love 
of  God. 

TEXAS  PHYSICIANS  GET 
AMA  APPOINTMENTS 

Several  Texas  physicians  have 
been  appointed  or  reappointed  to 
serve  on  American  Medical  Associa- 
tion committees  and  councils.  The 
Board  of  Trustees  approved  the  ap- 
pointments at  the  AMA  Clinical  Con- 
vention in  Houston  in  November, 
1967.  Term  of  service  for  members 
of  AMA  councils  and  committees  is 
one  year  with  a maximum  tenure  of 
ten  consecutive  terms. 

Texas  physicians  reappointed  to 
AMA  committees  and  councils  are 
Dr.  Theodore  Greiner  of  Houston, 
Council  on  Drugs;  Dr.  John  S.  Chap- 
man of  Dallas,  Council  on  Environ- 
mental and  Public  Health;  Dr.  Har- 
vey Renger  of  Hallettsville,  Council 
on  Legislative  Activities;  Dr.  Charles 
A.  Berry  of  Seabrook,  Committee  on 
Aerospace  Medicine;  Drs.  Lee  E.  Farr 
of  Houston  and  Charles  D.  Bussey  of 
Dallas,  Council  on  Scientific  Assem- 
bly; Dr.  Max  E.  Johnson  of  Medina, 
Committee  on  Nursing;  Dr.  Robert 
A.  Murray  of  Temple,  Interspecialty 
Committee,  representing  American 
Academy  of  Orthopaedic  Surgeons; 
and  Dr.  James  E.  Peavy  of  Austin, 
Interspecialty  Committee,  represent- 


ing American  Association  of  Public 
Health  Physicians. 

Appointed  to  AMA  councils  were 
Dr.  Jack  A.  Pritchard  of  Dallas,  Coun- 
cil on  Foods  and  Nutrition;  and  Dr. 
John  L.  Otto  of  Galveston,  Council 
on  Mental  Health. 

Retiring  from  AMA  appointments 
were  Dr.  William  C.  Grater  of  Dallas, 
Council  on  Drugs;  and  Dr.  Hamilton 
Ford  of  Galveston,  Council  on  Men- 
tal Health  and  Committee  on  Alco- 
holism and  Drug  Dependence. 

ANSON  JONES  AWARD 
1968  WINNERS  ANNOUNCED 

Winners  of  the  1968  Anson  Jones 
award,  presented  annually  by  Texas 
Medical  Association  to  news  media 
for  excellence  in  reporting  health  in- 
formation to  the  public,  were  an- 
nounced Feb.  1. 

Winners  were  announced  in  five  of 
seven  categories.  Three  newspapers, 
one  magazine,  and  one  radio  sta- 
tion received  awards. 

Winner  in  the  category  for  daily 
newspapers  in  cities  of  300,000  or 
more  population  was  Mrs.  Moselle 
Boland,  medical  reporter  for  the 
Houston  Chronicle.  In  the  category 
for  daily  newspapers  in  cities  with 
less  than  300,000  population, 
Brooks  Keller,  medical  news  writer 
for  the  Galveston  News,  was  named 
winner.  And  in  the  weekly,  bi-weekly, 
and  semi-weekly  newspaper  cate- 
gory, Walter  Guild,  editor  of  the  Mid- 
county Review  in  Nederland,  was  de- 
clared winner. 

Gene  D.  Legler,  editor  of  the //hw- 
ble  News,  Humble  Oil  and  Refining 
Company,  Houston,  won  in  the  cate- 
gory for  magazines,  company  publi- 
cations, and  trade  journals.  And  Jim 
Baum,  news  director  of  KBYG  Radio 
in  Big  Spring,  was  the  winner  in  the 
radio  station  category. 

No  award  was  given  in  the  cate- 
gories of  television  stations — best 
continuing  effort,  or  television  sta- 
tions— best  single  effort. 

Winners  of  the  Anson  Jones  award 
receive  a cash  prize,  a copper 
plaque,  and  a certificate.  Entries  are 
judged  on  the  basis  of  accuracy,  sig- 
nificance, quality,  public  interest, 
and  impact.  Final  winners  were  se- 
lected by  the  seven  physician-mem- 
bers of  TMA’s  Council  on  Public  Re- 
lations and  Public  Service.  Print  me- 
dia entries  were  screened  by  Dr.  Nor- 
ris Davis,  chairman.  Department  of 
Journalism,  The  University  of  Texas 
at  Austin;  Mr.  Kyle  Thompson,  Aus- 
tin Bureau  Chief,  United  Press  Inter- 
national; and  Mrs.  Marilyn  Baker, 


managing  editor,  Texas  Medicine. 
Broadcast  entries  were  screened  by 
a special  committee  of  the  Texas 
Association  of  Broadcasters. 

The  Anson  Jones  award,  estab- 
lished in  1956  and  named  for  the 
third  President  of  the  Texas  Repub- 
lic and  an  early  Texas  physician,  is 
given  (1)  to  recognize  the  communi- 
cation of  accurate,  well  prepared 
medical  information  to  the  public  in 
order  to  maintain  high  health  stand- 
ards in  the  state,  (2)  to  encourage 
more  publications  and  radio  and 
television  stations  to  develop  regu- 
lar coverage  of  medical  subjects,  and 
(3)  to  give  physicians  an  opportunity 
to  show  appreciation  to  those  who 
are  helping  to  convey  health  infor- 
mation to  the  public. 

Entries  are  submitted  to  the  local 
county  medical  society  in  the  coun- 
ty in  which  the  publication  is  located. 
The  county  society  forwards  these 
entries  to  the  TMA  Headquarters  in 
Austin. 

HOUSTON  DOCTOR  URGES 
EXCLUSIVE  IRP  FORM  USE 

“You  have  received,  or  soon  will 
receive,  new  Blue  Shield  forms. 

“You  do  not  have  to  use  these 
new  forms  but  should  continue  to 
use  the  IRP  form  for  all  patients  if 
you  do  not  take  assignment  of  ben- 
efits. 

“This  holds  true  for  armed  forces 
dependents  whom  you  may  direct 
bill  with  the  blessing  of  the  armed 
forces  agency  (see  August  issue  of 
Texas  Medicine.) 

“To  make  it  easy  on  yourself  and 
your  office  help,  use  the  TMA-IRP 
form  for  all  of  your  patients,  be  they 
beneficiaries  of  Blue  Cross,  Blue 
Shield,  other  insurance  carriers.  Med- 
icare, or  any  other  third  parties.”* 
— LESTER  KAROTKIN,  M.D., 
Houston. 

PHYSICIAN  DRAFT  SET 

Approximately  60  physicians  in 
Texas  are  expected  to  be  drafted  in 
1968,  according  to  the  Texas  State 
Headquarters  of  the  Selective  Ser- 
vice System.  The  US  Defense  De- 
partment has  asked  the  Selective 
Service  Commission  to  draft  1,200 
of  the  nation’s  physicians,  including 
about  50  doctors  of  osteopathy,  in 
1968. 

The  Texas  quota  is  expected  to 
be  filled  largely  by  interns  and  resi- 
dents who  will  complete  their  train- 
ing this  year. 

•Harris  County  Medical  Society  Bulletin, 
Oct.  1967,  p.  13. 
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POISON  CONTROL  CENTER 
OPENED  IN  GALVESTON 

A Regional  Poison  Control  Center 
at  The  University  of  Texas  Medical 
Branch  in  Galveston  has  been  estab- 
lished as  an  informational  consult- 
ant to  all  physicians  and  all  poison 
control  centers  in  a four-state  region. 

Serving  Texas,  Arkansas,  Louisi- 
ana, and  Oklahoma,  the  regional 
center  is  expected  to  upgrade  the 
measures  for  prevention,  recogni- 
tion and  therapy  of  poisoning  cases. 

The  center  is  charged  with  the  re- 
sponsibility of  providing  physicians 
with  information  on  the  toxicity  of 
various  products  and  with  recom- 
mending treatment  when  these  prod- 
ucts are  ingested.  The  physician  can, 
in  turn,  use  this  information  to  treat 
his  particular  poison  case. 

The  center,  sponsored  by  the  Pub- 
lic Health  Service  and  the  only  one 
in  existence  today,  is  under  the  joint 
direction  of  Mr.  H.  A.  K.  Whitney,  Jr., 
director  of  pharmacy  services.  Dr. 
Joe  B.  Nash,  (Ph.D.),  associate  pro- 
fessor of  pharmacology  and  toxicol- 
ogy and  Dr.  Armond  S.  Goldman, 
associate  professor  of  pediatrics,  all 
associated  with  The  UT  Medical 
Branch  in  Galveston. 

Other  clinical  and  basic  science 
members  of  The  University  of  Texas 
at  Galveston  are  participating  in  the 
program. 

There  are  currently  23  local  poi- 
son control  centers  in  Texas  operat- 
ing in  conjunction  with  the  Texas 
State  Department  of  Health  which 
will  be  using  the  consultant  services 
of  the  regional  center,  as  will  cen- 
ters in  the  other  three  states. 

RESPIRATORY  DISEASES 
SIGNIFICANT  DEATH  CAUSE 

Chronic  respiratory  diseases  loom 
increasingly  larger  as  a cause  of 
death,  reports  the  Metropolitan  Life 
Insurance  Company.  These  lung  dis- 
orders account  for  more  than  83,000 
deaths  annually  in  the  United  States. 

More  than  90  percent  of  these 
deaths  occur  among  persons  45 
years  of  age  and  older,  during  which 
age  period  these  diseases  take  more 
lives  than  diabetes  and  accidents 
combined. 

The  overall  death  rate  from  the 
major  respiratory  diseases  rose  12 
percent  in  the  period  from  1951-65, 
despite  an  80  percent  drop  in  mor- 
tality from  tuberculosis. 

The  No.  1 killer  is  cancer  of 
the  lung  and  bronchus,  which  ac- 


counts for  more  than  half  of  the 
total  mortality  from  chronic  respir- 
atory diseases:  its  death  rate  in- 
creased 86  percent  in  the  1951-64 
period. 

The  toll  from  the  other  major 
chronic  respiratory  diseases  almost 
doubled  in  the  14-year  period.  This 
group  includes  asthma,  bronchitis, 
brorvchiectasis,  emphysema,  and  oth- 
er chronic  interstitial  pneumonia. 

Metropolitan’s  statisticians  believe 
“these  figures  understate  the  case 
because  the  number  of  deaths  offi- 
cially attributed  to  asthma,  bronchi- 
tis and  allied  diseases  has  been  esti- 
mated at  only  40  percent  of  the 
number  in  which  they  contributed  to 
the  fatal  outcome.’’ 

TEXAS  STATE  BOARDS 
SCHEDULE  EXAMINATIONS 

The  Texas  State  Board  of  Exam- 
iners in  the  Basic  Sciences  has 
scheduled  its  next  examination  Fri- 
day and  Saturday,  April  19-20,  in 
Dallas,  Galveston,  and  Houston. 

Applications  for  the  April  examin- 
ation must  be  complete  and  in  the 
office  of  the  Board  by  March  22.  All 
necessary  information  and  docu- 
ments required  of  examinees  by  the 
Board  must  be  completed  and  in  the 
applicant’s  file  by  that  date. 

Reciprocity  may  be  granted  to  ap- 
plicants from  the  following  states: 
Alabama,  Alaska,  Arizona,  Arkansas, 
Colorado,  Iowa,  Kansas,  Michigan, 
Minnesota,  Nebraska,  Nevada,  New 
Mexico,  Oklahoma,  Oregon,  South 
Dakota,  Tennessee,  and  Washington. 
For  reciprocity  consideration  the  only 
valid  certificate  is  that  acquired  by 
examination. 

Further  information  is  available 
from  The  Texas  State  Board  of  Ex- 
aminers in  the  Basic  Sciences,  1012 
State  Office  Building,  Austin,  Texas 
78701. 

The  Texas  State  Board  of  Medical 
Examiners  will  give  examinations  and 
consider  reciprocity  applications  June 
17-19  at  the  Hotel  Texas  in  Fort 
Worth. 

Completed  examination  applica- 
tions for  applicants  who  were  gradu- 
ated from  United  States  medical 
schools  must  be  filed  in  the  office  of 
the  secretary  to  the  Board  30  days 
prior  to  the  meeting  date.  Applica- 
tions from  graduates  of  foreign  med- 
ical schools  and  applications  for  re- 
ciprocity consideration  must  be  filed 
60  days  prior  to  the  meeting  date. 

Send  applications  and  inquiries  to 
M.  H.  Crabb,  M.D.,  Secretary,  Texas 


State  Board  of  Medical  Examiners, 
1612  Summit  Ave.,  Suite  303,  Fort 
Worth  76102. 

TEXAS  ASSOCIATIONS  SET 
ACCREDITATION  INSTITUTE 

Texas  Medical  Association  and  the 
Texas  Association  of  Medical  Record 
Librarians  will  sponsor  a hospital 
Accreditation  Institute  on  March  2 at 
the  Villa  Capri  Motor  Hotel  in  Austin. 
The  institute  will  be  conducted  by 
the  Texas  Hospital  Association  in 
conjunction  with  a two-day  Medical 
Records  Institute,  Feb.  29-March  1. 
The  Accreditation  Institute  is  con- 
ducted biennially  to  stress  higher 
standards  of  patient  care  and  en- 
courage participation  of  all  hospitals 
in  gaining  accreditation. 

Institute  program  participants  and 
their  speech  topics  will  be  Dr.  Hugh 
F.  Rives  of  Jacksonville,  Review  of 
Accreditation  Standards;  Dr.  Drue  0. 
D.  Ware  of  Fort  Worth,  member,  TMA 
Committee  on  Hospital  Accredita- 
tion, The  Medical  Staff  and  Accredi- 
tation; Dr.  H.  R.  Gaddy,  Jr.,  of 
Georgetown,  The  Small  Hospital  and 
Accreditation;  Mr.  Rod  M.  Bell  of 
Dallas,  administrator,  Presbyterian 
Hospital,  The  Physical  Plant  and  Ac- 
creditation; Mr.  John  M.  Shaw  of 
Garland,  administrator.  Memorial 
Hospital  of  Garland,  Fire  and  Disas- 
ter Planning;  Dr.  John  D.  Porterfield 
of  Chicago,  director.  Joint  Commis- 
sion on  Accreditation  of  Hospitals, 
The  Joint  Commission — Past,  Pres- 
ent and  Future;  Dr.  William  F.  Ross 
of  San  Benito,  member,  TMA  Com- 
mittee on  Hospital  Accreditation,  Dry 
Run  Surveys:  A Valuable  Tool  in 
Meeting  Accreditation  Standards;  Mr. 
C.  Dean  Davis  of  Austin,  legal  coun- 
sel, THA,  A Legal  Look  at  Accredita- 
tion. 

Dr.  Howard  R.  Dudgeon,  Jr.,  of 
Waco,  TMA  President,  will  preside 
over  the  morning  session  of  the  In- 
stitute; and  Mr.  Gordon  W.  Epperson 
of  Corpus  Christi,  THA  president, 
will  preside  over  the  afternoon  ses- 
sion. Dr.  Ray  L.  Shepperd  of  Burnet, 
chairman,  TMA  Committee  on  Hos- 
pital Accreditation,  and  Sister  Aus- 
tin, R.N.,  of  Waco,  chairman,  mem- 
ber, THA  Council  on  Professional 
Service  and  institute  program  chair- 
man, will  present  the  institute’s 
welcome  and  purpose.  Drs.  Porter- 
field and  Ross  and  Mr.  Davis  will 
participate  on  a panel  session  in  the 
afternoon. 

Registration  fee  for  the  institute 
is  $10  and  includes  luncheon. 
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Special  Programs  for  '68  Annual  Session 
Scheduled  by  Seven  TMA  Committees 


Seven  Texas  Medical  Association 
committees  have  planned  special 
programs  during  this  year’s  Annual 
Session  in  Houston,  May  1-4,  1968. 

Committee  Programs: 

1.  The  Second  Conference  of  Phy- 
sicians and  Nurses,  sponsored  by 
the  Committee  on  Nursing  and  the 
Texas  Nurses  Association,  will  con- 
vene at  9 a.m.,  Wednesday,  May  1, 
in  the  Grecian  Room  of  the  Sham- 
rock Hilton  Hotel.  Topics  to  be  con- 
sidered by  the  Committee  include 
organization  and  function  of  coro- 
nary care  units;  physician-nurse  re- 
sponsibility in  coronary  care  units; 
and  how  to  meet  the  challenge  of 
changing  patterns  of  hospital  patient 
care.  A related  closed-circuit  tele- 
vision presentation  on  coronary  care 
units  is  scheduled  for  Thursday  af- 
ternoon at  3:30  p.m. 

2.  The  Conference  on  School 
Health,  sponsored  by  the  Committee 
on  School  Health  and  the  Texas 
Medical  Association,  will  meet  at 
8:30  a.m.,  Thursday,  May  2,  in  the 
Grecian  Room  of  the  Shamrock  Hil- 
ton Hotel.  The  morning  topic  will  be 
Teenage  and  Parental  Alert — Drug 
Abuse  and  Venereal  Diseases,  fea- 
turing guest  speaker  David  J.  Leh- 
man of  Fort  Lauderdale,  Fla.  There 
will  also  be  two  films  shown:  one  on 
the  subject  of  LSD  and  the  other  on 
venereal  disease. 

At  noon  in  the  Mai  Tai  Room  dur- 
ing lunch,  a panel  of  teenagers  will 
discuss  their  greatest  problems. 
Back  in  the  Grecian  Room  at  2:30 
the  Committee  will  consider  emo- 
tional disturbance  and  mental  ill- 
ness among  teenagers;  accidents, 
the  greatest  cause  of  injury  and 
death  among  teenagers;  why  boys 
and  girls  fail  academically  in  second- 
ary schools:  and  problems  of  mar- 
riage among  high  school  students. 

3.  A symposium  on  Coronary  Care 
Units,  sponsored  by  the  Committee 
on  Cardiovascular  Diseases,  the 
Texas  Medical  Association,  and  the 
Texas  Heart  Association,  will  be  held 
Thursday,  May  2,  at  8:30  a.m.  in  the 
Continental  Room  of  the  Shamrock 
Hilton  Hotel.  Morning  topics  will  be 
the  value  of  coronary  care  units  in 
Texas;  a panel  discussion  of  the 
planning  organization  and  operation 
of  coronary  care  units  in  community 
hospitals:  assisted  circulation  in  cor- 
onary shock;  the  potential  of  tele- 


vision networks  for  teaching  and 
monitoring;  and  the  present  and  fu- 
ture considerations  of  computer 
monitoring  and  teaching. 

In  the  afternoon  the  Committee 
will  consider  clinical  appreciation  of 
peripheral  vascular  disease;  the  clin- 
ical approach  to  hypertension:  sur- 
gical considerations  of  renovascular 
hypertension;  diagnostic  and  thera- 
peutic considerations  of  renal  hy- 
pertension; a panel  discussion  of  hy- 
pertension; the  diagnosis  and  treat- 
ment of  cerebral  vascular  insuffi- 
ciency; unusual  types  of  cerebral 
vascular  insufficiency;  early  and 
long-term  results  of  surgery  in  pa- 
tients with  cerebral  vascular  insuffi- 
ciency; and  a general  discussion  of 
cerebral  vascular  insufficiency. 

4.  A Symposium  on  Texas  Health 
Careers,  sponsored  by  the  Texas 
Committee  on  Careers  in  Nursing  of 
the  Texas  League  for  Nurses — Texas 
Nurses  Association,  Texas  Health 
Careers  Program  of  the  Texas  Hos- 
pital Association,  and  the  Texas 
Medical  Association,  is  scheduled 
for  Thursday,  May  2,  at  the  Sham- 
rock Hilton  Hotel  from  9 a.m.  to 
3 p.m. 

There  will  be  21  presentations  of 
about  10  minutes  each  which  will 
cover  the  major  points  pertaining  to 
the  program  of  recruitment  of  the 
various  members  of  the  health  ca- 
reers team.  The  objectives  of  this 
symposium  are  to  acquaint  all  mem- 
bers interested  in  recruitment  in  the 
health  careers  field  of  the  programs 
currently  available  in  the  various 
professions  and  branches  of  health 
careers,  and  to  devise  a method  for 
coordinating  the  efforts  of  the  var- 
ious health  career  groups. 

5.  An  explanation  of  the  Disaster 
Environmental  Simulator,  sponsored 
by  the  Committee  on  Disaster  Medi- 
cal Care,  will  be  presented  at  9:30 
a.m.,  Thursday,  May  2,  in  the  Mai 
Tai  Room  of  the  Shamrock  Hilton 
Hotel.  Presenting  the  results  of  sim- 
ulation exercises  for  natural  and  nu- 
clear disasters  affecting  the  San 
Antonio  area.  Dr.  William  S.  Moore 
of  San  Antonio  will  explain  the  po- 
tential of  the  simulator  for  stream- 
lining recovery  plans  and  for  famil- 
iarizing disaster  recovery  managers 
with  their  functions. 

6.  The  Committee  on  Medicine 
and  Religion  will  present  a panel 


discussion  of  ‘The  Hippie  Syn- 
drome” Thursday  evening.  May  2,  at 
8 p.m.  in  the  Castilian  Rooms  of 
the  Shamrock  Hilton  Hotel.  The 
panel  will  investigate  this  psycho- 
logical and  moral  rebellion  phenom- 
enon from  the  point  of  view  of  med- 
icine and  religion,  and  will  discuss 
related  items  such  as  LSD,  other 
hallucinatory  drugs,  and  morals. 

Dr.  Milford  Rouse,  AMA  President, 
will  moderate  the  program.  The 
panel  will  include  Dr.  Norman  J. 
Sissman,  associate  professor  of  pe- 
diatrics, Stanford  University  School 
of  Medicine;  Mr.  J.  J.  Klevenhagen, 
Jr.,  Juvenile  Department  of  the  Har- 
ris County  Sheriff’s  Office;  a theolo- 
gian; and  another  physician. 

7.  A Seminar  on  “Isotopes — Ev- 
eryday Practice,”  sponsored  by  the 
Committee  on  Nuclear  Medicine  and 
the  Section  on  Radiology,  is  sched- 
uled for  Saturday,  May  4,  at  2 p.m. 
in  the  Walnut  Room  of  the  Sham- 
rock Hilton  Hotel.  The  panel  will  be 
moderated  by  Dr.  Alexander  Gotts- 
chalk  of  Chicago.  Panelists  are  Dr. 
G.  Ray  Ridings  and  Dr.  Robert  W. 
McConnell,  both  of  Dallas. 

The  1968  Annual  Session  will  in- 
clude a variety  of  other  programs  in 
addition  to  the  special  committee 
programs,  and  topics  will  be  pre- 
sented by  37  guest  speakers.  Thir- 
teen refresher  courses  are  scheduled 
for  Friday  and  Saturday,  May  3 and 
4,  and  12  scientific  sections  will  be 
meeting  those  days  also.  Film  pro- 
grams, three  medical  color  televi- 
sion presentations,  10  curbstone 
consultations,  and  27  related  and 
specialty  society  meetings  are  also 
scheduled  during  the  Session. 

Business  sessions  of  the  Texas 
Medical  Association  are  also  sched- 
uled during  the  Annual  Session.  The 
House  of  Delegates  will  meet  at 
10:30  a.m.  on  Thursday,  May  2;  at 
7:30  p.m.  on  Friday,  May  3;  and 
finally  at  4:30  p.m.  on  Saturday, 
May  4. 

Hotel  and  Motel  Reservations;  Phy- 
sicians and  guests  are  urged  to 
make  their  hotel  or  motel  reserva- 
tions early.  (See  reservation  card,  p. 
103.)  Reservation  requests  should 
be  sent  to  the  TMA  Housing  Bureau 
at  the  Shamrock  Hilton  Hotel,  indi- 
cating first,  second,  and  third  prefer- 
ences. As  far  as  possible,  prefer- 
ences will  be  honored  and  confirma- 
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Nothing  else  Fve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


With  Novahisline  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient, 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg  ; and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg  ; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen,  500  mg 
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tion  of  reservations  will  be  sent  di- 
rectly to  the  individual  making  the 
request. 

Hotels  are  the  Shamrock  Hilton 
Hotel  (TMA  headquarters),  Warwick 
Hotel  (Auxiliary  headquarters),  and 
Hotel  Plaza.  Motels  are  the  Towers 
Motor  Hotel  (TMA  co-headquarters). 
Holiday  Inn — Central,  Ramada  Inn — 
Domed  Stadium,  Sheriton  Oaks  Mo- 
tel, Tidelands  Motor  Inn,  and  White 
House  Inn. 

LATIN  AMERICANS  PLAN 
MEDICAL  FAIR  IN  PERU 

TECHNOMED  ’68,  an  international 
fair  for  the  medical  profession  will 
be  held  in  Lima,  Peru,  April  21-28. 
The  fair  is  organized  by  Pacific  In- 
ternational Trade  Fair. 

TECHNOMED  '68  is  the  first  in- 
ternational fair  specifically  for  doc- 
tors and  hospitals  in  Latin  America 
and  will  be  attended  by  manufactur- 
ers of  hospital  equipment  and  phar- 
maceutical products  from  all  over 
the  world. 

Intended  to  help  improve  the 
medical  standards  in  Latin  America 
and  solve  many  problems  related  to 
public  health,  TECHNOMED  ’68  will 
be  organized  under  the  auspices  of 
the  Peruvian  Government  and  of  the 
medical  institutions  of  Peru. 

On  the  same  fair  grounds  with 
TECHNOMED  ’68  will  be  the  Eighth 
Interamerican  Congress  of  Cardiol- 
ogy, which  is  expected  to  be  attend- 
ed by  1,500  physicians  from  West- 
ern hemisphere  countries. 

BAYLOR,  AUSTIN  HOSPITAL 
FORM  COMPUTER  LINK 

Long  distance  picture  transmis- 
sion and  high  speed  computer  tech- 
nology now  are  linking  Holy  Cross 
Hospital  in  Austin  with  the  Baylor 
University  College  of  Medicine  in 
Houston,  to  provide  more  effective 
radiation  therapy. 

Dr.  William  DeGinder,  chief  of  the 
Department  of  Radiotherapy  at  Holy 
Cross  Hospital,  discussed  details  of 
a new  radiation  treatment  planning 
service  that  is  being  carried  out  in 
collaboration  with  Dr.  Vincent  P.  Col- 
lins, chairman  of  the  Department  of 
Radiology  at  the  Houston  medical 
school. 

Radiotherapy  centers  have  been 
linked  with  computer  facilities  by 
teletype  within  the  past  year  but 
this  is  the  first  utilization  of  picture 
transmission  by  long  distance  tele- 
phone line  for  this  purpose. 


MENTAL  HEALTH  INSTITUTE 
RAISES  GRANTS  CEILING 

The  ceiling  on  small  grants  from 
the  National  Institute  of  Mental 
Health  has  been  raised  from  $3,500 
to  $5,000  in  direct  costs,  effective 
Dec.  1,  1967,  Dr.  William  H.  Stewart, 
Surgeon  General  of  the  US  Public 
Health  Service,  has  announced.  Dr. 
Stewart’s  action  followed  recommen- 
dation by  the  National  Advisory  Men- 
tal Health  Council. 

Explaining  the  increase.  Dr.  Stan- 
ley F.  Voiles,  director  of  the  National 
Institute  of  Mental  Health,  said  that 
the  new  ceiling  is  a more  realistic 
amount.  He  added  that  the  revised 
level  of  support  recognizes  the  in- 
creased costs  of  conducting  research 
and  will  provide  a more  flexible  pro- 
gram particularly  in  the  areas  of  ap- 
plied and  clinical  research. 

Besides  direct  costs,  which  are  the 
actual  expenses  for  doing  the  re- 
search, an  additional  amount  for 
overhead  and  administration  of  the 
grant  may  be  awarded  to  the  institu- 
tion where  the  research  is  being 
done.  However,  the  total  small  grant 
award,  including  the  allowance  for 
indirect  costs,  may  not  exceed  $6,- 
000.  Under  these  circumstances, 
therefore,  an  institution  may  forego 
its  share  of  the  indirect  costs  and 
the  entire  amount,  up  to  the  $6,000 
maximum,  may  be  applied  toward 
the  direct  costs  of  the  research  pro- 
gram itself. 

The  small  grant  program  provides 
financial  support  for  a year  or  less 
in  a relatively  flexible  manner  for 
studies  in  behavioral,  biological,  and 
medical  sciences  relevant  to  mental 
health.  Such  grants  are  of  particular 
value  to  investigators  who  do  not 
have  resources  available  from  their 
institutions  for  support  of  prelimin- 
ary research  explorations. 

If  such  explorations  open  the  way 
for  more  extensive  research,  the  in- 
vestigator can  apply  for  a regular  re- 
search grant.  Such  grants  cut  across 
many  fields  of  specialization — psy- 
chiatry, psychology,  biology,  medi- 
cine, biochemistry,  the  social  sci- 
ences and  other  areas  relating  to 
human  behavior.  Regular  research 
grants  may  cover  up  to  seven  years, 
subject  to  annual  review,  and  may 
be  for  larger  amounts. 

Small  grants  may  be  used  to  de- 
velop and  test  a new  technique,  to 
exploit  an  unexpected  research  op- 
portunity, to  analyze  data  previously 
collected,  or  to  carry  out  exploratory 
or  pilot  studies. 

The  program  began  in  1956  when 
the  total  for  direct  costs  was  set  at 


$2,000.  In  April,  1961,  the  ceiling 
was  raised  to  $3,500. 

Since  the  program  began,  3,857 
applications  have  been  reviewed  and 
1,969  approved  for  a dollar  total  of 
$6,469,034. 

Effective  date  of  the  new  ceiling  is 
Dec.  1,  1967,  and  NIMH  is  now  ac- 
cepting applications  based  on  the 
increased  amount. 

CLEAN  AIR  ACT  REPORT 
COMPILED  BY  BOARD 

A recent  analysis  of  the  Clean  Air 
Act  of  Texas,  1967,  has  been  com- 
piled by  officials  of  the  Texas  Air 
Control  Board  and  is  available  to 
anyone  interested  in  the  act. 

Mr.  Charles  R.  Barden,  executive 
secretary  to  the  Board,  said  the  anal- 
ysis was  made  to  clarify  miscon- 
ceptions over  the  act  and  is  meant 
to  give  a clear  picture  that  the  new 
act  improves  an  older  law  passed 
two  years  ago. 

The  analysis  report  points  out  that 
local  governments  are  now  able  to 
establish  and  prosecute  their  own 
air  pollution  control  programs,  and 
to  enforce  the  state  program. 

The  report  also  stresses  that  the 
record  of  the  Air  Control  Board  "re- 
flects that  the  Board  has  given  pri- 
mary consideration  to  the  protection 
of  the  health  and  welfare  of  the  peo- 
ple of  this  State,  tempered  with  rec- 
ognition of  the  fact  that  emission 
controls  on  the  agricultural,  com- 
mercial, industrial,  and  other  activi- 
ties of  our  people  must  not  be  un- 
justifiably restrictive  if  these  seg- 
ments of  our  economy  are  to  remain 
viable.” 

Further,  the  term  "undesirable 
levels”  of  pollutants  is  now  defined 
to  bring  the  Act  more  in  line  with 
the  standard  definition  of  air  pollu- 
tion recommended  by  the  USPHS. 

"It  is  our  view,”  states  the  report, 
“that  this  strengthens  the  air  con- 
trol program  by  eliminating  certain 
phrases  which  were  contained  in  the 
definition  in  the  1965  Act. 

“It  is  spelled  out  in  the  Act  that 
local  governments  are  authorized  to 
bring  civil  action  within  their  own 
air  control  programs.  A local  govern- 
ment (an  incorporated  city  or  town 
or  a county)  may  go  on  public  or 
private  property  to  make  inspections 
and  may  bring  enforcement  actions 
under  the  Act. 

“A  city  may  also  adopt  its  own 
air  pollution  control  ordinances  if 
they  are  consistent  with  the  Act  and 
the  Board’s  regulations  and  orders.” 
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TEXAS  MEDICINE  INDEX 
AVAILABLE  FOR  1967 

The  index  to  the  1967  volume 
(Vol.  63)  of  Texas  Medicine  is  now 
available  upon  request. 

Requests  for  the  index  should  be 
directed  to  Texas  Medicine,  1801  N. 
Lamar  Blvd.,  Austin  78701. 

MOTORCYCLE  ACCIDENT 
DEATHS  ON  INCREASE 

The  popularity  of  all  types  of 
motorcycles  for  local  transportation, 
touring,  and  sports  activities  is  soar- 
ing in  city  and  suburbia  and  in  all 
walks  of  life.  Statisticians  at  Metro- 
politan Life  Insurance  Company 
warn  that  this  new  trend  is  accom- 
panied by  a mounting  toll  of  death 
from  motorcycle  accidents. 

Latest  available  figures  indicate 
there  were  1,534  such  deaths  in  the 
United  States  in  1965.  This  was  a 
third  more  than  in  1964,  and  more 
than  double  the  toll  only  four  years 
earlier.  Preliminary  information  from 
a few  states  indicates  a continued 
uptrend  in  1966.  It  is  estimated 
that  about  200,  or  13  percent,  of 
the  fatalities  in  1965  resulted  from 
accidents  involving  motorscooters 
or  motorized  bicycles.  If  the  trend 
continues  unabated,  we  may  expect 
between  4,000  and  5,000  motor- 
cycle fatalities  annually  by  1970. 

The  number  of  registered  motor- 
cycles and  of  motorcycle  fatalities 
has  risen  at  a sharply  accelerated 
rate  in  the  past  few  years.  Esti- 
mates of  future  fatality  rates  must 
take  into  account  the  likelihood  that 
the  boom  in  motorcycles  in  this 
country  has  hardly  ended.  The  US 
Bureau  of  Public  Roads  reports  a 
rise  in  the  number  of  registered 
motorcycles  from  412,000  in  1955 
to  1,381,000  in  1965.  An  estimated 
half  million  vehicles  were  added  dur- 
ing 1966,  and  it  is  expected  that 
the  annual  increase  will  reach  a 
million  per  year  by  1970,  with  a 
total  of  5 million  registrations  that 
year.  This  would  bring  about  a ratio 
of  one  motorcycle  for  every  40  per- 
sons. In  Europe,  where  motorcycles 
have  been  popular  for  a longer  time, 
the  ratio  in  seven  countries  ranges 
from  1 per  9 persons  to  1 per  29. 

It  is  also  important  to  note  that 
in  1965,  the  number  of  drivers  and 
passengers  killed  per  100,000  reg- 
istered motorcycles  was  2^^  times 
the  corresponding  rate  for  all  other 
types  of  motor  vehicles.  Moreove^ 
the  National  Safety  Council  esti- 


mates that  the  accidental  death  rate 
for  motorcycle  drivers  ranges  from 
20  and  40  per  100  million  vehicle 
miles,  compared  with  5.6  for  driv- 
ers, passengers,  and  pedestrians  in 
all  motor  vehicle  accidents. 

MEDICAL  TECHNOLOGISTS 
SET  NEW  REQUIREMENTS 

Changes  in  requirements  for  reg- 
istration of  laboratory  personnel 
went  into  effect  Jan.  1,  according  to 
the  board  of  directors  of  the  Amer- 
ican Medical  Technologists  (AMT). 

Members  of  AMT  are  creating  a 
new  certification  category  of  Medi- 
cal Laboratory  Technician  (MLT). 
This  new  category  will  be  in  addition 
to  the  present  Medical  Technologist 
(MT)  category,  which  is  being  up- 
graded. The  new  higher  standards 
have  been  adopted  to  help  insure 
quality  medical  care  through  in- 
creased assurance  of  competence  in 
the  laboratory  and  to  provide  a ca- 
reer ladder  to  help  laboratory  per- 
sonnel upgrade  themselves  in  the 
profession  through  experience  or  ed- 
ucation. 

Among  the  requirements  for  the 
new  Medical  Laboratory  Technician 
are:  (a)  graduation  from  a medical 
laboratory  school  approved  by  the 
Accrediting  Bureau  of  Medical  Lab- 
oratory Schools,  and  requisite  lab- 
oratory experience;  or  (b)  comple- 
tion of  a one-year  US  Armed  Forces 
school  of  medical  technology  plus 
sufficient  laboratory  experience  to 
equal  (a)  above;  or  (c)  two  years  of 
accredited  college  with  25  hours  in 
certain  sciences;  or  (d)  possession 
of  an  associate  of  science  degree  in 
medical  technology  from  an  accred- 
ited junior  college  and  six  months 
training  in  an  approved  laboratory. 
The  MLT  applicant  must  also  pass 
a qualifying  examination. 

Among  the  changes  in  require- 
ments for  Medical  Technologists  are: 
(a)  meet  the  requirements  for  Med- 
ical Laboratory  Technician  and  have 
three  years'  technical  experience  in 
an  approved  laboratory;  or  (b)  have 
completed  three  years  (90  hours)  in 
an  accredited  college  with  requisite 
emphasis  on  certain  sciences  and 
one  year  of  approved  laboratory  ex- 
perience; or  (c)  have  a bachelor's 
degree  in  medical  technology,  or  a 
bachelor's  degree  with  a major  in 
one  of  the  biological  sciences  (in 
either  case  from  an  accredited  col- 
lege), plus  one  year  of  approved 
laboratory  experience.  The  MT  ap- 
plicant must  also  pass  a qualifying 
examination. 


HOSPITAL  COST  RISE 
LESS  THAN  EXPECTED 

Total  hospital  cost  per  patient  day 
amounted  to  $55.82  in  the  hospital 
reporting  year  ending  Sept.  30, 
1967,  or  a 14.3  percent  increase 
($6.99)  over  the  previous  year,  ac- 
cording to  figures  released  in  Hos- 
pital Indicators,  a monthly  report 
which  appears  in  Hospitals,  the  Jour- 
nal of  the  American  Hospital  Associa- 
tion. 

In  March  of  1967  the  American 
Hospital  Association  prepared  testi- 
mony for  the  House  Ways  and  Means 
Committee  on  the  Social  Security 
Amendments  bill  affecting  Medicare, 
and  at  that  time  AHA  made  a pro- 
jection of  hospital  costs  through 
Sept.  30,  1967,  which  placed  hospi- 
tal costs  per  patient  day  at  $57.93, 
an  increase  of  18.6  percent  over  the 
previous  reporting  year. 

After  all  the  figures  were  collected 
for  the  1967  reporting  year  the  in- 
crease amounted  to  14.3  percent  in- 
stead of  the  18.6  percent.  Dr.  Edwin 
L.  Crosby,  director  of  the  AHA,  said 
that  one  of  the  major  factors  in  the 
projection  involved  anticipated  sal- 
ary increases.  “As  it  turned  out  the 
salary  increases  from  March  through 
September  were  slightly  less  than 
we  anticipated  and  therefore  our  pro- 
jection was  on  the  high  side,”  Dr. 
Crosby  said. 

"There  are  strong  indications  that 
the  increase  in  hospital  costs  for  this 
next  year  will  be  close  to  15  percent 
because  of  the  continuing  wave  of 
salary  increments  for  hospital  per- 
sonnel and  the  general  increases  in 
the  cost  of  living,”  Dr.  Crosby  added. 

WOMEN  MOST  FREQUENT 
USERS  OF  MEDICARE 

More  women  than  men  used  Medi- 
care during  its  first  year  of  opera- 
tion, but  on  the  average  the  women 
paid  less  for  their  medical  bills,  says 
the  Health  Insurance  Institute. 

Government  figures  revealed  that 
7 out  of  10  women  eligible  for  Medi- 
care utilized  it  for  health  costs  in- 
curred both  in  and  out  of  hospitals, 
compared  with  6 out  of  10  men. 
Women's  per  capita  medical  costs 
were,  at  the  same  time,  slightly 
lower. 

Twenty  percent  of  all  men  and 
women  enrolled  in  Medicare  received 
hospital  care  during  the  first  year  of 
operation.  Patients  averaged  two- 
and-a-half  weeks  in  the  hospital  at  a 
cost  of  $46  per  day.  Bills  averaged 
about  $750  apiece. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  foliows. 
Contraindications:  Giaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  uicer,  pyioroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiousiy,  especialiy 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  aiter  PBI  test  results 
and  will  suppress  I'^i  uptake;  discontinue  'Ornade' 
one  week  before  these  tests. 

Adverse  Reactions;  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


a stuffy  nose 
is  no 

laughing  matter 


T rademark 


Ornade 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule'^  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 
of  nasal  congestion 


Smith  Kline  & French  Laboratories 


> .1 


120 


TEXAS  MEDICINE 


A STATUS  REPORT 


Regional  Medical  Program  of  Texas 
Described  as  Cooperative  Venture 


SPENCER  G.  THOMPSON,  M.D. 

Associate  Coordinator, 

Regional  Medical  Program  of  Texas 

That  a new  and  significant  coop- 
erative venture  in  health  planning 
now  exists  in  Texas  is  virtually  un- 
known to  most  health  practitioners 
and  health  vendors  in  this  state. 
Fewer  still  are  knowledgeable  about 
the  intent  of  the  program  or  the 
identity  of  those  involved  in  the 
planning  process.  This  article  pro- 
vides basic  information  about  the 
origin,  the  organizational  structure, 
and  the  goals  of  the  Regional  Med- 
ical Program  of  Texas. 

Before  delving  into  the  details  of 
the  program  a brief  reference  should 
be  made  to  the  prevailing  climate  in 
which  this  program  was  spawned. 
We  are  acutely  aware  of  the  dramat- 
ic changes  that  are  rapidly  occur- 
ring in  American  medicine.  The  im- 
pact that  science  has  had  on  health 
care  contributes  materially  to  the 
present  crisis.  The  major  commit- 
ment to  health  research  made  by 
private  enterprise  and  the  federal 
government  during  the  last  two  de- 
cades has  increased  our  total  body 
of  health  knowledge.  Breakthroughs 
have  been  made  in  the  prevention 
and  cure  of  a variety  of  disease  en- 
tities. The  scientific  application  of 
industrial  hardware  and  machines 
to  medicine  has  expanded  our  range 
of  capabilities  enormously.  The  race 
toward  specialization  in  the  several 
health  professions  is,  therefore,  a 
direct  result  of  the  impact  of  science 
on  health  care. 

The  changing  attitudes  of  our  so- 
ciety are  also  reflected  in  the  crisis 
facing  American  medicine.  The 
worldwide  social  reform  movement 
has  entered  the  health  field.  In  the 
United  States  it  is  now  firmly  estab- 
lished that  health  is  a human  right; 
a healthy  citizenry  is  one  of  our  na- 
tional goals.  The  actions  of  the  89th 
Congress  clearly  indicate  the  legis- 
lative intent  to  reach  this  goal.  One 
of  the  many  major  health  programs 
evolving  from  this  milieu  is  P.L.  89- 
239,  the  Regional  Medical  Pro- 
grams (RMP). 

Background  of  RMP:  Steps  toward 
creation  of  RMP  at  the  national 
level  began  in  February,  1963,  when 


the  President,  in  his  special  health 
message  to  Congress,  announced 
the  establishment  of  a Commission 
on  Heart  Disease,  Cancer  and 
Stroke.  The  charge  to  the  Commis- 
sion was  “.  . . to  reduce  the  inci- 
dence of  these  diseases  through  new 
knowledge  and  more  complete  utili- 
zation of  the  medical  knowledge  we 
already  have.”  The  Commission  was 
convened  in  April  and  during  the 
next  nine  months  it  labored  to  pro- 
duce the  now-famous  report  to  the 
President.  Legislation  was  subse- 
quently introduced  into  Congress  im- 
plementing portions  of  the  recom- 
mendations made  in  that  report.  On 
Oct.  6,  1965,  P.L.  89-239,  creating 
the  Regional  Medical  Programs,  was 
signed  into  law.  Shortly  thereafter 
the  National  Institutes  of  Health 
was  designated  as  the  action  agency 
for  this  new  venture  in  health  plan- 
ning and  the  Division  of  Regional 
Medical  Programs  was  created  to 
implement  the  Act. 

Purposes:  The  purposes  of  the  Act 
are;  “Through  grants,  to  encourage 
and  assist  in  the  establishment  of 
regional  cooperative  arrangements 
among  medical  schools,  research  in- 
stitutions, and  hospitals  for  research 
and  training  (including  continuing 
education)  and  for  related  demon- 
station of  patient  care  in  the  fields 
of  heart  disease,  cancer,  stroke,  and 
related  diseases;  to  afford  to  the 
medical  profession  and  medical  in- 
stitutions of  the  Nation,  through 
such  cooperative  arrangements,  the 


“You  should  develop 
outside  interests.” 


opportunity  of  making  available  to 
their  patients  the  latest  advances  in 
the  diagnosis  and  treatment  of  these 
diseases;  . . .” 

The  Act  emphasizes  certain  other 
conditions.  Significantly,  the  delinea- 
tion of  a region  is  left  largely  to  the 
community.  Evidence  of  cooperative 
arrangements  among  the  various 
health  resources  in  the  geographic 
area  is  fundamental  to  the  delinea- 
tion of  the  regional  boundaries.  In- 
terregional cooperation  is  strongly 
encouraged.  Close  liaison  with  other 
health  agencies  is  essential. 

It  is  apparent  that  P.L.  89-239  is 
unique  in  several  respects.  It  creates 
a concept  rather  than  a prototype. 
Major  decision-making  authority  is 
vested  in  the  self-defined  region.  A 
prerequisite  for  implementation  of 
the  program  is  the  development  of 
cooperative  arrangements  among 
the  many  organizations  involved  in 
health  care.  As  appealing  as  these 
features  of  the  Act  may  seem,  they 
have  by  their  very  nature  created 
considerable  problems  in  developing 
planning  organizations  for  RMP 
throughout  the  country.  The  Region- 
al Medical  Program  of  Texas  has  ex- 
perienced most  of  these  problems 
during  its  evolution. 

Implementation  in  Texas:  In  Texas, 
even  before  P.L.  89-239  was  official- 
ly enacted,  the  academic  institutions 
were  independently  discussing  ways 
in  which  the  Act  could  be  imple- 
mented. Shortly  after  the  Act  was 
signed  into  law,  other  health  organi- 
zations became  interested  in  this 
new  approach  to  health  planning. 
The  first  joint  meeting  of  these  var- 
ious health  interests  was  held  in 
Austin  on  Dec.  3,  1965.  At  that  time 
representatives  from  the  National 
Institutes  of  Health  discussed  the 
development  of  the  Division  of  the 
Regional  Medical  Programs,  the  Act, 
and  the  mechanisms  of  implement- 
ing the  Act.  The  Texas  Medical  As- 
sociation gave  attention  to  the  Act  at 
a Dec.  12  meeting  in  Dallas.  During 
the  next  several  weeks  additional  for- 
mal and  informal  meetings  were  held 
to  develop  organizational  attitudes 
toward  P.L.  89-239.  By  Jan.  10, 
1966,  representatives  from  most  of 
these  health  interests  were  named 
to  a State  Coordinating  Committee, 
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and  the  state  was  divided  into  three 
geographic  areas,  each  with  an  ad- 
visory committee  as  required  under 
the  Act.  By  this  action,  the  stage 
was  set  for  initiating  an  application 
to  National  Institutes  of  Health  for 
a planning  grant  to  create  a Regional 
Medical  Program  in  Texas. 

The  first  request  for  planning 
funds  was  submitted  informally  on 
Feb.  25,  1966,  by  the  State  Coordi- 
nating Committee.  The  request  indi- 
cated that  the  three  separate  re- 
gions— North  Texas,  South  Texas, 
and  the  Texas  Gulf  Coast — would 
function  more  or  less  independently, 
the  activities  of  each  being  inter- 
digitated  by  the  State  Coordinating 
Committee.  This  arrangement  was 
judged  not  to  meet  the  requirements 
set  forth  under  the  Act,  therefore, 
the  State  of  Texas  was  designated 
as  a single  Region  and  the  three 
geographic  subdivisions  were  re- 
named Areas.  By  mutual  agreement 
The  University  of  Texas  was  desig- 
nated as  the  applicant  organization, 
the  Vice-Chancellor  for  Health  Af- 
fairs of  the  University  was  named 
Planning  Coordinator,  and  the  Texas 
Medical  Center  in  Houston  became 
the  fiscal  agent.  The  State  Coordi- 
nating Committee  was  expanded  and 
named  as  the  Regional  Advisory 
Committee.  This  framework  for  a 
cooperative  arrangement  received 
favorable  approval  from  NIH  and  re- 
sulted in  the  awarding  of  a planning 
grant  with  which  to  evolve  a Region- 
al Medical  Program  of  Texas. 

Under  the  provisions  of  the  plan- 
ning grant,  planning  offices  and  staff 
were  developed  in  each  of  the  bio- 
medical institutions  in  Texas.  Early 
staff  efforts  were  to  be  devoted 
largely  to  data  collection,  health  sur- 
veys, and  other  types  of  information- 
gathering activities. 

Active  Planning  Begins:  Since  plan- 
ning funds  were  not  actually  avail- 
able until  September  and  since  staff 
recruitment  proved  to  be  even  more 
difficult  than  had  been  anticipated, 
there  was  considerable  delay  in  get- 
ting the  program  underway  during 
the  first  grant  year.  By  the  begin- 
ning of  the  second  grant  year,  most 
of  the  earlier  problems  had  been 
overcome  and  momentum  in  the 
planning  phase  was  being  achieved. 

A full-time  associate  coordinator 
joined  the  staff  on  July  1,  1967.  The 
planning  staffs  from  each  institution 
began  to  meet  regularly  in  joint  ses- 
sions. De-emphasizing  certain  geo- 
graphic considerations  that  had  pre- 
vailed up  to  that  point,  the  Advisory 
Committee  at  its  Aug.  12  meeting 
concurred  with  the  recommendation 


that  planning  proceed  on  a state- 
wide basis.  The  Advisory  Committee 
also  concurred  in  a recommendation 
that  task  forces  in  heart  disease, 
cancer  and  stroke  be  organized  to 
expedite  the  planning  process.  The 
primary  purpose  of  the  task  force  is 
to  develop  ideas  and  enumerate 
broad  goals.  An  academic  institution 
or  a teaching  hospital  is  still  to  be 
the  action  base  from  which  the  pro- 
gram will  be  implemented.  The  first 
meeting  of  the  task  force  on  stroke 
was  held  Sept.  10;  the  task  force  on 
heart  disease  met  Oct.  8;  and  the 
task  force  on  cancer  met  on  Nov.  12. 

Prospective  Operations:  The  plan- 
ning phase  of  RMP  of  Texas  is  now 
moving  forward  on  a broader  and 
more  coordinated  basis.  If  the  co- 
operative efforts  that  have  now  been 
achieved  continue,  the  program 
should  become  operational  by  the 
end  of  the  second  grant  year.  Almost 
certain  to  be  included  in  the  early 
operational  phase  will  be  programs 
for  training  of  health  manpower,  in- 
creased efforts  in  continuing  educa- 
tion, and  demonstration  projects  de- 
signed to  transmit  the  latest  ad- 
vances in  scientific  methodology  and 
technology  to  the  more  peripheral 
parts  of  the  health  community. 

RMP  is  a voluntary  program  to 
develop  cooperative  arrangements 
which  will  provide  better  health  care 
for  the  people  of  Texas.  Each  health 
practitioner,  health  vendor,  profes- 
sional health  organization,  volunteer 
health  agency,  health  research  insti- 
tution and  health  professional  school 
has  a role  in  accomplishing  the  pur- 
pose of  this  program.  As  a member 
of  a health  profession,  you  are  urged 
to  learn  more  about  this  new  coop- 
erative venture  in  health  planning. 
Your  professional  organization  or 
any  of  the  RMP  planning  offices  can 
provide  you  with  additional  informa- 
tion about  your  Regional  Medical 
Program  of  Texas. 

PLANNING  STAFF 

Coordinator  (titular):  Charles  A.  LeMaistre, 
M.D.,  Vice-Chancellor  for  Health  Affairs, 
University  of  Texas  System,  Austin 
78712. 

Coordinator  (functional):  Spencer  G. 
Thompson,  M.D.,  Associate  Coordinator, 
724  Sealy-Smith  Professional  Bldg.,  Gal- 
veston 77550. 

Area  I:  5328  Harry  Hines  Boulevard, 
Dallas.  How/ard  C.  Coggeshall,  M.D., 
Planning  Director. 

Area  II:  715  Stadium  Drive,  San  Antonio 
78212.  Henry  C.  McGill,  M.D.,  Planning 
Director. 

Area  III  (Galveston):  728  Sealy-Smith  Pro- 
fessional Bldg.,  Galveston  77550.  Jo- 
seph T.  Phillips,  M.D.,  Planning  Direc- 
tor. Robert  K.  Bing,  Ed.D.,  Allied  Health 
Training.  James  D.  Spitler,  Hospital 
Liaison. 


Area  III  (Houston):  Texas  Medical  Cen- 
ter, Houston  77025. 

Baylor-Methodist — Joseph  Merrill,  M.D., 
Acting  Coordinator.  Ralph  Bowen, 
M.D.,  Postgraduate  Education.  James 
Burroughs,  Rehabilitation.  Lee  D. 
Cady,  Sr.,  M.D.,  General  Consultant. 
George  Fleming,  Ed.D.,  Allied  Health 
Training.  Montague  Lane,  M.D.,  Can- 
cer. 

Dental  Branch  — Julius  D.  Robertson, 
D.D.S.,  Planning  Director. 

Graduate  School  — Mr.  Don  Macon, 
Planning  Director. 

M.  D.  Anderson — Robert  D.  Moreton, 
M.D.,  Planning  Director. 

TASK  FORCE  ON  STROKE 

Cochairman;  William  S.  Fields,  M.D., 
Dallas, 

General  Practitioner;  Silas  W.  Grant,  M.D., 
Hillsbo,^. 

Hospital  Administrator:  John  W.  Gill, 
Temple. 

Internal  Medicine:  Per  H.  Langsjoen,  M.D., 
Temple. 

Neurology:  John  R.  Calverley,  M.D.,  Gal- 
veston. 

Nursing:  Moira  Mansell,  Dallas. 

Radiology;  Robert  A.  Evans,  M.D.,  Hous- 
ton. 

Rehabilitation:  Arthur  E.  Grant,  M.D.,  San 
Antonio. 

Vascular  Surgery;  Jesse  E.  Thompson, 
M.D.,  Dallas. 

Volunteer  Health  Agency:  Harry  Van 
Slycke,  M.D.,  Houston. 

TASK  FORCE  ON  HEART  DISEASE 

Cochairman:  Grover  L.  Bynum,  M.D,,  Aus- 
tin. 

Anesthesiology;  Tom  Burnap,  M.D.,  Dallas. 

Cardiology;  William  J.  Block,  M.D.,  San 
Antonio. 

Cardiovascular  Surgery;  E.  Stanley  Craw- 
ford, M.D.,  Houston. 

General  Practitioner;  Sterling  H.  Fly,  Jr., 
M.D.,  Uvalde. 

Hospital  Administrator;  Sam  Edwards, 
Ph.D.,  San  Antonio. 

Internal  Medicine:  James  Alexander,  M.D., 
Houston. 

Nursing:  Chloe  Floyd,  R.N.,  Austin. 

Pediatrician;  Dan  G.  McNamara,  M.D., 
Houston. 

Radiology:  Robert  N.  Cooley,  M.D.,  Gal- 
veston. 

Rehabilitation:  David  J.  Turell,  M.D.,  Hous- 
ton. 

Volunteer  Health  Agency;  William  H.  Gor- 
don, M.D.,  Lubbock. 

TASK  FORCE  ON  CANCER 

Cochairmen:  B.  L.  Aronoff,  M.D.,  Dallas; 
Robert  D.  Moreton,  M.D.,  Houston. 

General  Practitioner:  Dan  W.  Bacon,  M.D., 
Kerrville. 

Gynecology:  John  Boldt,  M.D.,  San  An- 
tonio. 

Hospital  Administration:  George  Pearson, 
Tyler. 

Internal  Medicine:  John  J.  Whitaker,  M.D., 
Austin. 

Nursing:  Cloace  McGill,  San  Antonio. 

Oral  Surgery:  Eugene  C.  Johnson,  D.D.S., 
Abilene. 

Pathology:  A.  O.  Severance,  M.D.,  San 
Antonio. 

Pediatrics:  John  W.  Griffin,  M.D.,  Corsi- 
cana. 

Radiology;  Oscar  L.  Morphis,  M.D.,  Fort 
Worth. 

Rehabilitation:  Lewis  A.  Leavitt,  M.D., 
Houston. 

Surgery:  Richard  H.  Jesse,  M.D.,  Hous- 
ton. 

Volunteer  Health  Agency;  George  J.  Race, 
M.D.,  Dallas. 
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POSTGRADUATE  COURSES 

Pharmacy 

The  University  of  Texas  College  of 
Pharmacy  and  Division  of  Extension 
will  conduct  a 20th  annual  Hospital 
Pharmacy  Seminar  in  Austin,  March 
29-31. 

Topics  to  be  covered  will  include 
inhalation  therapy,  biopharmaceu- 
tics, data  processing  for  the  hospital 
pharmacy,  and  the  implication  of 
drug  abuse  control  laws  for  the  hos- 
pital pharmacy. 

Further  information  is  available 
from  the  Pharmacy  Extension  Ser- 
vice, The  University  of  Texas  Col- 
lege of  Pharmacy,  Austin  78712. 
Reservations  cannot  be  guaranteed 
after  March  15. 

Physical  Fitness 

The  Committee  on  Exercise  and 
Physical  Fitness  of  the  American 
Medical  Association  along  with  the 
President’s  Council  on  Physical  Fit- 
ness and  the  Louisiana  State  Medi- 
cal Society  will  sponsor  a “Sympo- 
sium on  Exercise  and  the  Heart”  on 
Sunday,  March  3,  at  the  Jung  Hotel 
in  New  Orleans. 

The  symposium,  open  to  both 
physicians  and  allied  health  person- 
nel, will  be  held  in  conjunction  with 
the  New  Orleans  Graduate  Medical 
Assembly,  March  4-7,  and  the  An- 
nual Convention  of  the  Southern  Dis- 
trict of  the  American  Associates  for 
Health,  Physical  Education  and  Rec- 
reation, March  1-4. 

The  program  will  include  presenta- 
tions on  exercise  and  cardiovascular 
health,  prescription  of  exercises  for 
well  patients,  exercise  program  fol- 
lowing cardiovascular  episodes,  and 
demonstrations  of  exercises  for  var- 
ious age  groups  of  both  sexes. 

Further  information  may  be  ob- 
tained from  Dr.  Fred  V.  Hein,  Secre- 
tary, Committee  on  Exercise  and 
Physical  Fitness,  American  Medical 
Association,  535  N.  Dearborn  St., 
Chicago  60610. 

Diseases  in  Nature 

The  Eighteenth  Annual  Southwest- 
ern Conference  on  Diseases  in  Na- 
ture Transmissable  to  Man  will  be 
held  April  25-26,  at  the  Ramada  Inn 
in  College  Station. 

The  conference  is  open  to  any  in- 
dividual interested  in  the  various  as- 
pects of  diseases  that  may  be  con- 
tracted by  man. 

For  further  information,  write  Dr. 
J.  E.  Grimes,  Department  of  Veter- 


inary Microbiology,  College  of  Vet- 
erinary Medicine,  Texas  A&M  Univer- 
sity, College  Station  77843. 

Cancer  Chemotherapy 

The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Institute 
will  present  a two  week  course  in 
cancer  chemotherapy  from  May  13- 
24,  1968,  in  Houston.  The  chemis- 
try, pharmacology,  and  clinical  appli- 
cation of  the  antimetabolites,  alka- 
loids, alkylating  agents,  antibiotics, 
hormones,  and  miscellaneous  newer 
drugs  will  be  reviewed,  as  well  as 
the  approaches  in  current  clinical 
drug  usage  and  the  management  of 
the  cancer  patient. 

Registration  will  be  limited  to  100. 
Write  Dr.  Emil  Frei,  III,  6723  Bert- 
ner  Ave.,  Houston  77025,  for  further 
information. 

Orthopaedic  Surgery 

A “Hand  Seminar  for  Practition- 
ers” will  be  conducted  at  the  Robert 
B.  Green  Memorial  Hospital  in  San 
Antonio,  April  19-20,  1968.  The 

course  is  accredited  for  12  hours 
by  the  American  Academy  of  Gener- 
al Practice.  Topics  to  be  covered  in- 
clude; philosophy  of  the  hand;  of- 
fice examination;  primary  care;  frac- 
tures and  sprains;  skin  coverage;  the 
stiff,  swollen  hand;  vessels,  nerves, 
and  tendons;  infections;  reconstruc- 
tive surgery;  and  problem  cases. 

The  seminar  will  be  conducted 
under  the  direction  of  Dr.  Charles 
A.  Rockwood,  Jr.,  head  of  the  divi- 
sion of  orthopaedic  surgery  at  The 
University  of  Texas  Medical  School 
at  San  Antonio.  For  more  informa- 
tion contact  Dr.  Spencer  A.  Rowland, 
1-A  Medical-Professional  Building, 
San  Antonio  78212. 

Obstetrics  and  Gynecology 

The  Department  of  Obstetrics  and 
Gynecology  at  Vanderbilt  University 
School  of  Medicine  and  the  Nash- 
ville Obstetrical  and  Gynecological 
Society  will  sponsor  a symposium 
March  16  in  Nashville  on  “Advances 
in  Gynecological  Endocrinology.” 

The  program  is  aided  by  a grant- 
in-aid  from  the  G.  D.  Searle  Co.  Reg- 
istration fee  is  $10. 

Requests  for  further  information 
may  be  addressed  to  Symposium  on 
Gynecological  Endocrinology,  Depart- 
ment of  Obstetrics  and  Gynecology, 
Vanderbilt  University  School  of  Med- 
icine, Nashville,  Tenn.  37203. 


PERSONALS 

Dr.  Russell  E.  Guill  of  Kerrville 
has  been  elected  secretary  of  the 
11-state  Southwestern  Division  of 
the  National  Allergy  Association. 

Dr.  Marilyn  D.  Willman  of  Austin, 
who  has  been  serving  as  acting  dean 
of  The  University  of  Texas  Nursing 
School,  has  been  named  dean  by 
The  UT  System  Board  of  Regents. 

Dr.  and  Mrs.  Lindsay  B.  Smith  of 

Dallas  were  among  12  missionaries 
and  deaconesses  of  the  Evangelical 
United  Brethren  (EUB)  and  Method- 
ist Churches  who  were  commis- 
sioned or  recognized  in  a special  ser- 
vice on  Sunday,  Jan.  14,  in  Denver, 
Colo.  Dr.  and  Mrs.  Smith  will  go  to 
Bolivia,  where  he  will  practice  medi- 
cine and  she  will  work  in  special 
education.  The  commission  and  rec- 
ognition service  was  part  of  simul- 
taneous annual  meetings  of  the 
Methodist  and  EUB  Boards  of  Mis- 
sions. 

Dr.  William  K.  Wright  of  Houston 
was  one  of  16  surgeons  who  served 
on  the  faculty  for  American  Academy 
of  Facial  Plastic  and  Reconstructive 
Surgery,  Inc.,  seminars  advanced, 
Jan.  21-31,  in  Chicago’s  Cook  County 
Graduate  School  of  Medicine. 

New  officers  of  Southern  Medical 
Association  scientific  sections  in- 
clude as  follows:  Dr.  Frederick  R. 
Guilford  of  Houston,  chairman,  sec- 
tion on  otolaryngology;  Dr.  W.  H. 
Neil  of  Fort  Worth,  chairman,  and 
Dr.  Phillip  W.  Voltz,  Jr.,  of  San  An- 
tonio, secretary,  section  on  radiol- 
ogy; Dr.  Stephen  R.  Lewis  of  Galves- 
ton, secretary,  section  on  plastic  and 
reconstructive  surgery;  Drs.  William 
T.  Hill  and  John  A.  Webb,  both  of 
Houston,  chairman  and  secretary, 
section  on  pathology;  Dr.  Hanes  H. 
Brindley  of  Temple,  chairman,  sec- 
tion on  orthopedic  and  traumatic 
surgery;  Dr.  Orville  C.  Thomas  of 
Houston,  secretary-elect,  section  on 
allergy;  Dr.  F.  Brantley  Scott  of 
Houston,  secretary,  section  on  urol- 
ogy; Dr.  William  M.  Wallis  of  Hous- 
ton, chairman,  section  on  general 
practice;  Drs.  Ralph  Liles  and  Wil- 
liam B.  Townsend,  both  of  Houston, 
chairman  and  secretary,  section  on 
industrial  medicine  and  surgery;  Dr. 
Charles  R.  Peterson  of  Houston, 
vice-chairman,  section  on  physical 
medicine  and  rehabilitation;  Dr.  M. 
Ray  Harrington  of  Dallas,  vice-chair- 
man, section  on  ophthalmology;  Dr. 
John  R.  Kelsey,  Jr.,  of  Houston, 
chairman,  section  on  gastroenterol- 
ogy; and  Dr.  George  L.  Jordan,  Jr., 
vice-chairman,  section  on  surgery. 
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TEXAS  SURGICAL  SOCIETY 

The  Texas  Surgical  Society  will  meet  March  31-April  2 at  the 
St.  Anthony  Hotel  in  San  Antonio. 

Topics  to  be  discussed  will  include  hemodynamics  of  temporary 
abdominal  aortic  occlusion,  practical  management  of  visceral 
vascular  occlusions,  clinical  evaluation  of  a new  mitral  valve 
prosthesis,  homology  of  the  extremities,  biliary  tract  disease  in 
young  people,  long-term  follow-up  of  choledochal  cysts,  single 
layer  closure  of  the  duodenal  stump,  mesenteric  panniculitis,  and 
subcutaneous  mastectomy. 

Program  speakers  will  include  Dr.  Lucius  D.  Hill  of  Seattle, 
Wash.;  Drs.  Edmund  M.  Fountain,  J.  Peyton  Barnes  and  Arthur 
C.  Beall,  all  of  Houston;  Drs.  Watts  R.  Webb,  Paul  C.  Peters, 
and  Malcolm  0.  Perry,  all  of  Dallas;  Dr.  Hanes  H.  Brindley  of 
Temple;  Dr.  Edwin  M.  Sykes,  Jr.,  of  San  Antonio;  and  Dr. 
Adolph  Kauffman  of  Fort  Worth. 

Dr.  Jesse  E.  Thompson,  Suite  400,  3434  Swiss  Ave.,  Dallas 
75204,  is  secretary  of  the  society. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION 

The  43rd  annual  meeting  of  the  Texas  Public  Health  Association 
Feb.  25-28,  in  Houston  will  feature  speeches  and  discussions  on 
air  pollution,  foods  and  drugs,  drug  abuse,  institutional  health, 
urban  health,  and  hospital  infections.  Current  public  health  top- 
ics will  be  discussed  with  specific  regard  to  the  various  public 
health  disciplines. 

Among  featured  program  participants  will  be  Dr.  Berwyn  F. 
Mattison  of  New  York,  executive  director,  American  Public 
Health  Association;  Dr.  James  E.  Peavy  of  Austin,  commissioner 
of  health,  Texas  State  Department  of  Health;  Dr.  Howard  R. 
Dudgeon  of  Waco,  President,  Texas  Medical  Association;  Mr. 
Kenneth  T.  Crane  of  San  Antonio,  president,  Texas  Public 
Health  Association;  and  Dr.  Jay  P.  Sanford  of  Dallas,  professor 
of  internal  medicine.  The  University  of  Texas  Southwestern 
Medical  School. 

Allied  meetings  will  include  those  of  the  Texas  Association  of 
Sanitarians  and  the  Texas  Association  of  Public  Health  Physi- 
cians, a school  health  conference,  and  a tuberculosis  workshop. 
Contact:  Mr.  Joseph  N.  Murphy,  Jr.,  executive  secretary,  P.  O. 
Box  5192,  Austin  78703. 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS 

Dallas  will  host  the  Texas  Association  of  Obstetricians  and 
Gynecologists  when  the  group  holds  its  annual  meeting  at  the 
Sheraton  Dallas  Hotel,  March  8-9. 

Topics  under  consideration  will  include  undiagnosed  invasive 
carcinoma  of  the  cervix  removed  at  hysterectomy,  ultrastructure 
of  ovarian  tumors,  placental  transmission  of  antibiotics,  iso- 
tope localization  of  the  placenta,  and  the  feminine  figure  and 
female  sex  hormones. 

Speakers  will  include  Dr.  T.  N.  Evans  of  Detroit;  Dr.  Henry  A. 
Thiede  of  Jackson,  Miss.;  Dr.  James  T.  Wharton  of  Galveston; 
Drs.  Raymond  H.  Kaufman,  John  K.  Cox,  and  John  A.  Wall,  all 
of  Houston. 

A panel  discussion  will  be  presented  on  “What’s  New  in  Obstet- 
rics and  Gynecology  and  What  Do  1 Do  Now?” 

Social  events  will  include  a golf  tournament,  an  executive  coun- 
cil breakfast,  a ladies’  hospitality  room,  and  a doctors’  luncheon. 
Contact:  Dr.  J.  L.  Jinkins,  Jr.,  200  North  Blvd.,  Suite  921,  Gal- 
veston 77550,  Secretary-Treasurer. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 

DALLAS  SOUTHERN  CLINICAL  SOCI- 
ETY’S 37th  anTiual  spring  clinical  confer- 
ence will  feature  15  out-of-state  guest 
speakers  on  its  program  March  18-20  at 
the  Statler-Hilton  Hotel  in  Dallas.  Program 
speakers  and  their  specialty  topics  will  in- 
clude Drs.  William  B.  Sherman,  Fritz 
Fuchs,  and  Harry  Grabstald,  all  of  New 
York  City,  speaking  respectively  on  aller- 
gy, obstetrics-gynecology,  and  urology ; Dr. 
William  K.  Hamilton  of  San  Francisco, 
anesthesiology;  Dr.  James  L.  A.  Roth  of 
Philadelphia,  gastroenterology ; Dr.  George 
N.  Aagaard  of  Seattle,  Wash.,  medicine ; 
Dr.  C.  Thorpe  Ray  of  New  Orleans,  medi- 
cine ; Dr.  J.  Lawton  Smith  of  Miami,  Fla., 
neuro-ophthalmology;  Dr.  William  M.  Paul 
of  Toronto,  Canada,  obstetrics-gynecology ; 
Dr.  Gunter  K.  von  Noorden  of  Baltimore, 
Md.,  ophthalmology ; Dr.  Walter  A.  Hoyt, 
Jr.,  of  Akron,  Ohio,  orthopedic  surgery; 
Dr.  Robert  L.  Goodale  of  Boston,  otolaryn- 
gology ; Dr.  Jack  L.  Pulee  of  Rochester, 
Minn.,  otolaryngology;  Dr.  Henry  G. 
Cramblett  of  Columbus,  Ohio,  pediatrics ; 
Dr.  William  B.  Kiesewetter  of  Pittsburgh, 
Pa.,  pediatric  surgery;  Dr.  John  R.  Adams 
of  Chicago,  psychiatry;  Dr.  Justin  J.  Stein 
of  Los  Angeles,  radiology ; Dr.  Frank  F. 
Allbritten,  Jr.,  of  Kansas  City,  Kan.,  sur- 
gery; and  Dr.  John  A.  Schilling  of  Okla- 
homa City,  surgery.  Program  features  will 
include  general  assemblies,  scientific  ex- 
hibits, panel  discussions,  roundtable  lunch- 
eons, technical  exhibits,  postgraduate  lec- 
tures, and  informal  breakfast  discussions. 
The  program  is  acceptable  for  19  elective 
hours  credit  for  the  American  Academy  of 
General  Practice.  Mr.  Millard  J.  Heath,  433 
Medical  Arts  Bldg.,  Dallas  75201,  is  execu- 
tive officer  of  the  society. 

SOCIETY  OF  NUCLEAR  MEDICINE. 
SOUTHWESTERN  CHAPTER,  will  meet 
March  8-10  in  Hot  Springs,  Ark.  Sessions 
will  be  devoted  to  discussion  of  clinical 
diagnosis  and  therapy.  Some  of  the  topics 
under  discussion  will  be  brain  scans  with 
concomitant  cerebral  blood  flow,  renogram 
and  renal  scan,  experimental  designs  for 
estimation  of  the  colony  survival  curve 
parameters,  repair  of  radiation-damaged 
DNA,  radioisotope  inhalation  lung  scan- 
ning, and  plasma  volume  changes  associ- 
ated with  bed  rest.  Two  panel  groups  will 
discuss  “The  Practice  of  Nuclear  Medicine 
in  a Medical  School,  in  Private  Practice, 
and  in  a Specialized  Hospital”  and  “Fed- 
eral and  State  Radioactive  Material  Licens- 
ing.” The  meeting  is  open  to  all  members 
of  the  Society  of  Nuclear  Medicine,  as  well 
as  nonmembers,  residents,  interns,  and 
technicians.  More  than  20  Texans  will  par- 
ticipate on  the  program.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg., 
Houston  77025,  is  secretary-treasurer  of  the 
society. 
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GULF  BEND  CENTER  FOR  CHILDREN 
AND  YOUTH  will  hold  its  second  annual 
spring  conference  in  Victoria  April  18-19. 
Central  theme  of  the  conference  will  be 
The  Management  of  Mental  Disabilities  in 
the  Community.  Texas  personalities  in  the 
fields  of  education,  psychology,  religion, 
medicine,  and  law  will  participate  on  the 
program.  Dr.  Uri  L.  Gonik,  Gulf  Bend  Cen- 
ter for  Children  and  Youth,  1205  N.  Na- 
varro, Suite  203,  Victoria  77901,  is  con- 
ference chairman. 

NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY  will  hold  its  31st  annual  meet- 
ing, March  4-7  at  the  Roosevelt  Hotel  in 
New  Orleans.  Nineteen  guest  speakers  will 
participate  on  the  program  intended  for 
both  specialists  and  general  practitioners. 
The  program  will  include  51  discussions  on 
many  topics  of  current  medical  interest,  a 
clinicopathologic  conference,  symposia,  med- 
ical motion  pictures,  roundtable  luncheons, 
technical  exhibits  and  a one-day  pre-assem- 
bly symposium  March  3 on  “Sexual  Prob- 
lems in  Clinical  Practice.*’  The  program  is 
acceptable  for  32  elective  hours  credit  by 
the  American  Academy  of  General  Practice. 
Mrs.  Irma  B.  Sherwood,  Room  1538,  1430 
Tulane  Ave.,  New  Orleans,  La.  70112,  is 
secretaiy  of  the  assembly. 

AMERICAN  MEDICAL  ASSOCIATION 
Council  on  Mental  Health  will  sponsor  a 
two-day  conference  on  the  abuse  of  drugs 
by  young  people  March  15-16  at  the  Drake 
Hotel  in  Chicago.  The  program  will  include 
discussions  of  the  causes  of  drug  abuse,  the 
treatment  and  rehabilitation  of  drug  de- 
pendent persons,  deterrents  to  drug  abuse, 
and  latest  research  findings  in  the  field. 
A highlight  of  the  conference  will  be  a 
panel  presentation  on  medical  management 
of  those  who  abuse  drugs  and  become  de- 
pendent on  them.  “Drug  Abuse  in  the  Now 
Generation”  is  the  theme  of  the  meeting. 
Members  of  state  medical  society  mental 
health  committees  and  representatives  of 
state  mental  health  departments  will  find 
the  conference  of  special  interest.  Contact: 
Department  of  Mental  Health,  American 
Medical  Association,  635  N.  Dearborn  St., 
Chicago  60610. 

AMERICAN  MEDICAL  ASSOCIATION 
Council  on  Medical  Service  and  the  Divi- 
sion of  Socio-Economic  Activities  will  spon- 
sor a second  National  Congress  on  Socio- 
Economics  of  Health  Care  March  22-23  at 
the  Palmer  House  in  Chicago.  Authorities 
from  medicine,  health  care  administration, 
social  science,  education,  community  plan- 
ning, and  other  disciplines  will  report  on 
new  developments  and  techniques  in  meet- 
ing the  increased  demand  for  health  ser- 
vices. Dr.  W.  H.  Doan,  535  N.  Dearborn 
St.,  Chicago  60610,  is  secretary  to  the 
Council  on  Medical  Seiwice. 

AMERICAN  MEDICAL  ASSOCIATION 
21st  National  Conference  on  Rural  Health 
will  be  sponsored  by  the  Council  on  Rural 
Health  March  29-30  at  the  Olympic  Hotel 
in  Seattle,  Wash.  Purposes  of  the  confer- 
ence are  (1)  to  study  community  organiza- 
tion for  rural  emergency  medical  services, 
(2)  to  develop  effective  procedures  for 
community  health  planning,  (3)  to  dis- 
cuss methods  for  delivery  of  health  care  in 
rural  areas,  and  (4)  to  formulate  ideas  for 
effective  utilization  of  health  manpower. 
Some  of  the  topics  to  be  discussed  will  be 
community  involvement  in  health  planning, 
air  evacuation  procedures  in  Vietnam  with 
implications  for  rural  America,  emergency 
medical  services,  continuing  medical  educa- 
tion for  the  physician,  and  development 
and  use  of  home  care  services.  Contact: 
Council  on  Rural  Health,  Department  of 
Health  Education,  Division  of  Socio-Eco- 
nomic Activities.  American  Medical  Asso- 
ciation, 535  N.  Dearborn  St.,  Chicago 
60610. 


MORE 
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OF 

COMING 
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ALSO  IN  FEBRUARY 

TWELFTH  DISTRICT  SOCIETY,  Waco,  Feb.  18.  1968. 
Dr.  Walker  Lea,  Scott  and  White  Clinic,  Temple  76601, 
Sec. 


ALSO  IN  MARCH 

NINTH  DISTRICT  SOCIETY,  March  21,  1968.  Dr.  H.  W. 
Kilpatrick,  III,  2800  Garth  Rd.,  Baytown  77621,  Sec.- 
Treas. 

TEXAS  NURSING  HOME  ASSOCIATION,  Austin,  March 

24- 26,  1968.  Mr.  John  Crawford,  6225  US  Highway  290 
E.,  Austin  78723,  Exec.  Dir. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Atlanta,  Ga., 
March  18-20,  1968.  American  Academy  of  Pediatrics,  1801 
Hinman  Ave.,  Evanston,  111.  60204. 

AMERICAN  COLLEGE  OF  ALLERGISTS.  Denver,  March 

25- 29,  1968.  American  College  of  Allergists,  2141  14th  St., 
Boulder,  Colo.  80302. 


APRIL 

EIGHTH  DISTRICT  MEDICAL  SOCIETY.  Galveston, 
April  6,  1968.  Dr.  L.  A.  Charpentier,  Suite  921,  Sealy 
Smith  Professional  Bldg.,  200  North  Blvd.,  Galveston 
77550,  Sec.-Treas. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
Dallas,  April  4-6,  1968.  Mrs.  Elsie  Howard.  2109  Com- 
merce St.,  Dallas  75201,  Exec.  Sec. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION.  Do- 
rado Beach,  Puerto  Rico,  April  4-9,  1968.  Dr.  Robert  R. 
Kierland,  Mayo  Clinic,  200  First  St.,  SW,  Rochester, 
Minn.  55901,  Sec. 
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Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS— headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS-most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARY  SINUS— headache  and 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID  SINUS-headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 


f 

i 


Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure  (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions : Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HCl,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
(‘4  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HCl,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HCl,  and  10  mg.  phenyltoloxamine 

citrate.  *Subject  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 


WARN  ER  - CHILCOTT 


Morris  Plains,  N.J. 


MAY 

TEXAS  MEDICAL  ASSOCIATION  (Annual  Session), 
Houston,  May  2-5,  1968.  Mr.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

TEXAS  TUBERCULOSIS  ASSOCIATION,  Houston,  May 
19-22,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd.. 
Austin  78722,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Montreux,  Switzerland,  May  4-9,  1968.  Dr.  Alfred  J. 
Cantor,  147-41  Sanford  Ave.,  Flushing.  N.Y.  11355,  Sec. 

JUNE 

AMERICAN  MEDICAL  ASSOCIATION  (Annual  Meet- 
ing), San  Francisco,  June  16-20,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  (In- 
terim Meeting),  Sausalito,  Calif.,  June  20-22,  1968.  Mrs. 
Gertrude  F.  Conroy,  1740  Broadway,  New  York  10019, 
Exec.  Dir. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Seattle, 
Wash.,  June  14-15,  1968.  Miss  Margaret  M.  Walsh,  1212 
Avenue  of  the  Americas,  New  York  10036,  Exec.  Sec. 


SEPTEMBER 

TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept.  21, 
1968.  Mr.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin 
78701,  Exec.  Sec. 

TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  26-28, 
1968.  Donald  M.  Anderson,  1801  N.  Lamar,  Austin  78701, 
Adm.  Sec. 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Las  Vegas,  Sept.  13-22,  1968.  Dr.  Mac  F.  Cahal,  Volker 
Blvd.  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 


OCTOBER 

AMERICAN  COLLEGE  OF  SURGEONS  (Clinical  Con- 
gress), Atlantic  City,  N..T.,  Oct.  14-18,  1968.  Dr.  John  P. 
North,  55  E.  Erie  St,,  Chicago  60611,  Dir. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey,  4 E.  Clinton,  P.  O.  Box  10,  Joliet,  111.  60431. 
Exec.  Sec. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Boston,  Oct.  27-30,  1968.  Daniel  Weiss,  33  W.  60th  St., 
New  York  10023,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS. 
Washington,  D.  C..  Oct.  19-23,  1968.  John  W.  Andes,  515 
Busse  Hwy.,  Park  Ridge,  111.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS,  New 
York  City,  Oct.  11-19,  1968.  Dr.  William  D.  Dolan,  Ar- 
lington Hospital,  Arlington,  Va.  22205,  Sec.-Treas. 

AMERICAN  DIETETIC  ASSOCIATION,  San  Francisco, 
Oct.  14-18,  1968.  Mrs.  Isabel  Patterson,  620  N.  Michigan 
Ave.,  Chicago  60611.  Sec. 

NOVEMBER 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Cleveland,  Ohio, 
Nov.  7-9,  1968.  Dr.  Warren  R.  Lang,  1025  Walnut  St., 
Philadelphia  19107,  Sec.-Treas. 

DECEMBER 

AMERICAN  MEDICAL  ASSOCIATION  (Clinical  Meet- 
ing),  Miami  Beach,  Fla.,  Dec.  1-4,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres. 

JANUARY 

TEXAS  MEDICAL  ASSOCIATION,  Austin.  Jan.  18, 
1969.  Mr.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin 
78701,  Exec.  Sec. 
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MEDICINE  IN  LITERATURE 


Cardiovascular  Surgery,  Heart  Disease,  Arteriography 
Get  Attention  from  Authors  of  Recent  Reference  Books 


Operable  Heart  Disease;  Pathology, 
Diagnosis  and  Treatment,  Howard 
D.  Sirak,  130  pp.,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1966,  $12.50. 

DR.  SIRAK,  a member  of  the  Depart- 
ment of  Cardiovascular  Surgery, 
Ohio  State  University,  presents  a 
concise  and  clearly  written  book.  The 
illustrations  are  excellent,  depicting 
clearly  the  anatomic  defects  correct- 
able by  cardiac  surgery,  both  con- 
genital and  aquired  lesions. 

This  is  not  a comprehensive,  ref- 
erence-type work,  and  indeed,  justi- 
fication for  a massive  tome  on  this 
subject  is  difficult  to  arrive  at,  since 
the  field  continues  to  change  rapid- 
ly. However,  for  the  physician  or  stu- 
dent who  wishes  a concise,  current 
review  of  the  subject,  this  book  is 
recommended. 

It  contains  not  only  a clear  de- 
scription of  the  various  congenital 
defects,  but  also  a brief  discussion 
of  clinical  and  catheterization  find- 
ings. Certainly  one  could  not  agree 
with  the  author’s  indications  for  sur- 
gery in  every  instance,  for  in  gen- 
eral he  suggests  that  when  objective 
evidence  of  cardiomegaly  or  other 
malfunction  can  be  demonstrated 
along  with  the  presence  of  symp- 
toms, that  the  time  for  surgery  has 
arrived.  However,  experience  in  car- 
diac surgery  to  date,  particularly  in 
valvular  replacement,  would  indicate 
that  this  is  too  eager  an  approach, 
and  that  often  the  patient’s  longev- 
ity and  well  being  can  be  better  as- 
sured through  prudent  delay  rather 
than  surgical  intervention.  Never- 
theless, the  book  is  well  done  and 
makes  a definite  contribution  to 
one’s  cardiovascular  library. 

THOMAS  M.  RUNGE,  M.D., 
Austin. 


Hearts — Their  Long  Follow-Up,  Paul 
Dudley  White  and  Helen  Donovan, 
357  pp.,  illus.,  Philadelphia,  W.  B. 
Saunders  Co.,  1967,  $12.50. 

THE  FOLLOW-UP  of  all  forms  of 
heart  diseases  seen  by  the  dean  of 
American  cardiology,  Paul  Dudley 
White,  is  presented  largely  through 
excerpts  from  case  histories  ob- 
tained from  his  records.  The  entire 
gamut  of  cardiac  pathology  observed 


for  as  long  as  45  years  in  some  in- 
stances is  covered,  and  the  book 
includes  the  first  case  of  patent  duc- 
tus arteriosus  successfully  closed, 
and  the  first  recognized  case  of 
Wolff-Parkinson-White  syndrome. 

For  those  who  enjoy  reading  case 
records  following  the  course  of  dis- 
ease over  an  extended  period  of 
time,  this  is  an  apt  book  to  place  in 
one’s  library.  For  the  new  physician 
who  has  yet  to  realize  that  nature 
has  been  doing  controlled  studies  on 
various  forms  of  heart  disease  for 
many  years  prior  to  current  medical 
techniques  and  concepts,  this  book 
is  a must.  For  those  who  enjoy  read- 
ing the  case  records  and  the  edi- 
torial comments  of  one  of  the  greats 
in  American  cardiology  without  the 
requirement  of  multiple  laboratory 
values  and  extensively  long  physio- 
logical dissertations,  this  book  is  a 
joy  to  own. 

JOE  O.  ARRINGTON,  JR.,  M.D., 
Lubbock. 


Arteriography  Principles  and  Tech- 
niques, Joseph  L.  Curry  and  Wil- 
lard J.  Howland,  328  pp.,  Phila- 
delphia, W.  B.  Saunders  Co., 
1966,  $14. 

THIS  BOOK  FROM  the  Department 
of  Radiology  of  the  Ohio  Valley  Gen- 
eral Hospital,  Wheeling,  W.  Va.,  goes 
into  considerable  detail  in  the  tech- 
nique of  arteriography,  including 
aortography,  extremity  arteriography, 
cerebral  arteriography,  renal  arteri- 
ography and  selective  arteriography 
of  other  aortic  branches,  as  well  as 
aortography  at  the  time  of  surgery. 
It  lists  essential  equipment  and  ma- 
terials required;  it  is  well  illustrated 
both  with  radiographs  and  drawings 
and  actual  photographs  of  tech- 
niques of  needle  insertion  and  of 
equipment  used. 

It  is  recommended  for  hospitals 
or  physicians  who  are  embarking  on 
arteriography  and  would  like  refer- 
ence material,  and  is  also  recom- 


Dr.  Howard  R.  Dudgeon,  Jr.,  of  Waco,  left,  President  of  Texas  Medical  Association, 
accepts  a gift  for  the  TMA  Memorial  Library  from  Dr.  Truman  G.  Blocker  of  Gal- 
veston, president.  The  University  of  Texas  Medical  Branch.  The  gift,  copy  number 
7 of  a special  edition  issue  of  the  book.  The  University  of  Texas  Medical  Branch 
at  Galveston:  A Seventy-five  Year  History  by  the  Faculty  and  Staff,  published  by 
The  University  of  Texas  Press  in  1967,  was  presented  Jan.  20. 
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Tears 

without 

grief 


needed  or  tolerated.  As  is  true  of  all  CNS-acting  dnigs,  until 
correct  maintenance  dosage  is  established,  advise  patients 
against  possibly  hazardous  procedures  requiring  complete  men- 
tal alertness  or  phj'sical  coordination.  Driving  during  therapy 
not  recommended.  In  general,  concurrent  use  with  other  psycho- 
tropic agents  is  not  recommended.  If  such  combination  therapy 
is  used,  carefully  consider  individual  pharmacologic  effects  — 
particularly  with  known  compounds  which  may  potentiate  ac- 
tion of  Valium  (diazepam),  such  as  phenothiazines,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Advise  patients 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres- 
sants. Safe  use  in  pregnancy  not  established.  Employ  usual 
precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired 
renal  or  hepatic  function. 

Periodic  blood  counts  and  liver 
function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually 
Side  Effects:  Side  effects  (usu- 
ally dose-related)  are  fatigu( 
drowsiness  and 
ataxia.  Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache,  in- 
continence, slurred 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  symptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCl. 

'Dosage'.  Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  S mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needed 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg; 
bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann-La  Roche  Inc. 
Nutley,N.J.07110  


Valiunr 

(diazepam)  Roche 


Crying  Spells-psychic  tension 
with  depressive  symptoms? 

“I  don’t  know  what’s  the  matter 
with  me  lately...!  cry  and  I cry... 
and!  really  don’t  know  why  I do.” 
A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself.  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
Valium  (diazepam)  for  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  \our  patient 
then  can  cope  more 
easily  with  stresses 
to  which  she  is  sub- 
jected. Valium  (diaz- 
epam) is  generally 
well  tolerated,  and 
on  proper  mainte- 
enance  dosage  usu- 
ally does  not  impair 
mental  acuity  or 
ability  to  function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 
treatment. 

Precautions:  Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or  debili- 
tated patients  (not 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 


useful  for  the  relief  of 
'psychic  tension  with  associated 
depressive  symptoms 


mended  for  those  who  are  doing  ar- 
teriography and  would  like  to  review 
the  techniques  of  another  team. 

The  book  was  published  in  1966 
and  is,  in  addition  to  being  current, 
complete  without  being  effusive. 

THOMAS  M.  RUNGE,  M.D., 
Austin. 

Coccidioidomycosis,  Libero  Ajello, 
ed.,  434  pp.,  illus.,  Tucson,  Ariz., 
The  University  of  Arizona  Press, 
1967,  $15. 

ONE’S  INTEREST  in  coccidioidomy- 
cosis and  its  various  manifestations 
is  sharpened  by  mistaking  them  for 
tuberculosis.  This  is  particularly  true 
in  lung  lesions  until  one  becomes 
aware  of  the  diagnostic  differences 
in  appearance  and  becomes  acutely 
aware  that  the  patient's  history  and 
physical  findings  are  a necessity. 
Since  we  are  on  the  edge  of  the  re- 
gion where  these  cases  are  found 
most  we  do  not  see  the  bone  lesions 
as  much  as  do  our  colleagues  in  Ari- 
zona, New  Mexico,  Mexico,  and 
southern  California. 

One  is  impressed  by  the  fact  that 
this  disease  will  die  out  in  areas 
where  there  is  too  much  or  too  little 
rainfall.  The  many  forms  that  it 
takes  in  the  chest  are  interesting  be- 
cause coccidioidomycosis  can  as- 
sume the  appearance  of  a lung  ab- 
scess. In  addition  to  this  it  can  at- 
tack the  pericardium  and  cause  peri- 
carditis. In  the  abdomen  it  can  cause 
peritonitis  or  involve  the  mesenteric 
nodes.  It  can  attack  the  liver,  kidney, 
adrenals  or  even  the  central  nervous 
system. 

A good  account  and  discussion  of 
its  management  with  chemotherapy 
and  in  particular  amphotericin  B is 
discussed  at  length.  The  immuno- 
logical aspects  of  this  disease  which 
sometimes  occurs  as  a fungemia 
are  given  considerable  attention.  The 
research  with  monkeys,  dogs,  and 
animal  wildlife  generally  with  this 
disease  is  extensive.  The  thorough- 
ness with  which  this  disease  has 
been  studied  is  emphasized  by  not 
only  laboratory  studies  but  by  the 
study  of  the  effects  of  geography, 
rainfall,  and  the  transmission  of  this 
disease  by  wind,  dust,  and  animal 
wildlife. 

This  is  a study  that  is  of  interest 
to  many  medical  groups.  Surgeons, 


internists,  mycologists,  pathologists, 
radiologists,  and  especially  the  gen- 
eral practitioners  in  affected  areas 
will  profit  materially  by  study  of  this 
symposium. 

JOE  C.  RUDE,  M.D., 
Austin. 

NEW  BOOKS 
IN  TMA  LIBRARY 

American  College  of  Surgeons: 
Manual  of  Preoperative  and  Post- 
operative Care,  Philadelphia,  W. 
B.  Saunders  Co.,  1967. 

Bailey,  C.  P.,  Gollub,  S.,  and  Sha- 
piro, A.  G.:  Rheumatic  and  Coro- 
nary Heart  Disease,  Philadelphia, 
J.  B.  Lippincott  Co.,  1967. 

Bland,  W.  H.,  ed.:  Nuclear  Medi- 
cine, New  York,  McGraw-Hill  Book 
Co.,  1965. 

Ciba  Foundation  Symposium:  Caste 
and  Race:  Comparative  Approach- 
es, Anthony  de  Reuck  and  Julie 
Knight,  eds.,  Boston,  Little, 
Brown  and  Co.,  1967. 

Ciba  Foundation  Symposium:  Drug 
Responses  in  Man,  Gordon  Wol- 
stenholme  and  Ruth  Porter,  eds., 
Boston,  Little,  Brown,  and  Co., 
1967. 

Ciba  Foundation  Colloquia  on  En- 
docrinology, Vol.  16:  Endocrinol- 
ogy of  the  Testis,  G.  E.  W.  Wol- 
stenholme  and  Maeve  O’Connor, 
eds.,  Boston,  Little,  Brown  and 
Co.,  1967. 

Ciba  Foundation  Study  Group  No. 
26:  The  Effects  of  External  Stim- 
ulation on  Reproduction,  G.  E.  W. 
Wolstenholme  and  Maeve  O’Con- 
nor, eds.,  Boston,  Little,  Brown 
and  Co.,  1967. 

Ciba  Foundation  Study  Group  No. 
27:  The  Human  Adrenal  Cortex: 
Its  Eunction  Throughout  Life,  G. 
E.  W.  Wolstenholme  and  Ruth 
Porter,  eds.,  Boston,  Little,  Brown 
and  Co.,  1967. 

Ciba  Foundation  Study  Group  No. 
28:  Thiamine  Deficiency:  Biochem- 
ical Lesions  and  Their  Clinical  Sig- 
nificance, G.  E.  W.  Wolstenholme 
and  Maeve  O’Connor,  eds.,  Bos- 
ton, Little,  Brown  and  Co.,  1967. 
Ciba  Foundation  Study  Group  No. 
29:  Antilymphocytic  Serum,  G.  E. 
W.  Wolstenholme  and  Maeve 
O’Connor,  eds.,  Boston,  Little, 
Brown  and  Co.,  1967. 


DR.  J.  N.  GARDNER 

Dr.  John  Nooe  Gardner,  71,  died 
Nov.  14,  1967,  in  Beaumont,  Tex. 
He  had  practiced  in  Beaumont  since 
1920. 

A native  of  Shelby,  N.C.,  Dr.  Gard- 
ner took  his  premedical  training  at 
the  University  of  North  Carolina  in 
Chapel  Hill,  N.C.  He  obtained  his 
medical  degree  from  The  University 
of  Texas  School  of  Medicine  in  Gal- 
veston in  1919,  and  served  his  in- 
ternship at  Robert  B.  Green  Hospital 
in  San  Antonio. 

Except  for  three  years  of  practice 
in  Boerne  and  Sour  Lake,  Tex.,  Dr. 
Gardner  spent  his  entire  career  in 
Beaumont.  He  was  in  the  medical 
department  of  the  Magnolia  Petro- 
leum Co.  refinery  in  Beaumont  for  a 
short  time,  then  joined  Drs.  D.  A. 
Mann,  Hugh  Alexander,  and  H.  D. 
Pedigo  in  building  the  Beaumont 
General  Hospital,  which  later  be- 
came St.  Therese  Hospital. 
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He  had  been  an  active  member 
of  the  American  Red  Cross,  serving 
on  its  board  of  directors.  He  also  be- 
longed to  the  Beaumont  Academy  of 
Medicine,  the  Jefferson  County  Med- 
ical Society,  the  Texas  Medical  As- 
sociation, and  the  American  Medical 
Association.  He  was  a member  of 
the  Beaumont  Country  Club,  the 
Methodist  church,  and  was  a Mason. 

Dr.  Gardner  retired  from  private 
practice  in  1961,  but  still  served  as 
a physician  for  the  Bethlehem  Steel 
Co.  in  Beaumont. 

Survivors  include  his  wife,  Mrs. 
Martha  Gardner;  a son,  Dr.  John  T. 
Gardner:  four  grandchildren,  Cyn- 
thia Ann,  John  T.,  Martha  Lynn,  and 
Patricia  Kay  Gardner,  all  of  Beau- 
mont: and  two  sisters,  Mrs.  J.  G. 
Morrison  of  Stanley,  N.C.,  and  Mrs. 
T.  B.  Carrick  of  Shelby,  N.C. 


DR.  R.  P.  JARRETT,  JR. 

Dr.  Robert  Patton  Jarrett  of  Can- 
yon died  on  Nov.  26,  1967,  after 
suffering  a heart  attack.  He  was  56. 

A native  of  Granbury,  he  was  born 
on  March  21,  1911,  the  son  of  the 
late  Dr.  Robert  Patton  Jarrett,  Sr.,  a 
former  dean  at  West  Texas  State 
University  in  Canyon,  and  Susan 
Howard  Jarrett.  Dr.  Jarrett,  Jr.,  was 
a graduate  of  Canyon  High  School, 
West  Texas  State  Teachers  College 
and  The  University  of  Texas  School 
of  Medicine  in  Galveston. 

He  received  his  medical  degree  in 
1936,  and  interned  at  St.  Joseph 
Hospital  in  Kansas  City,  Mo.  Dr.  Jar- 
rett established  a medical  practice 
in  Canyon  in  1937  and  was  a part- 
ner in  the  Medical  and  Dental  Clinic 
at  the  time  of  his  death. 

Dr.  Jarrett  was  an  elder  in  the 
First  Presbyterian  Church,  a past 
president  and  member  of  the  Canyon 
Rotary  Club,  a director  of  the  Pan- 
handle-Plains Historical  Society,  an 
alumnus  of  Sigma  Nu  fraternity,  and 
an  active  amateur  radio  operator. 

He  was  also  a member  of  the  Pot- 
ter-Randall  Counties  Medical  Soci- 
ety, the  Texas  Medical  Association, 
the  American  Academy  of  General 
Practice,  and  the  American  Medical 
Association. 


DR.  JARRETT 


An  amateur  painter,  he  had  ex- 
hibited more  than  35  of  his  paint- 
ings in  a one-man  show  in  the  Fine 
Arts  Building  at  West  Texas  State 
University  last  June. 

He  married  Miss  Mamie  King  on 
Jan.  1,  1937,  in  Childress.  She  sur- 
vives him,  as  do  a son,  Robert  Pat- 
ton Jarrett,  III,  of  Canyon,  three 
daughters,  Mrs.  T.  W.  Rheinlander  of 
San  Antonio,  Mrs.  David  Skinner  of 
Dallas,  and  Beth  Jarrett  of  Canyon; 
and  a sister,  Mrs.  Al  Williams  of 
Waco. 


DR-  D.  J.  BARRY 

San  Angelo  urologist  and  general 
surgeon.  Dr.  Douglas  Joseph  Barry, 
69,  died  Nov.  26,  1967,  in  San  An- 
gelo. 

Dr.  Barry  was  born  in  Beacon, 
N.Y.,  on  June  1,  1898,  the  son  of 
Eugene  and  Ellen  Farrell  Barry. 

He  was  a graduate  in  1924  of  the 
University  of  West  Virginia  in  Mor- 
gantown, W.  Va.,  and  a 1926  gradu- 
ate of  New  York  University  and  Belle- 
vue Hospital  Medical  College,  now 
New  York  University  College  of  Med- 
icine, in  New  York  City.  He  served 
internships  at  Knickerbocker,  Broad 
and  Cumberland  hospitals  in  New 
York  and  a residency  at  Brooklyn 
Cancer  Institute.  He  did  postgradu- 
ate work  in  surgery  at  Columbia  and 
Harvard  Universities  and  at  New 
York  Postgraduate  School  of  Medi- 
cine: and  he  also  did  postgraduate 
work  in  urology  at  the  New  York 
Polyclinic  Hospital. 

Dr.  Barry  had  practiced  in  Peek- 
skill,  N.Y.,  from  1930  to  1942,  and 
in  Wilmington,  Del.,  from  1942  to 
1945.  He  was  medical  director  and 
chief  of  surgery  at  the  Dravo-Navy 
Shipyard  Hospital  in  Wilmington  for 
three  years.  He  moved  to  San  Angelo 
in  1947  and  remained  there  after 
that  time.  He  was  a member  of  the 
Tom  Green  Eight  Counties  Medical 
Society,  Texas  Medical  Association, 
and  American  Medical  Association. 
He  was  also  a member  of  Sacred 
Hearth  Catholic  Cathedral  in  San 
Angelo. 

Survivors  include  his  wife,  the 


former  Patricia  Molloghan,  of  San 
Angelo  whom  he  married  on  Sept. 
13,  1930,  in  Peekskill,  N.Y.;  two 
daughters,  Mrs.  Eileen  Waddell  of 
Bronxville,  N.Y.,  and  Mrs.  Sheila 
Bausano  of  Royal  Oak,  Mich.;  three 
sisters,  Mrs.  Joseph  Murphy,  Mrs. 
John  Donnelly,  and  Mrs.  John  T. 
Groebly,  all  of  Fishkill,  N.Y.;  and 
five  grandchildren. 


DR.  J.  W.  BOYLE,  JR. 

Dr.  James  William  Boyle,  Jr.,  79, 
who  had  been  a general  practitioner 
in  the  Texas  towns  of  Moulton,  Rich- 
mond, and  Shiner,  died  Nov.  23, 
1967,  in  Round  Rock,  Tex.  Dr.  Boyle 
had  retired  in  1954  and  moved  to 
Temple.  In  1957  he  had  moved  to 
Austin  where  he  resided  at  the  time 
of  his  death. 

Born  on  May  11,  1888,  Dr.  Boyle 
was  the  son  of  James  William  Boyle, 
Sr.,  and  Laura  Josephine  Stevenson 
Boyle  of  Throckmorton,  Tex.  He  re- 
ceived his  A.B.  degree  from  Austin 
College  in  Sherman,  Tex.,  in  1911, 
and  his  M.D.  degree  from  The  Uni- 
versity of  Texas  School  of  Medicine 
in  Galveston,  in  1918.  He  served  in- 
ternships at  Santa  Fe  and  Scott  and 
White  hospitals  in  Temple  and  took 
postgraduate  courses  at  Post  Gradu- 
ate Hospital  in  Chicago  and  at  Char- 
ity Hospital  in  New  Orleans. 

Dr.  Boyle  practiced  in  Moulton 
and  Richmond  before  moving  to  Shi- 
ner in  1926.  He  practiced  in  Shiner 
until  1954  when  he  retired.  On  April 
10,  1928,  Dr.  Boyle  married  Myrtle 
M.  Monroe  of  Shiner  in  San  Antonio. 
He  served  in  the  medical  reserve 
corps  in  Galveston  from  1917  to 
1919  and  received  a Certificate  of 
Merit  for  his  work  with  the  Selective 
Service  System  during  World  War  II. 

Dr.  Boyle  had  been  a member  of 
the  Bell  County  Medical  Society,  La- 
vaca County  Medical  Society,  Texas 
Medical  Association,  American  Med- 
ical Association,  and  the  American 
Academy  of  General  Practice.  He 
served  the  Lavaca  County  Medical 
Society  as  secretary  in  1933,  1943- 
1945,  and  1947-1953;  and  as  presi- 
dent in  1936-1940.  He  was  elected 
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to  inactive  membership  in  TMA  in 
1954  and  to  honorary  membership 
in  1961. 

An  active  member  of  the  Presby- 
terian church,  Dr.  Boyle  was  also  a 
Knights  Templar  and  Royal  Arch  Ma- 
son, a member  of  The  National  So- 
ciety of  Sons  of  the  American  Revo- 
lution, a charter  member  of  the  Tex- 
as Chapter  of  Nu  Sigma  Nu  medical 
fraternity,  and  a member  of  the  Tex- 
as and  New  Mexico  state  historical 
associations.  His  hobbies  were  grow- 
ing dahlias  and  studying  the  history 
of  the  Southwest. 

Dr.  Boyle  is  survived  by  his  wife 
of  Austin;  a daughter,  Mrs.  George 
F.  Bradley  of  Phoenix,  Ariz.;  two 
brothers,  R.  B.  Boyle  of  Colorado 
Springs,  Colo.,  and  Emmett  R.  Boyle 
of  Odessa,  Mo.;  and  one  sister,  Mrs. 
Fannie  B.  Pierce  of  Clovis,  N.M. 


tors  of  America.  He  had  served  as 
associate  professor  of  internal  medi- 
cine at  The  University  of  Texas 
Southwestern  Medical  School,  as 
president  of  the  Society  of  Life  In- 
surance Medical  Directors  of  Texas, 
and  as  a member  of  the  Health  Ad- 
visory Board  for  the  city  of  Dallas. 

First  editor  of  the  Rotunda,  SMU's 
yearbook,  he  also  belonged  to  Kap- 
pa Sigma  fraternity.  He  was  active 
in  the  Methodist  church  and  in  the 
Masonic  Lodge.  His  hobby  was  pho- 
tography. 

He  is  survived  by  his  wife,  Mrs. 
Genevieve  Brown,  whom  he  married 
on  Sept.  24,  1927,  in  Dallas;  a son, 
Charles  F.  Brown,  Jr.;  two  daughters, 
Mrs.  Martin  H.  Currin  and  Mrs.  Ste- 
phen Gardner;  a sister,  Mrs.  Allen 
Cullum;  and  ten  grandchildren,  all 
of  Dallas. 


DR.  C.  F.  BROWN 

Dr.  C.  Frank  Brown,  73,  retired 
company  physician  for  the  Federal 
Reserve  Bank  of  Dallas,  died  in  Dal- 
las, Nov.  12,  1967.  His  specialty 
was  insurance  medicine. 

A native  of  Hughes  Springs,  Tex., 
Dr.  Brown  was  born  on  July  21, 
1894,  and  was  a member  of  the  first 
graduating  class  of  Southern  Method- 
ist University.  He  received  his  medi- 
cal degree  from  the  University  of 
Texas  School  of  Medicine  in  1920, 
and  served  his  internship  at  City 
Hospital  and  New  York  Lying-In  Hos- 
pital in  New  York  City. 

A physician  in  private  practice  in 
Dallas  from  1922  to  1947,  he  was 
medical  director  of  Southwestern 
Life  Insurance  Co.  before  becoming 
associated  with  the  bank. 

Dr.  Brown  was  a member  of  the 
Dallas  County  Medical  Society,  the 
Texas  Medical  Association,  and  the 
American  Medical  Association.  He 
was  past  president  of  the  Dallas 
Southern  Clinical  Society  and  a mem- 
ber of  Phi  Chi  medical  fraternity. 

In  addition  he  was  a fellow  of  the 
American  College  of  Physicians,  a 
member  of  the  Dallas  Academy  of 
Internal  Medicine  and  of  the  Associa- 
tion of  Life  Insurance  Medical  Direc- 


DR.  G.  BRUNNER 

Dr.  George  Brunner,  83,  who  had 
practiced  medicine  in  El  Paso  since 
1908,  died  there  on  Nov.  20,  1967. 

Dr.  Brunner  had  been  born  in 
Bradford,  Pa.,  on  Jan.  21,  1884,  and 
was  brought  to  El  Paso  at  the  age  of 
two  years  by  his  parents,  John  and 
Emma  Bielefelt  Brunner,  in  1886. 
He  attended  what  is  now  New  Mex- 
ico State  University  of  Agriculture, 
Engineering  and  Science  where  he 
played  football  and  track  and  be- 
came a champion  tennis  player. 
While  there  he  also  met  Miss  Eliza- 
beth Newcomb,  whom  he  later  mar- 
ried. 

Dr.  Brunner  also  attended  the  Uni- 
versity of  Colorado;  and  after  gradu- 
ating first  in  the  class  of  1906  from 
the  Medical  College  of  Virginia,  he 
served  an  internship  at  Marine  Hos- 
pital in  San  Francisco. 

He  returned  to  El  Paso  for  a visit 
and  met  Dr.  W.  H.  Anderson,  El 
Paso  health  officer,  who  persuaded 
him  to  stay  and  assist  in  the  con- 
trol of  frequent  outbreaks  of  typhoid, 
diphtheria,  and  smallpox.  Dr.  Brun- 
ner stayed  to  help  curb  a smallpox 
epidemic,  married  Miss  Newcomb, 
and  remained  in  El  Paso  to  practice 
medicine  for  59  years. 


His  practice  ranged  over  the  en- 
tire county,  and  in  the  beginning  he 
had  to  visit  his  patients  by  buggy. 
Later,  however.  Dr.  Brunner  is  re- 
ported to  have  purchased  one  of  the 
first  automobiles  in  El  Paso. 

Dr.  Brunner’s  activities  were  not 
limited  to  medicine.  He  was  an  or- 
ganizer of  the  El  Paso  Symphony 
Orchestra  and  a member  of  St.  Cle- 
ment Episcopal  Church,  Alpha  Tau 
Omega  social  fraternity,  and  Omega 
Upsilon  Phi  medical  fraternity.  He 
belonged  to  the  El  Paso  County  Med- 
ical Society,  the  Texas  Medical  As- 
sociation, and  the  American  Medical 
Association.  He  had  served  in  the 
US  Public  Health  Service. 

He  is  survived  by  his  wife,  Mrs. 
Elizabeth  N.  Brunner;  a daughter, 
Mrs.  E.  R.  Lockhart,  and  a son, 
George  Newcomb  Brunner,  both  of 
El  Paso;  three  sisters,  Mrs.  T.  B. 
Milam  of  Oakdale,  Calif.,  Mrs.  Wil- 
liam Burns  of  El  Paso,  and  Mrs.  E.  J. 
banning  of  Los  Angeles,  Calif.;  four 
grandchildren;  and  one  great  grand- 
child. 


DR.  T.  G.  SYNNOTT 

Dr.  Thomas  Griffin  Synnott,  62, 
Houston  general  practitioner,  died 
Oct.  27,  1967,  in  a Houston  hos- 
pital. 

Dr.  Synnott  was  born  in  Embry, 
Miss.,  on  March  25,  1905.  He  was 
the  son  of  William  Lawrence  Syn- 
nott and  Mary  Elizabeth  Griffin  Syn- 
nott. He  attended  high  school  at 
Bennett  Academy  in  Mathison,  Miss., 
and  received  his  B.S.  degree  from 
the  University  of  Alabama  in  1929. 
His  doctor  of  medicine  degree  was 
received  from  the  Medical  College  of 
Virginia  in  Richmond  in  1931.  He 
served  an  internship  at  Hillman 
Clinic  in  Birmingham,  Ala.,  in  1931- 
32. 

Dr.  Synnott  had  been  a member 
of  the  Harris  County  Medical  So- 
ciety, Texas  Medical  Association, 
American  Medical  Association,  South- 
ern Medical  Association,  and  the 
American  Academy  of  General  Prac- 
tice. He  had  served  the  medical  staff 
of  Heights  Hospital  in  Houston  as 
president. 

Survivors  of  Dr.  Synnott  include 
his  wife,  Mrs.  Patsy  Synnott  of  Hous- 
ton; a daughter,  Mrs.  Fagan  A.  Cox; 
and  a son,  William  T.  Synnott,  all  of 
Houston;  three  brothers.  Dr.  James 
D.  Synnott  of  Houston,  Paul  Synnott 
of  Gulfport,  Miss.,  and  Ovid  Synnott 
of  Dupora,  Miss.;  and  four  grand- 
children. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.S. 


1353  N.  Westmoreland,  Dallas,  Texas  7521 1 FE  1-8331 
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No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— oraily. 


Pen»Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


oral  Pen.  vee^k 

(potassium  phenoxymethyl  penicillin) 


^ simplified  approach 
to  the  practice  management 
of  hypertension 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na""  output, 
yet  easy  on  the  K* 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


ITHyCLOlHIAZIDE 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


OcMipidi 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 

Once  a day,  every  day  mild  to  moderate  to  severe 

ENDURONYL 

MniiyCLOlHIfflDtSmg.witli 

DESERPIDINE  0.25  ni§,  or  (FORIE)  0.5  see  Brief  summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases  - 


PAlUiYLLXE 
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MEI'IIYCKOTIIIAZIDE 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 

PfflyilNEHyDIII)Cl)l01E25iiig. 
will)  llHyCLOIHIAlE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE  i 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


ENDURON 


ENDURONYL’ 


liEinVCLOTHIAZlOE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery,  in  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  saiivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 

TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  If  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  ("low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  8oi438 
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MGAiui  TC-Rxuf  ohA 
IlcAUim  QlUuc 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radian 
tion  therapy. 


Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Mazfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  MitcheU,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed.  M.D.,  D.A.B.R. 

Julian  H.  A^er,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  HI.  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radioloery 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardicdogy 

GENERAL  PRACTICE 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr..  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  P.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
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TEXAS  MEDICINE 


To  f ightTB- 
f ind  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications;  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’sand  25’s. 


Make  plans  now  to  attend! 


T M A 

ANNUAL 
SESSION 
HOUSTON 
MAY  2-5  '68 


35  GUEST  SPEAKERS 
13  REFRESHER  COURSES 
12  SECTION  MEETINGS 
2 GENERAL  MEETINGS 
190  SCIENTIFIC  & TECHNICAL  EXHIBITS 
3 CLOSED-CIRCUIT  COLOR  TV  SESSIONS 
12  MEDICAL  FILMS 
10  CURBSTONE  CONSULTATIONS 
27  RELATED  & SPECIALTY  SOCIETY  MEETINGS 
10  SPECIAL  PROGRAMS 


removes  the  mental  blur 


that  clouds  vision 


SOLFOION 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID®(SeePDR) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  taljlet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 

Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  (yellow,  uncoaled  tablets  “P’V 
100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1 000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 


(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 


Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N.Y. 
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Sustained  circulatory,  respiratory 
and  cerebral  stimulation  for  the 


TIME  AFTER  ADMINISTRATION  (Hours) 

(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any ) of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


aged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References : 1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  50:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids" 

PHILIPS  ROXANE  UBORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazoin 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY 

HOME 

1250  W.  Rosedale 

ED  5-5942 

Fort  Worth,  Texas 

ED  6-7905 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 


A state  licensed,  private  maternity  residence  and  hoapltal 
offers  a confidential,  multiple  service  prosrram  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2806  HemphiU,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 

FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
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Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


100  Medical  Tower  Bldg.  — ED  6-8681 


Offices : 


1217  West  Cannon  — ED  6-8627 


TRAVIS  CLINIC  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 

STAFF 

General  Sureery: 

Internal  Medicine: 

Pediatrics: 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

J.  T.  Boyd,  M.D. 

M.  L.  Gray,  M.D. 

K.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Radiology  and  Radioactive  Isotopes : 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

L.  W.  Ralston,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

Urology : 

Obstetrics  and  Gynecology : 

William  J.  Fowler 

Administrator  of  Nan  Travis 

H.  F.  Rives,  M.D. 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Memorial  Hospital 

Pathology : 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Business  Manager  of  Travis  Clinic 

MEDICAL  ARTS  CLINIC 


Box  841 


Corsicana.  Texas 
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TEXAS  MEDICINE 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications;  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORlNYL-l  should  be 
used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  | 
cervical  erosion  and  cervical  secretions 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  bJood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache,  | 

hirsutism,  loss  of  scalp  hair,  1 

erythema  multiforme,  erythema  nodo-1 
sum,  hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  disH 
proved):  thrombophlebitis,  pulmonary 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T^  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  — an  original  steroid  from 

SYNTEX^ 

LABORATORIES  INC., PALO  ALTO,  CALIF. 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  elBFectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Cervical  mucus  at  midcycte  is  usually  thin  and  watery^  with  Cervical  mucus  at  midcycle  is  scanty,  viscous— with  Spinn- 
Spinnbarkeit  (stretchability)  of  IS  to  20  cm.  barkeit  of  1 cm.  or  less. 


Untreated  Patient 


Norinyl-1  Patient 


Endometrium  of  untreated  patient  is  receptive  to  the  fertih  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


(nofethindrone  Img.  c imestia'no)  O.OSmg.) 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0,025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%.  The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 
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fluocinolone  acetonide 
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For  everyday  topical  steroid  therapy 

S^nauMrp.or^ 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5.  15  and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.01%—  15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.01%  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo- Synalar*  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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EMPIRIN’^COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (W  arning  — May  be  habit  forming), 

Phenacetin  gr.  2*  2,  Aspirin  gr.  VA,  Caffeine  gr.  Vi. 

I Despite  introduction  of  synthetic  substitutes,  efficacy  of  Empirin 
Compound  with  Codeine  remains  unchallenged. 

BURROUGHS  WELLCOME  & CO.  (U.s.A.)  iNC.,Tuckahoe,  n.y. 


*tUQ 

NIHi01VMrfl3 

wnioos 

.NiuaMe 


Eli  Lilly  and  Company  f p 1 
Indianapolis,  Indiana  4^06 


e'.'04e6 
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month  preceding  publico- 

Clinical  Laboratories 

Allergy 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A..  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  156,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025 

JA  6-3281 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

ALLE  RGY 

1802  W.  Wall  MU  2-5b85  Midland,  Texas 

PILCHER  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  C37tology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 

“Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston” 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street  Port  Arthur,  Texas 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 

TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for; 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 
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ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P, 

Diplomate  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 


Clinics 


DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 


BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 
Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 
712  N.  Washington,  Dallas  10,  Texas 
Phone  TAylor  4-1258  or  TAylor  6-6918 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  6-1501 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO.  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.. 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Robert  P.  Gordon, 


O phthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  GUlis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Uoyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 

i.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone;  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 


John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology.  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 


John  M.  Chvu-ch,  M.D.  Robert  L.  Sewell.  M.D. 

T.  J.  Coleman,  M.D.  John  H.  SeweU,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


THE  JOHNS  CLINIC  & HOSPITAL 
720  West  6th  St.,  Taylor,  Texas 

Jay  J.  Johns,  M.D.,  F.A.C.S.  C.  J.  Daniel,  M.D. 

S.  W.  Lehmberg,  M.D.  R.  C.  Hermann,  M.D.,  F.A.C.S. 

Marvin  J.  Leshikar,  M.D.  A.  Bryan  Spires,  Jr.,  M.D. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 

Fort  Worth,  Texas 


TEXAS  MEDICAL  LABORATORIES 
1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-3000/ED  6-1195 

Mailers,  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum.  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 
Otto  H.  Grunow,  M.D. 
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TEXAS  MEDICINE 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1646  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 
Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Janet  Wendel 


RUGELEY  AND  BLASINGAME  CLINIC 


Wharton,  Texas 
2100  North  Fulton  Street 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 


713  LE  2-1700 


KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegmat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Sehweppe,  M.D., 
F.A.C.P. 

Stanton  P.  Fischer,  M.D. 

Gastrointestinal  Diseases. 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

Horacio  Jinich,  M.D. 

F.  Scott  O’Neil,  M.D. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 

Carlos  F.  Taboada,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 
John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 
William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran.  M.D. 
Ricardo  Daichman,  M.D. 

PEUJIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 
Charles  W.  Ewing,  M.D. 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D. 
NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 

M.D. 

Jesse  H.  Dickson,  M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 
Edward  H.  De  Mouy,  M.D. 
PATHOLOGY 

Laurence  J.  McCarthy,  M.D. 
DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Mrs.  Martha  Sue  Lowry, 
M.S. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox.  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
MclxUIo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Ophthalmology 

Henry  E.  Wahlen,  M.D. 
Psychiatry 

Albert  Owers,  M.D. 

Clinical  Pathology 

Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D. 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonaiy  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


GENERAL  PRACTICE 
C.  E.  Woodson.  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 
PATHOLOGY 
Hector  M.  Perches.  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears.  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason.  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


General  Practice 

J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  R<1.«  Dallas*  Texas 
FR  6-6411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 
Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 
H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 

SURGERY  INTERNAL  MEDICINE 


CardioTascular  Disease 
Charles  D.  Reece.  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold.  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold.  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr., 
M.D. 

Dean  C.  Solcher,  M.D. 
Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infections  Diseases 
Lewie  L.  Travis,  Jr.,  M.D. 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Bindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Diseases 

William  M.  Donohue.  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris.  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


W.  S.  Lorimer,  Jr.,  M.D. 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 


CONSULTATION  BY  APPOINTMENT 


Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 
DAVID  S.  SHELMIRE,  M.D. 
Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 
Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 


A.  Marvin  Coleman,  Jr.,  Business  Manager 


107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street 

AND  THE 


WM.  E.  FLOOD,  M.D. 


MALONE  AND  HOGAN  FOUNDATION  HOSPITAL 
811  Main  Street 

Phone  AM  4-6361  Big  Spring,  Texas 


Dermatology 

Treatment  of  Skin  Malignancies 


Ophthalmology  and 
Otolaryngology 

P.  M.  Malone.  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D., 
F.A.C.S. 

Internal  Medicine 
E.  V.  Swift,  M.D. 

J.  H.  Burnett,  Jr.,  M.D. 

D.  F.  Terry,  M.D. 

J.  P.  Darby,  M.D. 

Clinic  Manager 
R.  L.  Heitb 


Obstetrics  & Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

J.  M.  Talbot,  Jr.,  M.D., 
F.A.A.P. 


1550  W.  Rosedale  Fort  Worth,  Texas 


EVERETT  R.  SEALE,  M.D. 


Radiology 

W.  R.  Cashion,  M.D. 
Urology 

G.  F.  Dillon.  M.D. 


Dermatology 

Treatment  of  Skin  Malignancies 


Hospital  Administrator 
D.  S.  Riley 


1217  Hermann  Professional  Bldg. 


Houston  25,  Texas 
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J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.LC.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto..  F.A.C.S..  F.I.C.S. 

M.  G.  EUsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatologry  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

Gastroenterology  and 
Proctology 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diploznates  of  the  American  Board  of  Colon  and  Rectal  Surgrery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

7)  1 1 51  Q ' ■ Q Q 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4500 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

Eye,  Ear,  Nose,  Throat 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 
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CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 
1414  Medical  Arts  Building 
Dallas,  Texas 
RI  2-6141 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 
3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 
Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 


W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 
Telephone  RI  8-4975  Dallas  1,  Texas 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 
617  South  Tatar  Street 
Pasadena,  Texas  77502 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 
Surgery 

1000  St.  Joseph  Professional  Bldg. 
Houston,  Texas  77002 


HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 
SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 
SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 


BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Th3n'oid  and  Gastro- 
intestinal Surgery 
728  Hermann  Professional  Building 
Phone  523-8323  Houston,  Texas  77025 


ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 


FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 
1506  St.  Joseph  Professional  Bldg. 
Houston,  Texas  77002 
CA  7-5505 


HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 
JA  2-4141 
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Internal  Medicine 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

THE  HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  ^Robert  I.  Hauser,  M.D. 

♦Harris  M.  Hauser,  M.D.  Wayne  F.  Keller,  M.D. 
♦Gerald  Ratinov,  M.D. 

808  Memorial  Professional  Building 

1515  St.  Joseph’s  Professional  Building 
Houston,  Texas 

CA  4-5041 

♦Diplomate  American  Board  of  Psychiatry  and  Neurology 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 

C.  RALPH  LETTEER,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Internal  Medicine 
INTERNAL  MEDICINE 

Ga  str  o-enterology 

730  North  Main  San  Antonio,  Texas 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston,  Texas 

J.  Shirley  Sweeney,  M.D.,  F.A.C.P. 

Practice  Limited  to 

Clinical  Evaluation  and  Management 
of  Diabetes 

Beginning  March  11 

Gainesville,  Texas 

MORRIS  H.  LAMBERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Neurology/Psychiatry 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

♦Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

♦Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

♦Diplomates  American  Board  of  Psychiatry  and  Neurology 
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CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

swift  5-4023 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

JEAN  M.  B.  SMITH  MOURE,  M.D, 
Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

Neurological  Surgery 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 

Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

Ophthalmology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 

N euro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmologry 

2300  West  7th  Avenue  Amarillo,  Texas 

164 


TEXAS  MEDICINE 


HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 
Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 
Dallas,  Texas  RI  8-2712 


LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 
Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 
Houston,  Texas  77002 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


ORTHOPEDIC  SURGERY  CLINIC 
Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7465  El  Paso.  Texas  79902 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 
Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


CHARLES  E.  GRAHAM,  M.D. 
212  South  Cottonwood  Suite  D 
Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 
AD  1-6396 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue- — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 


Drive 

Defensively. 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 


Published  to  save  lives  in  cooperation  with 
The  Advertising  Council  and  The  National  Safety  Councif. 
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Otolaryngology 


Plastic  Surgery 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 
Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 
712  N.  Washington 
Suite  514 

Dallas,  Texas  Hours  By  Appt. 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  O.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 


WILLARD  C.  SELLMAN,  JR.,  M.D. 
Plastic,  Maxillo-Facial  and  Hand 
Surgery 

530  Locke  Medical  Building 
6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 


BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 
Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 
1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 


W.  P.  ANTHONY,  M.D. 
Otology 


662  So.  Henderson  Fort  Worth,  Texas  76104 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 
Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 
Houston,  Texas  77025  Pasadena,  Texas  77502 


JA  3-5575 


GR  3-5488 


DONALD  N.  MATHESON,  M.D. 
Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth,  Texas 


Directory  of 
Professional  and  Lay 
Medical  Films 
Now  Available! 

Write:  Librarian 

Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 
MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 


VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgrery 

Diplomate  American  Board  of  Plastic  Surgrery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 

214  E.  Houston  Street,  Tyler,  Texas  75701 

Off:  LY  8-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomats  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  and 
Cardiovascular  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  tA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

CAPRES  HATCHETT,  JR.,  M.D.,  D.A.B.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

WILLIAM  A.  DUNNAGAN,  M.D.,  D.A.B.R. 

WILLIAM  R.  THORNTON,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph;  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8^4543 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 
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HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Biplomate : American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1415  Third  TU  4-1635 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235  ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


VIRGIL  A.  PATE,  JR.,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  Limited  to 

UROLOGY 

114  Professional  Building  Abilene,  Texas 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 


ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd. Houston,  Texas 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 


Use  your 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  350  Films 
875  New  Journals  Each  Month 
Extensive  Reprint  Collection 
Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
AC  512  477-6704 
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Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
20th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Physicians  Wanted 


WANTED : General  Practitioner  to  assume  well  - established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,500.  Interested  physicians  please 
contact  Garland  Baker,  Frank  Denny,  Ray  Donaldson  or  Leroy 
Wall,  Moody,  Texas. 


NEEDED:  ORTHOPEDIST  to  join  14 -man  specialty  group. 
New  million-doUar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic.  Big  Spring, 
Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush.  M.D.,  Hereford, 
Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities it  offers  will  be  furnished  on  inquiring. 

WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist ; to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000 ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


INTERNIST;  Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


DERMATOLOGIST:  Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  mUes,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  OTOLARYNGOLOGIST  AND/OR  OPHTHAL- 
MOLOGIST. Excellent  opportunity  in  new  clinic  with  group. 
Tremendous  drawing  area.  Accredited  open  staff  hospital. 
Town  of  15,000,  20  minutes  from  Dallas.  Unlimited  potential. 
Please  reply  to  Box  145,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
sume practice  of  43  year  old  general  practitioner  who  died 
suddenly.  $1,500  per  month  guaranteed  plus  percentage  of  income 
above  $1,500.  Office  expenses,  nurses,  aids,  etc.  paid.  20-bed, 
three  doctor,  clinic-hospital  in  Nocona,  Texas.  Deceased  doctors 
net  income  above  $2,500  per  month.  Nocona  is  city  of  4,000  with 
good  schools,  industry,  all  white  population,  nice  lake  and  golf 
course,  hunting  and  fishing.  90  minutes  from  Dallas  and  Fort 
Worth.  Contact  A.  D.  Major,  M.D.,  or  K.  J.  Wharram,  M.D., 
Major  Clinic-Hospital,  Nocona,  Texas.  Phone  area  code  817,  825- 
3371. 


WANTED:  TWO  GENERAL  PRACTITIONERS  to  associate 
with  group  of  three  in  Huntsville,  Texas,  home  of  Sam  Houston 
State  College.  City  of  seven  hiUs  in  the  piney  woods  of  East 
Texas,  population  17.000.  Everything  will  be  furnished.  No 
initial  capital  investment  for  equipment,  furniture,  etc.  Will 
accept  on  salary  basis  or  any  other  method  preferred.  Write: 
Huntsville  Medical  Arts,  P.  O.  Box  35,  Huntsville,  Texas.  At- 
tention : Dr.  E.  M.  Addison. 


ASSOCIATE  WANTED^ — Ear,  Nose  & Throat.  Board  eligible 
for  two-man.  Nose  & Throat  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  168,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


ASSOCIATE  WANTED — Internal  Medicine — Board  eligible  for 
eight-man  Internal  Medicine  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  169,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESI- 
DENCY, 3-year,  integrated  with  Baylor  College  of  Medicine 
affiliated  hospitals.  Non-career  $4,610-$6,440.  Career  $9,221- 
$12,873;  (license  in  any  one  of  states  required).  Nondiscrimina- 
tion in  employment.  Contact  William  P.  Blocker,  Jr.,  M.D., 
VA  Hospital,  Houston,  Texas. 


OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine.  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED  GENERAL  PRACTITIONER,  Gulf  Coast-45  min- 
utes to  downtown  Houston.  4%  day  week,  on  call  two  nights  a 
week  and  one  weekend  a month.  $18,000-$20,000  to  start.  Per- 
centage after  that.  Partnership  in  second  year  to  a producer. 
Should  be  above  $30,000  at  end  of  second  year.  Contact  Box  171, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

NEED  FOR  ALL  SPECIALTIES  in  Dallas,  Texas.  Northlake 
Doctors  Building:  X-ray,  pharmacy,  laboratory  in  building. 
Need  for  all  specialties,  especially  internists,  ENT  men,  family 
physicians,  urologists.  Now  has  15  physicians,  10  dentists  and 
dental  specialists.  Interested  parties  may  lease  or  participate  in 
ownership.  Contact  Edwin  Burstyn,  10405  East  Northwest  High- 
way,  Dallas,  Texas  75238. 

UNUSUAL  OPPORTUNITY  for  ophthalmologist,  otolaryn- 
gologist, or  combination  to  occupy  deceased  EENT  man’s  suite. 
New  clinic  in  Lufkin,  Texas  (growing  industrial  community 
with  two  excellent  hospitals).  No  other  ENT  specialist  within 
50  miles.  Contact  Mrs.  Bernard  Hyman,  1017  Ellis  Avenue,  or 
phone  634-4141. 

ODESSA.  TEXAS — excellent  opportunity  for  two  or  more  gen- 
eral practitioners,  an  ENT  man,  and  an  internist.  Office  space 
immediately  available  in  medical-surgical  building  near  hospital. 
Housing  plentiful  and  excellent  associations  possible.  Write  to 
Doctor’s  Building,  315-C  North  Colder,  Odessa,  Texas. 

WANTED:  LOCUM  TENENS  for  at  least  four  weeks  and  not 
more  than  six  weeks.  Preferably  all  of  May  and  half  of  June  or 
last  half  of  April  and  all  of  May.  Must  have  Texas  license.  Gen- 
eral practice,  no  OB,  in  city  of  120,000,  Central  Texas.  Reply  to 
Box  176,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

WANTED  : ONE  OR  TWO  GENERAL  PRACTITIONERS  to 
join  two  physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital. 
Guarantee  $18,000  net.  Rotate  weekends,  holidays,  etc.  James  C. 
Price,  M.D.,  or  W.  A.  Sievers,  M.D.,  Gonzales,  Texas. 

CARDIOVASCULAR  SURGERY  FELLOWSHIP.  One  year 
Fellowship  available  July  1,  1968.  Participation  in  an  active 
thoracic  and  cardiovascular  service.  Also  opportunity  for  re- 
search. Stippend  $600  per  month.  Write  Medical  Education,  Bay- 
lor  University  Medical  Center.  Dallas,  Texas. 

WANTED — M.D.’s  to  do  general  practice  with  surgery,  Hous- 
ton area.  Present  doctors  netting  $4,000  to  $8,000  monthly  after 
six  months  practice.  No  investment  required.  Send  resume  to 
Box  179,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

SPACE  AVAILABLE  in  busy  internist’s  clinic  for  M.D.  in- 
terested in  general  practice,  pediatrics  or  internal  medicine. 
Complete  laboratory  facilities  available.  In  San  Antonio,  Texas. 
Please  reply  to  Box  180,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 
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^ F 185  N.  WABASH 

CHICAGO,  ILLINOIS  60601 


Founders  of  the  counseling  service  to  the  medical  profes- 
sion, serving  medicine  with  distinction  over  half  o century. 
TELEPHONE:  (Area  Code  312)  726-5682 


SITUATIONS  OPEN  IN  TEXAS 

GEN  PRACT:  (o)  Assn  w/2  well  estab  GP's;  actv  proct  w/IM  focus; 
$22-24,000  to  start;  coll  twn.  (p)  Assn,  3 FAAGP's,  3 specs;  Ige 
amt  referrd  wk;  to  $40,000  2nd  yr;  cty  25,000. 

INT  MED:  (m)  Fairly  Ige  long  estob  multi-sp  grp;  1 cert  IM;  $25,- 
000;  later  prtnr.  (n)  Assn  7 specs;  own  cl  w/lab,  OP,  surg  facils; 
early  sal  w/prtnrshp  4th  yr;  cntr  oil  Indus. 

OB-GYN:  (c)  Assn  w/yng  dipl,  obg;  expdng  pract;  $20,000  1st  yr 
w/poss  prtnrshp  18  mos;  Houston  area. 

ORTHO:  (e)  Oppor  assoc  w/tchng  faculty  mbr  w/actv  ORS  pract; 
one  of  finest  med  cntrs  in  SW;  sal  neg. 

PED:  (b)  Assn,  4 cert  peds  w/2  offcs,  one  suburban;  on  open  stoffs, 
4 hsps;  sal  or  % basis  incrsng  to  full  prtnr. 

PSY:  (a)  Very  Ige  med  sch  affil  hsp;  gd  wkng  arrngmnts  & benefits; 
sal  may  be  $20,000;  So-Texas. 

RAD:  (c)  Chief,  260-bd  JCAH;  new  dept  w/compi  facils;  shid  be 
trnd  both  brnchs;  oppty  own  biling;  Panhandle  area. 

UROL:  (a)  Cert  or  elig;  assn  w/cert  U in  Ige  multi-sp  grp;  $20- 
25,000;  oppty  build  fine  pract  in  prosp  area. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE  AN 
INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 
IN  TEXAS  & ELSEWHERE 
SITUATIONS  WANTED  IN  TEXAS 

PATH:  Early  30's;  bd  elig,  6 mos;  univ  trnd;  now,  path  w/500-bd 
mil  hsp;  prefs  hsp  or  assn  w/tchng;  DNB;  avail  8 mos. 

SURG  (thoracic):  33;  cert  GS,  bd  elig  TS;  univ  hsp  trng;  seeks  hsp 
chfshp,  grp  assn  TS;  speaks  Spanish;  lie  Texas. 

PLEASE  CONTACT  US  FOR  FURTHER  INFORMATION 


PEDIATRICIAN : Excellent  opportunity  to  join  40-year  old 
physician  in  established  pediatric  practice  in  Austin.  Willing  to 
consider  any  mutually  agreeable  affiliation  ranging  from  office 
sharing  to  full  partnership.  Please  write  Box  181,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


FX)R  SALE:  Medical  office  building  nearly  new,  located 
uroai  street  from  Kleberg  County  Hospital.  Large,  paved  park- 
ing area.  Ample  rooms,  well  equipped  for  two  doctors.  'Hia 
town  is  delightful,  and  the  people  warm  and  friendly.  The 
trade  area  is  large  and  opportunities  for  success  unlimited. 
Building,  lots,  office  equipment  and  furnishings  very  reasonably 
priced.  Your  interest  will  be  appreciated.  Please  write  Mrs. 
Walter  E.  Fosberg,  222  Otis,  Kingsville,  Texas,  or  call 
LY  2-5668  or  LY  2-2606. 


IMMEDIATELY  AVAILABLE:  Fully-equipped  clinic  of  re- 
cently deceased  physician  and  surgeon.  Patients  records  and  some 
personnel  available.  Doctor’s  widow  will  introduce.  Reply  to 
Lowry  Clinic,  P.  O.  Box  2006,  Laredo,  Texas. 


FOR  LEASE:  A partially  equipped  upstairs  clinic  in  midst 
of  down-town  Conroe  with  offices  for  three  doctors.  Good  op- 
portunity for  a pediatrician  or  a dermatologist.  If  interest^ 
contact  Mrs.  W.  M.  Holland,  1303  N.  Thompson,  Conroe,  Texas. 
Phone  PL  6-2662. 


FOR  SALE : Half  interest  in  a 30-bed,  Medicare  approved 
hospital  and  clinic  in  Central  Texas.  $25,000  to  $35,000  income 
can  be  expected.  Will  sell  with  downpayment  and  terms.  Im- 
mediate occupancy.  Has  been  running  continuously  for  50  years. 
For  details  write  Dr.  Neil  Buie,  11922  Cobblestone  Drive,  Hous- 
ton, Texas  77024. 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What 
have  you?  Write  today!  Murray,  3305  Bryan,  Dallas,  Texas 
75204. 


FOR  SALE.  Selling  my  late  husband’s  office  equipment. 
X-ray  table  and  developing  tank,  two  examining  tables  and 
surgical  instruments.  For  information,  write  Mrs.  Joseph 
Wolfe.  8511  Bluebonnet  Road,  Dallas,  Texas  75209. 


MODERN  OFFICE  FOR  GENERAL  PRACTTTIONER  OR 
PEDIATRICIAN,  reasonable  rent,  available  on  or  before  Feb- 
ruary 1,  1968,  in  Ford  Village,  southwest  Austin.  Occupant  re- 
tiring on  or  before  February  1,  1968.  Equipment  optional. 
Dentist  next  door — across  street  from  school.  Contact  Bert  Ford, 
2405  Bowman  Avenue,  Austin,  Texas  78703.  Telephone  GR  2- 
5502. 


GENERAL  PRACTITIONER,  SURGEON  AND/OR  INTERN- 
IST— associate  with  three  physician  group  between  two  large 
metropolitan  cities.  Potential  unlimited.  New  medical -dental 
clinic-hospital.  Accreditation  applied  for.  Contact  Dr.  C.  D. 
Pittard  or  Dr.  E.  L.  Lancaster,  1600  West  College  Street,  Grape- 
vine, Texas.  Phone,  area  code  817,  289-4571. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRACTI- 
TIONER, or  physician  interested  in  general  practice  and  sur- 
gery; or  general  practice  and  obstetrics.  Will  consider  general 
association  or  full  partnership.  Community  of  27,000-30,000  in 
Texas  Panhandle.  Please  reply  to  Box  182,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  NEEDED  for  Northeast  Texas 
community  of  Hooks  (Bowie  County).  Population  3,000,  trade 
area  6,000.  Brick  clinic  building  available.  Contains  two  waiting 
rooms,  receptionist  office,  fom-  examination  rooms,  lab,  office, 
emergency  room,  two  rest  rooms,  supply  room  with  cabinets  and 
double  sink.  Only  fifteen  miles  to  nearby  hospital.  Please  reply 
to  Mr.  Billy  L.  'WTiite,  President,  Hooks  Community  Clinic  Asso- 
ciation, Inc.,  Box  126,  Hooks,  Texas  75561. 


Situations  Wanted 


DOCTOR  TAKE  A VACATION,  will  work  for  you.  Have  time 
available  in  January,  February,  and  March.  References.  No  drug 
or  alcohol  problem.  This  has  been  my  business  for  two  years. 
Contact  R.  R.  Wills,  Hereford,  Texas  79045. 


FOR  SALE — Young-McKim  Urological  X-Ray  Table  with  new 
GE  components.  Also  x-ray  developing  unit  with  thermostatic 
controls.  Two  urological  examining  tables.  CaU  after  6 p.m. 
FI  2-7341,  Dallas,  Texas. 


FOR  SALE — 40  Simmons,  six  year  old  hospital  beds  with  either 
table  or  stands  in  mixed  colors.  Excellent  condition,  one  owner. 
Will  sell  all,  in  a first  come,  first  served  basis,  while  they  last 
at  $65  per  set.  Call  Mrs.  Maddox  or  Mrs.  Armstrong,  Colonial 
Acres  Hospital,  Dallas,  Texas.  AX  8-3326. 


CHOICE  OFFICES  in  established  doctors  building  in  Irving. 
Designed  to  your  needs.  Pediatrician,  E.E.N.T.,  general  practi- 
tioner needed.  Excellent  professional  relationships.  Laboratory, 
x-ray,  and  pharmacy  in  building.  Please  contact  D.  E.  Billings, 
2117  West  Carpenter  Freeway,  Suite  28,  Irving,  Texas  75060. 
Phone  BL  5-7117. 


DOCTORS  OFFICE  SPACE  AVAILABLE  in  metropolitan 
area  in  west,  northwest  Houston,  Texas,  undergoing  explosive 
popxilation  growth.  Sixty  suite  professional  building  now  under 
construction  for  completion  in  June,  1968.  A three  hundred 
(300)  bed  general  hospital  is  designed  to  connect  to  the  profes- 
sional building  by  means  of  a second  level  all-weather  walkway 
with  construction  of  hospital  to  be  completed  in  the  near  future 
after  the  professional  building.  Hospital  and  professional  build- 
ing located  in  center  of  47  store  covered  mall  shopping  center. 
Latest  area  population  figures  reflect  250,000  middle  to  upper 
income  residents  in  Memorial  Spring  Branch  area.  For  complete 
information  call  area  code  713,  464-2711,  or  write  Memorial  City 
Medical  Center,  12345  Kingsride  Lane,  Houston,  Texas  77024. 


FOR  SALE : My  GE-100  MA  x-ray  with  tilt  table,  bucky, 
fluoroscope  and  controls,  and  developing  tank.  If  interested  con- 
tact Dr.  H.  H.  Cartwright,  Breckenridge,  Texas  76024. 


SEEKING  LOCATION.  37-year  old  general  surgeon,  Texas  li- 
cense, finishing  USAF  commitment  July  1,  1968.  Diplomate 
American  Board  Surgery,  1961  ; F.A.C.S.  1966.  Association  with 
group  in  large  town  preferred  but  will  consider  others.  Cur- 
riculum vitae  on  request  to  Box  175,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


RADIOLOGIST — certified  in  Diagnostic  Radiology  and  isotopes 
would  like  temporary  or  locum  tenens  work  in  'Texas.  Licensed 
in  Texas.  Available  anytime.  Also  certified  in  internal  medicine. 
Please  reply  to  Box  177,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


SAN  ANTONIO,  Texas’  newest  medical  complex,  offers  office 
space  in  the  city’s  most  admired  medical  building.  Physicians’ 
Building,  1000  North  McCullough,  newly  constructed  Spanish- 
Moorish  architecture,  mall-effect  with  custom  designed  suites. 
Participating  laboratory  and  x-ray  facilities  on  premises.  Plenti- 
ful free  parking  for  both  patients  and  doctors.  Near  all  major 
hospitals,  expressways,  and  buslines.  Five  physicians,  including 
three  busy  general  practitioners  that  can  supply  patients  to  an- 
other general  practitioner,  or  can  be  a good  source  of  referrals 
to  specialists.  Lease  with  option  to  buy.  Call  or  write  Dr.  Harold 
N.  Cooper,  1000  North  McCullough,  San  Antonio,  Texas  78212. 
Telephone  Pershing  2-7131. 
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ARE  YOU  GEHING  A LIHLE  TIRED 
OF  THE  RAT-RACE? 


Opening  (or  full-time  staff  physician  in  existing  medical  de- 
partment in  chemical  industry  located  Texas  Gulf  Coast. 
Emphasis  on  clinical,  preventive,  and  occupational  medicine. 
Excellent  opportunity  for  young  physician  to  establish  himself 
in  field  of  occupational  medicine  with  international  corporation. 
Forty-hour  week.  Excellent  facilities  and  staffing.  Generous 
fringe  benefits.  Salary  commensurate  with  qualifications. 


To  fightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


INTERESTED? 


Send  resume  to: 

R.  E.  Joyner,  M.D. 

Union  Carbide  Corporation 

P.O.  Box  471 

Texas  City,  Texas  77590 


AN  EQUAL  OPPORTUNITY  EMPLOYER 


TUBERCULIN, TINE  TEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 


330-8/6135 


Android 

(thyroid-androgen)  tablets 


® 


Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75% 


***Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study'*  — Montesano,  Evangelista:  Clinical  Medicinet  April  1966, 

CONTRAINDICATIONS-Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 

Choice  of  4 strengths 


of  reproductive  organs  in 
hypertension  unless  the 


Android 


Android-HP  Android-X 

EXTRA  HIGH  POTENCY 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Vx  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2S00  W.  6th  St.,  Los  Angeles,  Calif.  90057 


Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg, 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg, 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 


PDR 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethin)fl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid  50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month.  CONTRA  INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext. (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 

Available:  Bottles  of  60,  500. 
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IN  THIS  ISSUE 

Up  Tennis! 

Physicians  Attack  Air  Pollution 
Cardiovascular  Problems 
Elbow  Injuries  from  Baseball 
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ISCP 


STorbptt,  2futirt;tn90,  Ultmonal  hospital 
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306  Coleman  Street  fUarlin  tlexas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith.  M.D..  F.A.C.S. 

A.  C.  Bennett.  M.D.,  F.A.C.S.*** 
D.  R.  Swetland.  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  B.  Barnett,  M.D.* 

W.  F.  McKinley.  Jr.,  M.D. 

James  S.  Bussell,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchings,  M.D.,  F.A.C.S.** 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 


UROLOGY 

Howard  0.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 
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Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
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Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
Lewis  R.  Thompson,  Jr.,  M D.,  D.A.B. O-S.,  Orthopedic 
Surgery 

Miss  Billye  J.  Norris,  R.N.,  Superintendent  of  Nurses 
T.  K.  Johnston,  Business  Manager 

C.  H.  Rosamond,  Associate  Administrator 
Arthur  L.  Cook,  Assistant  Business  Manager 


♦Inactive  status 


Texas  Medicine  is  published  monthly  by  the  Texas  Medical  Association.  Subscription  price,  $5  per  year  for  members;  $9  for  non* 

members;  $10  for  foreign.  Single  copy,  $1. 

Second  class  postage  paid  at  Austin,  Texas,  with  additional  entry  at  Fort  Worth,  Texas,  under 

Act  of  March  3,  1879. 

Address  all  communications  to  Texas  Medical  Association,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TERRELL’S  LARORATORIES 

T.  C.  TERRELL,  M.D.,  F,C.A.P.,  F.A.C.P.  - DIRECTOR 


FORT  WORTH,  TEXAS 
211  Medical  Arts  Bldg. 


DEPARTMENT  OF  PATHOLOGY 
T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P 
May  Owen,  M.D.,  F.C.A.P.,  F.A.C.P. 
Feliks  Gwozdz,  M.D.,  D.A.B.P. 
Richard  C.  Schaffer,  M.D.,  F.C.A.P. 
V.  C.  Cirone,  M.D.,  D.A.B.P. 


DEPARTMENT  OF  RADIOLOGY 
H.  W.  Banker,  M.D.,  D.A.B.R.,  M.A.C.R. 
Ernest  E.  Holt,  M.D.,  D.A.B.R.,  M.A.C.R. 
Janies  C.  Moore,  M.D.,  D.A.B.R.,  M.A.C.R. 
DEPARTMENT  OF  CHEMISTRY 
LaMonte  A.  Tucker,  Ph.D. 


CONSULTING  AND  ANALYTICAL  SERVICES 


PATHOLOGY,  CLINICAL  PATHOLOGY,  FORENSIC  PATHOLOGY  & 
VETERINARY  PATHOLOGY — Bacteriology  - Parasitology  Hematology  - 
Histology  - Chemistry 

TOXICOLOGY — Drugs  - Water  - Foods  - Biological  Materials 
HORMONE  CHEMISTRY — 17  Keto  - 17  Hydroxy  - Estrogen  - Gonadotrophin 
CHROMATOGRAPHY — Hormones  - Amino  Acids  - Vanillylmandelic  Acid 
ELECTROPHORESIS — Abnormal  Hemoglobins  - Serum  Proteins  - Amino  Acids 
QUALITY  CONTROL  IN  CLINICAL  CHEMISTRY 

MANUFACTURING  DEPARTMENT — Allergenic  Extracts  and  Treatment  Sets — 
Mounting  Media  - Specifically  Prepared  Reagents  and  Stains  for  Laboratory  Use 


TERRELL  MEDICAL  GROUP 

FORT  WORTH,  TEXAS 
210  Medical  Arts  Bldg. 


Emory  Davenport,  M.D. 
Henry  G.  Gardiner,  Jr.,  M.D. 


A.  H.  Rutledge,  M.D. 
Elizabeth  A.  Taylor,  M.D. 


Practice  limited  to  Diagnosis,  Allergy,  Cardiology,  Internal  Medicine, 
Neuropsychiatry,  Electroencephalography  and  Physical  Medicine  & Rehabilitation 

T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P. 
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THIS  MONTH 


SCIENTIFIC  ARTICLES 

48  Classification  of  Elbow  Injuries 
From  Baseball  Pitching 

Donald  B.  Slocum,  Eugene,  Ore.,  is 
j|H  chairman  of  the  AMA  Committee 
on  the  Medical  Aspects  of  Sports 
and  has  served  on  the  United 
States  Olympic  Committee  on  Med- 
ical  Services.  He  is  past  vice-presi- 
dent  of  the  American  Board  of 
<;inriiM  Orthopedic  Surgery. 


"Texas 


74  Diagnostic  Limitations 
Of  the  Electrocardiogram 

' George  H.  Carman,  Dallas,  is  clini- 
j cal  assistant  professor  of  medicine. 
University  of  Texas  Southwestern 
Medical  School.  A graduate  of  Cor- 
University  Medical  College,  he 
is  a diplomate  of  the  American 
Board  of  Internal  Medicine  and  of 
Cardiovascular  Disease. 

CARMAN 


54  Nonoperative  Treatment  of  Scoliosis 


81  Penetrating  Wounds  of  the  Heart 


HARRINGTON 


Paul  R.  Harrington,  orthopedic  sur- 
geon in  Houston,  is  associate  pro- 
fessor, both  of  the  Department  of 
Rehabilitation  and  of  the  Division 
of  Orthopedic  Surgery,  Baylor  Uni- 
versity College  of  Medicine,  Hous- 
ton. He  is  chief  of  surgical  services 
at  the  Texas  Medical  Center  where 
he  has  conducted  extensive  re- 
search on  scoliosis  and  biomechan- 
ics of  the  spine. 


SUGG 


W.  L.  Sugg  is  assistant  professor, 
Division  of  Thoracic  and  Cardio- 
vascular Surgery,  University  of  Tex- 
as Southwestern  Medical  School  at 
Dallas  and  is  on  the  staff  of  four 
Dallas  hospitals.  He  is  a diplomate 
of  the  American  Boards  of  Surgery 
and  Thoracic  Surgery.  His  coau- 
thors, W.  R.  yJebb  and  W.  A.  Cook, 
also  specialize  in  thoracic  surgery. 


68  Indications,  Contraindications  for  Cardiac 
Catheterization  and  Angiocardiograms 

R.  D.  Leachman  of  Houston  spe- 
cializes in  treatment  of  congen- 
ital and  rheumatic  heart  disease. 
He  is  on  the  faculty  of  Baylor  Uni- 
versity College  of  Medicine  and  is 
director  of  cardiology  at  St.  Luke’s 
Episcopal  Hospital,  consultant  at 
Texas  Children's  Hospital,  and  at- 
tending physician  at  Ben  Taub  City- 
County  Hospital.  A member  of  the 
Partners  for  the  Alliance  of  Prog- 
ress, he  takes  an  active  interest  in 
inter-American  affairs. 


84  Caged  Ball  Valve  Replacement 

Thomas  M.  Runge  is  currently  vis- 
iting professor.  Department  of  Bio- 
mechanical Engineering,  The  Uni- 
versity of  Texas  at  Austin,  and  is 
director.  Department  of  Electrocar- 
diography, Brackenridge  Hospital, 
Austin.  A board  certified  internist 
and  cardiologist,  he  is  a graduate 
of  The  University  of  Texas  Medical 
Branch,  having  attended  Rice  Uni- 
versity and  The  University  of  Texas  at  Austin.  His 
medical  practice  is  in  Austin. 
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93  Clinicopathologic  Conference 

Participants  in  the  clinicopathologic  conference  from 
Baylor  University  College  of  Medicine,  Houston,  are 
John  G.  Weg,  assistant  professor  of  medicine;  Sang 
Han,  assistant  professor  of  radiology;  Daniel  E. 
Jenkins,  Philip  C.  Johnson,  and  Harold  Brown,  pro- 
fessors of  medicine;  Herbert  L.  Fred,  associate  pro- 
fessor of  medicine  and  guest  editor  for  this  series; 
Joyce  S.  Davis,  associate  professor  of  pathology; 
and  Raymond  D.  Pruitt,  professor  and  chairman, 
department  of  medicine,  and  vice  president  for 
medical  affairs. 


EDITORIALS 

35  Up  Tennis! 

Ben  T.  Withers 

36  Should  Practicing  Pediatricians 
Teach  in  Medical  Schools? 

Fred  S.  Brooksaler 

38  Communications  to  TEXAS  MEDICINE 

A County  Society  Tackles 
Air  Pollution  Control 

39  Questions  and  Answers 
47  Our  Aging  Population 

Howard  R.  Dudgeon,  Jr. 


DEPARTMENTS 

41  ASSOCIATION  NEWS 

42  PERSONALS 
106  GENERAL  NEWS 

116  PAMPHLETS 

117  HIGHLIGHTS  OF  COMING  MEETINGS 
120  MEDICINE  AND  THE  LAW 

125  POSTGRADUATE  COURSES 

126  MEDICINE  IN  LITERATURE 

127  RECENT  DEATHS 


ON  THE  COVER 

As  spring  training  for  the  professional  baseball  sea- 
son and  public  school  and  collegiate  baseball  pro- 
grams get  underway,  injuries  of  the  elbow  joint  re- 
lated to  excessive  pitching  and  throwing  will  in- 
crease. Attention  to  this  injury  is  especially  impor- 
tant among  adolescents  and  pre-adolescents  whose 
rapidly  growing  tissues  are  particularly  prone  to  the 
extremes  of  mechanical  overload.  With  the  annual 
increase  in  elbow  injuries,  physicians  will  be  called 
upon  more  frequently  to  diagnose  and  give  treat- 
ment. Classifications  of  elbow  injuries  and  what  to 
do  about  the  injuries  are  elaborated  in  the  article, 
"Classification  of  Elbow  Injuries  from  Baseball 
Pitching”  on  page  48. 


NEXT  MONTH 

Houston,  host  city  for  the  1968  Texas  Medical  Asso- 
ciation Annual  Session,  will  be  the  subject  of  a spe- 
cial feature  article  in  the  April  issue  of  Texas  Medi- 
cine. Texas  physicians  and  their  wives  will  journey 
to  the  Bayou  City  May  2-5  to  participate  in  events 
of  the  101st  TMA  Annual  Session.  Actions  to  be 
considered  by  the  TMA  House  of  Delegates  at  the 
Annual  Session  will  be  reviewed  in  an  editorial  by 
Dr.  Charles  Max  Cole  of  Dallas,  speaker  of  the  TMA 
House  of  Delegates.  Scientific  articles  in  the  April 
issue  will  include  several  articles  on  otolaryngolog- 
ical  subjects,  an  article  on  infectious  mononucleo- 
sis, one  on  bromide  intoxication,  and  another  on 
solitary  cystic  metastatic  carcinomas  in  the  brain. 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $5  per  year  for  members;  $9  for  nonmembers; 
$10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 
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-HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6831 


*SAN  ANTONIO  SAN  PEDRO  MANOR,  616  West  Russell,  PE  2-5181 


« AUSTIN  FRANCIS  RETIREMENT,  INC.,  6909  Burnet  Road,  GL  2-5719 


♦LONGVIEW  HIGHLAND  PINES,  INC.,  1100  North  4th  St.,  PL  3-7661 


CONVALESCENT 
CARE  AT  ITS  FINEST 
FOR  ALL  ADULTS! 


Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super- 
vision of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the 
physician. 

For  further  information,  including 
statement  of  policies  and  rates,  con- 
tact C.  B.  Francis. 


’‘‘All  four  homes  are  accredited  by 
the  Joint  Council  for  the  Accredita- 
tion of  Hospitals. 

’“Certified  for  Medicare 

’“Certified  for  Medicaid 


C.  B.  FRANCIS 
PRESIDENT 


First  Vice  President 
American  Nursing  Home  Association 

and 

Past  Presidenit 
Texas  Nursing  Home  Association 

C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 
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Is  it  true  the  hospital  office 

already  has  plenty  to  do? 

— Plenty,  that  is,  without  the  twin  burdens  of  credit  investi- 
gations and  policy  assignments? 

You  might  call  Blue  Cross  the  hospital's  “prepayment  depart- 
ment”. It’s  hard  to  beat  /?/r-payment,  isn't  it? 

And  doesn’t  the  patient’s  peace  of  mind  make  him  more 
responsive  to  his  doctor’s  skills? 

Isn’t  it  too  bad  everyone  isn’t  enrolled  in  Blue  Cross/ Blue 
Shield?  (By  the  way,  are  you?) 


GROUP  HOSPITAL  SERVICE,  INC 


BLUE  cross:""  BLUE  SHIELD 


GROUP  LITE  & HEALTH  INSURANCE  COMPANY 

OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  • DALLAS.  TEXAS  75222 
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in  the  treatment  of 

IMPOTENCE 


android 

(thyroid-androgen)  tablets 


@ 


Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75% 


***Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study"  — Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 

Choice  of  4 strengths 

Android  Android-HP  Android-X 

HIGH  POTENCY  EXTRA  HIGH  POTENCY 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  elso  available  with  ESTROGEN 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 
' 2500  W.  6th  St..  Los  Angeles,  Calif.  90057 


Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 


PDR 


of  reproductive  organs  in 
hypertension  unless  the 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  . . .15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 

Available:  Bottles  of  60,  500. 


Androld-E 


Each  Tablet  Contains 
Methyl  Testosterone 
Ethinyl  Estradiol  . . . 
Thyroid  Ext.  (1/6  gr.)  . 
Thiamine  Hydrochloride 
Glutamic  Acid 


2.5  mg. 
0.02  mg. 
10  mg. 
10  mg. 
50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg,  of  testosterone 
per  month.  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


JC-  I 


T^aAomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients: 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


T/aAomcAt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  ...0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


pVasoiiust 

(ANTIHISTAMINIC) 


'Vasomisf 

(PUIH) 


VdsomisT 

i ‘ANTIHISTAMINIC! 

M*TJHMTAMWrc 

igyijve  , 


‘*'!NCO  mtOAATOaT 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 

Our  Integrity  is  Your 
Guarantee 
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TEXAS  MEDICINE 


b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  tbe  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  l)lood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECLOMYCIN 

DEMEnraCHLORXEraACYCLINE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe.- 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Gm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate'  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively, 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


491-7-6046 


A simplified  approach 
to  the  practice  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na^  output, 
yet  easy  on  the  K* 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 

MEIHyClOIHIAZIDE 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL' 


MElllVCL0IHIAZIDE5nig.with 
lESERPIDINE  0.25  mg.  or  ( EORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 
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See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases  — 


METIIYCLOTIIIAZIDE 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 

PllRGyLIN[HVDI10i:Hl01[25mg. 

wiUiMEIHyClOIHI/lZIDEGiiig. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 


ENDURONYi: 


MEinvClOINIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  V\/arn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  it  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt"  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  801438 
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Upper  respiratory  infection!  I thought  everything 
was  a ‘ vinU  these  days?’’ 
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TEXAS  MEDICINE 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
in  two  different  tablet  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride.  25  mg.:  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride.  40  mg.; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen,  500  mg. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY 

HOME 

1250  W.  Rosedale 

ED  5-5942 

ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  procram  and  li> 
censed  adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone;  WA  6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 

FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 

Offices ; 

100  Medical  Tower  Bldg.  — ED  6-8681  1217  West  Cannon  — ED  6-8627 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Surgery; 

L.  L.  Travis,  M.D. 
J.  S.  O’Hare,  M.D. 
R.  K.  Willms,  M.D. 

Orthopedic  Surgery; 


STAFF 
Internal  Medicine; 

J.  T,  Boyd,  M.D. 

F.  H.  Verhoyden,  M.D. 

J.  T.  Scogin,  M.D. 

Mary  A.  Bone,  M.D. 


Pediatrics ; 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes; 
L.  W.  Ralston,  M.D. 


E.  L.  Mahon,  Jr.,  M.D. 
Urology ; 

H.  F.  Rives,  M.D. 

Pathology ; 

Herbert  Davenport,  Jr.,  M.D. 


Obstetrics  and  Gynecology; 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  FjLjV.P.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

*Diploinate  of  tl 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 
SURGERY 

LOUIS  E.  GIBSON,  M.D.,  FA.C.S.* 
OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  MJD.,  F,A.A,0.0  * 
EAR,  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.* 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 

American  Board 
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TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  In  5’s  and  25's. 


per 

phenylephrine  bitartrate  (6  mg.  per  cc.) ' 

acts  in  seconds... 
lasts  for  hours 


Rik^  Riker  Laboratories,  Northrldge,  California  91324 


The 
Children’s 
Division 
of  The 
Menninger  Clinic 


The  new  Children's  Hospital  provides  residential  treat- 
ment tor  emotionally  disturbed  children  from  the  age  of 
5 through  early  adolescence.  Located  on  a 25-acre 
campus  are  the  Bonnie  Phillips  Residence  for  the  ad- 
mission of  30  boys  and  girls  from  5 to  12  years  old  and 
girls  12  to  16,  the  Chris  Luhnow  Residence  for  boys  12  to 
16,  and  Southard  School  which  provides  classrooms, 
tutoring  rooms,  arts  and  crafts,  music,  the  home  arts, 
manual  arts,  a library,  and  a gymnasium. 

Outpatient  consultations,  evaluation,  and  treatment 
are  provided  for  children  to  age  18. 


2 Southard  Place 
Box  829 

Topeka,  Kansas  66601 
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Indications:  TofranW  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allo\A/ed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hype 
thyroid  patients  and  in  patients  re- 
ceiving thyroid  medication  when 
Tofranil  was  added  to  the  regimen 
Imipramine  may  block  the  pharma 
cologic  activity  of  guanethidine  an 
other  related  adrenergic  neuron-  ' 
blocking  agents.  ; 

The  drug  is  not  recommended  at  tlj 
present  time  in  patients  under  12  \i 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation, 
turbances  of  accommodation,  swe 
ing,  dizziness,  weight  gain,  urinary  i 
frequency  or  retention,  nausea  an<  i 
vomiting,  peripheral  neuritis,  mild  1 
parkinson-like  syndrome,  tremors, ' 
rare  cases  of  falling  in  elderly  pa-  ’ 
tients,  confusional  states  (with  sue  i 
symptoms  as  hallucinations  and  d | 
orientation),  activation  of  psychos  I 
schizophrenics  and  agitation  (inci  I 


When 
a milestone  in  life 

is  marred 
by  depression... 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she's  not 
gaining  a daughter. ..she's  losing  a son. 
The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad 
ness,  incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 


:ing  hypomanic  and  manic  episodes) 

I which  may  require  dosage  reduction 
and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
.hypotension  and  substantial  blood 
1 pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
row depression  including  agranulocy- 
f tosis,  sensitization  and  skin  rash 
j including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
I on  sudden  discontinuation  after  pro- 
( longed  treatment  with  high  doses. 

I,  Occasional  hormonal  effects  (im- 
I potence,  decreased  libido,  and  estro- 
j genic  effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
' susceptible  patients  and  in  those 
( using  anticholinergic  agents  (includ- 
j ing  antiparkinsonism  drugs). 

,i  Outpatient  Adult  Dosage:  Initially, 
li  75  mg.  daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg,  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 


-T  r — -I*  imipramine 

lotranil  hydrochloride 

Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


PHYSICIANS’  ART  EXHIBIT 

MAY  2-5, 1968  HOUSTON,  TEXAS 

To  be  held  in  conjunction  with  the 

TEXAS  MEDICAL  ASSOCIATION 
ANNUAL  SESSION 

Physicians  and  wives  are 
invited  to  exhibit: 

PAINTINGS 

PHOTOGRAPHY 

SCULPTURE 


For  additional  information  and  application 
forms  write:  Sheldon  M.  Tucker,  M.D. 


2801  Ella  Blvd. 


Houston,  Texas  77008 


TO  ALL  MY  PATIENTS 


invite  you  to  discuss  frankly 
^tfy  cjuestions  regarding 
services  or  my  fees. 

?hest  medical  service  is  based 
hn‘''a^friendly,  mutual  under- 
standing between  doctor  and  patient 


This  attractive  office  plaque,  available  from  the 
American  Medical  Association,  \will  encourage 
better  understanding  between  you  and  your  pa- 
tients. Suitable  for  wall  or  desk  display,  the 
plaque  measures  6"  x 10V2"-  The  lettering  is 
white  on  a dark  brown  background  and  the  frame 
is  durable  beige  plastic.  The  plaque  is  designed 


to  blend  well  with  any  office  decor.  Cost  of  the 
plaque  is  $1.25,  postpaid.  To  place  your  order, 
write  to  the  Order  Department,  American  Medical 
Association.  Make  check  payable  to  the  AMA. 

AMERICAN  MEDICAL  ASSOCIATION 
535  North  Dearborn  Street  • Chicago,  lil.  60610 
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He’s  had  enough 
excitement 
for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — fo  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen’  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (’A  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming):  Aspirin  (2'/2  gr.).  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  ’A  gr.  (No.  2),  'A  gr.  (No.  3),  or  1 gr. 
(No.  4),  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A,  H.  ROBINS  COMPANY  /I  |J  r»nD||VIC 
RICHMOND,  VA.  23220  /I'n'l /LI D I IM  J 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.’^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  ‘If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest. . 


'»^ethocarbam' 

750  mg 


&Heat  “A  very  valuable 
method  of  applying 
heat  at  home  is  a prolonged 
hot  bath... 


^ /I  yj 


'Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine. . . 


Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available;  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8:950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2:219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Sc.  14:23,1963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1  1 962.  (7) . Feuer,  S.G.,  el  al.:  New  York  J.  Med.  62:1 985,  1 962. 


^Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 

.without  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.* 


[ROBINS 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 


TEXAS  REPORT  on 
Acceptance  and 
Dependability  of 


Conju 


OUER 
3,500.000 
TABLETS 

MARKETED  IN  THE  LAST  24  MONTHS! 


Most  of  these  were  prescribed  by  Texas  physicians 
because... 


■m 


Brand  of  Conjugated  est rog'en s ' (eq u i n e)' 

* meet  the  highest  quality  standards 
^ are  economicai  for  the  patient 


★ and  they  are  manufactured  in  Texas 


First  Texas 


l^,  erne.  Dallas,  Texas  75222 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respiratory 
and  cerebral  stimulation  for  the 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any ) of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


C-14  AS  MILLIGRAMS  NICOTINIC  ACID  EXCRETED 


ged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  55:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


"First  with  the  Retro-Steroids’’ 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazoin 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


An  anorectic  will  help  her  lose  weight 
but  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 


That’s  why  Abbott  offers 
you  a pill  plus  a program. 


The  Product 


For  smooth  appetite 
control  plus  mood 
elevation 


DESOXYN"^  Gradumef  ^ ^ ^ 

Methamphetamine  Hydrochloride  5 mg.  10  mg.  15  mg. 

in  Long-Release  Dose  Form 


For  patients  who  can’t  DESBUTAP  10  Gradumet 

take  plain  amphetamine  10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


a . 1 

' ^ 

FRONT  SIDE 


FRONT  SIDE 


The  Program 


Weight  Control  Booklet 


Specifically  written  to  help  your  patients  under- 
stand why  they  are  overweight,  and  what  they  can 
do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 


tltr  I 

»(  j 

4-»utrullinn  I 
t/ttnr  ; 


Food  Diary 


Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 


Picture  Menu  Booklet 


Please  see  Brief  Summary 
on  next  page. 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  8oi444 


Ask  Your  Abbott  Man  For  Free  Supplies 


Brief  Summary 
DESOXYN®Gradumet® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DESBUTAI!  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DKSHUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 


Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, carclio\'a.scular  disease,  hyper- 
thyroidism,  old  age,  or  those 
sensitive  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  psychic  dependence. 
Careful  supervision  is  necessary  to 
avoid  chronic  intoxication  and 
drug  dependence. 

Amphetamine  side  effects  such 
as  headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  ex- 
cessive sedation  with 
Desbutal  is  often  transient. 


801444 
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TEXAS  MEDICINE 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat pharmaceuticats  since  1856 


the”Librium'effect” 

(chlordiazepoxide  HCI) 


For  years,  physicians 
have  valued  Librium 
(chlordiazepoxide  HCI) 
Capsules  for  their  reliable 
calming  effect. 


(in  capsules) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets— Libritabs 
(chlordiazepoxide). 


(in  Libritabs ) 

(chlordiazepoxide) 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  signifi- 
cant components  of  the  clinical 
profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about 
possible  combined  effects  with  al- 
cohol and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupa- 
tions requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psy- 
chological dependence  have  rarely 
been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those 
who  might  increase  dosage;  with- 
drawal symptoms  (including  convul- 
sions), following  discontinuation  of 
the  drug  and  similar  to  those  seen 
with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential 
benefits  be  weighed  against  its  pos- 
sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude 


ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated. 

Not  recommended  in  children  under 
six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  in- 
hibitors and  phenothiazines.  Observe 
usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage) 
have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with 
evidence  of  impending  depression; 
suicidal  tendencies  may  be  present 
and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship 
has  not  been  established  clinically. 

Adverse  Reactions;  Drowsiness,  ataxia 
and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported. 
Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema. 


minor  menstrual  irregularities,  nau- 
sea and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally 
controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and 
after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  peri- 
odic blood  counts  and  liver-function 
tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Ora/— 
Adults:  Mild  and  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.; 
severe  states,  20  or  25  mg  t.i.d.  or 
q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and 
25  mg— bottles  of  50.  Libritabs^.M. 
(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100. 

With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguish- 
able. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  New  Jersey  07110 
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CANTIL 

(mepenzolate  bromide) 


Diarrhea  and  other  symptoms  of  common 
G.l.  disorders  can  often  be  curbed  with  Cantil 
(mepenzolate  bromide),  bringing  welcome  relief 
to  the  harassed  patient.  Relatively  specific  for 
the  hyperactive  colon,  it  helps  reduce 
diarrhea,  pain  and  spasm  with  minimal  effect 
on  other  viscera.  Cantil  (mepenzolate  bromide) 
is  indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenteritis, 
diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
LAKESIDE  properties.  Side  effects  are  usually  mild. 


CONTRAINDICATIONS:  Sensitivity  to  Cantil®  (mepenzolate  bromide),  glau- 
coma, G.l.  or  G.U.  obstruction,  toxic  megacolon.  WARNINGS:  Possibility  ol 
adverse  reactions  in  advanced  severe  ulcerative  colitis  and  atypical  agitated 
reactions  to  phenobarbital  in  the  elderly  (Cantil  with  Phenobarbital). 
PRECAUTIONS:  Cantil  is  ol  adjunctive  use  only;  treatment  ol  the  underlying 
condition  is  indicated,  be  itxirganic  or  lunctional.  Observe  caution  in  conditions 
known  to  be  incompatible  with  attopine-like  drugs,  e.g.,  open-angle  glaucoma 
or  prostatic  hypertrophy.  ADVERSE  EFFECTS:  Dry  mouth;  blurred  vision: 
constipation;  nausea;  vomiting;  bloating;  dizziness;  urinary  retention.  All  are 
anticholinergic  ellects  and  usually  tolerable.  Habituation  and  idiosyncratic 
reactions  to  phenobarbital  (Cantil  with  Phenobarbital)  are  possible,  as  is 
generalized  rash.  DOSAGE:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  reliel.  Cantil  with  Phenobarbital  may 
be  prescribed  il  sedation  is  reguired.  HOW  SUPPLIED:  CANTIL  (mepenzolate 
bromide)— 25  mg.  per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL— containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg.  mepenzolate  bromide.  Bottles 
of  100  and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS— headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS-most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARYSINUS-headacheand 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID  SINUS-headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 


Source  of 


symptomatic 

relief 


SINUTAB 


Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure  (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions : Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HCl,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
(%  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HCl,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HCl,  and  10  mg.  phenyltoloxamine 

citrate.  *Subjectto  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 


WARN  ER  - CHILCOTT 


S-IN-81-4C 

Morris  Plains,  N.J. 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  Indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  In  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

( LTR2a I 


800192 


Now.. .twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New. . .V-CiUin  Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additiorial  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis.  Indiana  46206. 
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Up  Tennis! 

GOLF  IS  SUCH  a sedentary  pastime!  Tennis — now 
there’s  a game  matching  strategy,  wits,  athletic 
prowess,  and  stamina  (with  a gradual  build-up  be- 
fore entering  tournament  singles,  of  course).  King 
Gustaf  VI  of  Sweden  played  tennis  in  the  rugged 
Scandinavian  latitude  into  his  80th  decade.  When 
actor  Edward  Everett  Horton,  81,  was  asked  how 
long  he  intended  to  play  tennis,  he  said,  “Fm  going 
to  give  it  just  ten  more  years  and  if  I haven’t 
amounted  to  something  by  then.  I’ll  go  back  to  hand- 
ball.” My  oldest  tennis  colleague,  who  plays  four 
times  weekly,  is  72  years  old.  He  got  too  old  to  be  a 
chemistry  professor,  but  not  too  old  for  gamboling 
on  the  courts  (or  should  I say  gaming?).  True,  he 
wears  heavy  lensed,  yellow  shooting  glasses,  knee 
and  elbow  elastic  supports,  and  built-up  arch,  rein- 
forced tennis  shoes.  But  he  loves  it  and  his  cardio- 
vascular reserve  is  good.  He  fairly  scoffs  at  his  Medi- 
care entitlement. 

Harken  to  the  statement  of  Eric  Sanderson,  M.D., 
of  Seattle: 

The  fellow  with  a couple  of  racquets  under  his  arm 
bounds  down  the  ramp  (from  the  airplane)  bronzed,  smil- 
ing, virile,  holding  in  his  stomach,  traveling  light,  eager  to 
get  in  a few  sets  before  sundown.  The  golf  nuts  aboard 
will  be  in  no  hurry.  They  have  learned  it  is  useless.  They 
have  to  stand  around  and  wait  for  the  men  to  unload  bag- 
gage from  the  plane. — There  is  the  need  to  settle  in  some- 
where before  calling  around  to  find  a course  to  play  on  the 
next  day  (and  rent-a-car).  There  is  also  the  matter  of 
money.  What  with  green  fees  and  electric  cart  fees,  a 
couple  can  drop  50  bucks  playing  golf. 

Golf  is  frustrating — people  lie  awake  at  night  and  brood. 
Who  remembers  what  happened  on  the  third  shot  of  the 
third  game  of  the  second  set  and  how  they  were  holding 
their  racquet  then?  Tennis  players  go  to  sleep  smiling. 
“Gee,  that  was  a good  workout,”  they  say. 

Until  a few  years  ago,  general  interest  in  tennis 
had  waned.  Unfortunately  it  suffered  from  an  “im- 
age of  snobbery  and  effeteness.  Modern  facts  are 
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otherwise ; fatigue  laboratory  tests  rank  it  in 
the  upper  echelon  with  exertional  sports — 
yes,  above  football.  Where  do  you  get  a 
chance  to  huddle  in  a match  or  platoon  re- 
lief?” This  quotation  from  Dr.  Willard  Nich- 
oll  of  Greeley,  Colo.,  as  well  as  Dr.  Sander- 
son’s, was  written  in  support  of  the  new 
American  Medical  Tennis  Association  in  a 
recent  issue  of  the  magazine  “Rx  Golf  and 
Travel.” 

Like  Australia,  Texas  is  a “natural”  loca- 
tion for  development  of  champion  tennis  play- 
ers. Although  we  have  no  top  world  circuit 
amateurs  among  physicians,  our  state  can 
boast  of  Cliff  Richey  (who  recently  married 
a Houstonian),  rated  number  3 in  the  world, 
and  his  sister,  Nancy  Richey,  number  2 in  the 
USA  and  in  the  top  ten  women  players,  world 
rated.  They  are  brother  and  sister  from  San 
Angelo,  Texas,  trained  by  their  father.  Ten- 
nis pro,  George  Richey. 

The  purpose  of  this  writing,  dear  readers 
(aside  from  philosophical  musings)  is  to  tell 
you  of  your  next  great  chance  for  fame  on 
the  courts  or  possibly  just  “a  good  workout,” 
as  in  the  case  of  rank  amateurs  like  myself. 
Come  May  2 and  3 of  this  year,  we  shall  have 
the  fourth  and  greatest  yet  tennis  tournament 
for  TMA  physicians  and  wives  in  Houston. 
You  recall,  we  Houstonians  have  the  pleasure 
of  hosting  the  TMA  Annual  Session  this  year. 
There  will  be  events  for  men’s  and  women’s 
singles,  men’s  and  women’s  doubles,  and 
mixed  doubles  at  Memorial  Park  Tennis  Cen- 
ter. Bob  Nesmith,  the  Center’s  tennis  pro,  has 
offered  to  help  in  every  way  possible.  There 
will  be  trophies  for  winners  and  runners-up 
for  both  champion  and  consolation  flights. 
For  those  players  who  do  not  have  a TMA 
tennis  tournament  chairman  in  your  city, 
please  contact  Dr.  Charles  Russo,  1121  Her- 
mann Professional  Bldg.,  Houston  77025  for 
information  or  for  sending  the  $5  entry  fee 
payment. 

As  our  1968  Olympic-sponsoring  neighbors 
to  the  South  would  say:  “Viva  Tennis!” 

— Ben  T,  Withers,  M.D., 

Chairman,  Houston  TMA 
Tennis  Tournament  ’68. 

[Editor’s  Note:  In  view  of  the  possible  in- 
flammatory nature  of  this  article,  the  Jour- 
nal Advisory  Committee  has  declared  that  it 
will  allow  equal  space  in  Texas  Medicine  for 
a possibly  equally  inflammatory  response 
from  “golf  nuts.”] 


Should  Practicing  Pediatricians 
Teach  in  Medical  Schools? 

AT  THE  TIME  of  World  War  I,  the  ma- 
jority of  medical  schools  in  the  United  States 
had  a department  of  pediatrics  and  a profes- 
sor, although  it  was  not  until  World  War  II 
that  most  medical  schools  established  inde- 
pendent pediatric  departments. 

A department  of  pediatrics  was  created  at 
the  Medical  Branch  in  Galveston  in  1919  un- 
der Dr.  W.  Boyd  Reading.  In  1922  Dr.  Hugh 
Leslie  Moore  became  professor  of  pediatrics 
at  Baylor  University  College  of  Medicine, 
then  located  in  Dallas.  With  continued  ex- 
pansion, the  need  for  a full-time  head  of  pe- 
diatrics became  evident  at  The  University 
of  Texas  Medical  Branch  in  Galveston,  and 
in  1944  the  late  Dr.  Arild  E.  Hansen  of  Min- 
nesota became  the  first  full-time  professor 
of  pediatrics  in  Texas.  In  1947,  Dr.  Russell 
Blattner  was  appointed  professor  and  chair- 
man of  the  Department  of  Pediatrics  at  Bay- 
lor University  in  Houston,  while  at  South- 
western the  full-time  professorship  was  cre- 
ated after  Dr.  Moore’s  death  in  1950.  In  the 
meantime  the  pediatric  departments  of  the 
three  medical  schools  in  Texas  grew  rapidly 
and  many  full-time  faculty  members  were 
added.  Now  comprehensive  research  and 
teaching  programs  for  medical  students  and 
residents  exist  as  fundamental  units  through- 
out the  United  States.  The  status  of  medical 
education  has  improved  but  the  status  of 
private  practice  has  been  modified.  The  older 
prototype  of  the  practitioner-teacher  with 
close  ties  to  both  medical  schools  and  com- 
munity medicine  has  been  replaced  by  the 
full-time  teacher  who,  academically  oriented 
and  committed  to  research,  sometimes  does 
not  provide  an  effective  link  between  the  ad- 
vance of  science  and  the  rank  and  file  practi- 
tioner. As  a consequence,  in  some  cities  with 
medical  schools  the  medical  profession  has 
become  divided  into  two  camps,  practitioners 
and  academicians.  In  these  cities  an  unfor- 
tunate schism  has  developed  between  academ- 
ic medicine  and  medical  practice — the  town- 
gown  syndrome.  There  are  several  contribut- 
ing factors  involved  in  this  syndrome:  (1) 
the  external  pressures  imposed  upon  the 
practice  of  medicine  as  a social  force;  (2) 
the  opportunities  of  American  life  which 
have  led  to  the  American  patient  becoming 
knowledgeable  and  demanding;  (3)  the  rise 
of  specialization  which  has  caused  a split  in 
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medicine  and  for  some  has  brought  a sense 
of  insecurity;  and  (4)  the  basic  differences 
in  philosophy  of  medical  education  among 
physicians.  As  the  gulf  widened  between 
full-time  and  part-time  faculty,  many  prac- 
titioner-teachers withdrew  and  only  a few 
remained  in  some  large  university  facilities. 
Sometimes  the  attitude  of  some  full-time 
physicians  toward  practitioners  is  transmit- 
ted to  the  students,  most  of  whom  plan  to  be 
practitioners.  The  students  sometimes  get 
the  impression  that  the  practitioner  is  a sec- 
ond-class doctor  and  naturally  the  student 
does  not  want  to  be  a second-class  doctor. 
Therefore,  this  young  man  enters  medical 
practice  with  an  air  of  uncertainty  and 
apology. 

Yet  when  the  young  doctor  enters  the 
practice  of  medicine,  he  will  encounter  prob- 
lems— sometimes  major,  sometimes  minor — 
from  which  the  full-time  teacher  is  protect- 
ed. The  practicing  physician  is  in  intimate 
touch  with  certain  medical  knowledge  and 
technique  that  is  well  worth  teaching  stu- 
dents. 

It  is  fortunate  that  in  the  medical  schools 
in  Texas,  practitioners  of  pediatrics  have 
always  participated  in  the  teaching  of  med- 
ical students,  especially  in  the  outpatient  de- 
partments of  the  children’s  medical  centers. 
The  pediatrician  feels  adequate  in  the  out- 
patient clinic  to  undertake  the  care  of  chil- 
dren and  to  deal  in  interpersonal  relations. 
He  is  comfortable  teaching  students  how  to 
handle  crying  babies,  how  to  satisfy  parents 
and  grandparents,  and  to  deal  with  other 
problems.  The  approach  to  these  clinical 
problems  is  a part  of  the  experience  of  the 
practicing  physician  in  the  daily  office  rou- 
tine and  therefore  can  be  easily  and  effec- 
tively taught  by  him. 

Let  me  report  to  you  about  another  phase 
of  undergraduate  teaching  which  we  recent- 
ly introduced  into  our  pediatric  curriculum 
at  The  University  of  Texas  Southwestern 
Medical  School  in  Dallas.  During  their  pedi- 
atric rotation  the  senior  students  are  as- 
signed to  spend  two  mornings  in  the  offices 
of  two  practicing  pediatricians.  There  they 
watch  and  are  instructed  in  the  routine  of 
office  practice ; they  learn  the  art  of  handling 
the  minor  behavior  problems  of  the  child; 
how  to  satisfy  the  parents ; how  to  work  with 
the  referring  doctors ; and  the  civic  responsi- 
bilities and  the  business  side  of  medicine, 
including  the  technique  of  keeping  records, 
making  charges,  bookkeeping,  and  insur- 
ance. 


In  order  to  evaluate  the  learning  experi- 
ence, a questionnaire  was  sent  to  all  100 
senior  students  at  the  end  of  the  academic 
year  asking  for  their  overall  evaluation  of 
office  pediatrics  in  four  categories.  Forty- 
seven  percent  of  the  respondents  evaluated 
the  experience  as  excellent ; 51  percent  good ; 
2 percent,  poor;  and  no  student  considered 
the  experience  “not  worth  the  time.”  The 
students  commented  that  the  experience  was 
worthwhile  and  that  it  provided  a glimpse 
of  the  private  practice  of  medicine  along 
with  a lesson  in  office  economics.  These 
favorable  comments  by  the  students  have  en- 
couraged us  to  continue  the  program  in  the 
future. 

The  answer  to  the  question,  “Should  prac- 
ticing pediatricians  teach  in  medical 
schools?”  is  YES.  There  is  one  prerequi- 
site, however,  the  pediatrician  in  practice 
must  continue  his  medical  education;  he  has 
to  study,  to  read,  to  attend  staff  and  other 
medical  meetings,  and  to  take  courses.  Un- 
dergraduates are  students  for  four  years; 
postgraduate  physicians  are  students  for  40 
years. 

Medicine  is  a humanistic  endeavor  con- 
cerned with  human  life  and  values,  with  a 
society’s  culture,  with  everything  that 
touches  on  human  feelings  and  behavior.  It 
must  utilize  academic  disciplines;  but  it 
must  not  be  dominated  by  them.  It  was  the 
great  Sir  William  Osier  who  said:  “The  suc- 
cessful teacher  in  medical  schools  is  a senior 
student  anxious  to  help  his  juniors”  and 
“teach  them  how  to  observe,  give  them  plen- 
ty of  facts  to  observe,  and  the  lessons  will 
come  out  of  the  facts  themselves.” 

It  is  hard  to  teach  effectively  what  is  not 
a part  of  experience.  Therefore  the  preserva- 
tion of  a group  of  practitioner-teachers  who 
encounter  human  illness  in  all  its  aspects  is 
essential  to  the  cultivation  of  the  highest 
standards  of  medical  practice. 

— Fred  S.  Brooksaler,  M.D., 

Dallas. 
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Air  Pollution  Control: 

Should  the  County  Medical 
Society  Get  Involved? 

“Most  physicians  will  respond  if  asked  to  render 
a service  and  if  provided  with  a good  reason  for 
doing  it.” — C.  Lincoln  Williston,  executive  secre- 
tary, Texas  Medical  Association,  writing  in  the 
April,  1966  issue  of  The  Journal  of  the  Tennessee 
Medical  Association. 

In  his  letter  to  a group  of  Bexar  County 
Medical  Society  physicians,  society  president 
Dr.  John  M.  Smith,  Jr.,  said  this:  “IVe  an- 
ticipated that  in  the  near  future  our  com- 
munity is  going  to  begin  questioning  the  med- 
ical profession  as  to  why  nothing  has  been 
done  locally  to  abate  air  pollution.  Unless  we 
are  prepared,  as  other  progressive  cities  are, 
it  could  lead  to  embarrassment  and  harmful 
criticism  of  our  society.  Consequently,  I’m 
forming  a ‘Clean  Air  Committee’  to  deal  with 
the  problem  and  am  asking  you  to  serve  as 
an  active  member.” 

None  of  us  receiving  the  letter  had  ever 
been  confronted  with  better  justification  for 
serving  and  not  one  man  declined  the  request. 
That  was  Aug.  2,  1967. 

Our  committee  is  composed  of  these  physi- 
cians : Leon  Cander,  professor  of  medicine. 
University  of  Texas  Medical  School  at  San 
Antonio;  Bernard  Fein,  allergist;  Harry 
Stephens,  general  practice  (Dr.  Stephens  is 
the  committee’s  vice  chairman)  ; William  R. 
Ross,  director,  San  Antonio  Metropolitan 
Health  District;  Bernard  Palmer,  otolaryn- 
gologist; Philip  Greenfield,  ophthalmologist. 


and  David  McCullough,  internal  medicine. 
Consultant  is  Mr.  G.  Walt  Harrison,  Pollu- 
tion Control  Officer,  San  Antonio  Metropoli- 
tan Health  District.  I’m  a pediatrician  and 
chairman  for  the  group.  Our  councilor,  and 
perhaps  the  man  most  singularly  responsible 
for  establishing  our  objectives,  is  Dr.  Jack  B. 
Lee,  the  society’s  vice-president  in  1967. 

At  our  first  two  meetings  we  had  to  deter- 
mine exactly  what  we  were  going  to  do.  We 
knew  our  purpose  for  being,  but  we  needed 
to  decide  how  we  were  going  to  function. 
How  could  we,  a medical  society  committee 
without  authority  or  factual  proof,  convince 
our  community  that  now  is  the  time  to  take 
action  against  the  potential  dangers  of  air 
pollution  before  it  reached  the  menacing  pro- 
portions found  elsewhere  in  the  nation?  We 
were  obviously  working  with  an  intangible 
product — a product  which  would  have  to  be 
sold  to  every  member  of  our  area  if  we  hoped 
to  achieve  the  minimum  of  success. 

After  much  discussion  we  reasoned  that 
our  responsibilities  included,  but  were  not 
necessarily  limited  to,  the  following  func- 
tions: (1)  to  act  in  an  advisory  capacity  to 
the  San  Antonio  Metropolitan  Health  Dis- 
trict and/or  other  agencies  as  required  con- 
cerning sources  of  pollution,  the  establish- 
ment of  air  quality  standards,  and  the  formu- 
lation and  enactment  of  ordinances  aimed  at 
controlling  air  pollution;  (2)  to  inform  the 
public,  legislators,  and  other  pertinent  offi- 
cials of  our  findings  and  correlate  useful  epi- 
demiological data  with  air  pollution  patterns 
to  determine  the  effects  on  community 
health;  (3)  to  encourage  studies  to  determine 
significant  air  pollution  problems  or  poten- 
tial problems  in  urban  areas;  and  (4)  to  en- 
courage development  of  methods  to  provide 
more  sensitive  diagnosis  of  lung  function  and 
disease. 

The  first  major  step  toward  accomplishing 
these  objectives  was  taken  last  November 
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when  the  society,  at  the  request  of  our  com- 
mittee, hosted  a dinner-meeting  at  the  Bexar 
County  Medical  Library.  The  invited  guests 
were  civic  leaders,  federal,  state,  county,  and 
city  officials,  and  industrialists.  Keynote 
speaker  for  the  function  was  Dr.  Edward  T. 
Blomquist,  the  Associate  Director,  National 
Center  for  Air  Pollution  Control,  Washing- 
ton, D.C. 

Dr.  Blomquist  told  our  audience  how  se- 
vere the  air  pollution  problem  is  in  other  sec- 
tors of  the  nation  and  emphasized  the  im- 
portance of  getting  started  immediately  to 
establish  effective  controls. 

Mr.  Charles  Barden,  executive  secretary  of 
the  Texas  Air  Control  Board,  discussed  the 
function  of  his  organization  and  the  back- 
ground on  that  agency’s  enactment  of  the 
Clean  Air  Act  of  Texas,  1967. 

Dr.  Ross  told  the  group  about  current  local 
problems  and  of  the  Metropolitan  Health  Dis- 
trict’s two-year  program  to  study  local  air 
quality  and  establish  air  standards. 

I briefed  our  guests  on  the  effect  air  pollu- 
tion has  on  our  health.  A question  and  answer 
session  followed  the  program  and  the  audi- 
ence reacted  enthusiastically  with  a volley  of 
questions  directed  to  all  members  of  the 
panel. 

Generally  the  questions  were  regarding  the 
effect  on  health.  The  audience  seemed  un- 
aware of  the  effect  of  long-term  exposure  to 
low  concentrations  and  the  relationship  to 
disease.  There  were  varied  questions  about 
the  various  regulations  of  the  Texas  Air  Con- 
trol Board. 

Nothing  our  society  has  done  has  gained 
more  public  attention  than  the  appointment 
and  actions  of  our  Clean  Air  Committee.  All 
facets  of  the  communications  media — radio, 
television  and  newspapers — have  gone  all-out 
to  support  our  goals.  (Many  of  the  TV  sta- 
tions and  newspapers  have  forwarded  letters 
from  irate  citizens  complaining  about  air  pol- 
lution for  us  to  act  upon  or  answer.  Perhaps 
this  is  the  reason  they  support  us  so  strongly 
— we’ve  taken  the  monkey  off  their  backs!) 

Until  now,  about  all  we’ve  actually  done  is 
make  the  public  aware  of  what  will  happen 
to  our  city  and  our  health  if  we  don’t  get 
started  on  this  problem,  and  soon.  That’s  not 
the  end — only  the  beginning. 

And  that’s  the  point  at  which  all  problems 
must  be  approached — the  beginning. 

— William  B.  Brendel,  M.D., 
San  Antonio, 
Bexar  County  Medical  Society. 


QUESTIONS 

iaM 

AND 

ANSWERS 

Measles  Immunization  Policies 

What  is  the  Texas  Medical  Association  policy  on 
measles  immunization? 

The  Committee  on  Public  Health  of  the  Texas 
Medical  Association  strongly  urges  that  all  individuals 
should  be  properly  immunized  at  the  proper  times. 
The  Committee  firmly  believes  that  the  choice  of  meth- 
ods of  administration  should  be  left  up  to  the  local 
physician  and  the  county  medical  society. 

The  Texas  Medical  Association  House  of  Delegates 
in  1966  endorsed  the  use  of  attenuated  live  virus 
measles  vaccine  for  the  prevention  of  measles,  and 
recommended  that  the  method  of  vaccine  administra- 
tion be  left  to  the  discretion  of  the  county  medical 
society  and  the  individual  physician.  In  1967,  the 
House  concurred  that  all  children  should  be  actively 
immunized  against  measles  as  a routine  practice  in 
physicians’  offices  and  public  health  clinics. 

Most  recently,  the  Association,  at  its  Executive 
Board  meeting  in  January,  recommended  that  killed 
measles  vaccines  should  no  longer  be  used  in  meas- 
les immunizations  programs.  In  addition,  the  Board 
declared  that  live  virus  measles  vaccines  should  not 
be  administered  to  those  who  have  received  previously 
the  killed  virus  measles  vaccine.  Published  evidence 
has  shown  that  severe  reactions  can  occur  in  children 
receiving  live  virus  measles  vaccines  or  exposure  to 
natural  disease  after  having  received  the  killed  vaccine. 

The  Texas  Medical  Association  in  cooperation  with 
the  State  Department  of  Health  and  the  Texas  Associ- 
ation for  Retarded  Children  has,  in  recent  years,  par- 
ticipated in  an  intensive  informational  and  educational 
campaign  to  the  public  and  physicians  of  Texas,  using 
all  available  media,  including  outdoor  billboard  adver- 
tising. Many  county  medical  societies  have  chosen  to 
conduct,  sponsor,  or  otherwise  assist  in  intensive  im- 
munization campaigns  designed  to  eradicate  measles 
in  this  state  in  the  near  future.  That  these  efforts 
have  been  successful  is  apparent  in  the  morbidity 
reports  of  the  State  Department  of  Health.  Since 
1964,  illness  and  death  have  rapidly  decreased.  That 
year,  there  were  71,629  cases  reported  with  68 
deaths.  In  the  first  10  months  of  1967,  there  were 
13,411  cases  reported,  and  only  13  deaths. 

— SAM  A.  NIXON,  M.D.,  Floresville, 
Chairman,  TMA  Committee  on  Public  Health. 


Volume  64,  March,  1968 


39 


no  NOT  BE  CONFUSED 

THE  TEXAS  MEDICAL  ASSOCIATION 

^ sponsors  and  approves  only  one 

DISABILITY  INCOME  INSURANCE  PROGRAM 


The  application  for  the  T.M.A.  0roup  Plan  is  headed; 


Application  to 

LUMBERMENS  MUTUAL  CASUALTY  COMPANY 
for 

TEXAS  MEDICAL  ASSOCIATION 

"TRUE  GROUP"  DISABILITY  INCOME  PROGRAM 


The  T.M.A.  Policy  reads: 


LUMBERMENS  MUTUAL  CASUALTY  COMPANY 

(A  MUTUAL  INSURANCE  COMPANY,  HEREIN  CALLED  THE  COMPANY) 

MUTUAL  INSURANCE  BUILDING 
CHICAGO  40 

Having  issued  Group  Policy  No.  P12240,  insuring  Members  of  the 


Texas  Medical  Association 


It  in  doubt  about  your  policy,  check  it  with  the  above  facsimile 


PLANS  LABELED  — 

For  Members  of  the  Association. 

For  Doctors  only. 

For  Members  of  County  Medical  Societies. 
Are  not  to  be  confused  with  the  T.M.A.  Plan. 


CHARLES  O.  FINLEY  & COMPANY 

Administrator 

TEXAS  MEDICAL  ASSOCIATION 
Group  Disability  Income  Program 
1905  N.  Lamar  Blvd. 


Austin,  Texas 
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ASSOCIATION  NEWS 

Old  Age  Assistance  Payment  Principles 
Under  Medicare,  Medicaid  Clarified 


Texas  physicians  will  have  the  op- 
tion of  either  direct  billing  or  taking 
an  assisgnment  on  Medicare  bene- 
fits for  services  rendered  to  some 
228,000  Old  Age  Assistance  recipi- 
ents who  are  receiving  cash  grants 
from  the  State  Department  of  Public 
Welfare. 

This  complex  administrative  ques- 
tion has  been  clarified  by  the  Texas 
State  Department  of  Public  Welfare 
following  conferences  with  represent- 
atives of  the  Texas  Medical  Associa- 
tion. The  clarification  represents  an- 
other product  of  a wholesome  and 
cooperative  relationship  between 
physicians  serving  on  TMA’s  Special 
Committee  on  Title  XIX,  Mr.  Burton 
G.  Hackney,  state  commissioner  of 
welfare,  and  Dr.  David  Wade,  assist- 
ant commissioner  for  medical  admin- 
istration. 

Old  Age  Assistance  recipients  in 
this  state  are  covered  under  both  the 
Medicare  and  Medicaid  (Title  XIX) 
programs.  The  Texas  State  Depart- 
ment of  Public  Welfare  Is  using  Title 
XIX  funds  to  purchase  Medicare's 
Part  B benefits  for  those  individuals. 
Title  XIX  funds  also  are  used  by  the 
Texas  State  Department  of  Public 
Welfare  to  pay  coinsurance  and  de- 
ductible provisions  which  are  not 
covered  under  the  Part  B program. 

The  administrative  complexity  has 
been  created  by  differences  in  the 
federal  law  as  they  relate  to  reim- 
bursement for  professional  services 
under  the  Medicare  and  Medicaid 
programs.  Under  Medicare,  physi- 
cians have  the  option  of  billing  the 
patient  directly,  or  taking  an  assign- 
ment from  the  patient  for  services 
rendered  and  submitting  it  to  the 
fiscal  intermediary.  Unlike  Medicare, 
Title  XIX  makes  no  provisions  for 
payment  directly  to  patients  who  are 
cash  assistance  recipients.  The  fiscal 
intermediary  is  permitted  by  law  to 
make  payments  only  to  physicians 
and  other  providers  of  services. 

The  physician  may  send  his  bill 
directly  to  the  patient  for  services 
covered  by  Medicare.  The  patient,  in 
turn,  will  present  an  itemized  state- 
ment to  the  fiscal  intermediary.  Blue 
Cross  will  reimburse  the  patient  in 


the  amount  of  80  percent  of  the  rea- 
sonable charge,  after  the  $50  de- 
ductible under  Part  B of  Medicare 
has  been  satisfied.  This  procedure  is 
identical  to  the  handling  of  claims 
for  all  patients  under  the  Medicare 
program. 

If  direct  billing  is  used  by  the  phy- 
sician, the  Old  Age  Assistance  re- 
cipient will  lose  his  coverage  for  the 
$50  deductible  and  the  20  percent 
coinsurance  features  which  are  pro- 
vided for  him  under  the  Title  XIX 
program.  It  will  not  be  possible  for 
a physician  to  bill  the  patient  direct- 
ly under  Part  B of  Medicare  and  then 
to  accept  an  assignment  for  cover- 
age provided  the  Old  Age  Assistance 
recipient  under  Title  XIX. 

The  TMA  Committee  on  Title  XIX 
has  pointed  out  that  both  Texas 
physicians  and  the  Texas  State  De- 
partment of  Public  Welfare  have  a 
responsibility  to  make  known  this 
information,  as  it  relates  to  direct 
billing,  to  Old  Age  Assistance  recipi- 
ents. 

The  physician  has  the  option  of 
accepting  an  assignment  from  the 
patient  for  both  Medicare  and  Title 
XIX  benefits.  If  the  physician  choos- 
es to  accept  an  assignment,  he  will 
receive  reimbursement  from  Blue 
Cross  for  reasonable  charges  under 
the  Medicare  program.  He  also  will 
be  reimbursed  by  Blue  Cross  for  the 
deductible  and  coinsurance  features, 
through  funds  made  available  under 
Title  XIX. 


Dr.  Charles  Max  Cole,  Dallas, 
Chairman  of  the  Committee  on  Title 
XIX,  has  pointed  out  that  TMA  has 
supported  the  principle  of  providing 
the  physician  with  the  option  of  di- 
rect billing  or  taking  an  assignment 
under  the  Medicare  and  Title  XIX 
programs.  Though  direct  billing  is 
not  permitted  by  federal  law  at  this 
time  for  Title  XIX  cash  assistance 
recipients,  TMA  vyiil  continue  to  seek 
this  objective  through  Congressional 
legislation. 

TMA  RETIREMENT  PLAN 
AWAITING  IRS  APPROVAL 

A retirement  plan  for  physicians, 
to  be  sponsored  by  the  Texas  Medi- 
cal Association  and  quaiifying  under 
the  Keogh  Act,  has  been  signed  by 
TMA  officials,  and  by  officials  of  the 
Mercantile  National  Bank  of  Dallas 
as  trustee.  The  proposed  retirement 
plan  has  been  sent  to  officials  of  the 
Internal  Revenue  Service  for  approv- 
al. Approval  is  expected  to  be  re- 
ceived sometime  prior  to  the  TMA 
Annual  Session  in  May. 

When  approved  the  plan  vdli  be 
available  for  full  participation  in 
1968,  and  enrollment  will  begin.  Af- 
ter enrollment  begins,  contributions 
may  be  made  by  the  month,  semi- 
annually, or  annually  prior  to  the  last 
day  of  the  year. 

Fees  will  be  as  follows: 

1.  Enrollment  fee  of  $35  for  each 
employer  group. 

2.  Annual  charges  to  include  (a) 
one  half  of  1 percent  to  the  market 
value  of  the  common  trust  fund  ad- 
ministered by  the  trustee  (this  fee 
vdll  be  taken  at  the  rate  of  1/24  of 
1 percent  each  month  and  will  be  a 
charge  against  the  fund),  $3  per 
year  for  each  annuity  contract  held 
by  the  trustee,  $6  per  participant  per 
year  for  maintaining  accounts  (an 
additional  $10  per  person  will  be 
charged  when  all  or  a portion  of  the 
funds  are  invested  in  mutual  funds), 
and  $10  for  each  investment  change 
directed  by  the  participant. 
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The  minimum  annual  fee  will  be 
$50  per  year  per  employer  group. 

The  TMA  Council  on  Medical  Ser- 
vice and  Insurance  and  the  trustee 
bank  will  review  fees  and  proposed 
changes  in  management  and  admin- 
istration of  the  retirement  plan  in 
December  of  each  year. 

A nationally  known  mutual  insur- 
ance company  will  administer  the 
annuity'  part  of  the  retirement  pro- 
gram. The  trustee  and  insurance 
company  will  deal  directly  with 
each  other,  thereby  eliminating  the 
payment  of  an  agent  commission. 
Annuities  available  will  be  fixed,  var- 
iable, and  a combination  of  fixed 
and  variable. 

The  TMA  retirement  plan  is  in- 
tended to  be  flexible,  offering  the 
physician  several  methods  of  invest- 
ment to  choose  from:  balanced  and 
growth  mutual  funds,  annuities  of 
various  kinds,  US  government  bonds, 
common  trust  funds,  or  savings  ac- 
counts. The  physician,  or  a member 
of  this  group  can  move  his  funds 
from  one  media  to  another  with  the 
payment  of  a small  fee.  The  various 
investment  media  participating  in 
the  plan  will  maintain  booths  at  the 
TMA  Annual  Session  in  May. 

SURVEY  SCHEDULED 
ON  REPORTING  OF  VD 

Because  physician  reporting  is  the 
foundation  of  the  venereal  disease 
control  program,  this  year  the  Amer- 
ican Social  Health  Association 
(ASHA)  will  conduct  another  "Na- 
tional Survey  of  VD  Incidence"  to 
determine  the  current  level  of  re- 
porting. A similar  survey  made  by 
ASHA  in  1962  indicated  that  physi- 
cians were  reporting  only  11  percent 
of  the  infectious  VD  cases  they 
treated  in  their  private  practices. 

On  July  1,  1968,  all  physicians  in 
private  practice  in  the  United  States 
(about  128,000}  will  receive  a ques- 
tionnaire asking  the  number  of  cases 
of  infectious  syphilis,  other  stages 
of  syphilis  and  gonorrhea  treated  by 
them  in  the  three  preceding  months, 
April  1 through  June  30. 

The  survey  will  be  conducted  by 
the  American  Social  Health  Associa- 
tion and  will  be  sponsored  by  the 
American  Medical  Association,  the 
American  Osteopathic  Association, 
and  the  National  Medical  Association 
in  cooperation  with  the  US  Public 
Health  Service.  The  survey  is  also 
endorsed  by  the  Texas  Medical  As- 
sociation. 

Following  receipt  of  complete  tab- 
ulations on  the  results  of  the  sur- 
vey, ASHA  w/ill  analyze  the  results 


and  provide  each  sponsor  and  the 
Public  Health  Service  with  a copy 
of  its  analysis.  Approximately  one 
inonth  after  receipt  of  ASHA's  re- 
port, a joint  meeting  of  all  sponsors 
and  the  Public  Health  Service  will  be 
convened  for  discussion  and  agree- 
ment on  the  findings  and  for  plan- 
ning publication  of  findings. 

BLUE  CROSS  CONDUCTING 
WORKSHOPS  IN  TEXAS 

Blue  Cross  of  Texas  is  conducting 
a series  of  utilization  review  work- 
shops in  various  areas  of  Texas  dur- 
ing the  spring. 

Workshops,  of  special  interest  to 
hospital  administrators,  chiefs  of 
staff,  and  chairmen  of  utilization  re- 
view committees,  begin  at  2 p.m. 
and  conclude  at  approximately  4 
p.m.  on  the  appointed  dates. 

Workshop  programs  include 
sfreech  presentations  by  a Blue 
Cross  representative  and  by  Dr.  Pru- 
ett Watkins  of  Austin,  consultant  to 
the  Texas  State  Department  of 
Health,  by  a local  physician,  and  by 
a local  hospital  administrator.  A 
question  and  answer  session  will 
conclude  each  workshop. 

Locations  and  dates  of  workshops 
still  to  be  held  are  Harlingen,  Se- 
ville Hotel,  March  19;  Corpus  Christi, 
Robert  Driscoll  Hotel,  March  20; 
Houston,  St.  Joseph  Hospital,  March 
26;  Dallas,  Sheraton-Dallas  Hotel, 
April  2;  Fort  Worth,  Texas  Hotel, 
April  2;  Nederland,  Tidelands  Motel, 
April  9;  Tyler,  Blackstone  Hotel,  Ap- 
ril 10;  Victoria,  Holiday  Inn,  April  16; 
San  Antonio,  Gunter  Hotel,  April  17; 
Lubbock,  KoKo  Palace,  April  23;  and 
Amarillo,  Coronada  Inn,  April  24. 

MIDLAND  COUNTY  SOCIETY 
SCHEDULES  HEALTH  FAIR 

Midland  County  Medical  Society 
and  Woman’s  Auxiliary,  and  the  Mid- 
land County  Chamber  of  Commerce 
will  sponsor  the  Permian  Basin 
Health  Fair  in  Midland,  March  24-29. 

The  purpose  of  the  fair  is  to  ac- 
quaint young  people  with  career  op- 
portunities in  medical  and  paramedi- 
cal science;  to  familiarize  the  public 
with  medical  and  health  organiza- 
tions; and  to  tell  the  "health  story." 

Eighteen  exhibits  from  the  Ameri- 
can Medical  Association  and  30  ex- 
hibits by  local  health  organizations 
will  be  seen.  Total  value  of  the  ex- 
hibits is  estimated  to  be  $1,000,000. 


PERSONALS 

Dr.  John  P.  McGovern  of  Houston 
will  participate  in  the  annual  pre- 
congress seminar  of  the  American 
College  of  Allergists  in  Denver,  Colo., 
March  25-29.  Or.  Milford  O.  Rouse 
of  Dallas,  American  Medical  Asso- 
ciation President,  will  be  a guest 
speaker  at  the  scientific  congress. 

The  University  of  Texas  System 
Board  of  Regents  has  appointed 
Dr.  James  H.  Sterner  of  Rochester, 
N.Y.,  acting  dean  of  the  UT  School 
of  Public  Health  in  Houston,  effec- 
tive March  1,  1963.  Dr.  Sterner  pre- 
viously had  been  named  professor 
of  environmental  health  and  chair- 
man of  the  Department  of  Environ- 
mental Health,  positions  he  will  con- 
tinue to  hold. 

Dr.  Denton  A.  Cooley  of  Houston 
was  among  the  ten  recipients  of  the 
Modern  Medicine  1968  Awards  for 
Distinguished  Achievement.  Modern 
Medicine  presents  the  annual  awards 
to  men  and  women  selected  for  their 
significant  contributions  to  the  med- 
ical profession. 

Houston  physician,  Dr.  Arthur  C. 
Beall,  Jr.,  has  been  named  president 
of  the  Association  for  the  Advance- 
ment of  Medical  Instrumentation.  Dr. 
Beall  is  an  associate  professor  of 
surgery  at  Baylor  University  College 
of  Medicine. 

Dr.  Arthur  H.  Briggs  will  become 
professor  and  chairman  of  the  De- 
partment of  Pharmacology  at  The 
University  of  Texas  Medical  School 
at  San  Antonio  on  May  1,  1968.  Dr. 
Oliver  Carrier,  Jr.  has  been  named 
associate  professor  of  pharmacology 
of  that  institution,  effective  June  1, 
1968.  Both  physicians  are  now  pro- 
fessors of  pharmacology  at  the  Uni- 
versity of  Mississippi  Medical  Center. 

Dr.  Robert  N.  Cooley  of  Galveston 
has  been  elected  president  of  the 
Texas  Chapter,  American  College  of 
Radiology. 

Dr.  Jerry  E.  Miller,  clinical  profes- 
sor of  radiology  at  The  University  of 
Texas  Southwestern  Medical  School 
in  Dallas  and  chief  of  radiology  at 
St.  Paul  Hospital,  has  stepped  down 
as  president  of  the  American  Col- 
lege of  Radiology.  Another  Dallas 
physician.  Dr.  Robert  W.  McConnell, 
radiologist  at  St.  Paul  Hospital,  was 
named  vice-chairman  of  the  board  of 
chancellors  during  the  college’s  an- 
nual meeting  in  Chicago. 
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TEXAS  MEDICINE 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORlNYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis- 
proved) ; thrombophlebitis,  pulmonary 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives;  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T“  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  — an  original  steroid  from 

SYNTEX^ 

LABORATORIES  INC. .PALO  ALTO.  CALIF. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


Untreated  Patient 


Norinyl-1  Patient 


0.05mg.) 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


Night  Leg  Cramps... Unwelcome  Bedfellow 
In  Diabetes!  Arthritis^  and  Peripheral  Vascular  Disorders^ 


now ...  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

if  I DIVISION  OF  RICHARDSON  MERRELL  INC 

jUj  PHILADELPHIA,  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev> 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  In  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


About  one  out  of  each  11  people  living  in  the  United  States  today 
is  65  years  old  or  older.  This  amounts  to  19,000,000  people,  equal 
to  the  population  of  California.  In  a few  more  years  these  people 
will  represent  one  in  ten  of  our  population.  All  such  persons 
are  now  included  in  Medicare — which  is  being  paid  for  by  every- 
one less  than  age  65,  but  mainly  by  the  very  young  and  middle  aged 
persons.  It  will  be  years  before  anyone  reaching  65  will  have 
paid  taxes  even  close  to  what  he  will  receive  in  benefits. 

Medical  science  through  public  health,  modern  surgery,  modern 
medical  care,  antibiotics,  and  prevention  of  most  deaths  from 
childhood  diseases  has  contributed  to  the  number  of  people  who 
are  over  age  65  or  soon  will  be. 

We  have  become  more  interested  in  heart  disease,  stroke,  cancer, 
and  other  degenerative  diseases  and  much  money  has  been  poured 
into  the  study  of  aging.  As  yet  no  fountain  of  youth  has  been 
found.  However,  at  no  place  or  time  in  history  has  such  a large 
percentage  of  people  lived  to  the  magic  figure  of  three  score  and 
ten  and,  as  a group,  remained  in  such  relative  good  health. 
Soon  we  will  be  faced  with  many  more  patients  in  their  80's  and 
a few  in  their  90' s who  have  major  illnesses  or  injuries.  Most 
of  these  people  withstand  major  surgery  for  injuries  or  surgical 
emergencies  fairly  well  if  we  use  all  of  the  supports  and  pre- 
cautions of  modern  medicine  and  surgery.  Many  return  to  active 
life  following  their  illnesses. 

On  the  other  side  of  the  coin,  many  persons  who  are  now  saved  by 
medicine  and  surgery,  are  doomed  to  die  of  slow  deterioration. 
Like  the  famous  "one-hoss  shay,"  they  suddenly  go  "to  pieces  all 
at  once"  and  die  because  they  are  worn  out.  We  have  defeated  one 
medical  problem,  but  now  we  are  faced  with  two  more  created  by 
medical  progress. 


— Howard  R.  Dudgeon,  Jr.,  M.D., 

President , 
Texas  Medical  Association. 
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CLASSIFICATION  OF 
ELBOW  INJURIES  FROM 
BASEBALL  PITCHING 


DONALD  B.  SLOCUM,  M.D. 

Review  Article:  To  diagnose  injuries  to 
the  elbow  of  the  throwing  arm,  it  is 
necessary  to  understand  the  forces  en- 
countered. There  is  little  strain  during 
wind-up,  but  delivery  puts  tension  on  the 
soft  tissues  of  the  inner  side  of  the  el- 
bow and  compresses  the  lateral  bony 
structures.  With  follow-through,  there  is 
interplay  of  torsional,  traction  and  exten- 
sion forces. 

A CLASSIFICATION  OF  injuries  about  the  elbow  joint 
incident  to  baseball  pitching  and  throwing,  based  on 
a mechanical  interpretation  of  the  throwing  act  is  pre- 
sented. Exacting  diagnosis  is  essential  to  definitive 
treatment,  and  nowhere  is  this  more  important  than  in 
the  pre-adolescent  and  adolescent  where  rapidly  grow- 
ing tissues  are  particularly  prone  to  the  extremes  of 
mechanical  overload.  This  has  been  recognized^-  2, 3 
and  appropriate  safety  measures  have  been  taken  by 
those  concerned  with  organized  baseball  in  the  young- 
er age  groups. 

During  the  adolescent  growth  spurt,  the  tissues  are 
immature  and  more  susceptible  to  injury  than  in  later 
years.  The  ligaments  are  lax  and  undeveloped,  espe- 
cially in  the  tall,  gangly,  asthenic  individual.  This 
laxity  leads  to  increased  play  within  the  joint  and 
when  subjected  to  repeated  or  violent  stress,  may 
result  in  increased  articular  wear.  The  joint  cartilage 


is  thicker,  more  spongy,  and  less  firm  than  in  adult 
years  and  therefore  more  prone  to  injury.  The  bone  is 
labile,  but  the  actively  growing  epiphyseal  plate  is  the 
weakest  point  in  the  kinetic  chain.  Here,  fracture 
through  the  zone  of  calcified  cartilage  will  often  take 
place  before  the  ligaments  of  an  adjacent  joint  give 
way.  The  muscles  have  not  yet  reached  their  full  ma- 
turity: neither  is  their  power  and  bulk  fully  developed, 
nor  have  the  fibroelastic  tissues  which  ensheath  the 
muscle  cells,  bundles,  and  the  muscle  itself  achieved 
the  strength  and  toughness  of  those  in  the  mature 
athlete.  Tendons  develop  to  meet  the  tension  require- 
ments of  muscle.  The  chronologic  age  of  adolescence 
varies  considerably  between  individuals,  depending 
upon  the  onset  of  physiological  and  developmental 
maturity.  The  emotional  drives  of  this  growing-up 
period  often  find  their  outlet  in  athletic  activity.,  As  a 
result,  undue  stress  is  frequently  placed  on  immature 
tissue  not  only  because  of  growth  factors,  but  also 
because  all  too  frequently  the  players  are  unskilled, 
inadequately  conditioned,  and  do  not  have  an  appre- 
ciation of  tolerances  of  tissues  to  overuse. 

Throwing^  is  an  extremely  complex  series  of  mo- 
tions which  embodies  four  essential  steps  for  proper 
execution:  the  initial  stance,  the  preparatory  phase  or 
wind-up,  the  initial  forward  action  of  the  arm  prior  to 
release,  and  follow-through.  Injury  usually  occurs  dur- 
ing the  forward  motion  and  follow-through  phases. 
The  initial  movement  is  made  by  the  body  as  it  pivots 
forward.  At  this  time  the  shoulder  is  in  abduction  and 
full  external  rotation  with  the  elbow  leading  the  fore- 
arm. The  shoulder  now  acts  like  the  handle  of  a whip 
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as  its  strong  supporting  musculature  lashes  the  upper 
arm  into  strong  internal  rotation.  Synchronously, 
strong  contraction  of  the  triceps  flails  the  elbow  into 
extension  while  at  the  same  time  the  forearm  is  force- 
fully pronated  or  supinated.  The  final  thrust  to  deliv- 
ery is  imparted  by  flexion  of  the  wrist  and  fingers.  The 
ball  is  released  as  the  hand  moves  forward  past  the 
pitcher’s  ear  so  that  follow-through  is  not  encumbered 
by  the  weight  of  the  ball.  During  this  action,  the  sup- 
porting structures  of  the  elbow  must  resist  the  inertia 
provided  by  the  weight  of  the  forearm  and  hand  plus 
that  of  a 5 to  5-1/4  ounce  ball.  There  are:  (1)  the 
pronator  teres  and  those  flexors  of  the  wrist  and  hand 
which  find  attachment  at  the  medial  epicondyle  of  the 
elbow;  (2)  the  medial  ligaments,  particularly  the 
strong,  cordlike  anterior  portion  which  spans  the  in- 
terval between  the  medial  epicondyle  and  the  tubercle 
on  the  conoid  process  of  the  ulna  and  tightens  during 
extension;  and  (3)  the  radiohumeral  joint  which  must 
resist  the  strong  compression  and  rotary  forces  acting 
on  the  outer  side  of  the  Joint.  As  the  elbow  is  whipped 
into  extension,  the  triceps  muscle  or  its  tendinous 
insertions  may  be  strained,  the  olecranon  process  of 
the  ulna  may  be  injured,  the  articular  surfaces  of  the 
ulnarhumeral  joint  may  be  subjected  to  abnormal 
wear,  and  the  tissues  lying  within  the  olecranon  fossa 
may  be  impinged. 

Injuries  about  the  elbow  joint  may  be  classified 
etiologically  as  being  due  to  (1)  overload  of  the  struc- 
tures of  the  inner  side  of  the  elbow;  (2)  compression 
injuries  of  the  lateral  bony  structures  about  the  elbow; 
(3)  injuries  from  extensor  overload;  and  (4)  a combi- 


nation of  these  resulting  in  excessive  wear  within  the 
joint.  Since  treatment  and  rehabilitation  of  the  player 
is  based  on  the  pathology  involved,  an  understanding 
of  injury  mechanism  is  essential.  It  is  axiomatic  that 
a knowledge  of  the  normal  stresses  imposed  by  the 
game  are  necessary  to  set  up  standards  of  recovery 
adequate  to  protect  the  player  against  injury. 

Medial  Tension  Injuries:  In  young  players  one  of  the 
most  common  conditions  following  pitching  is  a tight- 
ness of  the  medial  muscle  group  (the  common  flexor 
group)  at  the  inner  side  of  the  elbow.  These  muscles 
not  only  reinforce  the  inner  side  of  the  elbow  against 
valgus  strain,  but  also  pronate  the  forearm  and  flex 
the  wrist  and  hand.  They  are  long-fibered  muscles  with 
a wide  range  of  excursion  between  maximum  and 
minimum  length  and  are  designed  for  speed  and  agili- 
ty even  more  than  for  strength.  They  are  particularly 
susceptible  to  overloading  by  overuse  of  the  arm  in 
throwing.  With  fatigue,  the  muscle  relaxes  more  slow- 
ly and  incompletely  than  normal  and  then  enters  a 
state  of  temporary  myostatic  contracture  in  which  it 
is  no  longer  able  to  return  to  its  normal  maximum 
length.  The  medial  muscle  mass  becomes  tense  and 
sore,  and  loss  of  complete  elbow  extension  may  be 
present  for  24  to  48  hours.  It  is  in  this  situation  that 
injury  may  occur,  for  if  the  ambitious  young  athlete 
tries  to  throw  in  spite  of  the  loss  of  complete  exten- 
sion of  the  elbow,  he  is  likely  to  strain  the  muscle.  If 
repeated  time  and  again  in  the  face  of  myostatic  con- 
tracture, minute  tears  may  take  place  throughout  the 
muscle  and  result  in  extensive  fibrosis  with  permanent 
loss  of  elbow  extension.  Heavy  use  will  result  not  only 
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Fig.  1.  Tension  overload  at  the  medial  side  of 
the  elbow  most  frequently  results  in  minor  tears 
in  the  muscle  arising  from  the  medial  epicon- 
dyle  and  their  investing  fascias;  large  tears, 
medial  epicondylitis,  and  avulsion  of  the  medial 
epicondyle  may  also  occur. 


Fig.  2.  Compression  injuries  result  in  two  types 
of  osteochondral  fracture  to  the  lateral  aspect 
of  the  elbow:  (a)  fracture  due  to  forced  valgus 
involving  the  lateral  margin  of  the  capitellum, 
and  (b)  fracture  resulting  from  lateral  compres- 
sion and  radial  rotation  often  called  traumatic 
osteochondritis  dissecans. 


Osteochondrol  fractures  of  the  capitellum 


50 


TEXAS  MEDICINE 


in  hypertrophy  of  the  muscle  but  also  in  the  fibrous 
intermuscular  septa.  In  both  the  baseball  pitcher  and 
the  javelin  thrower,  I have  noticed  that  these  strong 
fascial  bands  have  been  a factor  in  limiting  complete 
extension  of  the  elbow.  Thoughtful  coaching  and  time- 
ly medical  advice  will  prevent  this  condition.  Early 
treatment  consists  of  rest,  hot  packs,  and  other  physi- 
cal measures.  On  return  to  play  the  duration  and 
intensity  of  throwing  activities  are  restricted  until  the 
player  can  use  the  arm  comfortably.  After  myostatic 
contracture  occurs,  treatment  is  palliative  and  most 
players  accept  the  condition  as  an  “occupational” 
normal. 

Bennetts  points  out  a special  syndrome  in  curve 
ball  pitchers  who  supinate  the  wrist  with  a snap  at  the 
end  of  delivery  when  the  elbow  is  passing  into  strong 
extension.  This  is  characterized  by  pain  in  front  of  and 
below  the  medial  condyle  of  the  humerus  and  distinct 
fullness  over  the  pronator  teres.  The  tendinous  at- 
tachments of  the  brachialis  and  flexor  digitorum  sub- 
limis  lie  below  this  muscle  while  the  strong  fascial 
band  which  represents  the  aponeurotic  attachment  of 
the  biceps  muscle  (the  lacertus  fibrosus)  runs  above 
it.  If  the  muscle  bulk  is  increased  while  compressed 
between  these  two  fixed  bands,  as  it  well  may  be 
through  the  swelling  incident  to  the  trauma  of  use, 
pain  may  force  retirement  from  pitching  after  two  to 
three  innings.  Treatment  is  directed  toward  release  of 
the  restricting  bands  through  linear  and  transverse 
section  to  release  the  tension  on  the  underlying  mus- 
cle. Epicondylitis  at  the  tendinous  attachment  of  the 
flexor  muscles  to  the  medial  epicondyle  of  the  hu- 
merus is  similar  in  nature  to  “tennis  elbow”  which 
occurs  at  the  lateral  humeral  epicondyle.  Its  etiology 
lies  in  the  repeated  strain  of  muscle  tugging  in  the 
small  concentrated  area  of  its  tendinous  origin.  Treat- 
ment consists  of  rest,  local  heat  and  injection  with 
local  anesthetic  and  occasionally  one  of  the  cortisone 
preparations.  In  preadolescents  where  the  strength  of 
the  ligament  is  greater  than  that  of  its  bony  attach- 
ment, avulsion  of  the  medial  epicondyle  through  the 
zone  of  calcified  cartilage  at  the  epiphyseal  line  may 
occasionally  occur. 

The  medial  ligament  of  the  elbow  and  its  under- 
lying joint  capsule  provide  a second  line  of  defense 
against  the  valgus  strain  of  throwing.  Tension  upon 


these  structures  is  greatest  between  the  time  that 
forward  motion  is  initiated  and  the  hand  releases  the 
ball.  Release  usually  occurs  as  the  hand  passes  by 
the  ear  and  the  humerus  is  undergoing  forward  mo- 
tion and  strong  internal  rotation  with  the  upper  arm 
nearly  horizontal  and  the  forearm  nearly  vertical  with 
reference  to  the  ground.  Strain  may  fall  on  any  por- 
tion which  receives  the  greater  part  of  the  load.  One 
of  the  most  common  findings  resulting  from  medial 
ligamentous  tension  is  the  development  of  a spur  at 
the  attachment  of  the  anterior  portion  of  the  medial 
ligament  to  the  conoid  tubercle  of  the  ulna.  This  is 
due  to  repetitive  local  strain  at  the  attachment  of  the 
ligament  and  may  be  compared  with  similar  osteo- 
phytes at  the  attachment  of  the  adductor  longus,  the 
iliolumbar  ligaments  at  the  iliac  crests,  or  the  long 
plantar  ligaments  at  the  calcaneus.  In  the  adolescent, 
traction  spurs  are  usually  fairly  small  and  are  often 
transient.  However,  if  pitching  continues  the  spur  us- 
ually continues  to  develop.  Symptoms  vary,  and  often 
a small  spur  is  quite  painful  while  a large  one  may  be 
asymptomatic.  In  some  young  players  when  rest  and 
conservative  treatment  fail,  it  may  be  necessary  to 
strip  the  distal  ligamentous  attachment  from  the  ulna 
and  resect  the  spur  to  relieve  symptoms. 

As  in  other  ligamentous  structures,  degenerative 
changes  resulting  from  repeated  microtraumata  may 
result  in  formation  of  deposits  of  amorphous  calcium 
which  may  be  quite  painful.  These  usually  respond  to 
injection  of  a local  anesthetic  and  cortisone  prepara- 
tion (1/2  to  1 cc.)  at  the  site  of  pain.  Usually  one 
injection  suffices  although  several  may  occasionally 
be  required.  Repeated  injection  over  a long  period  will 
damage  the  tissues  and  is  not  desirable.  Repeated 
strain  to  the  fan-like  posterior  portion  of  the  medial 
ligament  may  result  in  the  formation  of  bony  ossicles 
lying  beside  or  beneath  the  ulnar  nerve.  These  should 
be  removed  if  signs  of  nerve  compression  are  present. 

Lateral  Compression  Injuries:  While  strong  tension  is 
being  placed  on  the  ligaments  and  muscles  on  the 
inner  side  of  the  elbow  joint,  equally  strong  compres- 
sion forces  are  acting  on  the  outer  side  forcing  the 
radial  head  against  the  capitellum  of  the  humerus. 
While  trauma  may  result  from  a single  overwhelming 
force,  the  more  usual  injury  is  the  result  of  repeated 
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insult  to  the  articular  cartilage.  This  is  cushioned 
somewhat  by  the  elastic  properties  of  synovial  fluid 
on  impact  stress  and  by  the  elastic  deformation  of 
the  articular  cartilage  in  the  plane  parallel  to  the  joint 
surface.  Experimentally  this  latter  property  has  been 
noted  to  be  greater  in  younger  animals,  a finding 
which  is  backed  by  clinical  observation  at  surgery.  If 
the  viscosity  of  the  synovial  fluid  is  decreased  as  a 
result  of  trauma  or  the  smoothness,  elasticity,  and 
resiliency  of  the  joint  surface  is  decreased,  increased 
wear  is  inevitable.  Once  started,  a vicious  cycle  of 
decreased  synovial  fluid  viscosity  and  hardness  and 
roughening  of  the  joint  occurs,  and  further  roughen- 
ing and  degeneration  of  the  cartilage  follows. 

The  forces  at  work  on  the  outer  side  of  the  elbow 
during  the  pitching  act  are  threefold:  (1)  the  compres- 
sive force  from  the  forced  valgus  position  of  the 
elbow;  (2)  the  rotary  force  due  to  pronation  or  supina- 
tion: and  (3)  an  extensory  force.  The  likelihood  of 


Tension  overload  to  the  inner  side  of  the  elbow: 

1.  Muscular 

a.  Overuse  syndrome,  medial  muscle  group 

b.  Fascial  compression  syndrome  of  Bennett 

c.  Medial  epicondylitis 

d.  Avulsion  of  the  medial  epicondyle 

2.  Ligamentous  and  capsular 

a.  Ulnar  traction  spurs 

b.  Hypertrophy  or  rupture  of  the  medial  ligament 

c.  Amorphous  calcium  deposit  about  the  ligament 

d.  Loose  bodies  about  the  ulnar  groove 
Lateral  compression  injuries: 

1.  Fracture  capitellum 

2.  Osteochondral  fracture  (traumatic  osteocnondritis  dissecans) 

3.  Traumatic  arthritis 
Extension  injuries: 

1.  Acute  traction  injuries 

a.  Muscle  strain 

b.  Avulsion  of  the  tip  of  the  olecranon 

2.  Conditions  resulting  from  repetitive  extensor  action 

a.  Olecranon  hypertrophy 

b.  Fatigue  fracture 

c.  Checkrein  tears  of  the  brachialis  and  anterior  capsule 

d.  Coronoid  hypertrophy 

e.  Ulnar  wear  changes 

3.  Doorstop  action  of  the  olecranon  fossa 

a.  Fracture  of  the  tip  of  the  ulna  following  hyperextension 
in  batting  or  throwing 
b.  Olecranon  fossa  hyperostoses 

Table  1. 


injury  is  enhanced  by  the  facts  that  (1)  the  ligaments 
of  the  adolescent  are  usually  more  lax  and  greater 
play  is  permitted  in  the  track-bound  range  of  motion 
than  in  later  life;  (2)  the  compressive  force  trans- 
mitted through  the  radial  head  to  the  capitellum  is 
concentrated  over  a relatively  small  area,  and  (3)  the 
elbow  joint  is  seldom  subjected  to  strong  compressive 
forces  in  other  acts  of  everyday  living  such  as  that 
experienced  by  the  weight-bearing  joints. 

The  injuries  to  the  outer  side  of  the  elbow  may  be 
anticipated  on  a theoretical  basis.  A single  overwhelm- 
ing force  may  cause  a fracture  of  the  outer  margin  of 
the  capitellum.  Compressive  forces  accompanied  by 
rotation  may  core  out  a segment  of  joint  surface  with 
a resulting  articular  fracture  (traumatic  osteochon- 
dritis dissecans).  Chronic  excessive  force  may  cause 
the  wear  changes  of  traumatic  arthritis.  Prevention  of 
such  injuries  again  lies  in  a program  of  graduated 
activity  based  on  strength  and  maturity  and  observa- 
tion of  the  danger  signs  of  pain,  joint  swelling,  and 
limitation  of  motion.  Treatment  of  milder  injury  is 
directed  toward  quieting  joint  reaction  by  rest,  physi- 
cal therapy,  and  injection  of  cortisone  preparations. 
Once  severe  injury  has  occurred,  the  treatment  is  of 
the  salvage  type.  Fractures  are  immobilized,  loose 
bodies  are  removed  and  hypertrophic  marginal  osteo- 
phytes are  excised  when  they  impinge  upon  opposing 
articular  margins.  Physical  therapy  is  of  palliative 
value. 

Extension  Injuries:  Extension  of  the  elbow  is  the  con- 
summation of  the  final  phase  of  delivery  and  follow- 
through  in  throwing.  Although  the  forearm  may  be  in 
either  pronation  or  supination  due  to  rotation  of  the 
radius,  the  ulna  to  which  the  extensor  force  is  applied 
follows  a track-bound  range  of  motion  with  but  little 
mechanical  tolerance.  Injury  may  result  from  a single 
massive  overload  of  explosive  muscle  action,  from 
chronic  intermittent  overload,  or  from  the  limitation 
of  hyperextension  by  the  bony  base  of  the  olecranon 
fossa. 

Acute  strain  of  the  triceps  muscle  is  not  uncommon 
and  is  a result  of  a single  massive  overload,  but  the 
injury  may  be  aggravated  by  further  use  of  the  arm. 
Any  point  in  the  triceps  muscle  tendon  unit  from 
origin  to  insertion  may  be  involved,  but  the  most 
common  site  is  the  musculotendinous  junction.  Infre- 
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Fig.  3.  Extension  injuries:  (a)  The  triceps  ten- 
don may  be  partially  avulsed  from  the  olecran- 
on (1)  olecranon  hypertrophy  and  spur  forma- 
tion (2)  fracture  of  the  olecranon;  (b)  loose 
bodies  most  frequently  locate  in  the  olecranon 
fossa;  (c)  repeated  impingement  of  the  olecran- 
on in  the  olecranon  fossa  often  causes  osteo- 
phytes to  form. 


quently,  a small  chip  fracture  of  the  olecranon  type 
may  be  avulsed  by  triceps  action. 

Chronic  intermittent  overload  by  the  extensor 
mechanism  may  result  in  a variety  of  conditions.  The 
most  common  of  these  is  hypertrophy  of  the  ulna 
which  results  from  the  repeated  extensor  tug  on  the 
olecranon  by  the  triceps  muscle  and  effects  increased 
muscle  efficiency  by  throwing  the  triceps  insertion 
further  away  from  the  center  of  rotation  of  the  ulno- 
humeral  joint.  Repeated  stress  may  result  in  the  rare 
fatigue  fracture  of  the  olecranon.  The  checkrein  action 
of  the  brachialis  may  result  in  myostatic  contracture 
and  eventual  fibrosis  of  this  structure.  Similar  changes 
may  occur  in  the  anterior  capsule  which  becomes 
thickened  and  is  usually  associated  with  hypertrophy 
of  the  coronoid  process  of  the  ulna. 

The  bony  floor  of  the  olecranon  fossa  of  the  hu- 
merus may  block  further  motion  of  the  olecranon  tip 
as  the  elbow  passes  into  hyperextension.  A single 
strong  extensory  thrust  may  result  in  fracture  of  the 
olecranon  tip.  This  is  unusual  but  may  result  from 
throwing,  especially  if  the  olecranon  is  hypertrophied 
or  deformed.  Frequent  impingement  of  the  olecranon 
in  the  fossa  will  result  in  the  formation  of  reactive 
hyperostoses  which  may  eventually  nearly  fill  the  ole- 
cranon fossa.  The  removal  of  these  structures  along 
with  a portion  of  the  tip  of  the  ulna  will  prevent  fur- 
ther impingement  from  occurring,  but  seldom  permits 
full  extension  because  of  shortening  of  the  soft  tissues 
about  the  anterior  aspect  of  the  elbow  joint.  Such 
surgery  will  usually  relieve  symptoms  of  pain  and  dis- 


fossa 


comfort,  but  does  not  always  allow  the  pitcher  to 
return  to  play  in  his  usual  capacity. 

In  concert  with  the  many  other  changes  about  the 
elbow  joint,  the  chronic  trauma  to  the  elbow  joint 
will  damage  joint  surfaces  resulting  in  osteochondritis, 
joint  lipping,  synovial  hypertrophy,  and  formation  of 
loose  bodies  within  the  elbow  joint.  This  is  the  most 
common  chronic  lesion  in  baseball.  When  conserva- 
tive measures  fail,  and  pain  is  no  longer  mild  or  in- 
termittent, surgical  removal  of  loose  bodies  and  pro- 
jecting articular  lipping  may  be  carried  out. 

Finally,  it  is  of  utmost  importance  that  thoughtful 
coaching  and  training,  a thorough  indoctrination  of 
the  player  in  the  hazards  of  chronic  overuse,  and  the 
provision  of  rules  to  protect  the  immature  player  are 
essential  preventative  measures. 
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NONOPERATIVE 

TREATMENT  OF  SCOLIOSIS 


PAUL  R.  HARRINGTON,  M.D. 

Clinical  Medicine:  Nonoperative  treat- 
ment of  94  patients  with  scoliosis  con- 
sisted of  the  force-time  factor  concept, 
specific  exercises,  vitamin  C,  the  Milwau- 
kee brace,  and  periodic  check-ups.  The 
Milwaukee  brace  was  found  to  be  effec- 
tive, if  properly  built,  properly  applied, 
and  worn  through  the  critical  span  of 
growth  and  development,  in  treating 
curvatures  from  20  to  45  degrees.  The 
concept  of  force  and  time  in  relation  to 
the  spine  was  also  found  to  be  of  thera- 
peutic assistance. 

THROUGHOUT  THE  AGES  man  has  been  subject  to  a 
spinal  deformity  that  we  know  today  as  scoliosis,  how- 
ever it  was  not  until  the  19th  century  that  formal 
lectures  and  recordings  on  the  subject  were  passed 
on  for  posterity.  An  anatomical  sketch  and  skeletal 
representation  of  the  deformed  spine  was  published 
in  1824  (Fig.  l).i  The  author,  a London  surgeon  and 
lecturer  on  anatomy,  presented  the  usual  methods  of 
treatment  including  postural  habits  (Fig.  2),  braces 
of  various  kinds  (Fig.  3),  and  gymnastics.  As  the  cen- 
tury passed,  plaster  of  paris  was  used  to  apply  ex- 
ternal force  in  the  correction  of  the  spine.  At  the  turn 
of  the  century,  the  only  known  forms  of  treatment 
were  braces  extending  into  maturity  (a  sustained 
treatment),  plaster  of  paris,  and  gymnastics. 

Early  in  the  20th  century,  Russell  Hibbs  originated 
surgery  and  spinal  arthrodesis  as  a treatment  to  sta- 
bilize the  spine.2  As  the  history  of  the  treatment  of 
scoliosis  has  evolved,  many  braces  and  numerous 
other  modalities  of  treatment  have  been  documented 
in  the  literature.  Although  gymnastics  and  exercises 
have  always  played  a part  in  the  nonoperative  treat- 
ment of  scoliosis,  their  effectiveness  as  a total  ther- 
apy is  questionable.  Certainly,  as  an  adjunct  to  other 
types  of  treatment,  exercise  and  limited  gymnastics 
can  be  of  some  benefit. 


By  our  present  standard  of  amenable  results,  the 
Milwaukee  brace^  (and  variations  thereof)  and  the 
Risser  localizer  cast  have  become  popular  methods 
of  treatment,  which  yield  a satisfactory  result. 

Concept:  A review  of  the  literature,  the  opinions  of 
colleagues,  and  personal  impressions  gained  from 
considerable  experience  in  the  1950’s  regarding  the 
natural  history  of  scoliosis,  contributed  to  and  de- 
fined these  facts:  (1)  that  the  growing  child’s  spine 
was  vulnerable  to  the  scoliotic  deformity^;  (2)  that 
once  the  deformity  appeared  in  the  growing  child,  it 
progressed  at  varying  rates;  and  (3)  that  the  most 
vulnerable  period  was  the  adolescent  age,  when  some 
factor  and/or  group  of  factors  appeared  collectively 
to  render  the  human  spine  vulnerable  to  collapse  and 
resultant  deformity. 

Etiologic  theories  proposed  included  asymmetry  of 
growth,  deficits  in  the  ligamentous  structure,  malnu- 
trition, and  metabolic  disturbances  both  in  the  endo- 
crine system  and  in  the  basic  absorption  phenomena. 
At  present,  however,  the  etiology  of  idiopathic  scolio- 
sis is  unknown.  In  recent  years  the  research  work  on 
the  pathological  state  of  lathyrism  has  shown  prom- 
ise, but  nothing  positive  has  been  concluded. 

When  one  considers  the  spine  mechanically  as  an 
elastic  column  and  observes  its  anatomical  relation- 
ships, he  sees  that  the  total  picture  lacks  definitive 
information  about  the  point  at  which  the  deforming 
spine  will  become  mechanically  unstable  and  progres- 
sion of  curvature  inevitable.  There  are  many  varia- 
tions from  one  spine  to  another,  but  the  common  de- 
nominator may  lie  in  each  vertebral  segment  as  an 
entity  within  itself.  The  forces  over  time  to  which  each 
vertebra  is  subject  in  the  acts  of  daily  living  may  pro- 
vide a factor  in  the  mechanics  alone.  A method^  of  de- 
termining this  factor  was  described  in  the  literature 
some  years  ago  and  is  calculated  as  follows: 

Factor:  The  degree  of  deformity  is  ascertained  by  us- 
ing the  Cobb6  form  of  measurement.  The  number  of 
vertebrae  in  the  curve  are  then  counted,  and  the  de- 
gree measurement  is  divided  by  the  number  of  verte- 
brae. The  resultant  quotient  represents  the  factor. 
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Fig.  1.  Anatomical  sketch  and 
skeletal  representation  of  the 
deformed  spine,  1824. 


I propose  that  the  mechanical  stability  of  the  spine 
is  lost  when  the  factor  exceeds  five  and  that  when 
the  factor  is  three  or  higher,  the  reciprocal  ability  of 
the  spine  in  function  is  jeopardized.  Therefore,  when 
a factor  of  three  is  reached  the  spine  is  vulnerable 
to  progression;  but  when  a factor  of  five  is  found  in 
the  growing  scoliotic  spine,  progression  is  inevitable. 
The  rate  of  progression  is  usually  relative  to  the 
amount  of  involvement  and  to  whatever  treatment 
may  have  been  initiated,  though  the  actual  rate  is 
unknown.  At  maturity  the  osseous  structure  or  the 
rigid  segments  of  the  vertebral  column  are  assumed 
unable  to  develop  further  asymmetrical  malformation, 
in  accordance  with  the  Hueter-Volkmann  principle." 
Changes  in  the  vertebral  column,  or  bone  structure, 
can  occur  relative  to  the  forces  over  time  after  matur- 
ity, as  stated  in  Wolff’s  law  of  the  transformation  of 
bone.8  Wolff’s  law,  however,  has  no  explanation  for  al- 
terations in  the  general  form  of  bone.  Because  of  this 
knowledge  gap  many  questions  are  unanswered  con- 
cerning the  mechanical  transfer  of  forces  from  one 
vertebra  to  another  through  the  elastic  system  of  the 
ligamentous  capsules,  posterior  articulations,  disc 
articulations,  and  disc  elements. 

The  mature  deformed  spine’s  annual  progression 
of  one  degree  has  been  documented  in  the  literature. 
This  progression  creates  a serious  consideration  in 
all  treatment  of  scoliosis. 

I contend  that  if  a factor  of  five  is  present  in  the 
scoliotic  spine,  the  progression  of  one  degree  per 
year  may  well  be  dependent  upon  several  facets  of 
the  patient’s  daily  life.  For  example,  (1)  how  he  con- 
ducts his  life,  (2)  whether  nutrition  is  balanced,  (3) 
whether  there  is  any  significant  weight  increase,  (4) 
whether  a chronic  disease  is  present,  and  (5)  whether 
general  health  and  well-being  are  maintained  by  rea- 
sonable activity  and  exercise. 

This  concept  of  a nonoperative  treatment  of  sco- 
liosis in  the  growing  child,  as  it  was  developed  then, 
was  based  on:  (1)  age  of  the  patient,  (2)  magnitude 
of  the  curvature,  (3)  mechanical  stability  of  the 
spine,  and  (4)  amount  of  growth  remaining  until  ma- 
turity. While  some  of  these  factors  cannot  be  com- 


Fig.  2.  Treatment  including 
postural  habits. 


Fig.  3.  Types  of  braces  used  in 
1 9th  century  in  treatment  of  scoliosis. 


FORCE  - TIME  RELATIONSHIPS 

( Activitras  of  Doily  Living  ) 
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AVERAGE 
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Fig.  4.  Amount  of  force  related  to  time  placed 
on  the  human  spine  by  daily  activities.  Most 
do  not  realize  that  the  difference  between 
participation  in  minimal  and  excessive  activities 
has  such  a wide  range.  This  lack  of  knowledge  is 
a basic  problem  in  maintaining  the  weak 
physiological  structure  of  the  idiopathic 
scoliotic  patient. 


puted  absolutely,  the  cumulative  picture  is  immensely 
helpful  in  determining  a modality  of  treatment. 

Variables  Affecting  Treatment:  A nonoperative  treat- 
ment of  scoliosis  is  restrictive.  Treatment  does  alter 
daily  living,  and  it  does  involve  complying  with  regula- 
tions that  have  legitimate  objectives  but  do  change 
the  person’s  appearance  to  his  friends  and  to  the  out- 
side world.  The  treatment  alters  a patient’s  sense  of 
security  and  hampers  his  freedom  in  the  use  of  his 
own  time.  Thus  one  primary  aspect  for  consideration 
is  the  psychological  tenure  of  the  patient.  Fortunately, 
the  psychological  state  of  the  scoliotic  patient  is  often 
found  to  be  stable.  However,  statistics  indicate  that 
25-35  percent  of  the  adolescent  population  is  belliger- 
ent and  hostile  to  any  change  in  their  routine  of  life. 
Any  abortion  of  dreams  or  of  intended  tenure  can  cre- 
ate a possible  hazard  to  the  success  of  a nonoperative 
form  of  treatment. 

Another  variable  encountered  is  the  amount  of  pa- 
tient-parent cooperation  that  may  be  elicited.  This  is 
often  contingent  upon  one  or  all  of  the  following: 
(1)  economy  of  the  community  in  which  the  patient 
lives,  (2)  financial  situation  in  the  home,  (3)  educa- 
tional program  in  the  community,  and  (4)  distance 
that  may  exist  between  the  doctor,  bracemaker,  and 
the  home.  Nonoperative  treatment  calls  for  extensive 
cooperation  of  the  patient’s  family  for  alterations  in 
the  normal  daily  living  patterns  of  both  patient  and 
family  are  involved.  If  such  cooperation  is  not  forth- 
coming, the  treatment  is  affected. 

Basic  Concept  of  Treatment:  Incorporating  the  pre- 
viously mentioned  ideas,  this  concept  of  the  nonop- 
erative treatment  for  the  scoliotic  deformity  was 
formed  in  1960.  Several  variations  were  investigated, 
but  by  late  1962  the  concept  included  these  four 
elements;  (1)  force-over-time  factor,  (2)  medication, 
(3)  exercises  related  to  general  muscular  tone,  and  (4) 
periodic  check-ups. 
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Fig.  5.  The  normal  forces  in  the  activities  of 
daily  living,  whether  minimum,  average, 
or  excessive,  are  shown  in  relationship  to  the 
potential  repair  capacity  of  the  tissue  involved  in 
idiopathic  scoliosis.  Fatigue  and  exhaustion 
encourage  the  existing  pathology. 


Force-Over-Time  Factor:  It  is  significant  that  the  hu- 
man spine  can  collapse  during  a particular  phase  of 
life.  Also  significant  is  that  such  a collapse  occurs  pre- 
dominantly during  adolescence,  when  the  human  body 
is  at  its  height  of  endurance  and  ability  to  withstand 
all  types  of  disease.  That  force  (gravity)  affects  mass 
(body  structure)  and  that  force  upon  mass  over  a pe- 
riod of  time  has  a cumulative  effect,  provide  the  bases 
for  the  force-over-time  concept. 

Because  body  structure  is  vulnerable  to  force  over 
time  and  because  9 out  of  10  patients  having  idio- 
pathic scoliosis  are  young  women,  several  questions 
come  to  mind.  In  the  span  of  maturing  years,  is  there 
a specific  point  in  time  during  which  body  structure  is 
more  vulnerable  to  the  force-over-time  factor?  If  so, 
why?  And  how  might  this  relate  to  female  suscepti- 
bility? 

At  any  rate,  any  treatment  system  devised  would 
have  to  include  as  elementary  the  fact  that  the  hu- 
man spine  functions  in  the  vertical  (vulnerable)  posi- 
tion and  is  subject  to  the  force-over-time  factor.  There- 
fore any  reduction  of  the  force-over-time  factor  would 
be  a positive  form  of  treatment  for  the  deforming 
spine.  Based  on  this  premise,  I devised  a program  of 
reduction  of  the  force-over-time  factor.  I calculated 
that  between  20  percent  and  60  percent  of  a patient’s 
time  could  be  spent  lying  down,  thereby  making  an 
average  of  40  percent  total  time  at  rest  possible.  The 
following  program  was  developed  to  achieve  this  per- 
centage (Fig.  4). 

Rest  Periods.  For  20  minutes  of  every  3 hours,  the 
patient  should  rest.  Of  course  this  is  not  possible  at 
school,  unless  written  excuses  are  given  to  the  proper 
authorities  (principal  of  the  school,  physical  educa- 
tion teacher,  or  librarian).  That  the  deformity  of  a spine 
in  the  process  of  deforming  can  be  reduced  as  much 
as  20-25  percent  merely  through  the  act  of  reclining 


Fig.  6.  a.  Top  left.  Roentgenogram  of  patient  with 
poor  results,  13  years  and  9 months  of  age,  in  standing 
position,  showing  a 55  degree  right  thoracic  deformity. 
Milwaukee  brace  was  prescribed. 

b.  Top  right.  Roentgenogram  of  patients  in  the 
standing  position  in  the  Milwaukee  brace. 

The  brace  is  holding  the  deformity  to  36  degrees  in 
the  major  thoracic  curve.  Patient  cooperation 
in  the  program  was  mediocre. 

c.  Middle  left.  Roentgenogram  of  patient  in  the 
standing  position  shows  progression  of  the 
curvature  to  63  degrees.  Because  patient 

had  unexplained  convulsions  on  several  occasions, 
his  time  in  the  brace  was  minimal.  He  was 
asked  only  to  sleep  in  the  brace  and  to  be  checked 
at  three  month  periods. 

d.  Middle  right.  Roentgenogram  of  patient 

in  the  standing  position  without  the  Milwaukee 
brace  shows  progression  of  curvature  to  64 
degrees  in  the  major  curve  and  51  degrees  in  the 
lumbar  curve.  Surgical  date  was  set. 

e.  Bottom  left.  Roentgenogram  shows  pre-  and 
post-operative  measurements,  left  and  right 
respectively,  for  comparison. 


Fig.  7.  a.  Top  left.  Roentgenogram  of  patient 
with  good  results,  age  11  years  8 months,  standing, 
shows  32  degree  right  dorsal  and  28  degree 
left  lumbar  curves.  A Milwaukee  brace 

was  applied. 


b.  Top  right.  Roentgenogram  of  patient  standing 
with  brace,  taken  6 months  later  shows  reduction 

of  the  deformity. 

c.  Middle  left.  Standing  roentgenogram  without  brace. 
Patient’s  program  is  not  completed,  and  she  is 
sleeping  in  the  brace.  Iliac  crests  are  showing 
maturity  at  13  years  of  age. 


d.  Middle  right.  Roentgenogram  of  patient 
standing  without  brace.  Patient  was  put  on  a 
combined  force-over-time  and  Milwaukee 
brace  program  in  June,  1966. 

e.  Bottom  right.  1 Roentgenogram  of  patient 
standing  taken  at  age  14  years  and  9 months,  after 
completion  of  treatment.  Spine  is  stable  and 
shows  18  degrees  in  the  primary  thoracic  curve 
and  15  degrees  in  the  secondary  lumbar  curve. 


has  been  substantiated.  This  substantiation  can  be 
pointed  out  to  the  pertinent  individuals  at  school. 
Recess  and  the  lunch  hour  are  suitable  times  to  ob- 
tain rest  periods.  A 20-minute  rest  period  every  3 
hours  throughout  the  day  constitutes  a minimum 
of  four  rest  periods  daily  and  the  patient  is  asked  to 
follow  this  routine  for  7 days  a week  with  no  relin- 
quishing of  effort. 

Restriction  from  Competitive  Athletics.  Competitive 
athletics  are  encouraged  in  most  schools,  but  they 
are  restricted  in  this  therapy  to  eliminate  long  ex- 
haustive practice  periods  and  forceful  actions  under 
fatigue  conditions.  The  patient  may  participate  in  rea- 
sonable activity  and  even  in  some  athletics;  however, 
a competitive  athletic  program  is  decidedly  too  tax- 
ing and  considered  detrimental  (Fig.  5). 

Posture,  Postures  assumed  while  listening  to  the 
radio,  watching  TV,  talking  on  the  phone,  or  listening 
to  a record  player,  are  important.  The  patient  is  ad- 
vised that  the  reclining  position  is  of  decided  impor- 
tance and  that  the  activities  mentioned  can  be  done 
while  lying  down.  Undue  issue  need  not  be  made  of 
the  position  in  which  the  patient  lies;  for  there  are  al- 
ready numerous  intricacies  of  restriction,  and  further 
restriction  is  apt  to  be  negatively  received. 

Fatigue.  Fatigue  and/or  exhaustion,  mentioned 
previously,  deserves  emphasis  as  part  of  the  total  con- 
cept; for  these  factors  affect  the  force-over-time  factor 
directly  (Figs.  4 and  5).  To  illustrate.  When  a child 
stands  for  five  minutes  without  moving,  for  that  pe- 
riod of  time  he  creates  a certain  amount  of  pressure 
on  his  spine.  The  pressure  is  disseminated  within 
each  vertebra  and  contributes,  however  minutely,  to 
the  progression  of  curvature.  The  same  patient  stand- 
ing for  the  same  amount  of  time  in  a fatigued  state 
is  placing  pressure  on  tissues  already  exhausted  and 
that  have  a reduced  resistance.  The  insult  to  the 
structure  is  therefore  increased. 

Medication:  Nothing  is  known  of  the  relationship,  if 
any,  of  pharmacology  to  idiopathic  scoliosis.  As  men- 
tioned previously,  the  possibility  that  malnutrition 
may  be  a contributory  factor  has  been  explored  but 
has  never  been  proved.  I feel  that  a good  balanced 
diet  is  essential  to  any  treatment  because  the  oxida- 
tion reduction  action  in  the  human  body  in  its  ac- 
tive working  state  demands  a healthy  vitamin  intake. 
The  only  vitamin  the  body  does  not  store  to  accom- 
modate its  needs  is  vitamin  C,  and  since  this  vitamin 
is  not  a toxic  or  accumulative  medication  and  will  not 
harm  the  patient,  this  treatment  includes  its  use  in  an 
effort  to  cover  this  unique  deficit  in  man.  Recent  re- 
search has  established  that  vitamin  C maintains  a 
healthful  state  within  the  ligamentous  structure.  Many 
articles  have  recorded  alterations  in  the  physical  prop- 
erties of  the  intervertebral  disc  upon  introduction  of 
an  excessive  amount  of  vitamin  C.  Having  used  vita- 


min C for  many  years  as  a supplement  for  various 
collagen  deficient  diseases,  and  with  gratifying  results, 

I included  its  use  as  an  integral  part  of  this  therapy. 

Specific  Exercises  and  Postural  Habits:  In  the  healthy 
growing  child,  activity  is  a necessity;  and  so  it  is  with 
the  growing  scoliotic  child.  Therefore  recommended 
exercises  are  push-ups  and  chin-ups  which  strengthen 
the  back  and  abdominal  muscles  with  a minimal  ver- 
tical load.  Push-ups  are  prescribed  for  morning  and 
evening  execution  and  should  be  done  approximately 
20  times  at  each  period.  A distinction  is  made  be- 
tween the  girl-type  and  the  boy-type  push-ups,  but 
both  girls  and  boys  are  asked  to  do  the  same  num- 
ber daily.  Chin-ups  are  not  recommended  for  girls, 
for  while  the  hanging  position  would  be  helpful  in 
straightening  the  spine,  girls  generally  do  not  have  the 
musculature  to  support  this  position  satisfactorily. 

Posture-wise,  most  adolescents  have  a less  than 
desirable  stance.  The  scoliotic  patient  is  no  exception. 
A positive  emphasis  is  placed  on  posture  in  this  ther- 
apy. The  patient  is  asked  to  think  of  his  posture  each 
time  he  passes  a door  casing.  He  is  taught  to  tilt  his 
pelvis  under,  to  flatten  his  back  on  the  door,  and  to 
push  his  head  back  against  the  door.  This  position  is 
helpful  in  straightening  an  accentuated  lordotic  po- 
sition of  the  back.  A patient  may  ask  how  many  times 
a day  he  should  do  exercises.  He  is  reminded  to  as- 
sume correct  posture  whenever  he  passes  through 
any  door:  this  may  mean  100  times  a day. 

Periodic  Check-Ups:  No  treatment  can  be  successful 
unless  it  is  consistently  followed.  Periodic  check-ups 
provide  information  on  the  course  of  events  and  de- 
fine any  deviation  in  the  natural  history  of  the  curva- 
ture. That  all  adolescent  idiopathic  scoliotic  curves 
progress  during  the  growing  period  has  been  docu- 
mented. The  rate  of  progression  cannot  be  predict- 
ed; but  the  longer  period  of  time  remaining  until  the 
patient  is  mature,  the  more  he  is  destined  to  deform. 
Because  of  this  fact,  periodic  check-ups  are  neces- 
sary at  a minimum  of  three  months  and  a maximum 
of  four  months  for  reevaluation.  Also,  several  features 
are  associated  with  wearing  a Milwaukee  brace  that 
need  periodic  surveillance.  Therefore,  at  three  or  four 
month  intervals,  a program  review  is  deemed  essen- 
tial. At  check-up  periods,  an  x-ray  is  taken  of  the 
spine  to  determine  its  mechanical  alignment.  A 
standardized  method  of  x-ray  analysis  is  considered  a 
requirement  for  a comprehensive  review. 

Milwaukee  Brace:  The  Milwaukee  brace, 3 in  the  au- 
thor’s opinion,  is  the  only  brace  that  reduces  the  force- 
over-time  factor  and  manages  the  growing  deforming 
spine.  The  psychological  and  sociological  impact  that 
wearing  a brace  may  have  on  a child  was  mentioned 
earlier,  and  this  can  create  a barrier.  However,  the  pa- 
tient’s cooperation  may  be  gained  by  honestly  and 
compassionately  conducting  an  intelligent  conversa- 
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Fig.  8.a.  Standing  roentgenogram  of  a 9-year- 
old  patient  with  excellent  results  showing 
thoracolumbar  curve  measuring  40  degrees. 


b.  Standing  roentgenogram  of  patient  taken 
one  year  later  shows  brace  holding  correction 
to  10  degrees  of  deformation. 


tion  with  him,  showing  him  photographs  of  a brace 
before  he  is  introduced  to  the  treatment,  giving  him 
an  estimate  of  the  time  he  will  have  to  wear  it,  and 
explaining  the  reasons  for  wearing  the  brace  accord- 
ing to  the  rules. 

When  the  Milwaukee  brace  is  prescribed,  it  must 
be  worn  24  hours  of  the  day,  7 days  of  the  week.  For 
two  hours  each  week  the  brace  may  be  removed  so 
that  the  patient  may  bathe  and  shampoo.  The  patient 
should  understand  that  there  will  be  points  of  pres- 
sure under  the  chin  and  over  the  crests  of  the  ilium 
that  will  become  evident  and  that  the  brace  is  made 
especially  to  mold  and  to  keep  these  points  in  excep- 
tionally good  alignment. 

Before  prescribing  a Milwaukee  brace  one  must  ac- 
quire the  service  of  a trained  bracemaker.  Bracemak- 
ing is  well  documented  in  the  literature,  and  an  inquiry 
to  Walter  P.  Blount^  in  Milwaukee  would  afford  anyone 
access  to  information  about  the  production  of  an  ade- 
quate Milwaukee  brace. 

From  two  to  five  weeks  is  usually  needed  to  build  a 
brace  to  order.  In  the  meantime,  the  patient  may  be- 
gin reduction  of  the  force-over-time  factor  by  regiment- 
ing his  daily  routine. 

I have  found  that  an  adequate  orientation  and  ad- 
justment of  a brace  takes  approximately  two  or  three 
days.  When  the  brace  is  first  placed  on  the  patient, 
it  is  fitted  and  altered  for  alignment  until  determined 
satisfactory  by  the  bracemaker;  and  a moderate  ad- 
justment in  length  is  made.  Length  adjustment  is 
demonstrated  to  the  parents  because  they  will  have 
to  make  future  needed  adjustments. 

Exercises  to  be  done  in  the  brace  are  recommend- 
ed as  follows. 

1.  Standing  in  the  brace,  the  patient  tries  to  extend 
his  spine  and  lift  his  chin  and  head  out  of  the  brace. 
If  he  can  do  this  over  a quarter  of  an  inch  and  as 
much  as  a half  of  an  inch,  the  brace  is  not  fitted 
properly  in  length. 


2.  The  patient  is  asked  to  grasp  the  side  of  the 
neck-piece  of  the  brace  and  to  pull  head  and  chin 
out  of  the  brace.  This  action  pushes  the  brace  slightly 
downward,  forcing  it  against  the  hips  and  pushing 
the  head  up.  When  two  fingers  can  be  passed  be- 
tween the  chin  and  the  support,  the  brace  is  too 
short  and  needs  lengthening. 

These  points  are  carefully  explained  to  the  patient 
and  the  parents,  and  the  parents  themselves  are  then 
asked  to  make  an  adjustment  in  length  to  insure 
their  comprehension  of  the  process. 

After  the  patient  has  slept  in  the  brace  and  spent 
a full  24  hours  in  it,  the  brace  is  readjusted  to  the 
correct  length;  and  a photograph  and  an  x-ray  are 
taken.  A significant  difference  between  the  pre-brace 
measurement  and  the  in-brace  measurement  is  al- 
ways apparent  and  relating  the  improvement  to  the 
patient  at  this  time  will  provide  a note  of  encourage- 
ment. After  readjustment,  the  patient  is  again  in- 
structed concerning  the  force-over-time  factor,  rest 
periods,  moderate  activities,  vitamin  C,  and  periodic 
check-ups,  and  is  then  released. 

At  three  month  intervals,  the  progress  is  deter- 
mined from  an  x-ray  of  the  patient  in  the  same  stand- 
ing position.  Successive  measurements  of  the  spine 
are  kept  on  one  document  so  that  a chronological 
order  of  measurements  can  be  immediately  visual- 
ized. If  these  recordings  are  kept  in  various  places,  no 
consequent  correlation  can  be  made.  An  anteropos- 
terior x-ray  in  the  standing  position  and  showing  the 
total  length  of  the  spine  is  taken  at  each  review  pe- 
riod, and  measurements  are  recorded.  Some  physi- 
cians order  an  x-ray  taken  of  the  patient  both  in  and 
out  of  the  brace  at  each  check-up,  but  this  is  not  nec- 
essary. No  important  decision  is  made  early  in  the 
period  of  treatment  and  numerous  x-rays  represent 
excessive  exposure  to  the  patient.  This  can  be  a con- 
troversial issue  with  parents,  for  some  will  strongly  ob- 
ject to  what  they  consider  an  inordinate  amount  of 
x-ray  exposure  to  their  child.  One  x-ray  at  each  follow- 
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c.  Standing  roentgenogram  of  patient  taken 
after  37  months  of  brace  treatment  shows 
settling  of  deformation  to  18  degrees. 
Roentgenogram  was  taken  one  year  after 
brace  was  removed. 

up,  however,  seems  a reasonable  request  and  the  par- 
ents do  not  resent  this  request. 

The  months  that  follow  the  application  of  the  brace 
foretell  the  patient's  success.  Observations  made  dur- 
ing months  and  years  of  prescribing  brace  treatment 
have  led  me  to  classify  brace  wearers  in  three  types. 

The  first  type,  constituting  approximately  one  third 
of  the  brace  cases,  is  the  brace  rider.  This  reaction  to 
the  brace  may  result  in  ulcers  under  the  chin.  Why  a 
child  would  rather  accommodate  these  discomforts 
than  do  the  special  exercises  is  beyond  comprehen- 
sion. The  brace  rider,  however,  seems  to  have  noth- 
ing but  disdain  for  exercises  in  the  brace,  and  he 
learns  how  to  ride  the  brace  quickly.  Riding  a brace 
unfortunately  introduces  a secondary  force  that  will 
cause  a malalignment  of  the  jaws  and  a consequent 
flaring  of  the  teeth. 

The  second  type  of  brace  wearer,  another  one-third 
of  the  patients  so  treated,  develops  detrimental  habits 
in  the  brace.  This  type  of  patient  will  lift  his  chin  clear 
out  of  the  brace  and  turn  his  head  sideways.  What 
relief  this  peculiar  and  unnatural  position  may  offer 
is  again  incomprehensible.  Some  children  also  will 
pull  down  so  constantly  on  their  brace  to  relieve  its 
pressure  on  their  chins,  that  their  spines  drop  lower. 

The  third  type  of  patient  constantly  exercises  his 
spine  and  has  learned  how  to  extend  it  to  alleviate 
the  pressure.  He  rests  regularly,  avoids  fatigue,  and 
has  an  exceptional  posture.  The  results  of  treatment 
of  this  youngster  are  always  gratifying  (Fig.  8d). 

The  rate  of  maturity  may  be  determined  from  the 
x-ray  taken  at  each  check-up  period.  The  Risser  sign^ 
(iliac  apophysis)  is  the  most  reliable  method  by  which 
to  make  this  judgment.  At  maturity  the  iliac  crest  de- 
velops an  ossifying  apophysis  over  its  crest,  begin- 
ning at  the  lateral  border  and  extending  to  the  medial 
border  of  each  ilium.  This  ossification  progresses  er- 


d.  Photograph  of  patient  taken  at  age  13  years, 
8 months.  Iliac  crests  are  developing  to 
maturity. 


ratically,  however;  and  from  the  time  it  is  first  ob- 
served, it  generally  takes  9-18  months  to  seal  com- 
pletely. When  the  ossification  extends  clearly  over  the 
ilium,  further  growth  will  be  minimal.  To  remove  the 
brace  at  this  time  can  be  hazardous,  however;  for  the 
iliac  crests  must  be  ossified  completely  across  the 
ilium  and  must  have  sufficient  time  to  seal  posterior- 
ly. When  certain  that  ossification  is  complete,  it  is  safe 
to  begin  the  removal  of  the  brace. 

Wearing  a brace  over  a period  of  time  has  two  un- 
desirable effects:  (1)  demineralization  of  the  bone 
structure  of  the  vertebrae  and  (2)  degeneration  and 
partial  atrophy  of  the  trunk  musculature.  These  defi- 
cits are  due  to  brace  immobilization  and  must  be 
rectified  before  the  patient  may  come  out  of  the  brace 
completely.  Therefore,  removal  is  done  gradually  to 
allow  time  for  the  restoration  of  the  calcium  integrity 
to  the  vertebral  bodies  and  to  reestablish  tone  to 
the  musculature.  Swimming  is  encouraged  to  facili- 
tate muscular  restoration.  In  most  cases,  after  ma- 
turity is  confirmed  by  x-ray,  it  takes  from  three  to  six 
months  to  discard  the  brace  altogether.  The  brace  is 
removed  in  the  following  manner: 

For  one  hour  three  times  a week  the  patient  is  per- 
mitted out  of  the  brace.  During  that  hour,  activity  is 
restricted  to  lying  down  and  resting,  rolling  over,  do- 
ing push-ups,  and  walking  in  front  of  a mirror  to  prac- 
tice postural  alignment.  This  routine  continues  for 
two  weeks. 

During  the  following  two  weeks,  the  patient  may 
come  out  of  the  brace  for  one  hour  every  day,  but 
still  he  must  carry  out  the  same  activities  during 
that  hour.  For  the  succeeding  two  weeks,  the  patient 
is  allowed  out  of  the  brace  for  two  hours  daily.  Dur- 
ing the  first  hour  he  is  asked  to  adhere  to  the  initial 
routine:  however,  during  the  second  hour  he  may 
spend  his  time  as  he  wishes,  except  for  any  partici- 
pation in  competitive  sports. 
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Following  these  same  increments  of  time,  the  re- 
activation program  is  carried  on  in  this  manner  until 
the  patient  is  out  of  the  brace  for  eight  or  nine  hours 
each  day.  When  a patient  reaches  this  stage  he  will 
in  all  likelihood  have  had  a check-up  x-ray  taken. 
From  this  time  on,  all  x-rays  are  taken  out  of  the 
brace,  for  this  is  the  only  exposure  necessary  to  de- 
termine the  final  outcome.  Examples  of  results  from 
brace  therapy  appear  in  figures  6,  7,  and  8.  The  use 
of  the  Milwaukee  brace  as  a supplement  to  instru- 
mentation of  the  spine  is  demonstrated  in  Fig.  9. 
This  treatment  is  used  only  under  exceptional  cir- 
cumstances. 

History:  A reasonable  amount  of  information  can  be 
acquired  from  the  patient’s  history;  however,  only  a 
few  important  features  are  recorded  on  the  patient’s 
chart. 

Time.  The  duration  of  time  that  the  deformity  has 
been  present  is  first  established.  A definite  period  can 
usually  be  given,  but  this  period  is  sometimes  er- 
roneous. Occasionally,  a 60  degree  curve  is  seen  in  a 
child  that  the  family,  their  doctor,  and  everyone  con- 
cerned would  positively  affirm  did  not  exist  three 
weeks  previously.  Conversely,  another  mother  will 
bring  a child  in,  saying  that  he  had  had  a deviation 
in  the  spine  for  the  past  six  years,  and  that  she  had 
taken  him  to  numerous  doctors  for  it.  Yet  examina- 
tion, verified  by  x-ray,  will  show  a 20  degree  curve 
with  practically  no  asymmetry  of  the  chest.  Such  ex- 
tremes as  these  are  often  encountered. 

Symptoms.  Does  the  patient  present  symptoms 
such  as  pain,  aches,  fatigue,  and  exhaustion?  Are 
there  any  cafe  au  lait  spots  on  the  child?  Has  anyone 


else  in  the  family  (aunts,  uncles,  grandparents,  broth- 
ers, or  sisters)  had  a curved  spine?  If  affirmative,  the 
relationship  to  the  patient  is  noted. 

Vision.  Whether  the  patient  wears  glasses  is  of  sig- 
nificance for  this  could  be  one  of  the  signs  defining 
the  amount  of  future  involvement  in  the  patient.  My 
histories  reveal  that  more  than  90  percent  of  all  se- 
verely involved  idiopathic  scoliotic  children  wear 
glasses,  and  that  they  started  doing  so  from  six 
months  to  one  year  prior  to  the  advent  of  their  curva- 
ture. This  is  a challenging  thought  and  although  how 
it  may  relate  to  the  total  picture  is  unknown,  the  re- 
cording of  this  information  is  strongly  recommended. 

Menses.  In  young  ladies,  the  menstrual  history  is 
of  consequence  regarding  the  date  of  onset,  the  reg- 
ularity, the  span,  and  general  normalcy  of  the  cycle. 

Surgery.  Finally,  whether  the  patient  has  had  any 
previous  major  surgery  in  the  trunk  area  is  important. 

I have  frequently  observed  a unilateral  major  incision 
on  the  chest  for  a thoracoplasty  or  a thoracotomy 
for  entrance  to  heart  surgery. 

Physical  Examination:  The  physical  examination  of 
the  scoliotic  patient  is  a specialized  orthopedic  exam- 
ination limited  to  the  trunk,  therefore  the  patient 
should  be  draped  in  an  appropriate  gown  that  will 
allow  a total  visualization  of  the  back. 

Initially  the  following  features  are  observed:  the 
general  alignment,  the  slope  of  the  shoulders,  the 
fold  between  the  shoulder  blades  (for  alignment  with 
the  middle  of  the  head),  the  sway  of  the  back,  and 
the  gluteal  fold  (for  alignment). 

Moving  slightly  away  to  get  a good  perspective,  the 
physician  should  note  the  position  or  set  of  the  head 
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Fig.  9 a.  Far  left,  opposite  page.  Photograph  shows 
exceptional  case.  A 16-year-old  with  post-poliomyelitis 
with  an  extremely  high  dorsal  curvature. 

h.  Second  from  left.  Roentgenogram  of 
patient  taken  in  February,  1967,  shows  a 
126  degree  high  dorsal  curvature  with 
extreme  compensation  in  the  lumbar  area 
and  in  the  dorsocervical  region.  Surgery 
and  the  Milwaukee  brace  postoperatively 
were  prescribed. 

c.  Third  from  left.  AP  roentgenogram  of 
patient  taken  after  instrumentation  and 
cervical  fusion.  Patient  is  being  held 

in  position  by  the  Milwaukee  brace.  The 
120  degree  anterior  deformity  of  the  high 
dorsocervical  curve  has  been  reduced 
to  70  degrees  or  better. 

d.  Immediate  left.  A photograph  of 
patient  standing  in  a Milwaukee  brace 
two  months  after  surgery.  This  photo- 
graph shows  dramatic  change  in 
alignment  of  spine  and  head  position. 


upon  the  shoulders.  Does  a bulge  appear  on  one 
side  of  the  neck?  Is  any  asymmetry  of  the  neck  seen 
at  its  take-off  point  from  the  shoulders?  Are  the  shoul- 
ders level?  If  not,  record  the  high  shoulder  and  exam- 
ine carefully  the  lower  one.  More  than  100  years  ago 
the  observation  was  made  (verified  by  anatomical  dis- 
section) that  a high  shoulder  is  not  necessarily  a de- 
formity. This  observation  has  been  documented  in 
the  literature  since.  That  a low  shoulder  may  result 
from  its  conformation  to  a depression  of  the  chest 
cage  is  thought  very  likely.  This  circumstance  is  also 
present  on  the  concave  side  of  a major  thoracic  curve. 

Next,  the  sagittal  plane  of  the  shoulders  is  com- 
pared to  that  of  the  pelvis.  Some  amount  of  torque 
is  usually  present,  for  these  planes  should  be  paral- 
lel. Are  there  any  deviations,  right  or  left  at  the  lum- 
bosacral junction?  If  so,  these  are  recorded,  and  the 
section  of  the  spine  (thoracic,  lumbar,  or  cervical)  in 
which  they  occur  is  noted.  A plumb  line  is  sometimes 
used  to  determine  the  presence  of  deviation.  Dropped 
from  the  T-1  segment,  the  plumb  line  should  fall  in 
the  gluteal  fold  when  the  patient  is  standing. 

The  former  observations  are  of  a general  nature 
giving  only  general  impressions.  The  more  specific  ex- 
aminations are  those  of  the  bending  postures:  the 
forward  bending  position  is  of  exceptional  diagnostic 
assistance.  This  position  calls  for  the  patient  to  stand 
with  legs  straight  and  bend  forward  from  the  waist, 
leading  with  the  head  and  allowing  both  arms  to  dan- 
gle at  the  sides.  The  spine  will  have  the  appearance 
of  a gentle  arc  in  this  position  and  postural  deviations 
will  disappear.  However  if  structural  scoliosis  is  pres- 
ent, the  residuals  do  not  disappear  and  are  obvious 
to  the  examiner.  Lateral  bending  postures  will  define 
the  amount  of  flexibility  present  in  the  spine,  and 
notation  is  made  as  to  whether  the  spine  is  rigid. 


moderately  flexible,  or  flexible.  The  patient  is  then 
asked  to  stand  while  the  examiner  gently  holds  the 
chin  and  head  explaining  that  he  is  about  to  apply 
from  20-30  lb.  of  traction  to  the  head.  In  traction  any 
deviations  in  the  spine  will  recede  to  nearly  normal. 

Departing  from  these  specific  observations,  the  el- 
bows are  judged  for  alignment  with  the  trunk.  In  the 
normal  spine,  they  sit  in  the  sulcus  above  the  iliac 
crest.  The  patient  is  asked  to  walk  with  reasonable 
posture  across  the  room.  Both  walking  and  sitting 
postures  are  assessed,  and  any  unusual  circum- 
stance is  recorded. 

Additional  observations  include  the  presence  of  a 
surgical  scar  on  the  chest,  the  absence  of  an  upper 
extremity,  the  presence  of  cafe  au  lait  spots,  the 
character  of  the  skin  (Is  it  clean?  Is  acne  present?), 
the  integrity  of  the  mesenchymal  structure  and  the 
general  muscle  tone.  The  hands  often  indicate  certain 
endocrine  discrepancies,  evidenced  by  long,  tapering 
fingers  and  an  exceptional  length  of  the  upper  extremi- 
ties. In  the  facies,  the  presence  of  glasses  and  the 
condition  of  tooth  alignment  is  recorded  for  possible 
future  reference. 

X-rays;  The  36-inch  film  taken  at  a distance  of  72 
inchesii'  is  highly  recommended.  In  countless  ob- 
servations of  the  scoliotic  spine  during  the  past  17 
years,  I have  been  impressed  with  the  accuracy  this 
film  affords.  This  particular  x-ray  does  not  have  the 
disadvantage  of  presenting  the  20-inch  to  24-inch 
trunk  length  of  a subject  on  the  reduced  surface  area 
of  the  14-inch  by  17-inch  film. 

An  x-ray  of  the  patient  in  the  standing  position  is 
preferred.  Bending  films  are  seldom  ordered.  Although 
the  bending  position  film  aids  in  interpretations  of 
the  amount  of  structural  deformity  and  of  the  rotary 
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factor,  these  interpretations  cannot  be  termed  ac- 
curate. They  yield  only  impressions  which  do  not  add 
concretely  to  the  total  picture.  Occasionally,  if  kypho- 
sis is  apparent,  a lateral  film  of  the  patient  in  the 
standing  position  is  helpful. 

X-ray  analysis  of  the  scoliotic  spine  represents  the 
physician's  only  reasonably  accurate  method  of  docu- 
menting deformed  structure.  The  physical  examina- 
tion offers  little  in  the  way  of  data  that  can  be  mathe- 
matically correlated:  but  the  x-ray,  with  as  little  error 
as  possible  in  its  methodology,  is  of  great  assistance 
in  this  realm.  I have  seen  spinal  x-rays,  all  taken  of 
the  same  patient  by  three  different  departments  with- 
in a ten-day  period,  that  showed  as  high  as  25  per- 
cent error  in  the  measurements,  even  though  all  x- 
rays  were  measured  by  the  same  qualified  person. 
After  much  investigation,  I found  that  adherence  to  a 
rigid  standardization  of  the  methodology  involved  in 
taking  the  x-ray  (36-inch  film  at  a distance  of  72 
inches)  yielded  an  error  factor  of  less  than  5 percent. 
Any  extensive  study  or  analysis  of  roentgenograms 
requires  a standardized  method,  otherwise  analysis 
has  little  value. 

Using  the  Cobb  method  of  measurement,  the 
spinal  curvature  is  evaluated.  Particular  attention  is 
paid  to  the  number  of  vertebrae  and  ribs  present  and 
to  the  number  of  vertebrae  in  both  the  thoracic  and 
lumbar  regions.  An  end  vertebra  can  be  overlooked  if 
x-ray  analysis  is  haphazard.  In  communications  with 
other  physicians,  I have  found  that  a spine  is  some- 
times described  as  a "severe  kyphoscoliosis,”  when 
in  reality,  there  is  no  kyphosis  present.  The  term  "se- 
vere” can  also  have  many  interpretations.  Does  se- 
vere mean  a 40  degree  or  a 60  degree  curve?  Or  does 
it  mean  an  80  degree  or  a 120  degree  curve?  Com- 
munications would  be  less  ambiguous  if  accurate 
measurements  were  stated.  This  is  one  of  the  reasons 
why  measurements  should  be  made  and  recorded. 

While  the  secondary  curve  measurement  is  impor- 
tant, the  simple  measurement  of  the  major  curve 
is  mandatory.  The  following  data  are  recorded  from 
the  x-ray:  (1)  the  length  of  the  spine  from  T-1  to 
S-1,  (2)  the  iliac  apophysis  development,  (3)  any 
variation  in  the  number  of  thoracic  and  lumbar  seg- 
ments, (4)  the  patient's  center  of  gravity  (determined 
by  a vertical  dropped  from  the  odontoid  process  down 
and  from  the  S-1  spinous  process  up),  and  (5)  the 
measurements  of  the  secondary  curve. 

In  this  discussion,  the  term  “end  vertebra”  has 
been  used  instead  of  "transitional  vertebra.”  The  for- 
mer term  has  been  established  as  the  one  in  univer- 
sal usage  and  is  therefore  considered  official. 

Evaluation  of  Results;  Because  of  the  natural  history 
of  idiopathic  scoliosis,  it  may  be  reasonably  assumed 
that  all  such  curvatures  will  progress  if  growth  poten- 


tial remains.  Therefore,  any  treatment  that  prevents 
progression  of  curvature  is  termed  satisfactory.  If  a 
curvature  can  be  managed  to  maturity  with  a final 
measurement  of  less  than  that  of  the  original  meas- 
urement when  treatment  was  initiated,  such  a result 
is  considered  excellent. 

Although  results  of  the  nonoperative  treatment  of 
scoliosis  are  almost  individualized,  they  are  classified 
in  this  presentation  as  better,  same,  or  worse.  Defini- 
tions of  these  classifications  are: 

Better.  A final  result  that  is  better  by  3 degrees 
or  more  depending  upon  the  comparison  of  measure- 
ment of  the  first  time  the  patient  was  seen  and  the 
final  x-ray  measurement  of  the  curve  after  maturity. 

Same.  A final  result  within  a 3 degree  range  de- 
pending upon  the  comparison  of  measurement  of  the 
first  time  the  patient  was  seen  and  the  final  x-ray 
measurement  of  the  curve  after  maturity. 

Worse.  A final  result  that  is  worse  by  3 degrees 
or  more  depending  upon  the  comparison  of  measure- 
ment of  the  first  time  the  patient  was  seen  and  the 
final  x-ray  measurement  of  the  curve  after  maturity. 

In  the  classifications  of  better,  same,  and  worse 
the  two  categories  of  better  and  same  are  considered 
satisfactory.  In  order  to  be  realistic,  a plus  or  minus  3 
degrees  was  used  for  the  category  of  same.  This 
seemed  necessary  to  account  for  the  variations  in 
technique,  in  radiology  positioning,  and  in  error  of 
the  measurement  of  the  major  curve.  Illustrative  ex- 
amples of  these  categories  are  in  Figs.  6,  7,  and  8. 

Summary:  During  the  years  of  1963  and  1964,  I saw 
406  scoliotic  patients  in  consultation.  Nonoperative 
treatment  was  advised  in  190  cases.  Of  these,  94 
accepted  treatment  for  an  average  time  of  29.5 
months.  Treatment  consisted  of  five  elements  (1) 
force-over-time  factor,  (2)  specific  exercises,  (3)  vita- 
min C,  (4)  Milwaukee  brace,  and  (5)  periodic  check- 
ups. 

The  etiologic  distribution  was  as  follows:  82 
idiopathic:  2 post-polio-myelitis:  6 congenital:  and  4 
others  (amyotonia,  osteogenesis,  neurofibromatosis, 
Ehlers-Danlos  syndrome).  It  is  notable  that  82  pa- 
tients or  87  percent  suffered  idiopathic  scoliosis,  con- 
sequently this  report  reflects  in  large  part  the  observa- 
tion of  the  adolescent  and  juvenile  idiopathic  entity. 

In  patients  afflicted  with  idiopathic  scoliosis  pro- 
gression of  curvature  is  difficult  to  manage  during 
the  growing  years.  The  Milwaukee  brace  was  pre- 
scribed for  57  patients  and  the  force -over-time  con- 
cept for  37  patients.  Because  of  subsequent  progres- 
sion, however,  treatment  of  11  patients  on  the  force- 
over-time  program  was  changed  to  include  the  Mil- 
waukee brace. 
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The  results  obtained  using  the  force-over-time  con- 
cept of  treatment  of  scoliosis  are  presented  in  Table  1. 
These  results  should  not  be  compared  to  those  of  the 
combined  treatment  of  the  force-over-time  program 
and  the  Milwaukee  brace  as  shown  in  Table  2. 

Of  the  94  cases,  4 eventually  required  operative 
correction.  I consider  that  the  Milwaukee  brace  plus 
the  force-time  treatment  is  best  in  a nonoperative 
method  of  treatment  for  deformities  measuring  be- 
tween 20  degrees  and  45  degrees. 

In  Table  3 the  ten  cases  in  the  deformity  range  of 
50  degrees  to  70  degrees  which  represent  improve- 
ment are  misleading,  because  their  final  correction 
measurement  will  not  stand  the  test  of  time.  I believe 
that  physiological  cardiopulmonary  changes  toward 
cor  pulmonale  and/or  pain  and  disability  will  present 
themselves  symptomatically  in  the  third  decade  of 
life,  in  eight  or  more  of  these  patients. 

Conclusion:  In  a series,  94  patients  were  treated  by 
nonoperative  measures.  If  properly  built,  applied,  and 
worn  through  the  critical  span  of  growth  until  matur- 
ity, the  Milwaukee  brace  is  considered  a good  defini- 
tive form  of  treatment.  Results  of  this  study  suggest 
that  the  Milwaukee  brace  is  most  efficiently  applied 
to  curvatures  ranging  from  20  degrees  to  45  degrees. 
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Curve  Better 

(degrees) 

Same 

Worse 

Brace 

Surgery 

0-20 

3 

2 

20-30 

6(4  A*) 

5 

5 

30-40  1 

7(4  A) 

40-50 

2(2  A) 

3(1  Ct) 

2 

1 

50-70 

1(1  A) 

5(4  A) 

4 

70-f- 

2 

Total  1 

19(11  A) 

17(4  A) 

11 

1 

Percent  3% 

51% 

46% 

^Adulthood. 

tCongenital. 

Table  1.  Results  of  treatment  of  scoliosis  by 

force-over-time  concept. 

37  cases. 

Range  Better 

Same 

Worse 

Operated 

(degrees) 

0-20 

7 

4 

20-30  5 

11 

10 

30-40  10 

9 

i 

5 

1 

40-50  10 

3 

1 

2 

50-70  9 

1 

\ 

1 

70 -j- 

2 

L 

Total  34 

33 

27 

4 

Table  2.  Results  of  treatment  of  scoliosis  by 

the  force-over-time 

program  and  the 

Mil- 

waukee  brace  combined,  98  cases. 


Range 

(degrees) 

Better 

Same 

Worse 

Operated 

0-20 

2 

2 

20-30 

3 

5 

5 

30-40 

10 

2 

6 

2 

40-50 

10 

1 

1 

50-70 

10 

70-1- 

1 

Total 

33 

10 

14 

3 

Percent 

59% 

17% 

24% 

(5%) 

Table  3.  Results  of  treatment  of  scoliosis  by 
use  of  Milwaukee  brace  alone,  57  cases. 
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TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25’s. 
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One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

♦Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  he  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


removes  the  mental  blur 


that  clouds  vision 


SOLFOTON 

Each  tablet  or  capsule  contains 


PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID®(ScePDR) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 
A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 

Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 


AVAILABLE  

Solfoton  (yellow,  uncoated  tablets 
100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 
100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 
100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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INDICATIONS,  CONTRAINDICATIONS 
FOR  CARDIAC  CATHETERIZATION 
AND  ANGIOCARDIOGRAMS 


R.  D.  LEACHMAN,  M.D. 

Review  Article:  Cardiac  catheterization 
can  provide  physiological  and  anatomical 
information  which  cannot  be  obtained 
otherwise.  In  each  case,  the  decision  to 
use  the  technique  or  not  hinges  on 
whether  the  physician  thinks  the  poten- 
tial value  of  that  data  justifies  the  risk 
involved  in  obtaining  it. 

SINCE  ITS  INTRODUCTION  as  an  investigative  tool  in 
the  early  1940’s  by  Richards  and  Cournand,i.2  cardiac 
catheterization  has  developed  into  a regularly  em- 
ployed diagnostic  method  in  the  study  of  diseases  of 
the  heart  and  blood  vessels. 2-5  There  is  no  absolute 
contraindication  to  cardiac  catheterization.  There  is 
only  the  relative  value  of  the  information  to  be  gained 
compared  to  the  hazard  of  the  examination.  Within 
this  context,  cardiac  catheterization  is  contraindicated 
only  \when  no  helpful  information  can  be  obtained.  In 
some  instances,  the  danger  of  the  study  may  be  great- 
er than  the  potential  usefulness  of  the  learned  infor- 
mation, a relative  contraindication.  The  indication  for 
catheterization  thus  depends  upon  the  need  for  infor- 
mation w/hich  it  can  provide.  This  information  may  be 
divided  into  two  categories,  physiological  data  and 
anatomical  data. 

Physiological  measurements  include  the  blood  pres- 
sure in  various  chambers  of  the  heart  and  in  the  great 


arteries  and  veins,  as  well  as  the  oxygen  content  of 
blood  in  these  various  sites  from  which  the  cardiac 
output  and  the  resistance  to  blood  flow  through  the 
systemic  and  pulmonary  vascular  beds  may  be  calcu- 
lated. Dyes  or  radioisotopes,  whose  instantaneous 
concentrations  may  be  detected  and  recorded,  may 
be  introduced  into  the  circulation  at  various  points 
and  measured  at  a sampling  site  where  the  circula- 
tion time  permits  deductions  concerning  “short-cir- 
cuits” in  the  circulation  and  another  method  of  pre- 
cisely measuring  cardiac  output. 

Anatomical  facts  may  be  ascertained  by  the  injec- 
tion of  radiopaque  media  into  various  chambers  of 
the  heart,  the  pulmonary  arteries,  the  aorta  and  its 
branches,  or  the  great  veins.  The  resulting  angiograms 
outline  the  lumina  of  these  structures  and  may  be 
recorded  on  rapidly  changed  x-ray  film,  with  2 to  12 
exposures  made  each  second,  or  on  high-speed  movie 
film,  photographing  a fluoroscopic  screen  60  times 
each  second.  By  this  technique,  the  size  of  various 
chambers,  the  function  of  the  heart  valves,  defects  in 
the  septation  of  the  heart,  vascular  obstructions,  and 
aneurysms  may  be  clearly  defined.  The  sequence  of 
blood  flow  can  also  be  readily  seen,  giving  further  in- 
formation about  the  function  of  the  heart  (Fig.  1). 

Use  of  Catheterization:  Cardiac  catheterization  is  use- 
ful to  the  clinician  only  insofar  as  it  can  answer  a 
particular  clinical  problem.  Patients  with  congenital 
heart  disease  clearly  represent  a group  in  which  pre- 
cise knowledge  of  both  the  anatomical  deformity  and 
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Fig.  1.  a.  Angiograms  re- 
corded in  the  anteroposter- 
ior and  lateral  projections 
followirtg  injections  of  con- 
trast media  into  the  right 
ventricle,  showing  normal 
anatomy  of  the  ventricle  and 
pulmonary  arteries. 


b.  Delayed  exposures  made 
following  the  same  injection 
showing  the  normal  left  atri- 
um, left  ventricle,  and  aorta 
opacified  with  contrast 
media. 


the  physiology  of  the  circulation  is  important.  Not  all 
patients  with  congenital  heart  disease  require  cathe- 
terization. In  many  instances,  appropriate  treatment 
can  be  based  on  an  accurate  diagnosis  made  from 
the  clinical  findings,  standard  chest  x-rays,  and  the 
electrocardiogram.  (It  should  be  stated,  however,  that 
the  precision  of  clinical  diagnosis  has  been  improved 
by  the  correlation  of  clinical  and  cardiac  catheteriza- 


tion data  derived  from  many  patients.  One  of  the 
major  contributions  of  these  physiologic  measure- 
ments to  cardiology  has  been  the  refinement  of  physi- 
cal diagnosis,  particularly  auscultation,  precordial  pal- 
pation, and  observation  of  the  jugular  venous  pulse.) 
In  the  patient  with  congenital  heart  disease,  cardiac 
catheterization  can  provide  the  answer  to  the  question 
of  functional  disturbance  produced  by  an  intracardiac 
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Fig.  2.  Selective  injection  of  contrast  media 
into  the  left  ventricle.  The  pulmonary  artery 
fills  from  the  left  ventricle,  indicating  that 
the  great  vessels  are  transposed.  The  size 
and  shape  of  these  structures  are  normal. 


Fig.  3.  Injection  of  contrast  media  into  left 
ventricle  in  a patient  with  findings  of  aortic 
stenosis.  A sharply  narrowed  segment  of  the 
aorta  above  the  aortic  valve  can  be  seen 
which  is  typical  of  supravalvular  aortic 
stenosis. 


Fig.  4.  Simultaneous  sys- 
temic arterial  and  ventricu- 
lar blood  pressures  recorded 
from  a patient  with  aortic 
stenosis.  The  peak  systolic 
brachial  arterial  blood  pres- 
sure is  140  mm.  of  mercury, 
while  the  systolic  left  ven- 
tricular blood  pressure  is  in 
excess  of  200  mm.  of  mer- 
cury. The  shaded  area  in  the 
illustration  corresponds  to 
the  excess  pressure  needed 
to  propel  the  blood.  Note 
also  that  the  late  diastolic 
ventricular  pressure  is  25 
mm.  of  mercury,  approxi- 
mately twice  normal. 
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Fig.  5.  Simultaneous  left 
atrial  and  left  ventricular 
blood  pressures  recorded 
from  a patient  with  mitral 
stenosis.  The  top  line  of  the 
shaded  area  corresponds  to 
the  atrial  pressure  and  the 
bottom  line  to  the  ventricu- 
lar pressure  during  ventricu- 
lar diastole.  The  shaded 
area  is  the  pressure  differ- 
ence that  exists  between  the 
atrium  and  ventricle  and  re- 
flects the  mitral  obstruction. 
Normally,  there  is  no  pres- 
sure gradient  during  this 
time  of  the  cardiac  cycle. 


defect  and  to  the  question  of  the  need  for  surgical 
treatment.  Precise  anatomical  detail,  important  to  the 
surgical  approach  and  the  extent  of  plastic  surgical 
treatment  necessary  can  be  obtained  (Figs.  2,  3).  Sur- 
gical success  and  risk  can  be  prognosticated  since  the 
functional  changes  often  reflect  the  potential  difficul- 
ties in  adaptation  of  the  circulation  to  the  “normal- 
ized” state. 

In  valvular  heart  disease,  cardiac  catheterization  is 
the  available  technique  for  confirming  the  valvular 
dysfunction  and  for  quantitating  the  impact  of  the 
functional  disturbance  on  the  heart.  The  presence  or 
absence  of  disease  of  more  than  one  valve  can  be  as- 
certained. Obstructive  disease  of  the  valves  is  recog- 
nized by  differences  of  blood  pressure  on  either  side  of 
the  valve.  In  the  case  of  the  semilunar  valves,  the  ven- 
tricular systolic  pressure  exceeds  the  systolic  pressure 
in  the  corresponding  great  artery,  where  normally 
these  pressures  should  be  equal  (Fig.  4).  In  the  case 
of  atrioventricular  valves,  the  pressure  in  the  atrium 
is  greater  than  the  diastolic  pressure  in  the  corre- 
sponding ventricle  during  the  period  of  ventricular 
filling  (Fig.  5).  The  magnitude  of  the  pressure  differ- 
ences gives  an  index  of  the  degree  of  obstruction.  The 
estimate  of  the  valvular  obstruction,  as  well  as  the 
response  of  the  myocardium  to  the  added  work  load, 
can  be  made  more  precise  by  the  calculation  of  car- 
diac output,  rapidity  of  emptying,  and  rate  of  pressure 
production  by  the  muscle.  Valvular  insufficiency  can 
better  be  identified  and  quantitated  by  cine-angio- 


graphic technique,  in  which  radiopaque  medium  is  in- 
troduced into  the  circulation  downstream  from  the 
valve  to  be  studied.  From  motion  pictures,  recording 
the  flow,  the  quantity  of  dye  regurgitating  through  the 
valve  can  be  visualized.  Cine-angiographic  analysis  of 
ventricular  contraction  can  provide  information  about 
myocardial  function;  the  weakened  myocardium  fails 
to  contract  vigorously  and  retains  a large  residual  vol- 
ume of  blood  at  the  end  of  ventricular  systole.  These 
facts,  supplementing  the  clinical  findings,  permit  pre- 
cise estimation  of  the  patient’s  disability  and  direct 
attention  to  vulnerable  areas  of  the  circulation  which 
might  deteriorate  with  either  medical  or  surgical  treat- 
ment. 

Coronary  artery  disease  continues  to  be  the  most 
important  form  of  heart  disease  in  the  United  States. 
This  disease  may  result  in  ventricular  aneurysm,  rup- 
tured papillary  muscles,  and  perforation  of  the  ven- 
tricular septum,  all  of  which  are  potentially  correctable 
disturbances  of  heart  function.  These  complications  of 
coronary  disease  can  be  assessed  only  by  the  tech- 
niques of  cardiac  catheterization.  Since  surgical  treat- 
ment may  be  needed,  it  is  important  to  determine 
what  portion  is  due  to  weakening  of  the  ischemic  ven- 
tricular myocardium.  The  quantitation  of  the  mechan- 
ical problem  is  critical,  since  the  benefit  of  surgical 
treatment  will  depend  upon  the  relative  significance  of 
the  mechanical  difficulty  compared  to  the  myocardial 
weakness  directly  produced  by  fibrosis  and  infarction. 

Catheterization  technique  has  been  most  recently 
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Fig.  6.  Angiogram  recorded  following  injec- 
tion of  contrast  media  into  the  ascending 
aorta  in  a patient  with  anomalous  origin  of 
left  coronary  artery  from  pulmonary  artery. 
Note  size  of  right  coronary  artery,  extensive 
collateral  circulation  over  myocardium,  and 
opacification  of  pulmonary  artery.  The  blood 
flow  in  this  instance  is  from  aorta  to  right 
coronary,  through  collateral  vessels  into  the 
left  coronary  which  empties  into  the  pulmon- 
ary artery. 

applied  to  the  problem  of  coronary  artery  disease,  as 
it  most  often  occurs,  with  angina  and  uncomplicated 
infarction.  Sones'  technique  of  injecting  radiopaque 
contrast  media  directly  into  the  ostium  of  each  coro- 
nary artery,  and  recording  the  data  by  high-speed  35 
mm.  cinephotography  of  an  image-intensifying  fluoro- 
scopic screen,  has  become  widespread. 6 These  studies 
provide  the  clinician  with  extensive  information  about 
the  exact  internal  anatomy  of  the  coronary  arterial 
circulation.  The  extent  of  the  arteriosclerotic  process, 
its  severity,  and  the  development  of  collateral  vessels 
can  be  clearly  defined.  The  anatomical  distribution  of 
the  coronary  circulation,  such  as  single  coronary  ar- 
tery, origin  of  the  right  or  left  coronary  from  the  pul- 
monary artery,  although  rare,  can  be  clearly  recog- 
nized (Fig.  6).  Utilizing  this  technique,  the  natural  his- 
tory of  the  obliterative  changes  and  the  formation  of 
collateral  vessels  may  be  studied.  It  is  important  to 
remember  that  coronary  arteriograms  demonstrate 
anatomical  changes  which  do  not  correlate  absolutely 
with  functional  changes  or  the  patient’s  symptoms. 
Studies  to  correlate  the  anatomical  change  with  the 
functional  change  are  currently  underway,  but  much 
has  to  be  learned  about  the  possible  types  of  collateral 
circulation  to  the  myocardium  and  the  metabolic  re- 


quirement of  the  heart  before  the  disease  is  under- 
stood. At  least  one  new  syndrome  has  been  discov- 
ered as  a consequence  of  this  examination.  A few 
patients  have  been  found  whose  coronary  arteries 
appear  to  be  anatomically  normal  but  who  have  myo- 
cardial ischemia.  Eliot,^  at  the  University  of  Minne- 
sota, has  shown  that  some  of  these  patients  do  not 
freely  release  oxygen  from  hemoglobin,  suggesting  a 
new  etiology  of  ischemic  heart  disease.  Another  group 
of  patients,  particularly  young  women,  with  symptoms 
and  electrocardiographic  signs  suggesting  coronary 
disease,  but  “normal”  coronary  arteriograms,  have 
been  described  by  Likoff  and  add  to  the  dilemma.^ 
These  examples  indicate  the  value  of  comprehensive 
study  of  patients  with  “coronary  disease,”  as  diag- 
nosed by  electrocardiographic  findings  or  symptoms. 
Current  enthusiasm  for  revascularization  operations  of 
the  myocardium  has  required  the  cardiac  laboratory 
to  provide  information  about  the  anatomy  of  the  coro- 
nary arteries  and  the  functional  state  of  the  myocar- 
dium., 

Future  developments  in  the  cardiac  laboratory  will 
very  likely  be  directed  toward  new  techniques  of  as- 
saying biochemical  changes  and  myocardial  cellular 
function  in  selected  areas  of  the  myocardium  and 
techniques  for  studying  the  dynamics  of  the  circula- 
tion and  their  regulation  under  conditions  of  exercise. 

Indications  for  Catheterization:  There  are  no  absolute 
indications  for  cardiac  catheterization.  The  indication 
for  cardiac  catheterization  continues  to  be  based  on 
the  clinician’s  need  for  an  answer  to  a particular  prob- 
lem or  his  evaluation  of  a patient.  There  continues  to 
be  a hazard,  although  small,  in  cardiac  catheterization 
and  angiography.  In  a sample  of  2,500  serial  cardiac 
catheterizations  performed  in  the  St.  Luke’s  and  Texas 
Children’s  Hospital  laboratory  in  a two-year  period, 
there  were  16  deaths  attributable  to  the  study.  Of 
these  16  patients,  9 were  less  than  six  months  of  age, 
and  11  had  severe  cyanotic  congenital  heart  disease. 
Many  of  these  patients  required  oxygen  administra- 
tion during  the  examination  and  were  studied  in  a 
final  effort  to  find  a way  to  salvage  them.  The  mor- 
tality from  the  test  is  partially  dependent  upon  patient 
selection  and  can  be  made  quite  low  if  one  refuses  to 
study  patients  with  severe  illness.  It  has  been  our 
position  that  no  patient  is  too  sick  to  withhold  a 
special  study  which  might  permit  specific  treatment. 
However,  the  realization  that  there  is  a slight  hazard 
should  temporize  its  indiscriminate  use. 

In  general,  patients  with  congenital  heart  disease 
shouid  be  studied  when  the  diagnosis  is  in  doubt  or 
when  there  is  some  question  about  the  severity  of  the 
functional  impairment.  The  optimal  time  for  study  is 
important.  The  asymptomatic  patient  who  has  little 
evidence  of  disturbance  in  heart  function  by  history, 
physical  examination,  electrocardiogram,  and  chest 
x-ray,  is  best  studied  at  an  age  when  the  hazard  of 
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A.  To  answer  a clinical  question  of  anatomy  or  function: 

1.  What  anatomical  abnormality  is  present? 

2.  What  is  the  effect  on  heart  function? 

B.  Findings  that  frequently  indicate  need  for  catheterization: 

1.  Presence  of  murmurs  or  cyanosis. 

2.  Abnormal  size  or  shape  of  heart  or  vessels. 

3.  Electrocardiographic  abnormality  of  obscure  cause. 

4.  Symptoms  of  vascular  occlusion. 

5.  Symptoms  out  of  proportion  to  findings. 

Table  1.  Indications  for  catheterization. 

the  test  is  minimal  and  when  the  size  of  the  patient 
permits  complete  study.  In  such  cases,  study  will  gen- 
erally be  postponed  until  the  patient  is  about  four  to 
six  years  old  and  weighs  approximately  40  to  50  lbs. 
In  some  patients,  it  may  be  desirable  to  wait  even 
longer. 

The  symptomatic  patient,  at  whatever  age,  presents 
a different  problem.  When  the  symptoms  and  the 
signs  of  heart  disease  indicate  the  need  for  further 
definitive  treatment,  precise  diagnosis  is  imperative, 
and  delay  in  completing  diagnostic  study  is  dangerous. 

The  infant  with  congenital  heart  disease  is  a special 
problem.  He  must  be  watched  carefully  and  evaluated 
frequently  during  this  early  age  since  the  functional 
status  of  the  circulation  may  change  rapidly.  The  ma- 
turation of  the  pulmonary  vascular  bed  during  the 
first  weeks  following  birth  results  in  a decrease  in  the 
pulmonary  vascular  resistance  which  permits  a large 
volume  flow  through  the  lung  when  septal  defects  are 
present.  In  some  malformations,  especially  transposi- 
tion of  the  great  vessels  and  pulmonary  atresia,  the 
ductus  arteriosus  is  vital  to  life  and  its  spontaneous 
closure  may  result  in  sudden  death.  In  these  cases, 
catheterization  may  be  required  shortly  after  birth,  at 
the  first  sign  of  distress,  such  as  cyanosis,  tachypnea, 
intercostal  retraction,  or  depression. 

Patients  with  valvular  or  other  mechanical  problems 
of  the  circulation  should  be  studied  by  catheter  tech- 
niques when  the  symptoms  and  signs  of  heart  disease 
suggest  the  need  for  further  treatment.  These  studies 
should  precede  surgical  treatment  to  confirm  the  diag- 
nosis, quantitate  the  functional  disturbance,  and  pro- 
vide further  information  about  the  surgical  risk. 

The  patient  with  angina  is  a difficult  problem.  When 
the  diagnosis  is  confusing  and  there  is  doubt  as  to 
the  presence  or  absence  of  coronary  disease,  arterio- 
graphic  study  is  indicated.  In  fact,  the  demonstration 
of  normal  coronary  arteries  in  the  patient  with  chest 
pain  and  suspected  coronary  disease  may  be  the  most 
rewarding  result  of  this  study.  Patients  may  be  candi- 
dates for  revascularization  operations  when  angina 
has  failed  to  respond  to  the  usual  medical  manage- 
ment. At  this  time,  the  selection  of  patients  for  re- 
vascularization depends  upon  the  individual  doctor’s 
enthusiasm  for  this  surgical  treatment.  Since  the  re- 
sults of  surgery  have  not  been  completely  defined,  we 


A.  When  specific  diagnosis  is  imperative  to  management. 

B.  When  surgical  treatment  appears  indicated. 

C.  In  elective  problems,  when  the  risk  is  minimal  (in  children, 
frequently  at  beginning  school  age). 

D.  In  sick  infants — early  study  often  needed  for  salvage. 


Table  2.  Timing  of  catheterization. 

have  reserved  the  operation  for  those  patients  with  in- 
capacitating angina.  Certainly,  those  patients  selected 
for  surgery  should  be  studied  by  this  technique  in  or- 
der to  localize  the  areas  of  ischemia  needing  revascu- 
larization. The  indications  for  study  of  these  patients 
will  obviously  change  as  the  evaluation  of  current  treat- 
ment methods  progresses. 

Repeated  catheterization  is  useful  in  the  evaluation 
of  the  success  of  surgical  correction  of  congenital 
defects  and  valvular  diseases  of  the  heart,  as  well  as 
medical  management.  Further  multiple  catheterization 
in  selected  patients  provides  useful  information  about 
the  course  of  an  illness  and  may  be  an  important 
guide  in  the  timing  of  intervention. 

Catheterization  in  Research;  The  use  of  catheteriza- 
tion as  an  important  investigative  tool  should  be 
noted.  Many  advances  in  our  understanding  of  heart 
disease  have  resulted  from  investigations  using  this 
technique.  There  has  been  much  concern  recently 
about  human  experimentation  and  volunteering  for 
such  studies.  It  is  important  to  remember  that  this 
type  of  procedure  should  always  be  undertaken  with 
great  respect  for  the  individual  when  used  for  diag- 
nostic or  investigative  purposes.  The  separation  of 
research  and  clinical  use  is  often  difficult,  and  the 
transition  from  research  to  daily  clinical  application  is 
frequently  a matter  of  a short  span  of  time.  The  clini- 
cal application  of  cardiac  catheterization  is,  itself,  a 
noteworthy  example  of  this  rapid  transition. 
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DIAGNOSTIC  LIMITATIONS 

OF  THE 

ELECTROCARDIOGRAM 


GEORGE  H.  CARMAN,  M.D. 

Clinical  Medicine:  Awed  by  the  fact  that 
his  heart’s  electrical  impulses  can  be  re- 
corded and  analyzed,  the  patient  attaches 
great  importance  to  the  ECG  report.  Yet 
the  electrocardiograph  has  the  potential 
for  malfunction,  and  both  the  technical 
procedure  of  obtaining  an  ECG  and  the 
interpretation  of  its  results  depend  upon 
human  skill  and  consistency.  The  ECG  is 
a most  valuable  tool,  but  its  limitations  as 
well  as  its  usefulness  must  be  respected. 

SINCE  THE  DEVELOPMENT  of  the  string  galvanometer 
by  Willem  Einthoven  in  1901  and  his  application  of 
this  device  shortly  thereafter  to  record  cardiac  elec- 
trical activity,!  the  electrocardiogram  (ECG)  has  been 
developed  into  a most  useful  tool  for  both  clinical 
cardiology  and  clinical  medicine.  In  the  over  60  years 
since  then,  the  interpretation  of  ECG’s  has  been  re- 
fined to  allow — among  other  things — electrical  diag- 
nosis of  (1)  cardiac  chamber  enlargement  or  hyper- 
trophy, (2)  myocardial  necrosis  and  injury,  (3)  cer- 
tain drug  effects,  and  (4)  changes  in  concentration  of 
some  serum  electrolytes.  In  addition,  the  ECG  remains 
the  ultimate  technique  for  evaluating  any  cardiac 
arrhythmia.  All  of  this  information  can  now  be  ob- 


tained from  this  graphic  record  of  changing  electrical 
potentials  generated  by  the  (distantly)  beating  human 
heart  as  sampled  from  arbitrarily  selected  points  on 
the  body  surface. 

While  there  is  universal  awareness  of  the  usefulness 
of  clinical  (body-surface)  electrocardiography,  it  is  un- 
fortunately true  that  there  is  little  consideration  of 
the  limitations  which  must  be,  and  are,  present  with 
this  technique.  Therefore  I believe  it  timely  to  con- 
sider the  factors  limiting  the  diagnostic  usefulness  of 
the  ECG.  These  fall  into  three  main  categories:  (1)  in- 
tangible philosophical  or  psychological  factors,  (2) 
factors  of  instrumentation  and  technique,  and  (3)  the 
current  state  of  basic  knowledge  of  the  genesis  of  the 
body-surface  ECG. 

Intangible  Factors:  Chief  among  the  intangibles  is  the 
importance  the  patient  almost  always  attaches  to  this 
recording  of  his  heart’s  changing  electrical  field.  This 
cannot  be  overemphasized.  Likewise,  the  patient 
seems  to  be  impressed  by  the  pronouncements  of  any 
physician  who  can  decipher  the  apparently  mysteri- 
ous lines  on  the  paper.  Therefore  great  care  must  be 
taken  in  how  one  imparts  electrical  diagnostic  im- 
pressions to  a patient.  Inappropriate  ECG  diagnoses 
have  a tremendous  potential  for  harm  and  can  easily 
initiate  iatrogenic  heart  disease. 

Another  philosophical  point  limiting  diagnostic  use- 
fulness of  the  ECG  is  the  fact  that  physicians,  as  well 
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as  patients,  seem  to  be  influenced  by  the  machinery 
and  techniques  involved  in  recording  changing  car- 
diac potentials.  It  sometimes  seems  that  the  more 
"complex”  the  recording  technique,  the  more  im- 
pressed we  become.  These  regrettable  but  real  tend- 
encies for  both  physicians  and  patients  to  be  awed 
by  techniques  and  the  fact  that  electricity  is  being 
recorded  and  analyzed  do  limit  the  diagnostic  useful- 
ness of  the  ECG.  This  is  so  because  (1)  records  and 
interpretations  are  viewed  less  critically  and  some- 
times allowed  to  exert  undue  influence  in  establishing 
a diagnosis  (and  therefore,  secondarily,  a prognosis), 
and  (2)  these  attitudes  tend  to  demand  too  much  in 
the  way  of  diagnostic  information  from  the  ECG — 
pushing  the  technique  beyond  its  capabilities. 

Tangible  Factors:  The  facts  of  instrumentation  and 
technique  may  be  evaluated  precisely.  Fig.  1 illus- 
trates the  steps  involved  in  obtaining  an  electrocar- 
diographic diagnosis.  The  instrumentation  and  techni- 
cal factors  are  present  at  the  first  stage — the  inter- 
face between  patient  and  electrocardiograph  (as  in- 
fluenced by  the  machine  operator). 

The  machine  operator  can  cause  difficulty  by  (1) 
improperly  placing  leads  on  the  body  surface  or  in- 
correctly attaching  lead  wires,  (2)  improperly  position- 
ing the  patient,  or  (3)  incorrectly  operating  the  prop- 
erly attached  electrocardiograph.  The  influence  of 
these  factors  in  limiting  the  diagnostic  capability  of 
the  ECG  is  obvious  and  there  is  no  real  need  to  ex- 
plore them  further.  However,  I must  emphasize  the 
frequency  with  which  precordial  leads  are  still  being 
placed  incorrectly.  Sometimes  such  placements  seem 
artistic — in  the  sense  that  the  locations  for  these 
leads  appear  to  be  reached  by  some  subconscious 
intuitive  process  with  only  variable  reproducibility. 


Patient 

i 

ECG  ECG 

Machine  Technician 

i 

ECG 

1 

Interpretation 

of  ECG 

Fig.  1.  Flow  diagram  of  processes  involved  in 
obtaining  an  ECG  diagnosis. 

Such  errors  will  affect  the  accuracy  of  ECG  interpre- 
tation because  established  diagnostic  criteria  assume 
sampling  of  voltage  changes  from  relatively  standard- 
ized precordial  sites. 

The  nature  of  the  electrocardiograph  itself  also  lim- 
its the  diagnostic  usefulness  of  electrocardiography. 
The  cardiac  electrical  signal  present  at  the  body  sur- 
face may  be  altered  considerably  by  even  properly 
applied  and  operated  recording  equipment. 

One  of  the  main  instrumentation  problems  is  the 
“flat  frequency  response”  of  the  electrocardiograph — 
that  is,  the  fidelity  with  which  an  electrical  wave  sig- 
nal of  constant  amplitude  is  recorded  as  its  frequency 
changes.  The  recent  report  of  the  Committee  on  Elec- 
trocardiography of  the  American  Heart  Association2 
states  that  the  minimal  acceptable  frequency  charac- 
teristics of  a direct-wiring  ECG  machine  should  be 
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Electrocardiograph 

% of  15  Hz.  signal  at 

40  Hz.  100  Hz. 

Cambridge  Simpliscribe 

85 

17 

Sanborn  Viso-Cardiette  100 

95 

30 

Burdick  EK  III 

95 

70 

Schwartzer  Cardioscript  III 

100 

100 

Table  1.  Frequency  characteristics  of  electro- 
cardiographs. 


(1)  a flat  response  from  0.14  to  50  cycles  per  second, 
or  Hertz  (Hz),  within  ± 6 percent,  and  (2)  a reduc- 
tion of  not  more  than  30  percent  (—3  decibels)  up 
to  100  Hz.  Table  1 shows  the  frequency  characteris- 
tics of  some  commonly  used  direct-writing  electrocar- 
diographs as  tested  by  Lopeschkin.s  With  most  of 
these  devices,  there  is  excessive  decrease  in  their 
ability  to  faithfully  record  electrical  events  of  higher 
frequency.  For  example,  with  the  Sanborn  Viso- 
Cardiette  100,  an  electrical  wave  of  unit  magnitude 
with  frequency  of  100  Hz.  causes  only  30  percent  of 
the  deflection  produced  by  an  electrical  wave  of  the 
same  magnitude  but  with  a frequency  of  15  Hz.  In 
addition,  the  obvious  variability  between  machines 
also  limits  precise  comparison  of  records  obtained 
with  the  different  machines.  The  higher  frequency 
waves  in  electrocardiography  are  limited  to  QRS.4  It 
is  logical  and  to  be  expected  that  ECG’s  made  with 
a recording  device  of  higher  flat  frequency  response 
should  contain  a greater  amount  of  information.  The 
usefulness  or  significance  of  such  information  is  only 
now  being  explored. 

Other  instrumentation  factors  include  (1)  constancy 
and  accuracy  of  paper  speed,  (2)  AC  interference, 
(3)  sensitivity,  (4)  stability  of  baseline,  (5)  input  im- 
pedance, and  (6)  accuracy  of  calibration  (standardi- 
zation). These  are  evaluated  in  detail  by  Lepeschkin^ 
and  by  the  Committee  on  Electrocardiography.2  They 
should  also  be  kept  in  mind  when  purchasing  and 
maintaining  electrocardiographs.  For  instance,  con- 
sider constancy  and  accuracy  of  paper  speed.  In  most 
direct-writers  there  is  no  independent  manner  of  re- 
cording time.  This  is  simply  denoted  on  the  ECG 
paper  by  lines  printed  at  1 mm.  intervals  along  the 
horizontal  axis;  the  electrocardiograph  is  set  to  pass 
this  paper  along  at  a certain  rate — most  commonly 


25  mm. /sec.  As  the  paper  drive  rollers  become  worn, 
there  is  slippage  and  stretching  of  the  paper  produc- 
ing excessive  (and  undetected)  variations  in  paper 
speed.  This  affects  both  the  measuring  of  intervals 
and  the  configuration  of  wave  forms.  Actually,  it  is 
recommended  that  a paper  speed  of  25  mm. /sec.  be 
constant  within  2 percent,  and  that  there  be  inde- 
pendent recording  of  time  on  the  paper  margin  unre- 
lated to  the  paper  drive  mechanism. 

It  is  also  valid  to  ask  why  a paper  speed  of  25 
mm. /sec.  and  calibration  of  10  mm./mv.  are  almost 
exclusively  used  in  clinical  electrocardiography  in  this 
country.  So  far  as  I can  tell,  this  is  done  because 
Einthoven  selected  these  standards  in  1906.4  They 
were  certainly  suitable  for  his  machines,  but  this  is 
not  reason  enough  for  us  to  insist  on  these  standards 
as  we  do  now.  With  these  standards,  ECG  waves  of 
20  Hz.  or  less  and  with  amplitudes  equal  to  or  greater 
than  0.3  mv.  are  seen  well.  However,  waves  of  small- 
er amplitude  and  higher  frequency  tend  to  be  lost.4 
Our  slavish  adherence  to  this  paper  speed  and  cali- 
bration undoubtedly  is  preventing  realization  of  all 
the  electrical  information  present  at  the  body  surface. 

Lack  of  Knowledge:  In  my  opinion,  the  main  limiting 
factor  affecting  the  diagnostic  usefulness  of  electro- 
cardiography is  lack  of  knowledge — both  in  the  cor- 
pus of  knowledge  accumulated  in  the  past  60  years 
and  in  the  knowledgeability  of  the  individual  physician 
interpreting  an  electrocardiographic  record. 

One  well  known  manifestation  of  this  is  the  phe- 
nomenon of  “observer  variation’’  in  interpreting 
ECG’s.  In  one  study,5  nine  experienced  ECG  readers 
reported  their  opinions  of  100  tracings  on  two  sepa- 
rate occasions.  They  were  allowed  the  choice  of  three 
reports — “normal,”  “abnormal,”  and  “infarction.” 
There  was  a complete  agreement  in  one-third  of  the 
100  tracings,  majority  agreement  in  one-half,  but 
considerable  dispute  or  disagreement  in  about  one 
tracing  in  five.  Furthermore,  after  the  second  inter- 
pretation, the  readers  disagreed  with  about  one  in 
eight  of  their  original  reports.  In  another  study  using 
ECG’s  taken  in  the  Framingham  program, 6 a quali- 
fied reader  disagreed  with  his  initial  interpretation  in 
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slightly  more  than  7 percent  of  the  440  tracings  in- 
terpreted. There  were  lesser  degrees  of  disagreement 
at  the  second  reading  in  another  14  percent  of  the 
tracings.  Reproducibility  was  reported  “good”  for  Q 
wave  items,  but  “less  so  for  ST  and  T wave  changes.” 

The  origins  of  such  variability  are  in  the  way  elec- 
trocardiography has  developed.  The  late  Robert  Grant 
had  pertinent  observations  on  this.7  He  pointed  out 
that  no  field  of  medicine  is  more  dominated  by  clini- 
cal application  than  electrocardiography.  “Any  new 
idea  or  theory  is  almost  instantly  swept  into  studies 
designed  to  test  its  usefulness  in  clinical  interpreta- 
tion, and  any  intrinsic  scientific  interest  is  rapidly 
lost  from  sight.”  There  is  a voluminous  ECG  litera- 
ture, but  most  of  it  is  on  clinical  correlations  or  clini- 
cal applications.  There  is  little  basic  understanding 
of  the  genesis  of  the  human  body-surface  electrocar- 
diogram. 

Regarding  the  record  of  ventricular  excitation — the 
QRS — Durrer  has  stated  (1)  that  our  knowledge  of 
the  time-course  of  excitation  is  still  rudimentary,  (2) 
that  many  existing  concepts  rest  on  unproved  prem- 
ises, and  (3)  that  many  ECG  abnormalities — for  ex- 
ample, left  axis  deviation — cannot  be  explained  by 
present  knowledge.8  Durrer  is  a leader  in  working  out 
the  normal  and  abnormal  sequences  of  human  ven- 
tricular excitation  by  new  techniques;  his  work  is  just 
beginning  to  give  a few  glimpses  into  the  origin  of 
QRS. 

Regarding  fundamental  knowledge  of  the  ST-T-U 
portion  of  the  ECG — the  phenomena  of  ventricular  re- 
polarization or  recovery — very  little  is  known.  Brody 
has  stated,  “During  repolarization  we  are  apparently 
dealing  with  an  electrical  swamp. ”7  Practically  noth- 
ing is  known  of  the  basic  process,  or  processes,  of 
repolarization.  Yet  this  is,  clinically,  a part  of  the 
ECG  widely  used.  Many  important  diagnostic  decisions 
are  based  upon  the  appearance  of  the  ST,  T,  or  U 
areas  of  an  ECG. 

Therefore  it  is  vital  to  recognize  as  fact  that  cur- 
rent interpretation  of  the  electrocardiogram  is  em- 
pirical— that  is,  it  depends  on  experience  and  clinico- 
pathologic  correlations,  not  on  fundamental  scientific 
understanding  of  the  processes  producing  the  electri- 
cal waves. 


Some  of  the  problems  in  clinical  electrocardiogra- 
phy resulting  from  this  empiricism  are  easily  illus- 
trated. 

First  is  the  oft  repeated  attempt  to  correlate  spe- 
cific electrical  and  mechanical  cardiac  events.  Many 
interesting  ideas  have  been  proposed  but  few  have 
withstood  the  test  of  time.  A recent  hypothesis  was 
the  concept  of  “systolic  and  diastolic  overloading” 
in  ventricular  hypertrophy — well-reasoned  and  attrac- 
tive. But  this  has  not  withstood  the  test  of  time,  ei- 
ther, and  it  is  reported  on  good  authority'^  that  the 
original  author  no  longer  believes  it. 

Another  problem  area  is  the  attempt  to  use  the 
ST-T  portion  of  the  ECG  for  specific  physiologic  diag- 
nosis. Consider  the  changes  in  the  ventricular  re- 
polarization pattern  which  may  be  produced  by  exer- 
cise or  “stress”  of  other  varieties.  Such  segmental 
ST  depressions  are  commonly  said  to  be  a result  of 
“ischemia,”  or  decreased  perfusion  of  part  of  the  left 
ventricle  by  the  coronary  circulation.  Thus  these 
changes  are  used  to  diagnose  coronary  atherosclerotic 
heart  disease  in  patients  with  normal  resting  ECG’s. 

There  is  no  question  that  there  is  a statistical  cor- 
relation between  the  occurrence  of  such  ST  segment 
depressions  after  exertion  and  increased  morbidity 
and  mortality  from  coronary  atherosclerotic  heart  dis- 
ease. This  can  therefore  be  rightly  used  by  insurance 
companies  to  evaluate  insurability,  or  by  agencies  de- 
termining fitness  of  persons  for  positions  of  special 
responsibility — for  example,  airplane  pilots.  Consider- 
able difficulty  may  be  experienced,  however,  in  apply- 
ing such  exercise  tests  to  an  individual  patient.  Cor- 
relations between  history  and  selective  coronary  cine- 
arteriography,  and  the  exercise  or  postexercise  ECG 
are  being  reported  to  be  not  too  precise.  One  study 
found  “false  positive”  results  of  the  Master  2-step  ex- 
ercise test  in  10  of  33  persons  with  normal  coronary 
arteriograms,  and  “false  negative”  results  of  the  same 
test  in  24  of  42  persons  with  arteriographic  evidence 
of  occlusive  coronary  disease.io  The  probability  is  that 
coronary  blood  flow  is  but  one  of  the  factors  precipi- 
tating exercise  or  postexercise  ST-T  changes;  perhaps 
it  is  not  often  the  most  important  one.7 

Too  specific  interpretation  of  ST-T  changes  in  the 
resting  ECG  may  also  be  hazardous.  As  Marriott  has 
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Fig.  2.  Resting  electrocard- 
iogram of  normal  young 
woman  during  third  tri- 
mester of  pregnancy. 


aptly  stated,  ‘‘Already  far  too  many  persons  are  limp- 
ing their  apprehensive  ways  through  life,  maimed  by 
the  unkind  cuts  of  electrocardiographic  misinterpreta- 
tion."n  Fig.  2 shows  the  ECG  obtained  from  a 29- 
year-old  white  housewife  in  the  last  trimester  of  her 
second  pregnancy  after  she  complained  of  episodes  of 
chest  pain.  These  pains  were  sharp,  at  the  left  para- 
sternal edge,  occurred  at  rest,  were  associated  with 
local  tenderness  and  were  aggravated  by  trunk  mo- 
tion. As  a result  of  this  ECG,  she  was  told  that  she 
was  “having  a coronary.’’  Later,  it  was  with  utmost 
difficulty  that  she  could  be  reassured  and  encouraged 
to  finish  her  pregnancy.  She  uneventfully  delivered  a 
normal  infant.  Detailed  investigations  later  failed  to 
show  any  evidence  of  any  disease  of  heart,  circula- 
tion, or  metabolism.  Her  ECG  continued  to  remain  as 
illustrated  and  she  continued  to  have  occasional  un- 
related episodes  of  noncardiac  chest  pains.  One  of 
the  corollaries  of  the  current  empiric  basis  of  electro- 
cardiography is  the  fact  that  normal  standards  are 
designed  to  include  95  percent  or  96.6  percent  of  nor- 
mal people.  By  definition,  therefore,  some  5 percent 
of  normal  people  will  have  ECG’s  which  are  outside 
normal  limits. 

Conclusion:  This  brief  review  has  identified  some  of 
those  defects  of  basic  knowledge,  instrumentation, 
and  philosophy  which  serve  to  limit  the  diagnostic 
usefulness  of  the  body-surface  ECG  as  we  know  it  to- 
day. The  ECG  has  been,  is  now,  and  will  continue  to 
be  a most  valuable  diagnostic  tool — but  we  must  rec- 
ognize it  for  what  it  is,  not  what  we  wish  it  would  be. 

At  present,  clinical  interpretation  of  ECG’s  is  largely 
an  art.  This  skill  is  best  learned  by  years  of  steady, 
thoughtful  study  and  application  after  thorough  train- 
ing in  fundamentals.  As  it  is  an  empiric  test,  interpre- 


tation of  the  ECG  should  be  made  with  clinical  bias 
— that  is,  some  knowledge  about  the  patient  and  the 
questions  which  need  answering. 

The  future  of  clinical  electrocardiography  promises 
to  be  even  more  rewarding  than  its  past,  especially 
as  new  techniques  and  new  ideas  are  used  to  correct 
the  current  state  of  the  art. 
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Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.L 

Diiiietapp^Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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If  hypothyroidism  leaves  your  patient  feeling  like  this. 


consider 


LKTTEir 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 
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PENETRATING  WOUNDS 
OF  THE  HEART 


W.  L SUGG,  M.D.;  W.  R.  WEBB,  M.D.;  and  W.  A.  COOK,  M.D. 


Clinical  Medicine:  Management  includes 
immediate  transport  to  the  operating 
room  for  vigorous  treatment  of  shock. 
Pericardiocentesis  is  used  as  a diagnos- 
tic or  life-saving  maneuver,  preferably  in 
the  operating  room,  and  is  almost  al- 
ways followed  by  immediate  thoracotomy 
for  suture  closure  of  the  injury.  With  this 
approach,  operative  and  hospital  mortal- 
ity in  28  cases  were  7 and  11  percent 
respectively. 

FOR  CENTURIES  WOUNDS  of  the  heart  were  viewed  as 
fatal  occurrences,  and  it  was  not  until  1829  that  Bar- 
ron Larrey,!  Napoleon’s  great  surgeon,  decompressed 
a wounded  heart  by  drainage  and  demonstrated  by 
experiments  on  dogs  that  these  injuries  were  not  nec- 
essarily fatal.  The  first  case  of  suture  of  the  human 
heart  was  done  in  1895  by  Cappelen,2  with  the  patient 
dying  two  and  one-half  days  later.  In  1897  RehnS 
sutured  an  actively  bleeding  1.5  cm.  wound  of  the 
right  ventricle  with  recovery  of  the  patient.  The  first 
successful  suture  of  the  human  heart  in  this  country 
was  done  by  Hill  in  1902.4  Many  successes  followed, 
and  in  1920  Tuffier^  collected  305  cases  with  a recov- 
ery rate  of  50.4  percent.  Thus,  surgical  cardiorrhaphy 
of  heart  wounds  became  the  accepted  treatment  with 
mortalities  ranging  from  25  to  50  percent.®- 

Experimental  work  in  the  dog  on  the  production 
and  treatment  of  pericardial  tamponade®-®  demon- 


strated that  an  acute  pericardial  pressure  of  12  to 
22  cm.  of  water  or  a volume  of  about  150  cc.  pro- 
duced deathio  and  that  the  animal  could  be  salvaged 
by  lowering  the  pressure  by  removing  only  a fraction 
of  the  fluid.  Also,  rapid  intravenous  infusions  to  raise 
venous  pressure  enabled  the  animals  to  withstand  up 
to  146  percent  greater  pressure.  These  findings  were 
applied  to  humans  and  pericardial  tap  and  infusion 
of  blood  and  fluid  became  a standard  method  of 
treatment  in  selected  cases.  Thus  began  the  era  of 
conservative  management  for  heart  wounds  in  which 
the  presenting  picture  was  acute  pericardial  tampon- 
ade. Mortalities  much  lower  than  that  reported  with 
treatment  by  thoracotomy  were  presented. n-  ^2 

Both  methods  of  treatment  are  still  used  by  various 
institutions,  and  mortalities  have  continued  to  be  re- 
duced. Maynardi3  reported  an  8.6  percent  mortality 
achieved  by  the  operative  treatment  of  penetrating 
wounds  of  the  heart.  Beal|i4  reported  a 14.3  percent 
mortality  by  aspiration.  A direct  comparison  of  results 
with  the  two  forms  of  treatment  would  be  entirely  mis- 
leading since  the  cases  treated  with  pericardiocentesis 
are  highly  selective,  omitting  patients  with  large 
wounds  and  massive  hemorrhage.  Clearly,  overall  sur- 
vival rates  depend  as  much  or  more  on  the  wounding 
instrument,  the  nature  and  severity  of  the  injury,  and 
the  efficiency  of  the  system  utilized  to  transport  the 
injured  to  the  hospital  than  on  the  form  of  therapy. 

In  Houston!®- 1®  and  Baltimore!!- 1®  60  to  70  per- 
cent of  patients  with  cardiac  wounds  are  dead  on  the 
scene  or  dead  on  arrival  at  the  hospital;  whereas  in 
Boston!®  62  percent  are  delivered  to  the  hospital  alive 
and  given  a chance  for  restorative  surgery. 
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Material:  During  1966,  98  patients  with  gunshot  and 
stab  wounds  of  the  heart  were  brought  to  Parkland 
Memorial  Hospital.  Seventy  of  these  were  dead  on 
arrival  or  died  before  any  resuscitative  measures  could 
be  instituted.  This  gives  a pretreatment  mortality  of 
71  percent  for  penetrating  heart  wounds.  Obviously 
the  proximity  of  the  patient  to  the  hospital  and  the 
convenience  of  facilities  to  transport  the  injured  play 
a major  role  in  determining  the  lethality  of  such  inju- 
ries. The  instrument  used  to  inflict  the  injury  likewise 
plays  a major  role  in  determining  survival.  Of  68  pa- 
tients with  gunshot  wounds,  55  died  at  the  scene  or 
were  dead  on  arrival  at  the  hospital.  Stab  wounds  were 
lethal,  and  half  of  the  30  patients  were  still  alive  on 
admission. 

During  this  period,  108  patients  with  penetrating 
wounds  of  the  chest  (including  the  28  with  heart 
wounds)  were  alive  on  admission  to  the  hospital.  Of 
these,  43  had  gunshot  wounds  and  65  had  stab 
wounds;  13  of  the  gunshot  wounds  and  15  of  the  stab 
wounds  had  penetrated  the  heart.  All  but  one  of  the 
patients  with  heart  wounds  underwent  thoracotomy. 
Many  of  these  had  aspiration  as  a diagnostic  or  thera- 
peutic life-saving  measure  prior  to  surgery.  There  were 
three  deaths  in  the  group,  a mortality  of  11  percent. 
One  patient  had  a lacerated  coronary  artery  and  the 
heart  could  not  be  defibrillated.  Another  patient  with 
an  extensive  gunshot  wound  had  air  in  the  pulmonary 
veins  at  the  time  of  surgery.  He  developed  ventricular 
fibrillation,  and  numerous  attempts  to  combat  this 
over  a 45-minute  period  were  of  no  avail.  Another  pa- 
tient died  in  the  emergency  room  because  he  arrived 
10  minutes  after  another  patient  who  also  had  a gun- 
shot wound  of  the  heart,  and  adequate  personnel  and 
equipment  simply  were  not  available.  Excluding  this 
patient,  who  never  received  therapy,  we  have  two 
deaths  out  of  27  patients,  for  an  operative  mortality 
of  7 percent. 

Wounds  of  the  ventricles^o  comprise  about  70  per- 
cent of  all  injuries  with  more  occurring  in  the  right 
ventricle.  Since  the  right  ventricle  forms  most  of  the 
anterior  surface  of  the  heart,  this  is  to  be  expected. 
Wounds  of  the  atria  comprise  about  10  percent  of  the 
injuries.  The  great  vessels,  pericardium,  and  coronary 
vessels  make  up  the  remaining  20  percent  of  injuries. 

Diagnosis:  The  diagnosis  of  cardiac  wounds  is  usually 
easy.  In  most  instances  there  is  an  obvious  history 
and  visible  signs  of  injury.  Small  wounds,  however, 
such  as  from  ice  picks,  may  require  careful  search.  If 
shock  is  present  and  out  of  proportion  to  the  severity 


of  the  wound  or  loss  of  blood,  cardiac  injury  must  be 
considered.  Classic  cardiac  tamponade  is  easily  diag- 
nosed by  the  presence  of  distended  neck  veins,  dis- 
tant heart  sounds,  and  narrow  pulse  pressure.  In  mas- 
sive hemorrhage,  however,  the  picture  will  be  that  of 
shock  with  flat  neck  veins  and  low  central  venous 
pressure.  X-rays  and  electrocardiography  may  be  help- 
ful but  are  usually  not  necessary  in  diagnosis.  In 
acute  tamponade  the  pericardium  is  not  distended 
sufficiently  to  cause  a marked  change  in  the  cardiac 
silhouette.  A lack  of  cardiac  pulsation  under  fluoros- 
copy may  be  revealing  if  there  is  time  for  this  pro- 
cedure. 

Therapy:  Although  some  institutions  elect  to  treat 
cardiac  wounds  primarily  by  aspiration,  in  the  past 
few  years  we  have  changed  our  philosophy  and  in 
general  have  employed  immediate  thoracotomy.  Aspi- 
ration is  still  employed  as  a diagnostic  procedure  or  to 
relieve  tamponade  until  surgery  can  be  done. 

Although  many  patients  may  do  well  with  aspiration 
and  survive,  part  of  the  high  mortality  reported  by 
others  with  thoracotomy  appears  to  be  caused  by  un- 
due delay  from  relying  on  aspiration.  In  addition,  early 
thoracotomy,  which  carries  essentially  no  risk,  allows 
precise  analysis  of  the  type  of  location  of  the  injury 
and  appropriate  therapy.  Since  some  patients  will  de- 
velop recurrent  tamponade  from  delayed  or  secondary 
hemorrhage  hours  or  days  later,  and  die  unless  the 
surgical  team  is  immediately  available,  it  is  better  to 
obviate  this  possibility.  While  the  technique  of  sub- 
xiphoid  aspiration  is  simple,  with  repeated  aspirations 
there  is  the  risk  of  lacerating  the  myocardium  or  coro- 
nary artery.  Following  heart  wounds,  aneurysms  of  the 
ventricle2i  and  coronary  artery, 22  which  might  have 
been  prevented  by  open  operation,  have  been  re- 
ported. 

Thus,  it  is  our  feeling  that  thoracotomy  with  direct 
repair  of  the  wound  is  the  safest  and  most  effective 
form  of  treatment.  Pericardiocentesis  has  an  impor- 
tant role  as  a diagnostic  procedure  and  as  a life-sav- 
ing procedure  in  acute  tamponade,  but  it  should  be 
used  as  definitive  treatment  only  in  minimal  wounds 
which  show  no  tendency  to  recurrence  of  tamponade. 

Since  prompt  treatment  is  imperative  in  these  inju- 
ries, patients,  upon  admission  to  the  emergency  room, 
are  resuscitated  there  if  necessary,  but  otherwise  are 
taken  directly  to  the  operating  room.  Oxygen  is  admin- 
istered and  a rapid  intravenous  infusion  of  lactated 
Ringer’s  solution  is  started,  usually  by  cut-down. 
Blood  is  given  as  soon  as  it  is  available,  and  occasion- 
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ally  0 negative  blood  is  used  if  cross-matching  is 
delayed.  Attention  is  also  directed  to  the  patient's 
respiratory  status,  and  if  necessary  an  endotracheal 
tube  is  passed  or  a tracheostomy  is  done.  If  cardiac 
tamponade  is  present,  aspiration  is  life-saving  and 
may  be  done  in  the  emergency  room  to  allow  the 
patient  to  be  moved  to  the  operating  room.  Some 
patients  have  required  a slash  thoracotomy  in  the 
emergency  room  for  the  control  of  massive  hemor- 
rhage or  for  cardiac  massage.  If  aspiration  improves 
the  patient’s  condition  in  a minimal  wound,  surgery 
may  be  delayed  with  a period  of  observation  in  the  op- 
erating room.  In  most  instances  immediate  thoracot- 
omy is  performed,  sometimes  without  the  benefit  of  a 
general  anesthetic  due  to  the  moribund  state  of  the  pa- 
tient. Usually  light  anesthesia  is  all  that  is  necessary. 

An  anterolateral  incision  in  the  left  fourth  or  fifth 
intercostal  space  is  usually  employed.  It  may  be  ex- 
tended across  the  sternum  for  additional  exposure 
of  the  right  side  of  the  heart.  When  the  wound  of 
entrance  is  in  the  right  chest  and  a right  atrial  injury 
is  suspected,  a right-sided  approach  is  carried  out 
initially.  Regardless  of  the  site  of  the  wound  of  en- 
trance, however,  the  entire  thorax  should  be  prepared 
for  surgery  to  allow  extension  of  an  incision  in  any 
direction. 

The  most  urgent  need  is  control  of  hemorrhage.  If 
the  pericardium  is  distended  the  pericardium  is  in- 
cised, blood  and  clots  evacuated  hastily  and  the  point 
of  bleeding  controlled  by  direct  finger  pressure.  In 
cases  of  extensive  wounds  or  difficult  exposure,  emer- 
gency cardiopulmonary  bypass  may  be  life-saving.  If 
nothing  else,  the  heparinized  blood  can  be  aspirated 
and  reused  constantly;  this  is  a very  important  consid- 
eration in  patients  with  massive  bleeding  and  rare 
blood  types.  It  also  allows  displacement  of  the  heart 
to  repair  less  accessible  areas  without  the  concern  for 
arrhythmias  or  inadequate  cardiac  output. 

Techniques  of  suture  vary  with  the  wound  and  the 
preference  of  the  surgeon.  Most  wounds  require  direct 
finger  pressure  with  the  operator  placing  sutures  be- 
neath his  finger.  These  are  usually  mattress  sutures 
of  heavy  silk  followed  by  a row  of  finer  silk.  If  the 
wound  is  near  a major  artery  great  care  is  taken  to 
pass  the  sutures  beneath  the  vessel.  The  most  impor- 
tant rule  is  immediate  control  of  the  bleeding  point. 
Often,  a few  minutes  of  direct  finger  pressure  is  desir- 
able to  control  the  bleeding  and  allow  blood  and  fluid 
replacement  before  definitive  suture  of  the  wounds. 


If  the  heart  is  not  beating,  it  may  be  advantageous  to 
close  the  wound  quickly  with  large  mattress  sutures 
prior  to  restarting  the  heart.  This  may  save  blood  and 
also  give  a more  secure  closure.  Obviously,  circulation 
must  be  restored  as  soon  as  possible  to  prevent 
cerebral  damage. 
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CAGED  BALL 
VALVE  REPLACEMENT 


THOMAS  M.  RUNGE,  M.D. 

Review  Article:  Conclusions  regarding 
prognosis  with  and  without  surgery  in 
valvular  heart  disease  are  considered  as 
well  as  short-term  prognosis  and  short- 
and  long-term  complications  in  aortic 
valve  replacement.  The  author  recom- 
mends that  surgery  with  caged  ball  valve 
replacement  be  reserved  for  patients 
who  are  symptomatically  faring  poorly 
and  whose  short-term  prognosis  is  known 
to  be  poor. 

BALL  VALVE  PROSTHESES  became  available  as  early 
as  19461  and  w/ere  placed  in  the  descending  aorta  for 
aortic  insufficiency  by  Hufnagel  and  associates  as  early 
as  1952.2  Immediate  mortality  was  in  the  range  of  20 
percent;  and  while  an  occasional  patient  had  a long 
survival,  it  was  noted  that  after  a period  of  nine  years, 
less  than  10  percent  survived. 3 

With  the  advent  of  cardiopulmonary  bypass  in 
19581  enthusiasm  was  regenerated,  and  the  first  suc- 
cessful replacement  of  the  mitral  valve  with  a caged 
ball  valve  prosthesis  was  accomplished  by  Starr  and 
associates^  in  September,  1960.  The  first  successful 
insertion  of  an  aortic  ball  valve  prosthesis  below  the 
level  of  the  coronary  ostia  was  reported  by  Harken 
and  associates  in  December,  1960.6.  " 

In  working  with  aortic  valve  replacement,  Starr  had 
five  consecutive  fatalities  before  a survival.  Harken 
had  five  fatalities  in  the  first  seven  attempts.  Because 
of  this  extremely  high  mortality,  only  a small  number 


of  cases  were  done;  and  these  involved  very  carefully 
selected  seriously  ill  patients.  However,  volume  has 
now  picked  up;  and  many  valves  are  being  replaced. 
One  manufacturer  alone  recently  reported  total  sales 
of  more  than  11,000  caged  ball  prostheses,8  and  in 
the  United  States  alone  an  estimated  20,000  valve 
prostheses  have  now  been  inserted. 

But  at  present  the  surgical  procedure  continues  to 
carry  a high  immediate  and  short-term  mortality. 
Long-term  mortality  and  long-term  functional  results 
are  unknown.  With  this  high  mortality  rate  in  mind, 
it  is  worthwhile  to  carefully  review  pertinent  facts  con- 
cerning natural  survival  in  valvular  heart  disease  as 
opposed  to  available  data  on  postoperative  survival. 
Such  information  is,  of  course,  essential  in  evaluating 
a patient  for  surgery. 

Natural  Course  of  Valvular  Heart  Disease:  How  long 
does  a person  with  valvular  heart  disease  live?  Sur- 
vival, of  course,  varies  greatly  with  the  individual  and 
is  related  primarily  to  the  number  of  valves  involved 
and  to  the  extent  of  myocardial  involvement. 

However  it  is  known  that  it  is  possible  for  a person 
to  live  to  an  advanced  age  with  valvular  heart  dis- 
ease, regardless  of  type,  so  that  the  mere  presence  of 
significant  valvular  abnormality  does  not  necessarily 
indicate  an  early  demise. 

Prognosis  in  Specific  Lesions:  Mitral  Stenosis:  Kiov- 
stad9  in  a review  of  mitral  stenosis  reported  83  pa- 
tients more  than  70  years  of  age.  Rowe  and  othersio 
have  published  an  article  discussing  mitral  stenosis  in 
patients  over  80.  White  reported  a series  of  patients 
with  mitral  stenosis  who  were  asymptomatic  when  first 
seen  and  found  84  percent  still  alive  at  the  end  of 
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ten  years.  This  survival  rate  is  not  very  much  differ- 
ent from  that  of  normal  patients  without  valvular  dis- 
ease. Similar  series  of  medically-treated  patients  in 
the  postantibiotic  era  probably  would  have  even  better 
survival  rates  at  the  present  time. 

In  mitral  stenosis,  the  advent  of  certain  intercur- 
rent complications  has  been  said  to  indicate  a poor 
prognosis  and  to  be  an  indication  for  early  surgery. 
These  same  indications  are  often  applied  to  auricular 
fibrillation.  But  Levineii  states  that  most  of  his  pa- 
tients with  mitral  stenosis  were  still  alive  13  years 
after  the  onset  of  auricular  fibrillation.  Levine  also 
reports  that  most  of  his  patients  were  still  alive  more 
than  10  years  after  the  onset  of  cardiac  decompensa- 
tion. Again,  most  of  these  data  apply  to  patients  in  the 
preantibiotic  era. 

Mitral  Insufficiency:  The  prognosis  in  mitral  insuf- 
ficiency is  more  difficult  to  document,  because  (1) 
this  lesion  has  been  considered  a benign  one  and  (2) 
deaths  due  to  uncomplicated  mitral  insufficiency  are 
relatively  rare.  Generally  the  lesion  is  considered  to 
carry  a much  more  benign  prognosis  than  does  mitral 
stenosis  unless  the  insufficiency  has  an  acute  onset. 
Such  a case  is  a ruptured  papillary  muscle  occurring 
during  the  course  of  myocardial  infarction  or  occur- 
ring as  a result  of  subacute  bacterial  endocarditis.  In 
such  instances,  abrupt  in  onset,  symptomatology  may 
be  severe;  and  a downward  course  unresponsive  to 
conservative  measures  may  result,  necessitating  valv- 
ular replacement. 

Patients  rarely  die  of  uncomplicated  mitral  insuffi- 
ciency. In  a series  of  300  living  rheumatic  heart  pa- 
tients Jhaverii2  found  20.3  percent  with  uncomplicat- 
ed mitral  insufficiency;  but  of  372  autopsied  rheu- 
matic valvular  patients,  he  found  only  1.9  percent  to 
have  uncomplicated  mitral  insufficiency,  indicating 


that  patients  rarely  die  of  this  lesion  when  it  is  un- 
complicated. 

Aortic  Regurgitation:  Aortic  regurgitation  has  com- 
monly been  followed  in  patients  to  over  age  60,  and 
survival  is  common  for  more  than  five  years  after  de- 
velopment of  angina  or  failure. Mild  cases  may  go 
20  years  or  more  without  developing  significant  car- 
diomegaly.  Massell  and  othersi^  report  zero  mortality 
after  20  years  in  aortic  insufficiency  patients  with  ini- 
tially normal  diastolic  blood  pressures,  even  though 
some  of  the  patients  had  cardiomegaly.  If  the  diastol- 
ic blood  pressure  was  low  and  cardiomegaly  was  pres- 
ent, mortality  was  11  percent  in  five  years  and  27 
percent  in  ten  years.  Five-year  mortality  was  31  per- 
cent and  ten-year  mortality  was  52  percent  in  the 
presence  of  cardiomegaly,  low  diastolic  pressure,  and 
inverted  T-waves.  Only  after  the  onset  of  congestive 
heart-failure  was  prognosis  alarming,  and  in  this  cir- 
cumstance survival  was  rare  after  two  years. 

Aortic  Stenosis:  Aortic  stenosis,  on  the  other  hand, 
is  an  ominous  lesion  once  failure  ensues.  However, 
survival  to  an  advanced  age  is  common  before  failure 
intervenes.  For  example,  Clawsonis  reports  that  most 
survive  to  the  seventh  decade  or  later;  and  Harrisoni^ 
states  that  many  survive  until  the  eighth  decade. 
While  frank  cardiac  failure  complicating  aortic  steno- 
sis usually  carries  a poor  prognosis,  dyspnea,  syn- 
cope, and  angina  do  not  necessarily  do  so.  Olesen'" 
states  that  the  average  survival  following  onset  of 
symptoms  is  8.8  years,  4.7  years  after  onset  of  an- 
gina, 3.2  years  after  onset  of  syncope,  and  less  than 
one  year  after  onset  of  clear-cut  cardiac  decompen- 
sation. 

Postoperative  Valve  Function:  Before  turning  to  the 
question  of  operative  mortality,  I should  mention  that 
valvular  replacement  does  not,  of  course,  restore  nor- 
mal valvular  function  nor  render  patients  asymp- 
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Fig.  1.  Mortality  in  aortic  caged  ball  valve 
replacement.  Solid  line,  Effler;  broken 
line,  Beall;  broken  dotted  line,  McGoon. 
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tomatic.  Both  mitral  and  aortic  valvular  prostheses 
produce  a gradient,  so  that  some  degree  of  stenosis 
results  from  the  prosthesis  itself.  In  the  case  of  mitral 
valvular  replacement  the  gradient  approximates  5 
mm.  of  mercury  at  rest  and  9 mm.  of  mercury  with  ex- 
ercise, compared  with  a normal  gradient  of  1 mm.  of 
mercury  at  rest  or  with  exercise.is  With  aortic  caged 
ball  valves  the  gradient  is  often  greater,  frequently 
exceeding  20  mm.  of  mercury. 

Prognosis  Following  Surgery:  The  first  thing  that  must 
be  recognized  is  that  we  have  no  long-term  follow-up 
of  caged  ball  valvular  replacement  surgery.  The  first 
successful  mitral  caged  ball  insertion  was  done  in 
September  of  1960.20  The  first  successful  aortic 
caged  ball  operation  was  reported  a few  months  lat- 
er.® Significant  numbers  of  cases  are  available  for 
follow-up  of  considerably  shorter  duration.  We  are 
dealing,  then,  for  practical  purposes,  not  with  six  or 
seven  years'  follow-up,  but  with  an  average  follow-up 
of  three  years  or  less. 

Valvular  replacement  therapy  is  therefore  in  an  in- 
terim state.  The  short-term  prognosis  is  known,  but 
long-term  survival  and  complications  remain  unknown. 

Short-term  Prognosis  With  Surgery:  Aortic  Valve  Re- 
placement: Short-  and  intermediate-term  mortality  in 
aortic  valvular  disease  is  usually  reported  at  20-25 
percent,  but  the  findings  vary  from  17  percent2i  to 
50  percent22  in  various  series.  Starr23  reports  15  per- 
cent immediate  and  10  percent  subsequent  mortality 
for  a total  of  25  percent.  Cooley24  reports  a total  mor- 
tality of  18  percent  (Fig.  1). 

Generally,  immediate  mortality  appears  to  be  lower 
in  aortic  insufficiency  than  in  aortic  stenosis;  but  this 


lower  mortality  rate  appears  to  be  balanced  by  a high- 
er later  postoperative  mortality  in  aortic  insufficiency 
cases. 

As  noted  previously,  a significant  gradient  across 
the  valve  may  persist  postoperatively.  Bonnabeau  and 
othersi9  report  a gradient  of  22-50  mm.  in  50  percent 
of  patients  studied  postoperatively.  Aneurysmal  dilata- 
tion of  the  aorta  was  found  in  30  percent  of  the  pa- 
tients. 

Mitral  Valve  Replacement:  Short-term  mortality  is 
about  25  percent  and  ranges  from  17  percent  to  50 
percent  in  various  series.  Starr23  reports  28  percent 
mortality  (20  percent  immediate  and  8 percent  later) 
in  mitral  valve  replacement.  Cooley25  reports  14  per- 
cent mortality  at  seven  months  in  mitral  valve  re- 
placement cases.  Generally  the  surgeon’s  proficiency 
improves  with  time  and  the  immediate  mortality  falls, 
a fact  reflected  in  the  more  recent  cases  in  the  series. 
However,  follow-up  is  shorter  in  these  patients 
(Fig.  2). 

Combined  Valve  Replacement:  As  would  be  expect- 
ed, most  series  report  a higher  mortality  with  com- 
bined valve  replacement  than  with  single  valve  re- 
placement. In  large  series,  mortality  approximates  40 
percent25  to  50  percent  (Fig.  3). 

Short-  and  Long-Term  Complications:  Many  complica- 
tions of  valve  replacement  have  been  reported  and 
in  varying  frequency.  Prominent  among  these  is  em- 
bolization, which  occurs  postoperatively  in  25-50  per- 
cent of  mitral  valve  replacements  according  to  Starr. 
Anticoagulants  diminish  but  do  not  eliminate  this 
complication.  During  the  surgical  procedure,  air  em- 
bolization occasionally  occurs,  usually  to  the  brain. 
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Acute  bacterial  endocarditis  is  reported  in  most  se- 
ries and  is  reported  to  be  6 percent  by  Stein  and 
Harken.  When  superimposed  on  a prosthetic  valve  it 
is  usually  fatal,  mortality  being  about  80  percent. 
Acute  septicemia,  usually  staphylococcal,  also  occurs 
in  about  2 percent  of  the  cases. 

Other  complications  include  fatal  arrhythmia,  com- 
plete atrioventricular  block,  perforation  of  left  ven- 
tricle, hemolysis  with  anemia,  disruption  or  breakage 
of  prosthetic  fixation  sutures,  thrombotic  occlusion  of 
the  left  ventricle,  “stuck  ball,  “lost  ball,”  “deterior- 
ated ball,”  and  malfunction  due  to  residual  subvalvular 
mechanism. 


Fig.  2.  Mortality  in  mitral  caged  ball 
valve  replacement  compared  to  survival 
in  functional  class  I nonoperated  mitral 
stenoses  and  all  unoperated  mitral 
stenoses  classes  I through  IV.  Findings 
include  mitral  valve  replacement  for  mitral 
insufficiency,  Cooley;  mitral  valve  re- 
placement for  mitral  insufficiency  or  mitral 
stenosis,  Starr;  mitral  valve  replacement 
for  mitral  stenosis,  Cooley;  survival  of 
all  grades  of  mitral  stenosis  functional 
class  I through  IV,  White;  and  survival  of 
mitral  stenoses  not  operated  upon 
functional  class  I,  White. 


Fig.  3.  Mortality  in  combined  aortic  and 
mitral  valve  replacement.  From  top  to 
bottom,  Effler,  Cooley,  Schiwert. 


It  will  be  noted  that  all  these  complications  have 
been  reported  in  short-term  follow-up;  their  long-term 
cumulative  incidence  and  ultimate  effect  on  survival 
remains  to  be  seen.  At  this  time  all  that  can  be  said 
is  that  complications  do  occur,  they  take  their  toll, 
and  their  ultimate  long-term  toll  will  be  greater  than 
that  of  the  short-term  toll. 

A comment  should  be  made  concerning  prosthetic 
deterioration,  breakdown,  and  failure.  As  in  all  things 
mechanical,  wear  does  occur.  In  1966  StarrS  reported 
deterioration  in  a small  percent  of  the  ball  portion  of 
the  caged  ball  prostheses.  He  found  that  asymmetry, 
shrinkage,  grooving,  opacification,  or  other  abnormali- 
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ties  appeared  and  resulted  in  fatalities.  The  ultimate 
incidence  of  this  complication  remains  to  be  seen, 
but  Starr  noted  it  in  1.7  percent  of  1,000  valves  re- 
turned to  him  for  examination.  Of  course,  the  natural 
deterioration  of  most  mechanical  objects  tends  to  in- 
crease with  time. 

Indications  for  Surgery:  Since  the  long  term  survival 
of  asymptomatic  valvular  disease  is  good,  it  is  appar- 
ent that  valvular  replacement  has  no  place  in  the 
management  of  the  asymptomatic  patient.  Indeed  the 
only  indication  for  valvular  replacement  at  this  time 
is  a patient  with  valvular  heart  disease  who  is  doing 
poorly  and  whose  prognosis  without  surgery  is  known 
to  be  poor.  Symptomatically  the  patient  should  not 
be  less  than  class  III,  with  appreciable  limitation  of 
ordinary  activity  but  comfortable  at  rest.  He  should 
certainly  not  be  functional  class  II,  slight  limitation, 
with  ordinary  activity  resulting  in  fatigue,  palpitation, 
dyspnea  or  angina;  no  patient  has  as  yet  survived  as 
long  postoperatively  as  do  unoperated  class  II  pa- 
tients. 

Nor  should  it  be  assumed  that  the  class  III  patient 
should  automatically  have  valve  replacement.  This  is 
a matter  for  individualization.  As  Levine  has  pointed 
out,  most  of  his  patients  in  class  III  with  mitral  steno- 
sis were  still  alive  ten  years  later.  This  has  not  yet 
been  demonstrated  with  patients  in  a similar  series 
treated  surgically. 

Summary:  Caged  ball  artificial  valve  replacement  can 
now  be  accomplished  with  an  immediate  and  short- 
term mortality  of  approximately  15  percent  to  50  per- 
cent depending  upon  the  valve  or  valves  replaced  and 
the  particular  series  studied.  A number  of  late  com- 
plications do  occur.  The  ultimate  survival  of  the  pros- 
thesis and,  in  turn,  of  the  patient  remain  unknown. 
Follow-up  periods  are  short  at  this  time. 

In  view  of  these  facts  valve  replacements  at  present 
should  be  reserved  for  patients  who  are  symptomati- 
cally faring  badly  and  whose  short-term  prognosis  is 
known  to  be  poor. 
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Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%.  The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 
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For  everyday  topical  steroid  therapy 

Synalarp.oi'^ 

fluocinolone  acetonide 

provides  economy  m two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Injormaliort 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  I5and60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.01%—  15,  45  and  60  Gm,  tubes 
and  1 20  Gm.  jars.  Solution  0.0 1 % — 20  and  60  cc , 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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CLINICOPATHOLOGIC 

CONFERENCE 


JOHN  G.  WEG,  M.D.;  SANG  HAN,  M.D.;  DANIEL  E.  JENKINS,  M.D.; 

HERBERT  L FRED,  M.D.;  PHILIP  C.  JOHNSON,  M.D.;  JOYCE  S.  DAVIS,  M.D.; 
RAYMOND  D.  PRUITT,  M.D.;  and  HAROLD  BROWN,  M.D. 


The  patient  had  fluid  in  the  right  pleural 
space,  evidence  of  cirrhosis,  and  inter- 
mittent fever.  Thoracentesis  was  per- 
formed, and  no  organisms  were  found  in 
the  fluid.  A thoracotomy  tube  was  left  in 
place,  and  the  patient  was  discharged. 
He  was  readmitted  in  eight  days  because 
of  diarrhea,  which  was  readily  controlled. 
Another  procedure  to  drain  pleural  fluid 
was  done,  but  the  patient  died  five  days 
later. 

CLINICAL  PROTOCOL:  This  57-year-old  white  mer- 
chant seaman  was  well  until  two  months  before  ad- 
mission when  he  experienced  the  onset  of  progressive 
malaise,  anorexia,  25  lb.  weight  loss,  and  cough  pro- 
ductive of  “white  phlegm."  One  month  before  admis- 
sion he  had  an  episode  of  scant  hemoptysis.  During 
the  two  weeks  before  admission  he  noted  progressive 
exertional  dyspnea,  “cold  sweats"  without  chills,  and 
posterolateral  pleuritic  pain  on  the  right  side  of  his 
chest.  He  denied  previous  cardiorespiratory  illness, 
seizures,  or  episodes  of  unconsciousness.  He  had 
smoked  ten  cigarettes  and  drunk  eight  or  more  beers 
daily  for  many  years.  Four  years  earlier  he  had  been 
hospitalized  elsewhere  for  treatment  of  “diarrhea"  due 
to  “bugs.” 

On  physical  examination  the  patient  appeared 
chronically  ill  but  in  no  acute  distress.  His  oral  tem- 


perature was  98.8  F.;  respiratory  rate,  20  respirations/ 
minute;  blood  pressure,  114/84  mm.  of  mercury;  and 
pulse  rate,  114  regular  beats/minute.,  Other  significant 
physical  findings  consisted  of  an  inspiratory  lag,  dull- 
ness to  percussion,  absent  breath  sounds  over  the 
posterolateral  portion  of  the  right  hemithorax,  tender- 
ness of  the  right  upper  quadrant,  and  a liver  edge  per- 
cussible  5 cm.  below  the  right  costal  margin. 

The  hematocrit  value  was  43  percent;  total  leuko- 
cyte count,  26,000/cu.mm,  with  92  percent  polymor- 
phonuclear neutrophils,  4 percent  eosinophils,  and  4 
percent  lymphocytes.  A smear  of  the  peripheral  blood 
revealed  normochromic,  normocytic  erythrocytes  and 
adequate  numbers  of  platelets.  A stool  specimen  was 
brown  and  guaiac-negative.  Urinalysis  showed  no  ab- 
normality. The  blood  urea  nitrogen  and  sugar  concen- 
trations were  19  mg./lOO  cc.  and  132  mg./lOO  cc. 
respectively.  The  serum  sodium,  potassium,  chloride, 
and  carbon  dioxide  values  were  normal.  Serum  albu- 
min was  1.9  gm./lOO  cc.;  globulin,  4.9  gm./lOO  cc. 
(serum  electrophoresis  revealed  elevation  of  all  globu- 
lin fractions,  especially  gamma);  total  bilirubin,  1.5 
mg./lOO  cc.;  alkaline  phosphatase,  19  King-Armstrong 
units/ 100  cc.;  and  serum  glutamic  oxaloacetic  trans- 
aminase (SCOT)  and  glutamic  pyruvic  transaminase 
(SGPT),  44  and  18  units,  respectively.  An  electrocar- 
diogram demonstrated  sinus  tachycardia.  Cultures  of 
sputum  grew  D.  pneumoniae,  alpha  hemolytic  strepto- 
cocci, and  Neisseria  species  but  no  anaerobic,  fungal, 
or  acid-fast  organisms.  Lumbar  puncture  and  culture 
of  the  spinal  fluid  revealed  no  abnormality.  Routine 
cultures  of  the  blood  and  stool,  as  well  as  cultures  of 
the  pleural  fluid  for  bacterial,  acid-fast,  and  fungal 
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organisms  yielded  no  growth.  Histoplasma,  Coccidi- 
oides,  and  Blastomyces  agglutinins  were  negative. 

A chest  roentgenogram  on  admission  showed  an 
opacified  right  hemithorax  with  multiple  air-fluid  lev- 
els. Bronchography  revealed  atelectasis  of  the  right 
middle  and  lower  lobes.  Results  of  an  upper  gastroin- 
testinal series  and  barium  enema  examination  were 
normal.  A single  radiopaque  gallstone  was  evident  on 
plain  abdominal  roentgenogram.  Liver  scan  revealed 
coarse,  patchy  uptake  in  an  enlarged  liver. 

On  the  night  of  admission  thoracentesis  yielded 
cloudy,  orange  fluid  consisting  primarily  of  30,000 
polymorphonuclear  cells/cu.mm,  and  containing  3.9 
gm.  protein/100  cc.  and  152  mg.  sugar/100  cc.  Gram 
stain  of  the  pleural  fluid  disclosed  no  organisms.  Proc- 
toscopy findings  were  normal  and  stool  examination 
showed  no  ova  or  parasites. 

On  the  second  hospital  day,  bronchoscopy  demon- 
strated a completely  obstructed  right  lower  lobe  bron- 
chus; biopsy  of  that  bronchus  and  of  the  carina 
showed  chronic  inflammation.  Bronchial  washings 
showed  no  malignant  cells  and  were  sterile  on  routine 
culture.  Pleural  biopsy  and  thoracentesis  on  the  fourth 
hospital  day  yielded  signs  of  chronic  inflammation 
and  2,500  cc.  of  serosanguineous  fluid,  respectively. 
The  protein  content  of  the  pleural  fluid  was  4.4  gm./ 
100  cc.  and  the  glucose  concentration  was  less  than 
20  mg./lOO  cc. 

Shortly  after  admission  the  patient  had  intermittent 
fever  (100-102  F.,  orally).  Procaine  penicillin,  in  a dose 
of  600,000  units,  was  administered  twice  daily  for  a 
total  of  20  days  without  appreciable  effect  on  the  pa- 
tient’s temperature.  On  the  14th  hospital  day,  right 
tube  thoracotomy  was  performed  because  of  reaccu- 
mulation of  pleural  fluid  and  development  of  minimal 
pneumothorax  and  multiple  air-fluid  levels  suggesting 
a bronchopleural  fistula.  After  3,000  cc.  of  fluid  was 
removed,  the  lung  reexpanded.  Cultures  of  the  fluid 
grew  E.  coli  sensitive  only  to  colistin.  Tomograms  on 
the  24th  hospital  day  showed  decreased  volume  of  the 
right  lung,  patent  bronchi  to  the  right  lower  and  upper 
lobes,  but  poor  visualization  of  the  bronchus  to  the 
right  middle  lobe.  The  patient  was  discharged  with  the 
thoracotomy  tube  in  place;  he  was  to  have  follow-up 
care  in  the  surgical  outpatient  clinic. 


During  this  initial  admission,  the  hematocrit  value 
slowly  fell  to  30  percent.  Bone  marrow  aspiration 
demonstrated  increased  numbers  of  metamyelocytes 
and  adequate  stainable  iron.  Serum  reticulocyte  count 
was  2.1  percent;  total  serum  iron,  36  pg./lOO  cc.;  to- 
tal iron  binding  capacity,  174  pg./lOO  cc.;  and  percent 
iron  saturation,  20.6.  Direct  and  indirect  Coombs’ 
tests  were  negative.  Numerous  chest  roentgenograms 
showed  a persistently  normal  left  lung.  On  the  right, 
however,  there  were  pneumothorax,  incomplete  expan- 
sion of  the  lung,  relatively  normal  upper  lobe  with 
infiltrations  in  the  lower  portion  of  the  lung,  and  sub- 
cutaneous emphysema.  Radiologically,  the  primary 
process  was  considered  to  be  empyema  rather  than 
lung  abscess. 

Eight  days  after  discharge  from  the  hospital,  the  pa- 
tient was  admitted  to  the  surgical  service  complaining 
of  six  to  eight  loose,  foul,  green  stools  daily  for  five 
days.  Examination  revealed  a chronically  ill,  emaciat- 
ed man  with  blood  pressure,  90/60  mm.  of  mercury; 
pulse  rate,  110  regular  beats/minute;  respiratory  rate, 
20/minute;  and  oral  temperature,  99  F.  The  right 
hemithorax  was  dull  to  percussion  and  breath  sounds 
in  that  area  were  absent.  The  abdomen  was  soft  and 
nontender.  Bowel  sounds  were  active.  A nontender 
liver  edge  was  palpable  6 cm.  below  the  right  costal 
margin;  the  spleen  tip  also  was  palpable. 

The  hematocrit  was  26  percent.  The  total  leukocyte 
count  was  11,750/cu.  mm.  Total  serum  protein  was 
5.1  gm./lOO  cc.  with  1.5  gm./lOO  cc.  albumin.  Stool 
cultures  grew  Staphylococcus  aureus.  Fluid  from  the 
thoracotomy  tube  grew  E.  coli  sensitive  only  to  colis- 
tin. Blood  cultures  were  sterile.  No  ova  or  parasites 
were  seen  in  several  stool  specimens.  Urinalysis,  blood 
urea  nitrogen  and  sugar,  serum  electrolytes  and  biliru- 
bin values  all  were  within  normal  limits. 

The  patient  had  an  intermittent  fever  (up  to  102 
F.  orally)  throughout  his  hospitalization  for  which  he 
received  ampicillin  and  streptomycin  therapy.  Lomotil 
therapy  effectively  relieved  his  diarrhea.  On  the  sixth 
hospital  day,  a larger  thoracotomy  tube  was  inserted 
into  the  lower  part  of  the  right  hemithorax  and  an- 
other chest  tube  was  placed  anteriorly  on  the  right. 
Two  units  of  whole  blood  and  two  units  of  albumin 
were  administered  on  the  tenth  hospital  day  without 
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incident.  The  patient  suddenly  died  eleven  days  after 
admission. 

Clinical  Discussion:  Dr.  John  G.  Weg:  May  we  see  the 
roentgenograms  in  this  case,  please? 

Dr.  Sang  Han:  The  chest  roentgenogram  (Fig.  1) 
after  insertion  of  a chest  tube  revealed  multiple  air- 
fluid  levels  in  the  right  hemithorax  indicating  loculated 
hydropneumothorax.  In  addition,  there  was  atelec- 
tasis of  the  right  lower  lobe.  Note,  too,  the  thickened 
visceral  pleura,  clearly  visible  because  of  the  pneumo- 
thorax. Thickened  pleura  in  conjunction  with  effusion 
suggests  infection.  The  left  lung  is  clear  and  the  heart 
is  within  normal  limits  in  size  and  shape. 

Tomograms  of  the  right  hilar  region  on  March  14, 
1967,  showed  normal  outlines  of  the  mainstem  bron- 
chus and  of  the  proximal  portions  of  the  bronchi  to 
the  right  middle  and  lower  lobes. 

On  bronchogram  of  the  right  lung  (Fig.  2),  the  peri- 
pheral branches  of  the  right  middle  and  lower  lobes 
are  poorly  visualized.  A destructive  process  and  plug- 
ging of  the  bronchi  by  secretions  are  thought  to  be 
responsible  for  this  finding.  Inferior  and  medial  dis- 
placement of  the  right  middle  and  lower  lobe  bronchi 
confirms  the  diagnosis  of  atelectasis  of  the  right  lower 
lobe.  Bronchogram  of  the  right  upper  lobe  appears 
normal  except  for  slight  inferior  displacement  of  the 
bronchi  by  the  loculated  pneumothorax  in  the  apex. 

Liver  scan  on  March  24,  1967,  showed  diffuse 
patchy  uptake  throughout  the  entire  organ.  This  pat- 
tern of  uptake  is  frequently  observed  in  patients  with 
cirrhosis  of  the  liver.  No  cold  areas  were  evident. 

The  results  of  examination  of  the  gastrointestinal 
tract  with  barium  meal  and  enema  were  normal. 

Dr.  Weg:  On  the  first  chest  film  there  were  air-fluid 
levels  before  intervention  by  a physician.  Therefore, 
there  was  a bronchopleural  fistula  on  admission.  To 
confirm  this,  methylene  blue  could  have  been  injected 
into  the  pleural  space  and  recovered  in  the  sputum. 
Hippocratic  succussion  might  have  been  elicited  on 
physical  examination.  The  first  pleural  fluid  had  an 
elevated  sugar  content,  but  a second  thoracentesis 
four  days  later  yielded  fluid  with  a sugar  concentra- 
tion of  20  mg./lOO  cc.  Unfortunately,  we  have  no 
information  concerning  skin  tests.  In  a patient  such 


Fig.  1. 


Fig.  2. 
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as  this,  a negative  reaction  to  a purified  protein  deriv- 
ative test  for  tuberculosis  (PPD),  particularly  a nega- 
tive PPD  no.  2,  \would  be  helpful,  since  it  vi/ould  offer 
a better  than  95  percent  assurance  against  tubercu- 
losis. A positive  reaction  would  not  help  beyond  estab- 
lishing previous  exposure  to  mycobacteria. 

Initially,  the  patient  had  a tender  liver  palpable  be- 
low the  costal  margin.  The  total  height  of  liver  dull- 
ness is  not  given.  He  also  had  elevated  values  for 
SCOT,  alkaline  phosphatase,  bilirubin,  and  globulin 
plus  a low  serum  albumin.  We  know  of  his  excessive 
alcoholic  intake.  He  had  a liver  scan  showing  scat- 
tered uptake  with  areas  of  increased  and  decreased 
density  but  no  tumor  mass.  I think  this  is  enough  to 
make  the  clinical  diagnosis  of  Laennec’s  cirrhosis. 

We  don’t  have  any  definite  information  to  suggest 
an  amebic  abscess.  The  scan  did  not  show  a cold 
area.  The  stool  cultures,  sputum,  pleural  fluid,  and 
sigmoidoscopy  did  not  help  us  in  this  respect  either. 
The  gastrointestinal  symptoms  were  minimal  and 
would  not  be  unexpected  in  someone  with  cirrhosis. 
Although  he  did  have  tenderness  in  the  right  upper 
quadrant  initially,  the  liver  was  nontender  on  the  sec- 
ond admission.  The  pleural  fluid  was  never  chocolate 
brown  nor  were  any  organisms  seen  in  it.  In  addition, 
he  had  a gallstone  and  had  been  hospitalized  four 
years  earlier  for  diarrhea.  Whether  this  represented 
typhoid  or  another  bacterial  diarrhea  or  an  amebic 
process,  I cannot  say.  With  the  information  available, 
however,  I must  stop  with  diagnoses  of  cirrhosis  of 
the  liver  and  cholelithiasis. 

His  major  problem  was  that  of  fluid  in  the  pleural 
space.  The  pleural  space  is  potential  and  normally 
contains  a thin  film  of  fluid.  Pleural  effusion  is  not  a 
diagnosis,  however;  it  is  merely  a sign  of  disease. 
Pleural  fluid  is  formed  by  one  of  three  mechanisms. 
Probably  the  most  common  is  excessive  production  of 
fluid  resulting  from  disease  of  the  pleura,  and  the  two 
most  frequent  causes  of  this  are  tumor  and  inflam- 
mation. The  second  way  would  be  systemic  disease 
with  extravascular  fluid  collection  associated  with 
hypoproteinemia  such  as  in  nephrosis,  cirrhosis,  or 
congestive  heart  failure.  The  third,  and  least  common 
way,  is  obstruction  of  the  lymphatic  drainage  by  sur- 
gical procedures,  neoplasm,  or  occasionally  inflamma- 
tory disease. 


The  fluid  in  a pleural  effusion  is  not  static;  in  new 
effusions,  about  4 cc./kg./hour  are  formed.  This  is 
about  650-700  cc.  a day,  or  20  percent  of  the  intra- 
vascular volume.  The  amount  of  fluid  formed  and  re- 
moved (if  the  total  amount  is  stable)  decreases  at 
night  to  about  0.2  cc./kg.,  probably  due  to  decrease 
in  breathing  and  exercise.  The  pleural  fluid  arises 
from  the  visceral  pleural  capillaries  which  are  sup- 
plied by  the  bronchial  arteries. i 

Pleural  effusions  occur  in  about  10  percent  of  pa- 
tients with  hepatic  cirrhosis  and  ascites.  There  is  no 
direct  connection  between  the  abdominal  and  pleural 
spaces,  since  carbon  dioxide  will  not  pass  through 
the  diaphragm.  If  India  ink  is  injected  into  the  abdom- 
inal cavity,  it  will  enter  the  pleural  space  but  not  vice- 
versa.  In  addition,  the  concentrations  of  protein,  cho- 
lesterol, and  lipids  are  higher  in  the  pleural  than  in  the 
abdominal  space.  The  probable  method  of  transfer  is 
through  the  subdiaphragmatic  lymphatics. 

Certain  generalities  are  useful  in  approaching  the 
differential  diagnosis  of  a pleural  effusion.  The  overall 
clinical  picture  should  not  be  ignored,  since  it  can 
make  the  situation  obvious;  for  example,  florid  con- 
gestive heart  failure.  However,  in  the  presence  of  con- 
gestive heart  failure  of  cirrhosis  of  the  liver,  a pleural 
effusion  confined  to  the  left  side  should  prompt  a 
careful  search  for  a second  diagnosis. 

Tuberculous  effusions  peak  in  the  20-25  year  age 
range  and  usually  present  with  temperature  of  greater 
than  100  F.  Carcinomatous  effusions  peak  in  the 
over-40  age  group  and  the  patient  is  usually  afebrile 
on  admission.  Moreover,  carcinomatous  effusions  are 
usually  the  largest  and  accumulate  and  reaccumulate 
the  most  rapidly.  Bilateral  effusions  in  patients  over 
50  years  of  age  are  usually  due  to  congestive  heart 
failure.  If  the  heart  is  normal  in  size,  however,  conges- 
tive heart  failure  will  be  present  in  less  than  10  per- 
cent and  neoplasm  in  about  45  percent  of  such  cases. 
Unfortunately,  these  correlations  cannot  give  the  an- 
swer in  an  individual  case. 

The  most  important  procedure  in  evaluating  a pleu- 
ral effusion  is  thoracentesis.  This  will  be  valueless 
unless  a fixed  pattern  for  handling  the  fluid  and  tissue 
is  followed  meticulously  in  each  case.  In  addition,  a 
careful  record  of  all  the  data  is  mandatory.  These 
points  are  outlined  in  Table  1. 
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A.  Of  Value 

1.  Appearance:  Color?  Blood? 

2.  Specific  gravity  or  protein 

3.  Cell  count  and  differential 

4.  Lipid  and  cholesterol  values 

B.  Necessary 

1.  Stains: 

a.  Gram 

b.  Acid-fast 

c.  Fungal 

2.  Cultures 

a.  Bacterial:  aerobic;  anaerobic 

b.  Acid-fast 

c.  Fungal 

3.  Amylase 

4.  Glucose 

5.  Cytology 

6.  Biopsy 

Table  1.  What  the  Doctor  Should  Do  With 
the  Pleural  Fluid. 

First,  look  at  the  fluid.  Serosa nguineous  fluid  can 
occur  with  as  little  as  5,000-6,000  RBC/cc.  This  is 
about  2 cc.  of  blood/liter  of  fluid.  If  the  blood  results 
from  the  trauma  of  the  procedure  itself,  it  is  usually 
more  obvious  in  the  initial  fluid  and  clears  subse- 
quently. Nontraumatic  bloody  fluid  indicates  carci- 
noma in  two-thirds  to  three-fourths  of  reported  cases. 
If  congestive  heart  failure  can  be  eliminated,  about 
95  percent  of  bloody  pleural  fluids  are  due  to  carci- 
noma.2  Other  causes  of  bloody  pleural  fluid  are  pul- 
monary infarction  or  infection,  chest  wall  trauma, 
pancreatitis,  cirrhosis  rarely,  and  tuberculosis  very 
rarely. 

The  protein  content  and  specific  gravity  measure- 
ment yield  about  the  same  information.  They  per- 
mit the  separation  of  a transudate  (specific  grav- 
ity < 1.015,  protein  < 3 gm.)  from  an  exudate  (speci- 
fic gravity  > 1.015  and  protein  > 3 gm.).  Transudates 
are  common  in  cirrhosis  and  congestive  heart  failure 
while  exudates  are  typical  of  infection  and  tumor. 
When  the  protein  content  is  high,  the  fluid  will  clot 
rapidly,  so  a small  amount  of  heparin  should  be  added 
routinely  to  permit  study  of  the  specimen. 

The  cell  count  also  gives  broad,  general  informa- 
tion. A predominance  of  polymorphonuclear  leuko- 
cytes tends  to  incriminate  bacterial  infection,  while  a 


predominance  (>  70  percent)  of  lymphocytes  sug- 
gests tuberculosis.  In  an  early  effusion  even  tubercu- 
losis may  cause  an  increase  in  granulocytes.  If  no  or 
few  (<  2.5/1,000)  mesothelial  cells  are  seen,  tubercu- 
losis is  quite  likely.3  Other  studies  that  offer  general 
guidelines  are  cholesterol  and  lipid  concentrations 
which,  when  elevated,  suggest  tuberculosis  or  very  old 
effusions.  Results  of  lactic  dehydrogenase  determina- 
tions are  so  variable  as  to  be  of  no  value. 

The  studies  discussed  so  far  offer  statistical  guide- 
lines but  are  not  truly  necessary.  The  second  group  to 
be  discussed,  however,  are  necessary  (Table  1).  They 
are  either  diagnostic  per  se,  highly  limit  the  possible 
etiologies,  or  offer  a guideline  to  immediate  therapy. 
The  easiest  and  quickest  information  may  be  obtained 
from  direct  stain  of  the  fluid:  Gram  stain  for  bacteria; 
acid-fast  for  tuberculosis:  potassium  hydroxide,  meth- 
ylene blue,  methyl  blue  (cotton  blue)  for  fungi  and 
protozoa;  and  Sudan  III  for  fat.  Cultures  deserve  em- 
phasis, too:  rapid  aerobic  and  anaerobic  bacterial  cul- 
tures, fungal  cultures,  and  mycobacterial  cultures  are 
necessary.  The  reliability  of  mycobacterial  cultures  is 
a direct  function  of  the  amount  of  fluid  sent  to  the 
laboratory.  The  usual  small  test  tube  of  fluid  rarely,  if 
ever,  produces  a positive  culture;  300  to  500  cc.  or 
more  should  be  sent  for  culture  and  concentrated 
smear. 

If  pancreatitis  is  under  consideration  (and  a pleural 
effusion  on  the  left  side  should  evoke  this  considera- 
tion), an  elevated  pleural  fluid  amylase  may  be  diag- 
nostic. The  other  valuable  chemical  finding  is  a low 
(less  than  20  mg./lOO  cc.)  pleural  fluid  sugar;  this 
effectively  limits  the  differential  diagnosis. 

Cytology  can  be  diagnostic,  but  it  is  highly  corre- 
lated with  the  skill  of  the  cytologist.  Equally  important 
is  the  rapid  fixation  of  cells  in  95  percent  alcohol  or 
formalin  to  prevent  disintegration.  Mesothelial  cells 
frequently  simulate  carcinoma  and  result  in  false  posi- 
tive diagnoses.  This  can  be  very  unfortunate,  since 
tumor  cells  in  the  pleural  space  indicate  a non-resect- 
able  lesion. 

The  most  useful  information  from  thoracentesis  is 
obtained  from  pleural  biopsy.  Every  diagnostic  tho- 
racentesis is  incomplete  without  a pleural  biopsy.  In 
the  presence  of  fluid  this  adds  no  morbidity  to  the 
procedure  provided  there  is  no  history  of  a bleeding 
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tendency  and  the  prothrombin  time  is  normal.  In  the 
absence  of  fluid,  the  procedure,  in  skilled  hands  and 
with  a Cope  needle,  produces  pleural  tissue  in  more 
than  half  the  cases,  with  only  an  occasional  inconse- 
quential pneumothorax.  At  least  three  or  four  pieces 
of  tissue  should  be  obtained  from  the  inferior  and 
lateral  quadrants  after  a small  amount  of  fluid  has 
been  removed  for  study.  If  nonspecific  inflammation 
is  seen,  it  is  nondiagnostic  and  is  an  indication  for 
a second  or  even  a third  biopsy.  Repeat  biopsies  will 
increase  the  diagnostic  yield.  If  the  ultimate  diagnosis 
is  carcinoma,  tumor  will  be  found  on  pleural  biopsy  in 
50-60  percent  of  cases.  If  it  is  tuberculosis,  granu- 
lomata  will  be  found  in  65-75  percent  of  cases.  Table 
2 lists  the  diagnostic  yield  of  pleural  biopsy  from  17 
series  comprising  1,418  patients  reported  between 
1955  and  1965.4  specific  etiologic  diagnosis  can  be 
made  in  only  about  40  percent  of  patients  presenting 
to  a general  hospital  with  pleural  effusion,  even  when 
all  the  available  diagnostic  methods  just  discussed 
are  brought  to  bear  on  the  problem.  Pleural  biopsy 
provides  this  diagnosis  in  two-thirds  of  these  patients. 
Many  of  the  unexplained  effusions  may  represent  the 
residuals  of  subclinical  pneumonias.  The  axiom  that 
an  "idiopathic”  pleural  effusion  in  a tuberculin-posi- 
tive person  represents  tuberculosis  requiring  12-18 
months  of  INH  chemoprophylaxis  is  well  documented. 
Pleural  tissue  frequently  provides  histologic  documen- 
tation of  the  need  for  this  treatment. 

How  do  these  things  apply  to  our  case?  The  patient 
had  air-fluid  levels  on  admission;  therefore,  he  had  a 
bronchopleural  fistula.  What  things  should  one  con- 
sider with  a bronchopleural  fistula?  Particularly  in 
years  past,  pneumococcal  and  staphylococcal  pneu- 
monia or  lung  abscess  frequently  ruptured  into  the 
pleural  space.  If  pneumonia  were  present  in  our  pa- 
tient, it  could  have  resulted  from  aspiration  or  from 
hematogenous  spread  from  the  gastrointestinal  or 
genitourinary  tract.  In  a patient  with  cirrhosis,  I would 
be  particularly  concerned  that  gram-negative  bactere- 
mia might  arise  from  sigmoidoscopy  and  barium  ene- 
ma examination.  Indeed,  this  could  have  been  the 
source  of  the  E.  coli  in  the  patient’s  pleural  fluid. 
Pneumonia  could  have  developed  distal  to  the  bron- 


Diagnosis 

No.  Cases* 

% 

Malignancy 

245 

17 

Tuberculosis 

351 

25 

Nonspecific  inflammation 

567 

40 

Normal 

54 

3 

Inadequatet 

189 

13 

Specific  diagnosis 

43 

*Two  cases  of  amebiasis,  one  of  mycotic  disease,  four  of  suspected 
tuberculosis  and  five  of  suspected  cancer  are  excluded  from  this 
tabulation. 


tlnadequate  tissue  was  obtained  in  2-3  percent  of  cases  with  the 
Cope  or  Abrams  needle,  but  in  22  percent  with  the  Vim-Silverman 
needle. 

Table  2.  Review  of  pleural  biopsy  results  in 
1,418  cases  collected  from  17  series  published 
between  1955  and  1965,  adapted  from  Rao, 
et  aid 

chial  obstruction.  Tuberculosis  certainly  can  cause  a 
bronchopleural  fistula;  carcinoma  may  also  cause  a 
fistula.  Sometimes  a primary  infection  in  the  pleural 
space  will  rupture  into  the  lung,  most  commonly  fol- 
lowing penetrating  thoracic  wall  trauma,  such  as  a 
knife  wound. 

The  predominance  of  polymorphonuclear  leukocytes 
in  the  pleural  fluid  necessitates  the  following  consid- 
erations. Early  tuberculosis  may  present  this  way,  but 
we  have  no  further  information  that  would  permit  us 
to  make  a diagnosis  of  tuberculosis.  There  is  no  evi- 
dence to  suggest  rheumatic  fever.  Although  he  had 
fever  and  some  minimal  abdominal  pain  initially,  there 
was  nothing  subsequently  that  would  confirm  the  pres- 
ence of  a subdiaphragmatic  abscess.  In  fact,  on  the 
second  admission,  his  liver  is  stated  to  have  been 
nontender.  A mass  lesion  was  not  seen  on  the  liver 
scan,  and  there  was  no  suggestion  of  anything  inter- 
posed between  liver  and  lung.  A combined  liver  and 
lung  scan  would  have  been  useful  in  this  regard.  Pul- 
monary infarction  may  also  induce  pleural  fluid  leuko- 
cytosis, but  the  clinical  picture  does  not  fit  this  diag- 
nosis. Bacterial  pneumonia  may  present  in  this  man- 
ner, but  initially  our  patient  had  a two-month  history 
of  white  sputum;  this  is  not  a history  suggestive  of 
bacterial  pneumonia. 

Serosanguineous  fluid  prompts  the  following  con- 
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siderations:  trauma,  pulmonary  infarction,  tuberculo- 
sis, congestive  heart  failure,  and,  most  commonly, 
carcinoma.  We  have  no  history  of  trauma  and  no 
other  evidence  compatible  with  pulmonary  infarction. 
We  cannot  sustain  a diagnosis  of  tuberculosis.  The 
patient  was  not  in  congestive  heart  failure.  We  do, 
however,  have  evidence  of  an  occluded  bronchus. 
Thus,  carcinoma  would  certainly  be  the  most  likely  of 
the  causes  of  serosanguineous  effusion  under  con- 
sideration. 

We  have  a low  concentration  of  sugar  in  the  pleural 
space.  To  my  knowledge,  there  are  only  four  entities 
that  result  in  a pleural  sugar  value  of  20  mg./lOO  cc. 
or  less:  (1)  tuberculosis,  (2)  rheumatoid  effusion 
(probably  other  collagen-vascular  disease  also,  al- 
though this  is  not  documented),  (3)  carcinoma  (with 
seeding  of  the  pleural  space)  or  mesothelioma,  and 
(4)  the  majority  of  E.  coli  pneumonias.^  The  one  pleu- 
ral biopsy  did  not  show  carcinoma.  The  low  pleural 
sugar  value  may  well  reflect  E.  coli  empyema  compli- 
cating a pneumonitis. 

We  have  the  bronchoscopist’s  clinical  description 
of  an  occluded  bronchus.  Aspiration  of  a nonradio- 
paque plastic  object,  or  more  commonly,  a vegetable 
product  such  as  a peanut,  may  cause  inflammation, 
and  the  foreign  body  can  be  missed.  We  have  no  his- 
tory that  he  aspirated  a foreign  body,  but  we  cannot 
totally  eliminate  that  possibility.  Inflammatory  reac- 
tion may  present  as  an  occluded  bronchus,  but  usu- 
ally this  is  due  to  extrabronchial  disease,  as  in  the 
middle  lobe  syndrome.  A chronic  scar  from  trauma, 
aspiration  of  a foreign  body,  endobronchial  disease  or 
broncholiths  may  occlude  a bronchus.  I would  men- 
tion here  “pseudo-occlusion,”  but  not  in  a disparag- 
ing way.  If  the  patient  is  not  properly  positioned  dur- 
ing a difficult  bronchoscopy,  the  bronchoscopist  may 
be  looking  at  the  wall  rather  than  the  lumen  and  may 
erroneously  conclude  that  the  lower  lobe  bronchus  is 
occluded.  We  have  no  indication  that  this  was  the 
case  in  our  patient.  Sometimes  the  most  valuable 
information  from  bronchoscopy  is  gleaned  from  the 
sputum  obtained  in  the  24  hours  after  the  procedure. 

These  are  the  hard  facts,  the  salient  features  of 
this  case.  We  have  a two-month  history  of  initially 


mucoid  sputum  with  weight  loss,  then  some  hemopty- 
sis. There  is  right  lower  lobe  atelectasis.  Despite  the 
large  effusion,  the  patient  never  had  tracheal  shift  to 
the  left;  it  is  either  midline  or  to  the  right,  which  sug- 
gests a space-occupying  lesion  in  addition  to  the 
atelectasis.  The  bronchoscopist  describes  a complete- 
ly obstructed  right  lower  lobe  bronchus  and  we  never 
see  the  lower  lobe  well  on  the  bronchogram.  Never- 
theless, a tumor  mass  is  not  visualized.  We  have  a 
pleural  exudate  with  a predominance  of  polymorpho- 
nuclear cells,  plus  a bronchopleural  fistula  that  is  not 
iatrogenic.  The  fluid  is  consistently  bloody,  and  that, 
too,  is  not  iatrogenic.  There  is  a low  pleural  fluid  sugar 
concentration.  We  have  E.  coli  cultured  from  the  pleu- 
ral space  on  two  occasions. 

Cultures  of  the  empyema  fluid  persistently  grew 
E.  coli  with  a consistent  sensitivity  pattern.  This 
should  have  been  treated  with  the  appropriate  anti- 
biotic, colistin.  At  the  time  of  discharge  a diagnosis 
had  not  been  established.  This  discharge  suggests  that 
his  physician  considered  him  to  have  a fatal  condition 
such  as  inoperable  carcinoma.  What  else  could  have 
been  done?  Certainly  his  pleural  space  was  readily 
available  for  biopsy,  and  several  additional  needle 
biopsies  could  have  been  obtained.  If  these  were  non- 
diagnostic, then  an  exploration  of  the  pleural  space 
was  indicated.  Such  a procedure  carries  acceptable 
morbidity  and  mortality  and  may  contribute  signifi- 
cantly to  the  patient’s  care.  In  this  case,  it  would 
have  at  least  freed  him  from  the  need  for  a permanent 
thoracostomy  tube. 

My  final  diagnoses  are:  (1)  bronchogenic  carcinoma 
involving  the  right  lower  lobe  as  the  underlying  proc- 
ess; (2)  empyema,  secondary  to  pneumonia,  with 
probable  abscess  formation  due  to  E.  coli  as  the 
cause  of  death;  (3)  Laennec’s  cirrhosis;  and  (4) 
cholelithiasis. 

Dr.  Daniel  E.  Jenkins:  I would  like  to  make  two 
points.  First,  the  metabolism  of  the  large  number  of 
leukocytes  in  the  pleural  fluid  may,  of  itself,  have  low- 
ered the  sugar  concentration.  Second,  I had  strongly 
considered  subdiaphragmatic  abscess  in  this  case,  but 
the  liver  scan  probably  ruled  out  that  possibility. 
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Fig.  3.  The  posterior-inferi- 
or aspect  of  the  liver  con- 
tains unencapsulated  abscess 
in  the  subdiaphragmatic 
area. 


Fig.  4.  A large,  soft,  hemorrhagic  and  necrotic 
mass  (ameboma)  is  present  in  the  left  basal 
ganglia.  A smaller  lesion  is  seen  in  the  cerebral 
cortex  and  is  representative  of  other  such  les- 
ions in  the  cerebrum  and  cerebellum. 
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Dr.  Herbert  L.  Fred:  Dr.  Johnson,  would  you  care 
to  comment  on  the  value  of  the  liver  scan  in  exclud- 
ing hepatic  or  subdiaphragmatic  abscess? 

Dr.  Philip  C.  Johnson:  If  the  diaphragm  in  this  pa- 
tient actually  was  as  close  to  the  liver  as  the  scan  in- 
dicated, I think  subdiaphragmatic  abscess  would  be 
most  unlikely.  Occasionally,  large  abscesses  or  he- 
patic carcinomas  are  visible  in  the  posterior  or  lateral 
scan  but  not  in  the  anterior  scan.  In  the  case  under 
discussion,  however,  I would  not  rule  out  liver  abscess. 

Pathological  Findings:  Dr.  Joyce  S.  Davis:  The  body 
was  emaciated.  Two  surgical  drainage  sites  were  evi- 
dent in  the  right  anterolateral  chest  wall.  The  right 
pleural  cavity  contained  1,000  ml.  of  thick,  yellow 
purulent-appearing  fluid  which,  on  culture,  yielded 
E.  coli.  In  the  left  pleural  space  there  were  1,000  ml. 
of  clear  yellow  fluid.  The  peritoneal  cavity  contained 
only  100  ml.  of  serous  fluid  but  there  were  fibrinous 
adhesions  between  the  anterior  surface  of  the  liver 
and  the  anterior  abdominal  wall.  The  heart  weighed 
350  gm.;  it  was  slightly  dilated  but  not  otherwise  un- 
usual. In  the  aorta  and  coronary  arteries,  mild  to  mod- 
erate atherosclerosis  was  noted.  The  lungs  were  mod- 
erately heavy:  the  right  weighed  750  gm.  and  the  left, 
680  gm.  In  the  right  lung  there  was  extensive  necrosis 
with  numerous  yellow,  soft  abscesses  and  almost  no 
recognizable  normal  parenchyma.  The  entire  lung  was 
ragged  and  yellow-gray.  The  pulmonary  arteries  con- 
tained no  thromboemboli  and  there  was  no  evidence 
of  tumor.  The  liver  weighed  2,610  gm.  An  abscess,  5 
by  5 by  3 cm.  in  diameter,  was  evident  in  the  sub- 
diaphragmatic portion  of  the  right  lobe.  It  had  an  ill- 
defined  border,  no  fibrosis  or  scarring  at  its  periphery, 
and  thick  yellow  material  filling  its  lumen  (Fig.  3). 
Microscopically,  there  was  considerable  fatty  change. 


fibrosis,  and  chronic  inflammatory  cellular  infiltration 
in  areas  away  from  the  abscess.  The  margin  of  the 
abscess  was  extensively  necrotic,  with  relatively  little 
inflammatory  cell  response.  Mixed  with  necrotic  de- 
bris were  occasional  round  or  polygonal  structures  be- 
tween 30  and  60  micra  in  diameter  that  were  morpho- 
logically compatible  with  the  trophozoites  of  Enda- 
moeba  histolytica.  The  organisms  had  a small,  slightly 
eccentric  nucleus.  Similar  organisms  were  present  in 
the  lung  along  with  extensive  necrosis  and  mononu- 
clear inflammatory  cell  response.  One  ameba  con- 
tained a red  blood  cell  in  its  cytoplasm  and  another 
was  seen  in  a bronchial  lumen  mixed  with  necrotic 
debris. 

The  distal  esophagus  was  congested  and  eroded 
and  there  was  slight  atrophy  of  the  mucosa  of  the 
stomach  and  intestines.  Liquid  feces  were  present  in 
the  lumen  of  the  intestines  but  no  areas  of  ulceration 
were  identified.  Sections  of  appendix,  a common  site 
of  amebic  ulcers,  were  not  unusual.  The  spleen 
weighed  330  gm.  and  was  red  and  soft.  Tracheobron- 
chial lymph  nodes  were  enlarged.  The  kidneys  weighed 
200  gm.  each  but  had  no  lesions.  Other  viscera  were 
not  grossly  or  microscopically  unusual  except  for  the 
brain  which  weighed  1,240  gm.;  a scant  amount  of 
subarachnoid  hemorrhage  was  present  over  the  basal 
area.  On  cut  surfaces,  several  gray-red,  soft  hemor- 
rhagic zones  could  be  identified.  The  largest  of  these 
was  about  4 by  5 cm.  and  involved  most  of  the  basal 
ganglia  on  one  side.  Smaller  lesions  which  resembled 
embolic  infarcts  were  present  in  the  cerebral  cortex 
and  cerebellum  (Fig.  4).  Histologically,  the  brain  had 
areas  of  necrosis  and  moderate  inflammatory  cell  in- 
filtration, scattered  among  which  were  amebic  tropho- 
zoites (Fig.  5). 

Only  about  one-fourth  of  hepatic  amebic  abscesses 


Fig.  5.  In  the  brain,  necro- 
sis, hemorrhage,  and  inflam- 
mation are  extensive.  Three 
amebic  trophozoites  can  he 
seen  (arrows). 


are  diagnosed  correctly  during  life.  About  half  of 
these  abscesses  rupture  through  the  diaphragm  to  in- 
volve the  right  lung  and  pleural  cavity.®  The  empyema 
seen  at  necropsy  in  this  patient  \was  apparently  com- 
plicated by  secondary  infection  with  E.  coli.  The  brain 
is  the  next  most  common  site  of  extension  of  amebic 
hepatic  disease,  and  death  usually  occurs  seven  to 
ten  days  after  the  central  nervous  system  becomes  in- 
volved.® 

If  fresh  preparations  of  sputum  or  the  fluid  from 
the  pleural  cavity  had  been  examined  with  amebiasis 
in  mind,  the  diagnosis  might  have  been  made.  A re- 
view of  the  Papanicolaou  smears  from  the  bronchial 
washings,  even  in  retrospect,  failed  to  reveal  the  or- 
ganisms, probably  because  of  their  fragility. 

The  major  final  anatomic  diagnoses  were:  (1)  ame- 
bic abscess  of  right  lobe  of  liver  perforating  the 
diaphragm  and  involving  the  right  lung,  (2)  empyema 
of  right  pleural  cavity,  (3)  multiple  amebic  abscesses 
of  the  brain. 

Dr.  Fred:  Thoracic  complications  such  as  empyema, 
bronchohepatic  fistula  and  pulmonary  abscess  occur 
in  about  20  percent  of  patients  with  amebic  hepatic 
abscess.  The  pleuropulmonary  lesions  commonly  are 
localized  to  the  lower  part  of  the  right  hemithorax 
and  usually  result  from  penetration  of  an  hepatic  ab- 
scess through  the  diaphragm.  Less  frequently  amebae 
may  cross  the  diaphragm  in  the  lymphatics.  They 
also  can  reach  the  lungs  via  the  blood  stream.  Admit- 
tedly, the  clinical  diagnosis  of  pulmonary  amebiasis 
often  is  difficult.  Fever,  chest  pain,  dyspnea,  produc- 
tive cough  and  weight  loss  are  common  manifesta- 
tions. However,  a history  of  diarrhea  and  evidence  of 
hepatomegaly  offer  important  diagnostic  clues. 

The  case  under  discussion  emphasizes  several  im- 
portant clinical  points.  First,  a low  value  for  pleural 
fluid  sugar  is  of  limited  diagnostic  usefulness.  Second, 
as  we  saw  several  months  ago  in  one  of  these  confer- 
ences, a technically  satisfactory  liver  scan  sometimes 
fails  to  demonstrate  an  hepatic  abscess  or  abscesses. 


Third,  amebiasis  always  deserves  consideration  when- 
ever an  unexplained  illness  affects  the  right  lower 
lobe  of  the  lung. 

Dr.  Raymond  D.  Pruitt:  Do  I understand.  Dr.  Davis, 
that  there  were  no  lesions  in  the  bowel? 

Dr.  Davis:  There  certainly  were  no  obvious  ulcera- 
tions. Because  such  lesions  frequently  have  pin-point 
lumens,  however,  very  small  ones  could  have  been 
missed  in  the  examination. 

Dr.  Harold  Brown:  As  a charter  member  of  the  club 
of  those  who  have  missed  the  diagnosis  of  pulmonary 
amebiasis,  I have  strong  feelings  about  this  subject. 

I have  seen  at  least  four  patients  die  of  unrecognized 
and,  therefore,  untreated  pulmonary  amebiasis.  I am 
convinced  that  there  is  no  way  that  one  can  make 
this  diagnosis  absolutely  from  a clinical  standpoint. 
It  should  be  suspected  in  any  patient  with  unex- 
plained right  lower  lobe  disease.  If  one  thinks  of  ame- 
biasis and  cannot  rule  it  in  or  out,  a therapeutic  trial 
with  emetine  should  be  attempted.  I don’t  know  how 
effective  looking  for  amebae  in  sputum  would  be  pros- 
pectively: however,  we  have  looked  in  retrospect  and 
have  found  them. 
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Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/de  Effects.- Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions.-  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEC  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels* 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 

Pearl  River,  New  York  466-7 
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TMA  May  2-5  Houston  Meeting  To  Begin 
Second  Hundred  Years  of  Annual  Sessions 


Texas  Medical  Association  will  be- 
gin its  second  hundred  years  of  An- 
nual Sessions  May  2-5  in  Houston. 
TMA's  interests  are  keeping  pace 
with  its  size.  In  addition  to  the 
standard  scientific  sections,  installa- 
tion of  the  new  President,  and  busi- 
ness sessions,  the  1968  Annual 
Session  will  include  closed-circuit 
television  presentations  and  a new 
twist,  an  art  exhibit. 

Guest  Speakers:  Thirty-six  out-of- 
state  guest  speakers  will  participate 
in  the  1968  TMA  Annual  Session 
programs.  In  alphabetical  order,  the 
speakers  and  their  topics  are  Dr. 
W.  A.  D.  Anderson  of  Miami,  Fla., 
primary  hyperplasia  and  neoplasia 
of  the  adrenal  cortex,  and  a survey 
of  recent  advances  in  anatomic 
pathology:  Dr.  Nelson  J.  Bradley  of 
Park  Ridge,  III.,  diagnosis  of  alcohol- 
ism, and  diagnosis  of  barbiturate 
addiction;  Dr.  Edward  L.  Compere  of 
Chicago,  III.,  treatment  of  sprains 
and  closed  fractures  of  the  ankle, 
and  treatment  of  infections  of  bones 
and  joints;  Dr.  John  J.  Conley  of 
New  York  City,  malignant  tumors  of 
the  head  and  neck  in  children,  mela- 
noma of  the  head  and  neck,  cancer 
of  the  middle  ear  and  temporal 
bone,  and  regional  flaps  in  cancer 
surgery  of  the  head  and  neck;  Dr. 
Eric  Denhoff  of  Providence,  R.I., 
meaning  of  laboratory  studies  in 
children  with  cerebral  dysfunction, 
and  pre-school  evaluation  to  discrim- 
inate potential  learning  difficulties. 

Other  speakers  and  topics  are  Dr. 
Theodore  A.  Fox  of  Chicago,  internal 
derangement  of  the  knee,  and  myo- 
sitis ossificans:  Dr.  Edward  A.  Gall 
of  Cincinnati,  things  in  veins,  the 
panorama  of  embolism,  pathogene- 
sis of  cirrhosis,  and  pathways  to 
postnecrotic  cirrhosis;  Dr.  Alexan- 
der Gottschalk  of  Chicago,  modera- 
tor, seminar  on  isotopes;  Dr.  Robert 
B.  Greenblatt  of  Augusta,  Ga.,  dys- 
functional uterine  bleeding,  use  and 
abuse  of  the  pill,  the  hirsute  female, 
newer  concepts  in  the  management 
of  menopause,  the  virilized  female, 
and  problems  with  drugs  that  raise 
or  lower  blood  sugar  in  diabetic  pa- 
tients: Mr.  David  Lloyd  Griffiths, 


F.R.C.S.,  of  Manchester,  England, 
orthopedic  causes  of  abdominal 
pain,  the  hazards  of  closed  reduction 
of  fractures,  neurovascular  compli- 
cations of  neck  injuries,  and  the  al- 
leged thoracic  outlet  syndromes;  Dr. 
Howard  P.  House  of  Los  Angeles, 
the  management  of  selected  otologic 
problems,  current  concepts  of  oto- 
sclerosis surgery,  hearing  standards, 
fact  or  fiction,  and  congenital  abnor- 
malities encountered  in  middle  ear 
surgery;  Dr.  Charles  E.  Miff  of  Balti- 
more, ocular  and  adnexal  surgery 
techniques,  ocular  plastic  surgery 
techniques — problems  of  ptosis  sur- 
gery, intraocular  surgery,  and  diag- 
nosis and  treatment  of  tumors  of 
the  lids  and  orbit;  Dr.  Garth  L.  Jar- 
vis of  Washington,  D.C.,  fetology — 
the  new  responsibility  of  prenatal 
care,  adolescent  gynecology,  and 
use  of  hormones  in  the  postmeno- 
pausal period;  and  Dr.  Arthur  H. 
Keeney  of  Philadelphia,  ophthalmol- 
ogy of  driving,  prevention  and  man- 
agement of  ocular  trauma,  the  role 
of  diagnostic  ultrasound  in  ophthal- 
mology, and  responsibilities  of  the 
ophthalmologist  in  dyslexia. 

Also  speaking  will  be  Dr.  Robert 
K.  Kerlan  of  Los  Angeles,  injuries  to 
the  upper  extremity  in  baseball,  and 
injuries  to  the  upper  extremities  in 
individuals  whose  epiphyses  have 
not  fused  (little  league  elbow);  Dr. 
James  Roderick  Kitchell  of  Abing- 
ton.  Pa.,  organization  and  function 
of  coronary  care  units,  physician- 
nurse  responsibility  in  coronary  care 
units,  how  to  meet  the  challenge  of 
changing  patterns  of  patient  care, 
and  the  value  of  coronary  care  units; 
Dr.  David  J.  Lehman,  Jr.,  of  Holly- 
wood, Fla.,  teenage  and  parental 
alert;  Dr.  Morton  H.  Maxwell  of  Los 
Angeles,  diagnostic  and  therapeutic 
considerations  of  renal  hypertension, 
and  hypertension:  Dr.  Harry  Medovy 
of  Winnipeg,  Canada,  school  prob- 
lems, and  what  can  the  physician  do 
about  the  child  with  school  failure?; 
Dr.  Charles  Neumeister  of  Minneap- 
olis, the  advantage  of  closed  hem- 
orrhoidectomy, surgical  treatment  of 
ulcerative  colitis,  and  the  dilemma 
of  “benign”  colonic  polyps;  Dr.  Wil- 
liam C.  North  of  Memphis,  the  role 


of  the  anesthesiologist  in  poisonings, 
and  respiratory  therapy;  Dr.  Richard 
M.  Peters  of  Chapel  Hill,  N.C.,  res- 
piratory aids — uses  and  dangers,  the 
role  of  computers  in  the  care  of 
acutely  ill  patients,  electromechan- 
ical analysis  of  the  respiratory  sys- 
tem, and  the  use  of  respirators  in 
patients  with  altered  respiratory  me- 
chanics. 

Additional  speakers  and  topics 
are  Dr.  Theodore  R.  Pfundt,  obesity 
in  early  life,  and  congenital  syphilis; 
Dr.  G.  Ray  Ridings  of  Dallas,  irradia- 
tion of  head  and  neck  tumors,  irradi- 
ation of  carcinoma  of  cervix  uteri, 
and  irradiation  of  carcinoma  of  the 
corpus  uteri;  Dr.  Max  S.  Rittenbury 
of  Charleston,  S.C.,  host  defense 
mechanism  in  injury,  initial  evalua- 
tion and  treatment  of  the  injured  pa- 
tient, and  evaluation  and  treatment 
of  acute  abdominal  injuries:  Dr.  Ros- 
coe  R.  Robinson  of  Durham,  N.C., 
mechanism  of  action  of  diuretic 
drugs,  and  recent  advances  in  renal 
physiology:  Dr.  Milford  O.  Rouse  of 
Dallas,  moderator,  the  hippie  syn- 
drome, and  General  Meeting  speak- 
er; Dr.  John  T.  Sessions,  Jr.,  of 
Chapel  Hill,  N.C.,  diagnostic  ap- 
proach to  the  patient  with  diarrhea, 
gastrointestinal  bleeding  and  chest 
pain  of  esophageal  origin — differen- 
tial diagnosis:  Dr.  Jay  T.  Shurley  of 
Oklahoma  City,  Okla.,  implications 
for  personality  development  and  ad- 
justment proceeding  from  research 
in  sensory,  perceptual,  and  social 
isolation  and  deprivation,  and  man- 
agement of  common  sleep  anomal- 
ies and  disturbances;  Dr.  Peter  V. 
Siegel  of  Washington,  D.C.,  a pro- 
spective look  at  aeromedical  certifi- 
cation, and  an  analysis  of  exemp- 
tions from  the  physical  standards  of 
the  federal  aviation  regulations. 

Also  speaking  will  be  Dr.  Norman 
J.  Sissman  of  Palo  Alto,  Calif., 
the  hippie  syndrome;  Dr.  James  H. 
Sterner,  now  of  Houston,  occupa- 
tional health,  effects  of  ionizing 
radiation  in  the  industrial  popula- 
tion and  on  the  general  population, 
and  general  problems  of  environ- 
mental health  and  the  interrelation- 
ship of  these  factors  with  respect  to 
their  total  potential  insult  to  man; 
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San  Angelo  Medical  & Surgical  Clinic 


111  East  Harris  Arenne 
Dial  2-6811 

SAN  ANGELO,  TEXAS 

Pediatrics : 

Dirain  F.  Dodson,  M.D.,  F.A.A.F. 

M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.CJS. 

General  Surgery: 

C.  A.  Kunath.  M.D.,  F.A.C.S. 

General  Practice : 

Wm.  Lacey  Smith,  M.D. 


Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O.G. 


Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 
Robert  B.  St^,  M.D. 

Adult  and  Pediatric  Cardiology: 
J.  L.  Read,  M.D. 


Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A.C.P. 
Eye,  Ear,  Nose  and  Throat: 

C.  S.  Tliompson,  M.D.,  F.A.C.S. 
Administration : 

Fred  Wills 


'$  Clinical  & 
Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph,:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 


Attention  TMA  members  — 
Here  is  how  to  order  the 

ATTENDING  PHYSICIAN’S 
STATEMENT  FORM  (IRP  Form): 

Request  Form  #H-481  (revised  May,  1967) 
from  Mr.  Alvin  Jones,  Hospital  Sales 
The  Steck  Company 
P.  0.  Box  968 
Austin,  Texas  78767 

or  call  your  Steck  Company  representative 
in  most  major  Texas  cities. 


COST: 

Per  500  sets 

$13.80 

Per  1000  sets 

$22.80 

Also  quantity  price 

breaks  at 

3,000,  5,000  and 

10,000. 
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Dr.  Daniel  B.  Stone  of  Iowa  City, 
Iowa,  the  causes  of  the  epidemic 
of  atherosclerosis  in  the  diabetic  pa- 
tient, problems  with  drugs  that  raise 
or  lower  blood  sugar  in  diabetic  pa- 
tients, and  the  prevention  of  the 
epidemic  of  atherosclerosis  in  the 
diabetic  patient;  Dr.  Richard  L.  Sut- 
ton of  Kansas  City,  Mo.,  Hieronymus 
Mercurialis’  De  Morbis  Cutaneis 
1572,  and  dermatology  in  one  easy 
lesson:  Dr.  William  R.  Waddell  of 
Denver,  surgical  management  of 
Zollinger-Ellison  syndrome,  recent 
developments  in  the  field  of  organ 
transplantation,  hiatus  hernia  — 
when  and  why  to  operate,  and  anat- 
omy of  the  liver  and  its  surgical  ap- 
plication; and  Mr.  Ken  A.  Wells  of 
New  Brunswick,  N.J.,  the  adoles- 
cent’s dilemma. 

Refresher  Courses;  Thirteen  refresh- 
er courses  on  topics  ranging  from 
barbiturate  addiction  to  baseball  in- 
juries will  be  held  on  Friday  and  Sat- 
urday, May  3 and  4,  in  meeting 
rooms  in  the  Shamrock  Hilton  Ho- 
tel. Each  refresher  course  will  con- 
sist of  approximately  45  minutes  of 
lecture  and  30  minutes  of  questions 
and  answers.  The  courses  are  de- 
signed primarily  for  the  physician 
in  general  practice  but  are  also  of 
value  to  the  specialist.  No  tickets 
are  required  for  attendance. 

The  following  are  courses  and  in- 
structors for  Friday,  May  3:  Diag- 
nosis of  Barbiturate  Addiction,  Dr. 
Nelson  J.  Bradley  of  Park  Ridge,  III.; 
The  Management  of  Selected  Oto- 
logic Problems,  a panel  moderated 
by  Dr.  Howard  P.  House  of  Los  An- 
geles; Ophthalmology  of  Driving,  Dr. 
Arthur  H.  Keeney  of  Philadelphia;  In- 
juries to  the  Upper  Extremity  in 
Baseball,  Dr.  Robert  K.  Kerlan  of 
Los  Angeles:  Obesity  in  Early  Life, 
Dr.  Theodore  R.  Pfundt  of  Omaha, 
Neb.;  Irradiation  of  Head  and  Neck 
Tumors,  Dr.  G.  Ray  Ridings  of  Dal- 
las; and  Evaluation  and  Treatment 
of  Acute  Abdominal  Injuries,  Dr.  Max 
S.  Rittenbury  of  Charleston,  S.C. 

Saturday  courses  and  instructors 
will  be  Treatment  of  Infections  of 
Bones  and  Joints,  Dr.  Edward  L. 
Compere  of  Chicago;  Diagnosis  and 
Treatment  of  Tumors  of  the  Lids  and 
Orbit,  Dr.  Charles  E.  Miff  of  Balti- 
more; Use  of  Hormones  in  The  Post- 
menopausal Period,  Dr.  Garth  L. 
Jarvis  of  Washington,  D.C.;  What 
Can  the  Physician  Do  about  the 
Child  with  School  Failure?,  Dr.  Har- 
ry Medovy  of  Winnipeg,  Canada; 
Management  of  Common  Sleep  Ano- 
malies and  Disturbances,  Dr.  Jay  T. 
Shurley  of  Oklahoma  City;  and  Der- 
matology in  One  Easy  Lesson,  Dr. 


Richard  L.  Sutton,  Jr.,  of  Kansas 
City,  Mo. 

Art  Exhibit:  TMA  artists  will  have  a 
chance  to  exhibit  their  wares  at  the 
101st  Annual  Session. 

Both  members  of  TMA  and  their 
wives  are  eligible  to  exhibit  their  art- 
work in  the  Hall  of  Exhibits,  Sham- 
rock Hilton  Hotel,  and  are  permitted 
to  have  two  entries  in  any  or  each  of 
the  three  categories:  painting  (in- 
cluding water  color,  drawing,  and 
graphics),  sculpture,  and  photog- 
raphy. 

Judging  will  be  performed  by  the 
Texas  artist-teachers,  Lowell  Collins 
and  Herbert  Mears  of  Houston  on 
May  1.  Awards  for  first,  second, 
third  place,  and  honorable  mention 
will  be  presented  in  each  category 
at  the  General  Meeting  Luncheon  on 
May  3. 

Items  to  be  exhibited  may  be  de- 
livered by  hand  on  April  30,  or  on 
the  morning  of  May  1,  to  TMA  Art 
Exhibit,  Hall  of  Exhibits,  Shamrock 
Hilton  Hotel,  Houston.  Items  being 
shipped  should  be  prepaid  and 
should  be  shipped  to  arrive  before 
May  1.  Pieces  arriving  after  May  1 
cannot  be  placed  in  the  exhibit. 

Items  should  be  marked  as  fol- 
lows: “From:  Name,  Address,  Value, 
Fragile,  Handle  with  Care,”  and  “To: 
TMA  Art  Exhibit,  National  Decora- 
tors, Inc.,  6431  Foster,  Houston, 
77001.”  Wooden  crates  must  use 
screws  on  the  opening  surface 
marked  “Open  Here.”  All  photo- 
graphs and  water  colors  must  be 
matted  and  covered  with  plastic  or 
glass. 

The  art  exhibit  will  be  held  in  con- 
junction with  the  Technical  and  Sci- 
entific Exhibits  which  also  will  be 
located  in  the  Hall  of  Exhibits.  The 
exhibiting  hours  are:  Thursday,  May 
2,  11  a. m. -5:30  p.m.;  Friday,  May  3, 
8 a. m. -5:30  p.m.;  and  Saturday,  May 
4,  8 a. m. -5:15  p.m.  All  entries  must 
remain  on  exhibit  until  the  show 
closes  on  Saturday. 

Luncheons:  Members  of  the  Fifty 
Year  Club  and  the  Council  on  An- 
nual Session,  as  well  as  the  chair- 
man of  the  Committee  on  General 
Arrangements  will  be  honored  at  the 
General  Meeting  Luncheon  on  Fri- 
day, May  3.  Dr.  Milford  0.  Rouse  of 
Dallas,  President,  American  Medical 
Association,  will  be  featured  guest 
speaker.  Announcements  of  scien- 
tific exhibit  awards  and  recognition 
of  senior  authors  of  exhibits  will  be 
made,  and  the  winners  of  the  first 
annual  art  exhibition  will  be  an- 
nounced. 

The  General  Meeting  Luncheon, 
Saturday,  May  4,  will  feature  an  ad- 


dress by  Mr.  M.  Stanton  Evans  of 
Indianapolis,  editor,  the  Indianapolis 
News.  Other  program  features  will 
include  honoring  of  the  members  of 
the  Past  Presidents  Association,  the 
1967-68  TMA  officers,  and  presi- 
dents of  allied  health  professions 
and  paramedical  groups;  recognition 
of  Anson  Jones  Award  winners;  and 
installation  of  Dr.  George  V.  Brind- 
ley, Jr.,  of  Temple,  as  President  of 
the  Texas  Medical  Association. 

General  Meetings:  Two  General  Meet- 
ings, one  on  Friday  from  10  to  12 
a.m.,  the  other  on  Saturday  from 
2 to  5 p.m.,  will  feature  presenta- 
tions aimed  at  the  general  practi- 
tioner, though  they  should  also 
prove  of  interest  to  the  specialist. 

On  Friday  the  topics  and  speakers 
will  be  injuries  of  the  hand,  a tele- 
vision presentation  moderated  by 
Dr.  Robert  J.  Wise;  things  in  veins, 
the  panorama  of  embolism  by  Dr. 
Edward  A.  Gall;  and  orthopedic 
causes  of  abdominal  pain  by  Dr.  D. 
Lloyd  Griffiths. 

Saturday  topics  and  speakers  will 
be  respiration  therapy,  a television 
presentation  moderated  by  Dr.  John 
Q.  Durfey:  the  role  of  computers 
in  the  care  of  acutely  ill  patients  by 
Dr.  Richard  M.  Peters;  a survey  of 
recent  advances  in  anatomic  path- 
ology by  Dr.  W.  A.  D.  Anderson; 
pre-school  evaluation  to  discrim- 
inate potential  learning  difficulties 
by  Dr.  Eric  Denhoff;  and  newer  con- 
cepts in  the  management  of  meno- 
pause by  Dr.  Robert  B.  Greenblatt. 

The  television  presentations  will 
each  be  one  hour  long  while  the 
individual  presentations  will  be  ap- 
proximately 30  minutes  each.  Both 
meetings  will  take  place  in  the  Em- 
erald Room  of  the  Shamrock  Hilton 
Hotel.  Dr.  Howard  R.  Dudgeon  of 
Waco  will  preside  at  the  Friday 
meeting;  Dr.  Harvey  R.  Bell  of  Pal- 
estine at  the  Saturday  meeting. 

A complete  preliminary  program 
of  events  at  the  1968  Annual  Ses- 
sion begins  following  p.  152,  and 
information  concerning  housing  ap- 
pears on  p.  109. 

CONFERENCE  ON  SMOKING 
SET  FOR  APRIL  IN  AUSTIN 

The  Texas  Leadership  Develop- 
ment Conference  on  Smoking  and 
Health  Education  is  planned  for 
April  28-30  at  the  Terrace  Motor 
Hotel  in  Austin. 

Sponsored  by  the  Texas  Interagen- 
cy Council  on  Smoking  & Health, 
the  conference  will  bring  together 
leaders  in  education  and  health  and 
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PLAN 

TO 

ATTEND 

THE 

101ST 

ANNUAL 

SESSION 

OF 

THE 

TEXAS 

MEDICAL 

ASSOCIATION 


THURSDAy-SUNDAy 

FEATURING 


34.  GUEST  SPEAKERS 


plus  150  special  and  TMA-member  speakers 


13  REFRESHER  COURSES 


Friday:  8:30  to  9:45aTrn^^B  Saturday:  3:30  to  5 p.m. 


12  SCIENTIFIC  SEaiONS 


Friday:  2:30  to  5 p.m.  Saturday:  9-11:30  a.m. 

Digestive  Diseases,  General  Practice,  Internal  Medicine,  Nervous  and 
Mental  Diseases,  Obstetrics  and  Gynecology,  Ophthalmology, 
Otolaryngology,  Pathology,  Pediatrics,  Public  Health,  Radiology, 
and  Surgery 


3 MEDICAL  COLOR  TELEVISION  PRESENTATIONS 


Sponsored  by  Smith,  Kline  & French  Laboratories 


10  CURBSTONE  CONSULTATIONS 


Friday:  5 to  6:30  p.m. 

Informal  round  table  discussions  on  medical  topics 


27  RELATED  & SPECIALTY^  SOCIETY  MEETINGS 


Thursday  thru  Sunday 


0 SPECIAL  PROGRAMS 


I 


Texas  Academy  of  General  Practice  Seminar  (AAGP  credit) 
May  2:  12:30  to  5 p.m. 

2.  Symposium  on  Alcoholism 
May  2:  8 p.m. 

3.  Second  Texas  Conference  of  Physicians  and  Nurses 
"Coronary  Care  Units."  May  1:  9 a.m.  to  5 p.m. 

4.  Symposium  on  Cardiovascular  Diseases 
May  2:  8:30  a.m.  to  4 p.m. 

5.  Demonstration  of  Disaster  Environmental  Simulator 
May  2:  10  to  10:30  a.m. 

6.  Conference  on  Health  Careers 

May  2:  9 a.m.  to  3 p.m. 

7.  Panel:  The  Hippie  Syndrome. 

May  2:  8 p.m. 

8.  Symposium  on  Isotopes  in  Every  Day  Practice 
May  4:  2 to  5 p.m. 

9.  Conference  on  Physicians  and  Schools 
May  2:  8 a.m.  to  4:30  p.m. 

10.  Symposium  on  Rheumatic  Diseases 
May  2:  1:30  to  5 p.m. 


MAKE  YOUR 
HOTEL  AND  MOTEL 
RESERVATIONS  NOW 

Physicians  and  guests  are 
urged  to  make  their  hotel  or 
motel  reservations  at  an  early 
date.  Reservation  requests 
should  be  sent  to  the  TMA 
Housing  Bureau  at  the  Sham- 
rock Hilton  Hotel,  indicating 
first,  second,  and  third  prefer- 
ences. As  far  as  possible, 
preferences  will  be  honored 
and  confirmation  of  reserva- 
tions will  be  sent  directly  to 
the  individual  making  the  re- 
quest. 

HOTELS 

1.  Shamrock  Hilton  Hotel 

(TMA  Headquarters) 

2.  Warwick  Hotel 

(Auxiliary  Headquarters) 

3.  Hotel  Plaza 

MOTELS 

4.  Towers  Motor  Hotel 

(TMA  Co-Headquarters) 

5.  Holiday  Inn — Central 

6.  Ramada  Inn — Domed 

Stadium 

7.  Sheriton  Oaks  Motel 

8.  Tidelands  Motor  Inn 

9.  White  House  Inn 
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34  GUEST  SPEAKERS 


W.  A.  D.  Anderson,  M.D. 

Miami,  pathology 

Nelson  J.  Bradley,  M.D. 

Des  Plaines.  III.,  psychiatry 
(treatment  of  addictions) 

John  J.  Conley,  M.D. 

New  York,  head  and  neck  surgery 
(otology) 

Eric  Denhoff,  M.D. 

Providence,  pediatrics 
(cerebral  palsy) 

Theodore  A.  Fox,  M.D. 

Chicago,  orthopaedic  surgery 

Edward  A.  Gall,  M.D. 

Cincinnati,  pathology 

Alexander  Gottschalk,  M.D. 
Chicago,  cancer  research 

Robert  B.  Greenblatt,  M.D. 
Augusta,  Sa.,  endocrinology 

David  Lloyd  Griffiths,  F.R.C.S. 
Manchester,  England, 
orthopaedic  surgery 

Howard  P.  House,  M.D, 

Los  Angeles,  otology 

Charles  E.  Illff,  M.D. 

Baltimore,  ophthalmology 


Garth  L.  Jarvis,  M.D. 

Washington,  D.C.. 
obstetrics  and  gynecology 

Arthur  H.  Keeney,  M.D. 
Philadelphia,  ophthalmology 

Robert  K.  Kerlan,  M.D. 

Los  Angeles,  orthopaedic  surgery 

James  Roderick  Kitchell,  M.D. 

Abington,  Pa.,  internal  medicine 

David  J.  Lehman,  M.D. 

Ft.  Lauderdale,  teenage  problems 

Morton  H.  Maxwell,  M.D. 

Los  Angeles,  interna!  medicine 
( renovascular) 

Charles  Neumeister,  M.D. 

Minneapolis,  proctology 

William  C.  North,  M.D. 

Memphis,  anesthesiology 

Richard  M.  Peters,  M.D. 

Chapel  Hill,  N.C.,  thoracic  and 
cardiovascular  surgery 

Theodore  Pfundt,  M.D. 

Omaha,  Neb.,  pediatrics 

G.  Ray  Ridings,  M.D. 

Dallas,  radiology 

Max  S.  Rittenbury,  M.D. 
Charleston,  S.C.,  general  surgery 


Roscoe  R.  Robinson,  M.D. 

Durham,  N.C.,  internal  medicine 
(nephrology) 

John  Turner  Sessions,  Jr.,  M.D. 

Chapel  Hill,  N.C.,  internal  medicine 

Jay  T.  Shurley,  M.D. 

Oklahoma  City,  psychiatry 

Peter  V.  Siegel,  M.D. 

Washington.  D.C..  federal  air  surgeon 

James  H.  Sterner,  M.D. 

Rochester,  N.Y.,  occupational 
medicine 

Richard  L.  Sutton,  Jr.,  M.D. 

Kansas  City,  Mo.,  dermatology 

William  R.  Waddell,  M.D. 

Denver,  surgery 

Mr.  Ken  Wells 

New  Brunswick.  N.J.,  Director  of 
Research,  Boy  Scouts  of  America 


SPECIAL  LUNCHEON  SPEAKER 

Milford  O.  Rouse,  M.D. 

President 
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provide  them  with  up-to-date  infor- 
mation on  theories  of  learning  and 
motivation,  behavioral  aspects  of 
smoking,  how  to  use  current  infor- 
mation on  smoking  more  effectively, 
and  “who  is  doing  what”  in  smoking 
and  health  education  programs  in 
schools. 

Dr.  James  E.  Peavy  of  Austin, 
Commissioner  of  Health,  Texas  State 
Department  of  Health;  and  Dr.  J.  W. 
Edgar,  Commissioner  of  Education, 
Texas  Education  Agency;  and  Dr. 
William  S.  Brumage,  chairman,  Tex- 
as Interagency  Council  on  Smoking 
& Health,  will  be  program  partici- 
pants. 

Dr.  William  H.  Stewart,  Surgeon 
General,  US  Public  Health  Service, 
will  speak  on  “Definition  of  the 
Problem — Medical  Aspects.” 

Additional  topics  will  be  the 
P-TA  smoking  and  health  program; 
the  schools’  responsibility  for  teach- 
ing the  effects  of  smoking  and  its 
relation  to  total  health  education; 
the  behavioral  aspects  of  smoking; 
and  interdisciplinary  approach  to 
smoking  and  health. 

The  program  will  also  include  the 
showing  of  films,  reactor  panels 
after  each  major  presentation,  and 
discussion  groups  on  instruction, 
problem  solving,  in-service  education 
and  community  support,  as  well  as 
two  question  and  answer  sessions 
in  which  guests  will  have  an  oppor- 
tunity to  query  spokesmen  repre- 
senting each  agency  of  the  Texas 
Interagency  Council. 

For  additional  information  on  the 
upcoming  conference  contact  Dr. 
William  S.  Brumage,  chairman,  Texas 
Interagency  Council  on  Smoking  & 
Health,  1100  W.  49th  St,  Austin 
78756. 

JUNE  MAY  SEE  END 

OF  MEASLES  IN  TEXAS 

Within  the  next  five  months  meas- 
les may  be  a thing  of  the  past  in 
Texas. 

Authorities  of  two  key  health 

agencies  have  gone  on  statewide 
television  and  radio  to  urge  parents 
to  have  their  children  vaccinated 
against  the  dangerous  disease  which 
can  cripple  and  even  kill. 

Dr.  J.  E.  Peavy  of  Austin,  state 
commissioner  of  health,  and  Dr. 

Sam  Nixon,  Jr.,  chairman  of  the 
Texas  Medical  Association  Com- 
mittee on  Public  Health,  are  telling 
Texans  via  TV  spots  that  an  effec- 
tive vaccine  is  available  to  all  chil- 
dren who  have  reached  their  first 
birthday. 


June  had  been  set  earlier  by  Gov. 
John  Connally  as  the  target  date  for 
measles  eradication  in  the  state. 

In  one  of  two  statements  made 
by  the  Health  Commissioner — which 
will  be  viewed  and  aired  on  Texas 
stations  through  June,  Dr.  Peavy 
points  out  that  the  goal  can  be 
achieved  only  if  parents  cooperate 
with  their  private  physician,  local 
health  department  and  the  Texas 
State  Department  of  Health.  Dr. 
Peavy  says  further  that  local  medi- 
cal societies,  health  departments, 
and  civic  groups  must  continue  to 
get  involved  “if  this  measles  eradi- 
cation effort  is  to  succeed.” 

Dr.  Nixon  says  in  his  spot,  “The 
Texas  Medical  Association  urges  par- 
ents to  work  with  their  personal 
physicians,  local  health  departments, 
and  the  state  health  department  to 
protect  their  children  against  meas- 
les by  having  them  vaccinated  when 
they’re  a year  old.” 

Seventeen  of  the  state’s  254 
counties  have  held  measles  immuni- 
zation campaigns  between  July  9, 
1967,  and  Nov.  12,  1967. 

Counties  which  have  held  immuni- 
zation clinics  include  Brazos,  Bra- 
zoria, Calhoun,  Galveston,  Gonzales, 
Harris,  Jefferson,  Liberty,  Lubbock, 
Panola,  Upshur,  Victoria,  Wharton, 
and  Winkler. 

Texas  cities  having  held  such  clin- 
ics include  Houston,  Marshall,  and 
San  Benito. 


KIDNEY  PATIENT  CENTER 
SET  UP  AT  GALVESTON 

A facility  for  training  patients  with 
chronic  kidney  disease  to  use  an 
artificial  kidney  machine  in  their 
homes  has  been  completed  at  The 
University  of  Texas  Medical  Branch, 
Galveston.  The  training  center,  made 
possible  by  a grant  from  the  Na- 
tional Center  for  Chronic  Disease 
Control  of  the  US  Public  Health 
Service,  accepted  its  first  patient 
and  began  operation  in  January. 

The  unit  features  a core  labora- 
tory, an  eight-bed  patient  area  with 
an  area  for  home  training,  a patient 
lounge,  artificial  kidney  preparation 
area,  administration  offices,  recep- 
tion area,  and  storage  facilities. 

The  major  criterion  for  acceptance 
into  the  program  is  the  patient’s 
ability  to  use  the  machine  in  a home 
situation.  The  philosophy  of  the  pro- 
gram and  the  intent  of  the  Public 
Health  Service  is  to  establish  the 
feasibility  of  home  dialysis.  It  is  an- 
ticipated that  no  patients  will  be 
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maintained  as  chronic  in-center  pa- 
tients. 

The  project  is  funded  by  a Public 
Health  Service  contract,  the  Medical 
Branch,  patient  revenue,  and  private 
philanthropy.  It  is  one  of  11  similar 
Public  Health  Service  funded  pro- 
grams in  operation  throughout  the 
United  States. 

During  the  first  six  months  of  op- 
eration, up  to  six  patients  will  be 
trained  to  operate  the  machine  in 
their  homes.  Approximately  20  pa- 
tients per  year  will  be  trained  after 
that  period. 

SPRING  OCCUPANCY  SET 
AT  SAN  ANTONIO  SCHOOL 

Construction  of  the  new  medical 
school  and  the  adjacent  teaching 
hospital  at  The  University  of  Texas 
Medical  School  at  San  Antonio,  be- 
gun in  March,  1966,  was  75  percent 
complete  by  the  fall  of  1967.  Occu- 
pancy is  expected  in  the  early  spring 
of  1968,  and  an  entering  class  of 
56  students  is  forecast  for  Septem- 
ber, 1968. 

Students  officially  enrolled  in  the 
San  Antonio  medical  school  are  now 
receiving  instruction  at  the  other  two 
University  of  Texas  medical  schools 
in  Galveston  and  Dallas.  These  stu- 
dents will  move  to  San  Antonio  in 
1968,  so  actually  there  will  be  small 
fractions  of  three  classes  enrolled. 
Additional  transfers  of  students  into 
the  third  year  will  also  be  encour- 
aged. Eventually,  100  students  will 
be  enrolled  in  each  entering  class. 

In  September,  1967,  there  were 
32  full-time  faculty  members  pres- 
ent, representing  nine  academic  de- 
partments. By  September,  1968,  a 
total  number  of  approximately  50 
full-time  faculty  members  is  ex- 
pected. 

Curriculum  planning  is  in  progress 
also,  with  the  major  goal  that  of 
combining  basic  science  and  clinical 
science  teaching  to  the  greatest  ex- 
tent. Students  will  be  introduced  to 
patient  contact  during  the  first  week 
in  medical  school,  and  this  contact 
will  be  expanded  to  provide  increas- 
ing responsibility  in  each  successive 
year. 

During  their  third  and  fourth  years 
of  study,  the  students  will  be  re- 
quired to  devote  time  to  the  basic 
science  areas.  Hopefully,  the  rele- 
vance between  basic  clinical  sci- 
ences can  be  demonstrated  by  this 
method  of  curriculum  design. 
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INFANT  MORTALITY  RATE 
AT  ALL-TIME  LOW 

In  1966,  about  3,629,000  babies 
were  born  in  the  United  States  and 
about  84,800  died  in  their  first  year 
of  life,  according  to  statisticians  of 
Metropolitan  Life  Insurance  Com- 
pany. 

These  provisional  figures  trans- 
late into  a rate  of  23.4  infant  deaths 
per  1,000  live  births,  which  is  an 
all-time  low  for  the  nation.  How- 
ever, an  examination  of  the  varia- 
tions among  states,  the  slowed  pace 
of  improvement  in  recent  years,  and 
the  substantially  lower  infant  death 
rates  reported  by  many  other  coun- 
tries, all  combine  to  suggest  plenty 
of  room  for  improvement. 

Trends  among  the  states  indicate 
that  the  rate  of  improvement  has 
slowed  down  during  the  past  dec- 
ade. Between  1953-1954  and  1963- 
1964,  infant  mortality  for  the  coun- 
try dropped  only  8 percent.  This 
record  contrasts  sharply  with  that 
for  the  period  1945-1946  to  1955- 
1956,  during  which  the  nation’s  in- 
fant mortality  rate  fell  by  27  per- 
cent and  every  state,  without  ex- 
ception, reported  progress. 

Among  the  states  reporting  lower 
infant  mortality  in  1963-1964  com- 
pared with  1953-1954,  the  declines 
were  generally  small.  In  30  states 
the  decrease  was  less  than  10  per- 
cent. In  four,  Vermont,  Connecticut, 
Arkansas,  and  Wyoming,  it  was  only 
1 percent.  Only  four  states,  Dela- 
ware, Colorado,  New  Mexico,  and 
Arizona,  showed  declines  of  20  per- 
cent or  more. 

The  largest  reduction,  38  percent, 
was  recorded  in  Arizona,  followed 
by  32  percent  in  New  Mexico.  These 
two  declines  are  attributed  largely 
to  a Public  Health  Service  program 
among  the  Indians,  begun  in  1955, 
which  helped  bring  about  a drop  of 
over  50  percent  in  the  nonwhite  in- 
fant mortality  rates. 

During  the  1963-1964  period,  the 
average  annual  infant  mortality  rate 
was  highest  in  Mississippi  with 
40.4  deaths  per  1,000  live  births, 
followed  by  the  District  of  Columbia 
with  33.5  and  South  Carolina  with 
32.1.  The  lowest  rates  were  record- 
ed in  Utah  with  19.3,  followed  by 
Massachusetts  with  20.2  and  Min- 
nesota with  20.7. 

The  slow  progress  in  reducing  in- 
fant mortality  in  the  United  States 
is  highlighted  by  comparison  with 
other  countries.  Metropolitan  stat- 
isticians point  out  14  countries 
where  the  reported  rates  in  1963- 
1964  were  lower  than  in  the  United 


States.  The  group  includes  Scotland, 
France,  Israel,  Japan,  Czechoslo- 
vakia, England  and  Wales,  Switzer- 
land, Australia,  Denmark,  New  Zea- 
land, Finland,  Norway,  Netherlands, 
and  Sweden. 

Half  of  these  countries  had  high- 
er infant  mortality  rates  than  the 
United  States  in  1953-1954;  all  of 
them  reported  declines  during  the 
following  decade  that  were  substan- 
tially greater  than  in  this  country. 
The  steepest  decline,  53  percent, 
was  reported  from  Japan,  followed 
by  Czechoslovakia  with  47  percent 
and  Finland  with  46  percent.  Infant 
mortality  rates  during  1963-1964 
in  the  countries  listed  ranged  from 
a low  of  14.8  per  1,000  live  births 
in  Sweden  to  24.8  in  Scotland,  com- 
pared with  25.0  for  the  United 
States. 

DAILY  BEER  PARTY 
TRIED  AS  TREATMENT 

A daily  afternoon  beer  party  has 
been  tried  as  treatment  for  geriatric 
patients  in  a Massachusetts  hospi- 
tal, reported  the  September-October, 
1967,  issue  of  Smith  Kline  and 
French  Laboratories’  SK&F  Psychia- 
tric Reporter. 

Cushing  Hospital  in  Framingham, 
Mass.,  a state  hospital  for  geriatric 
patients,  has  conducted  experi- 
ments in  the  treatment  of  patients 
in  several  wards  by  serving  beer  at 
2 p.m.  each  afternoon.  Dr.  David 
Banen,  psychiatrist,  is  superinten- 
dent of  the  hospital. 

Psychologist  Dr.  Robert  Kasten- 
baum.  Director  of  psychologic  re- 
search, explained,  “For  one  thing, 
we  simply  wanted  to  give  the  old 
people  some  pleasure.  For  another, 
we  came  to  realize  that  by  giving 
them  only  medication  we  were  just 
reinforcing  their  feeling  of  being  dif- 
ferent, of  being  old  and  sick.  We 
felt  that  allowing  them  a social  drink 
now  and  then  would  be  like  telling 
them  they  were  still  a part  of  the 
world.” 

In  1963  Dr.  Kastenbaum  conduct- 
ed an  experiment  with  a group  of 
custodial-care  patients,  permitting 
them  a little  wine  each  day,  and 
found  that  this  helped  the  patients 
feel  more  social.  About  two  and  a 
half  years  ago  Miss  Anne  Voipe, 
supervisor  of  nurses,  suggested 
serving  beer  to  the  men  in  Ward 
303.  Some  of  the  men  in  this  ward 
were  schizophrenics,  but  most  were 
simply  ravaged  by  old  age.  All  were 
particularly  hard  to  handle,  hostile, 
confused,  or  incontinent. 


A month  later  a great  change  in 
the  patients  was  noticeable.  Men 
who  previously  had  not  spoken  to 
each  other  were  carrying  on  con- 
versations. Many  seemed  to  need 
far  less  medication,  and  patients 
were  less  incontinent.  The  change 
continued,  until  the  men  could  be 
taken  places  for  entertainment  and 
even  were  holding  parties  for  wom- 
en patients. 

Other  improvements  were  made 
too.  The  men  were  put  in  larger 
quarters  and  given  a record  player. 
A bulletin  board  was  put  up,  and 
games  were  put  out.  Men  were  en- 
couraged to  get  into  street  clothes 
every  day. 

Other  wards  began  to  receive 
some  of  the  same  treatment,  and 
other  hospitals  reportedly  became 
interested  in  the  therapy  also.  A 
brewers’  association  donated  the 
beer. 

STATE  BOARD  REJECTS 
ANGUS  LEASING  FIRM 

A proposed  investment  program 
regarding  the  purchase  and  sale  of 
angus  cattle  has  been  rejected  by 
the  State  Securities  Board. 

The  Securities  Commissioner  ex- 
amined the  application  of  the  Texas 
Angus  Leasing  Corporation  at  a hear- 
ing on  Jan.  22,  and  after  consider- 
ing testimony  and  evidence,  found 
that  the  corporation  has  not  proven 
its  plan  of  business  as  fair,  just,  and 
equitable  and  has  not  proven  that 
the  securities  proposed  to  be  issued 
or  the  method  of  distribution  will  not 
work  a fraud  on  the  purchaser. 

In  its  ruling  the  board  stated  that 
the  Texas  Angus  Leasing  Corpora- 
tion’s plan  of  business  does  not  pro- 
vide reasonable  safeguards  against 
possible  conflicts  of  interest  between 
management  and  investors,  that  the 
prospectus  of  the  corporation  is 
false  and  misleading,  that  a corpora- 
tion brochure  is  false  and  mislead- 
ing, and  that  the  cow  lease  price  of 
$500  for  12  months  and  the  man- 
agement agreement  price  of  $200 
per  year  are  excessive,  overpriced, 
and  unfair  to  the  investor. 

UrS  ‘INSTANT  ADVISOR' 

EASES  STUDENT  WOES 

Trials  and  traumas  of  life  on  a 
college  campus  were  eased  some- 
what at  The  University  of  Texas  at 
Austin  this  year  by  the  installation 
of  the  Emergency  Counseling  and 
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Referral  Service,  an  emotional  “hot- 
line.” 

Students  remain  anonymous  and 
can  ask  the  “instant  advisor”  for 
directon  to  a class  building  or  how 
to  improve  interpersonal  relations. 
Subjects  range  from  sexual  problems 
to  reporting  a lost  identification  card. 

Counselors  are  available  seven 
days  a week  and  work  in  eight-hour 
shifts  around  the  clock.  Counselors 
answering  the  telephone  queries 
have  all  completed  intensive  training 
programs. 

In  only  five  months  of  existence, 
the  service  has  handled  6,324  ques- 
tions. Men  seem  to  use  the  service 
for  information,  while  women  are 
more  likely  to  utilize  the  counseling 
aspect.  Monday  has  been  the  day  of 
the  week  for  most  informational 
calls;  Wednesday  the  day  students 
are  more  likely  to  request  counsel- 
ing. 

HOUSTON  TO  HOST  MARCH 
CONFERENCE  ON  ETHICS 

More  than  200  American  physi- 
cians, scientists,  theologians,  jurists, 
educators,  hospital  administrators, 
and  politicians  will  participate  in  a 
Conference  on  Ethics  in  Medicine 
and  Technology,  March  25-28  in 
Houston. 

The  conference,  led  by  six  world- 
famous  experts  in  the  fields  of  the- 
ology, science,  and  law,  is  sponsored 
by  the  Institute  of  Religion  at  the 
Texas  Medical  Center  and  by  Rice 
University. 

In  sessions  planned  for  the  Rice 
campus  and  the  Medical  Center’s 
Jesse  H.  Jones  Library,  the  main 
speakers  will  be  Dr.  Helmut 
Thielicke,  German  theologian;  Dr. 
Robert  F.  Drinan  (S.J.),  dean,  Boston 
College  Law  School;  Dr.  Margaret 
Mead  (Ph.D.),  curator  of  ethnology, 
American  Museum  of  Natural  His- 
tory; Dr.  Joseph  Fletcher  (S.T.D.), 
director  of  the  American  Society  for 
Christian  Ethics;  Dr.  Emmanuel  Mes- 
thene,  director  of  the  program  on 
technology  and  society  at  Harvard 
University  and  former  consultant  to 
the  President  on  science  and  tech- 
nology; and  Dr.  Paul  Ramsey,  Prince- 
ton University  professor  of  religion. 

Following  each  lecture  session, 
delegates  will  be  divided  into  work- 
shop discussion  groups. 

Session  chairmen  and  reactors  in- 
clude Dr.  Charles  F.  Jones,  president 
of  Humble  Oil  and  Refining  Com- 
pany; Dr.  Tom  Leland,  chairman.  De- 
partment of  Chemical  Engineering, 


Rice  University;  Dr.  Harry  Lipscomb, 
chairman,  Department  of  Biochemis- 
try, Baylor  University  College  of  Med- 
icine; Dr.  Harold  Rorschach,  chair- 
man, Department  of  Physics,  Rice; 
Dr.  William  Cantrell,  Department  of 
Psychiatry,  Baylor  University  College 
of  Medicine;  Dr.  John  Neibel,  dean. 
Law  School,  University  of  Houston; 
Dr.  Clark  Read,  chairman.  Depart- 
ment of  Biology,  Rice;  Dr.  Ralph 
Becker,  professor  of  chemistry.  Uni- 
versity of  Houston;  Dr.  Robert  Mor- 
gan, Department  of  Urology,  Baylor 
University  College  of  Medicine;  Dr. 
Carlos  Vallbona,  professor  of  reha- 
bilitation, Baylor  University  College 
of  Medicine;  Dr.  Richard  Eastwood, 
executive  vice-president,  Texas  Med- 
ical Center,  Inc.;  Dr.  Blair  Justice, 
special  assistant  to  the  Mayor  of 
Houston;  and  Dr.  Niels  Nielsen,  pro- 
fessor of  religion.  Rice. 

Cooperating  organizations,  assist- 
ing the  Institute  of  Religion  and 
Rice  University,  are  the  Metropoli- 
tan Campus  Ministry  Association; 
the  Medical  Center  Catholic  Aposto- 
late;  St.  Luke’s  Episcopal  and  Texas 
Children’s  Hospitals;  the  University 
of  Houston  and  the  University  of 
St.  Thomas,  Houston. 

The  Rev.  Kenneth  Vaux  of  the  In- 
stitute of  Religion  is  director  of  the 
conference. 


USE  OF  SOLID  WASTE 
AS  JET  FUEL  EXPLORED 

Engineers  in  a government-sup- 
ported research  project  hope  to  get 
rid  of  trash  and  other  solid  waste  by 
using  these  as  fuel  in  a jet  engine. 
The  engineers  plan  to  use  the  heat 
put  out  by  the  engine  to  produce 
electric  power. 

This  report  was  made  by  the  Pub- 
lic Health  Service’s  National  Center 
for  Urban  and  Industrial  Health  in 
Cincinnati.  The  Center’s  Solid  Wastes 
Program  has  contracted  with  the 
Aerospace  Commercial  Corporation, 
Palo  Alto,  Calif.,  to  direct  the  design 
study. 

Community  solid  waste,  consist- 
ing chiefly  of  paper  products  and 
some  metal  and  glass,  is  fed  first 
into  a shredder,  where  it  is  reduced 
to  a uniform  size,  and,  then,  into  a 
dryer,  where  moisture  is  removed 
using  waste  heat  from  the  jet  en- 
gine. Shredding  and  drying  the  ma- 
terial provides  a more  homogenous 
mixture  that  will  burn  quickly  and 
cleanly. 

The  solid  waste  is  injected  into  a 
combustion  chamber  and  burned  to- 


gether with  high  pressure  air — sup- 
plied from  the  compressor  of  the  jet 
engine — to  produce  hot  clean  filter- 
ed gases. 

The  clean,  filtered  gases  then 
pass  through  a jet  engine  turbine  to 
drive  the  engine’s  compressor  and 
through  a second  gas  turbine  to 
drive  an  electrical  generator. 

A waste  heat  boiler  reclaims  a 
part  of  the  heat  from  the  turbine 
exhaust  gases.  Steam  from  this  boil- 
er drives  an  auxiliary  turbine-genera- 
tor to  produce  additional  power.  Fi- 
nally, the  warm  gases  from  the  boil- 
er circulate  through  the  solid  waste 
dryer  and  exhaust  into  the  air. 

The  preliminary  design  study  for 
this  research  and  development  pro- 
gram will  extend  to  mid-1968.  If  this 
study  proves  the  system  is  feasible 
a pilot  plant  should  be  operable  by 
mid-1971. 

PHYSICIAN  IN  HOUSTON 
WRITES  ON  HOME  NOISE 

The  collection  of  noisy  appliances 
and  electronic  status  symbols  raises 
sound  levels  in  some  homes  to  dan- 
gerous intensity,  says  Dr.  Lee  E. 
Farr,  Houston,  who  has  long  been 
concerned  about  the  effects  of  noise 
on  health.  Dr.  Farr’s  views  originally 
appeared  in  detail  in  the  Oct.  16, 
1967,  issue  of  the  Journal  of  the 
American  Medical  Association. 

“Home  sounds  can  threaten  the 
health  and  well-being  of  one’s  emo- 
tional state,”  said  Dr.  Farr.  “Expo- 
sure to  noise  may  lead  to  outbursts 
of  fury  or  threats,  neither  of  which 
satisfies,  and  each  of  which  leaves 
frustration  as  a legacy.” 

Continuous  loud  noise  can  dam- 
age hearing,  but  the  main  problem 
is  that  too  much  noise  upsets  peo- 
ple, particularly  those  who  are  al- 
ready suffering  from  illnesses  such 
as  duodenal  ulcer,  anxieties,  and 
emotional  stress. 

The  kitchen  is  particularly  faulty, 
he  said.  It  simulates  “an  old-fash- 
ioned boiler  factory.  The  ventilating 
fan  over  the  stove,  the  dishwasher, 
the  garbage  disposal  unit,  the  blend- 
er, all  make  significant  contributions 
to  sound  which  the  steel  cabinets 
and  hard  plastic  surfaces  reflect  and 
augment.” 

Dr.  Farr  suggested,  “It  is  time 
that  man  realizes  that  his  home  can 
be  designed  to  acoustic  criteria,  re- 
sulting in  a pleasant  environment  for 
him  and  medically  conducive  to  a 
state  of  well  being.” 
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PROFESSOR  AT  ILLINOIS 
WINS  1968  BERTNER  AWARD 

The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Insti- 
tute at  Houston  on  March  7 pre- 
sented its  1968  Bertner  Foundation 
Aw/ard  to  Dr.  Sol  Spiegelman 
(Ph.D.),  professor  of  microbiology 
at  the  University  of  Illinois,  for  his 
successful  achievement  involving 
replication  of  genetic  material  under 
controlled  laboratory  conditions. 

The  presentation  climaxed  the  an- 
nual Symposium  for  Fundamental 
Cancer  Research,  March  6-8,  hosted 
by  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Insti- 
tute. 

The  Bertner  Foundation  Award  is 
presented  each  spring  during  the 
annual  symposium  to  a physician  or 
scientist  who  has  made  an  outstand- 
ing contribution  in  a field  of  cancer 
research.  First  established  in  1950, 
the  award  honors  the  late  Dr.  E.  W. 
Bertner,  first  acting  director  of  M.  D. 
Anderson  Hospital  and  Tumor  Insti- 
tute and  first  president  of  the  Texas 
Medical  Center. 

Dr.  Spiegelman  and  a team  of 
University  of  Illinois  research  scien- 
tists initiated  investigation  into  rep- 
lication of  RNA  from  certain  viruses. 
In  these  forms  of  life,  RNA  is  the 
genetic  material,  although  DNA 
serves  this  function  in  most  other 
organisms.  The  scientists  showed 
that  an  enzyme,  "RNA  replicase,” 
prepared  from  bacterial  cells  infect- 
ed with  the  virus  could  use  a small 
amount  of  purified  virus  RNA  as 
“template”  in  the  synthesis  of  large 
amounts  of  new  RNA  from  simple 
molecules.  The  new  RNA  was  found 
to  be  fully  infective,  thus  providing 
the  first  example  of  a genetic  ma- 
terial directing  its  own  reduplication 
in  the  test  tube. 

HEALTH  ORGANIZATIONS 
ISSUE  STATEMENT  ON  VD 

Pointing  to  the  "alarming  in- 
crease” in  reported  cases  of  gonor- 
rhea in  the  United  States,  four  na- 
tional health  organizations,  in  a joint 
statement  released  by  the  American 
Social  Health  Association  (ASHA), 
called  for  federal  appropriation  of 
$18  million  in  fiscal  1969  to  combat 
the  venereal  diseases  by  strengthen- 
ing programs  of  research,  treatment, 
education,  and  prevention.  The  four 
groups  making  the  statement  are  the 
American  Medical  Association,  the 
American  Osteopathic  Association, 
the  US  Public  Health  Service,  and 


ASHA.  The  current  fiscal  budget  for 
VD  control  is  approximately  $10  mil- 
lion. 

Although  a small  reduction  in 
cases  of  infectious  syphilis  was  re- 
ported last  year,  it  was  overshad- 
owed by  the  over  375,000  cases  of 
gonorrhea  reported  nationally  in  fis- 
cal 1967.  This  figure  was  second 
only  to  the  400,000  cases  of  gonor- 
rhea recorded  in  1947,  and  repre- 
sents an  increase  of  nearly  41,000 
cases  over  those  reported  in  1966. 
Among  teenagers,  the  rate  of  gonor- 
rhea incidence  was  twice  that  of  the 
general  population. 

Critical  as  the  reported  gonorrhea 
problem  is,  the  joint  statement 
makes  it  clear  that  reported  cases 
represent  only  a fraction  of  the  prob- 
lem. The  actual  number  of  new 
cases  of  gonorrhea  annually  may 
exceed  one  and  one-fourth  million, 
according  to  the  four  groups  spon- 
soring the  joint  statement.  One  of 
the  reasons  for  the  wide  gap  be- 
tween reported  and  actual  cases  is 
the  failure  of  physicians  in  private 
practice  to  report  to  their  health  de- 
partments all  the  VD  cases  they 
treat. 

The  joint  report  also  calls  atten- 
tion to  the  significance  of  Public 
Law  89-749,  “Comprehensive  Health 
Planning  and  Public  Health  Service 
Amendments  of  1966,”  which  elim- 
inates specific  appropriations  for  aid 
to  states  and  localities  for  VD  con- 
trol. Federal  aid  for  funding  VD  con- 
trol activities  will  be  determined  in 
the  future  by  the  priority  assigned 
to  this  problem  by  each  state  and 
locality,  subject  to  approval  by  the 
Office  of  Comprehensive  Health 
Planning,  Public  Health  Service. 

GUY'S  HOSPITAL  GRADUATE 
SCORES  HIGHEST  GRADE 

Dr.  Harold  B.  Anstall  of  Houston, 
a graduate  of  Guy’s  Hospital  Medi- 
cal School  in  London,  England,  made 
the  highest  grade  average  at  the  De- 
cember, 1967,  examinations  of  the 
Texas  State  Board  of  Medical  Exam- 
iners. His  general  average  was  94.3. 

Dr.  Elena  Villavicencio-Suarez  of 
San  Antonio,  graduate  of  the  Univer- 
sity of  Puerto  Rico  School  of  Medi- 
cine, and  Timothy  Lesley  deo  Shar- 
ma  of  Austin,  graduate  of  the  Fac- 
ulty of  Medicine  University  College 
of  the  West  Indies,  placed  second 
and  third;  and  Dr.  Ashok  M.  Balsaver 
of  Houston,  graduate  of  Seth  Gor- 
handas  Sunderdas  Medical  College 
Bombay  University,  India,  was 
fourth.  Their  scores  were  91.9,  91.7, 
and  91.6  respectively. 


PAMPHLETS 

A Time  To  Listen  . . . A Time  To 
Act  summarizes  testimony  given  at 
hearings  of  the  US  Commission  on 
Civil  Rights  in  four  metropolitan 
communities  and  information  re- 
ceived by  the  Commission's  State 
Advisory  Committees  at  open  meet- 
ings during  the  past  two  years.  The 
hearings  and  meetings  were  con- 
cerned with  urban  racial  problems  in 
the  areas  of  housing,  employment, 
police-community  relations,  educa- 
tion, health,  and  welfare.  Houston 
was  the  site  of  one  of  the  hearings. 

For  information  on  obtaining  cop- 
ies of  the  report  write  Mr.  Clarence 
H.  Hunter,  Information  Officer,  801 
19th  St.,  N.W.,  Washington,  D.C. 
20006. 

The  Practitioner  and  the  Elderly, 
the  first  in  a series  of  four  publica- 
tions to  be  released  under  the  gen- 
eral title  "Working  with  Older  Peo- 
ple; A Guide  to  Practice,”  describes 
aging  and  the  world  of  health  care. 

Single  copies  of  The  Practitioner 
and  the  Elderly  (PHS  Publication  No. 
1459,  Vol.  1)  are  available  without 
charge  from  the  Division  of  Chronic 
Diseases,  Public  Health  Service, 
4040  N.  Fairfax  Dr.,  Arlington,  Va. 
22203.  The  publication  may  be 
bought  from  the  Superintendent  of 
Documents,  Government  Printing  Of- 
fice, Washington,  D.C.  20402,  at  40 
cents  a copy  or  $30  per  100  copies. 

Husband  / Father  / Humanitarian  / 
Specialist — Nurse  highlights  the  case 
histories  of  12  male  nurses  who 
have  achieved  success  in  widely  var- 
ied positions. 

Aimed  at  promoting  recruitment 
of  men  into  nursing,  it  was  written 
especially  to  inform  high  school 
boys  and  guidance  counselors  about 
career  opportunities  in  nursing.  The 
booklet  describes  the  three  basic 
educational  programs  — associate 
degree,  baccalaureate  degree,  and 
diploma — leading  to  licensure  as  a 
registered  nurse.  Academic  and  per- 
sonal prerequisites  for  entering  nurs- 
ing school,  sources  of  scholarships 
and  loans,  school  costs  and  living 
arrangements  are  other  points  cov- 
ered in  the  folder. 

Copies  of  the  publication,  at  25 
cents  each,  are  available  from  the 
National  League  for  Nursing  Publi- 
cations Unit,  10  Columbus  Circle, 
New  York,  N.  Y.  10019.  A 20  per- 
cent discount  is  applied  to  orders  of 
ten  or  more  copies.  The  code  num- 
ber is  41-U. 
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TEXAS  MEDICINE 


DALLAS  SOUTHERN  CLINICAL  SOCIETY 

The  37th  annual  spring  clinical  conference  of  the  Dallas 
Southern  Clinical  Society  will  feature  15  out-of-state  guest 
speakers  March  18-20  at  the  Statler  Hilton  Hotel  in  Dallas. 
Program  speakers  and  their  specialty  topics  will  include  Drs. 
William  B.  Sherman,  Fritz  Fuchs,  and  Harry  Grabstald,  all 
of  New  York  City,  speaking  respectively  on  allergy,  obstetrics- 
gynecology,  and  urology;  Dr.  William  K.  Hamilton  of  San  Fran- 
cisco, anesthesiology;  Dr.  James  L.  A.  Roth  of  Philadelphia, 
gasti-oenterology ; Dr.  George  N.  Aagaard  of  Seattle,  Wash., 
medicine;  Dr.  C.  Thorpe  Ray  of  New  Orleans,  medicine;  Dr.  J. 
Lawton  Smith  of  Miami,  Fla.,  neuro-ophthalmology;  Dr.  Wil- 
liam M.  Paul  of  Toronto,  Canada,  obstetrics-gynecology;  Dr. 
Gunter  K.  von  Noorden  of  Baltimore,  Md.,  ophthalmology;  Dr. 
Walter  A.  Hoyt,  Jr.,  of  Akron,  Ohio,  orthopedic  surgery;  Dr. 
Robert  L.  Goodale  of  Boston,  otolaryngology;  Dr.  Jack  L.  Pulee 
of  Rochester,  Minn.,  otolaryngology;  Dr.  Henry  G.  Cramblett  of 
Columbus,  Ohio,  pediatrics;  Dr.  William  B.  Kiesewetter  of  Pitts- 
burgh, Pa.,  pediatric  surgery;  Dr.  John  R.  Adams  of  Chicago, 
psychiatry;  Dr.  Justin  J.  Stein  of  Los  Angeles,  radiology;  Dr. 
Frank  F.  Allbritten,  Jr.,  of  Kansas  City,  Kan.,  surgery;  and 
Dr.  John  A.  Schilling  of  Oklahoma  City,  surgery. 

Program  features  will  include  general  assemblies,  scientific  ex- 
hibits, panel  discussions,  roundtable  luncheons,  technical  exhib- 
its, postgraduate  lectures,  and  informal  breakfast  discussions. 
The  program  is  acceptable  for  19  elective  hours  credit  for  the 
American  Academy  of  General  Practice. 

Mr.  Millard  J.  Heath,  433  Medical  Arts  Bldg.,  Dallas  75201,  is 
executive  officer  of  the  society. 

TEXAS  SURGICAL  SOCIETY 

The  Texas  Surgical  Society  will  meet  March  31-April  2 at  the 
St.  Anthony  Hotel  in  San  Antonio. 

Topics  to  be  discussed  will  include  hemodynamics  of  temporary 
abdominal  aortic  occlusion,  practical  management  of  visceral 
vascular  occlusions,  clinical  evaluation  of  a new  mitral  valve 
prosthesis,  homology  of  the  extremities,  biliary  tract  disease  in 
young  people,  long-term  follow-up  of  choledochal  cysts,  single 
layer  closure  of  the  duodenal  stump,  mesenteric  panniculitis,  and 
subcutaneous  mastectomy. 

Program  speakers  will  include  Dr.  Lucius  D.  Hill  of  Seattle, 
Wash.;  Drs.  Edmund  M.  Fountain,  J.  Peyton  Barnes  and  Arthur 
C.  Beall,  all  of  Houston;  Drs.  Watts  R.  Webb,  Paul  C.  Peters, 
and  Malcolm  O.  Perry,  all  of  Dallas;  Dr.  Hanes  H.  Brindley  of 
Temple;  Dr.  Edwin  M.  Sykes,  Jr.,  of  San  Antonio;  and  Dr. 
Adolph  Kauffman  of  Fort  Worth. 

Dr.  Jesse  E.  Thompson,  Suite  400,  3434  Swiss  Ave.,  Dallas 
75204,  is  secretary  of  the  society. 

TEXAS  NURSING  HOME  ASSOCIATION 

The  18th  annual  meeting  of  the  Texas  Nursing  Home  Associa- 
tion will  take  place  March  24-26  in  the  Terrace  Motor  Hotel, 
Austin.  Theme  of  the  meeting  will  be  “United  We  Stand.” 
Topics  to  be  discussed  include  federal  and  state  views  of  inter- 
mediate care,  violations  of  the  wage  and  hour  law,  nursing 
home  participation  in  the  Veteran’s  Administration  Program, 
financial  management,  medical  responsibility  and  legal  liability, 
physical  therapy  and  rehabilitation  needs  in  the  nursing  home, 
and  food  service  planning  and  kitchen  layout. 

For  further  information  contact  Mr.  John  Crawford,  executive 
director,  Texas  Nursing  Home  Association,  6225  US  Highway 
290  E.,  Austin  78723. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 


EIGHTH  DISTRICT  MEDICAL  SOCIETY 
will  meet  April  6 in  the  auditorium  of  the 
Shriners  Burns  Institute,  The  University 
of  Texas  Medical  Branch,  Galveston.  Speak- 
ers and  topics  will  include  Dr.  Lillian 
Lockhart,  Galveston,  chromosome  analysis ; 
Dr.  Lake  Fowler,  Galveston,  office  psychi- 
atry— modern  drug  therapy;  Dr.  Webb  De- 
Tar,  Victoria,  management  of  ureteral  cal- 
culi ; Dr.  John  Derrick,  Galveston,  grafts, 
valves,  and  transplants ; and  Dr.  L.  C. 
Powell,  Jr.,  Galveston,  recent  advances  in 
Rh  isoimmunization.  The  scientific  meeting 
will  be  followed  by  a business  meeting  and 
later  in  the  evening  by  cocktails  and  din- 
ner. Dr.  L.  A.  Charpentier,  Suite  921, 
Sealy  Smith  Professional  Bldg.,  200  North 
Blvd.,  Galveston  77550,  is  secretary-treas- 
urer of  the  society. 


SOUTHWESTERN  SURGICAL  CON- 
GRESS will  meet  for  the  20th  annual  meet- 
ing, April  22-25,  at  the  Brown  Palace  Ho- 
tel in  Denver.  The  program  will  include 
cine  clinics,  a thoracic-cardiovascular  sec- 
tion, and  a gastrointestinal-pancreas  sec- 
tion, as  well  as  the  more  general  regular 
s^sions.  Several  Texas  physicians  will  par- 
ticipate on  the  program,  including  Drs.  Ed 
A.  Hanna,  J.  S.  Diamonon,  J.  P.  Barnes, 
Philip  H.  Sechzer,  A.  S.  Keats,  Lawrence 
R.  Werschky,  George  L.  Jordan,  and  James 
F.  Hoffman,  Jr.,  all  of  Houston ; Drs. 
Watts  R.  Webb,  Joseph  P.  McNeill,  John 
V.  Goode,  and  Morris  J.  Fogelman,  all  of 
Dallas ; Drs.  Thomas  D.  Kirksey,  James 
O’Neill,  Basil  A.  Pruitt,  Jr,,  John  A. 
Moncrief,  and  Edwin  M.  Sykes,  all  of  San 
Antonio;  Drs.  Edgar  J.  Poth,  David  Gold, 
John  R.  Derrick,  and  A.  O.  Singleton,  all 
of  Galveston ; Drs.  A.  W.  Bronwell  and 
Randolph  Rutledge,  both  of  Lubbock  ; and 
Dr.  William  Klingensmith  of  Amarillo.  En- 
tertainment features  will  include  a presi- 
dent’s ball,  annual  members’  golf  tourna- 
ment, and  special  programs  for  physicians’ 
wives.  Dr.  Jack  A.  Barney,  301  Pasteur 
Bldg.,  1111  N.  Lee,  Oklahoma  City,  Okla. 
73103,  is  secretary-treasurer  of  the  con- 
gress. 

GULF  BEND  CENTER  FOR  CHILDREN 
AND  YOUTH  will  hold  its  second  annual 
spring  conference  in  Victoria  April  18-19. 
Central  theme  of  the  conference  will  be 
The  Management  of  Mental  Disabilities  in 
the  Community.  Texas  personalities  in  the 
fields  of  education,  psychology,  religion, 
medicine,  and  law  will  participate  on  the 
program.  Dr.  Uri  L.  Gonik,  Gulf  Bend  Cen- 
ter for  Children  and  Youth,  1205  N.  Na- 
varro, Suite  203,  Victoria  77901,  is  con- 
ference chairman. 
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AMERICAN  ACADEMY  OF  PEDIATRICS 
will  hold  its  annual  spring  session  March 
18-20  in  Atlanta,  Ga.  The  scientific  pro- 
gram will  include  presentations  on  such 
subjects  as  the  current  status  of  virus 
cancer  relationships,  advances  in  thera- 
peutics, current  status  of  radioisotope 
scanning  in  children,  and  recent  advances 
in  the  diagnosis  of  cystic  fibrosis.  Contact; 
American  Academy  of  Pediatrics,  1801  Hin- 
man  Ave.,  Evanston,  111.  60204. 


AMERICAN  COLLEGE  OF  ALLERGISTS 
annual  scientific  congress  and  pre-congress 
seminar  will  be  held  at  the  Denver  Hilton 
Hotel  in  Denver,  Colo.,  March  25-29.  A 
Texas  physician  who  will  participate  in  the 
seminar  program  is  Dr.  John  P.  McGovern 
of  Houston.  Topics  to  be  discussed  at  the 
scientific  congress  include  recognition  of 
food  additives  as  a cause  of  allergic  symp- 
toms, obstructive  emphysema  in  pre-school 
children,  allergic  tension-fatigue  syndrome, 
and  evaluations  of  hyposensitization  thera- 
py in  repository  allergy.  Dr.  Milford  O. 
Rouse  of  Dallas,  President,  American  Med- 
ical Association,  will  be  a guest  speaker  at 
the  scientific  congress.  Contact : The  Amer- 
ican College  of  Allergists,  2141  14th  St., 
Boulder,  Colo.  80302. 

AMERICAN  MEDICAL  ASSOCIATION. 
Third  National  Conference  on  Health  Edu- 
cation of  the  Public,  will  take  place  at  the 
Pick-Congress  Hotel,  Chicago,  April  4-6. 
The  conference  is  sponsored  by  the  AMA 
Department  of  Health  Education.  Topics 
to  be  discussed  will  include  health  educa- 
tion in  community  health  services,  prob- 
lems in  patient  education,  innovations  in 
health  education  practice,  and  psychologi- 
cal influences  on  health  behavior.  Dr.  Mil- 
ford O.  Rouse  of  Dallas,  AMA  President, 
wUl  be  among  the  conference  speakers. 
Contact:  Dr.  F.  J.  L.  Blasingame,  535  N. 
Dearborn  St.,  Chicago  60610,  Exec.  Vice- 
Pres. 

AMERICAN  MEDICAL  ASSOCIATION 
Council  on  Medical  Service  and  the  Divi- 
sion of  Socio-Economic  Activities  will  spon- 
sor a second  National  Congress  on  Socio- 
Economics  of  Health  Care  March  22-23  at 
the  Palmer  House  in  Chicago.  Dr.  W.  H. 
Doan,  535  N.  Dearborn  St.,  Chicago  60610, 
is  secretary  to  the  Council  on  Medical 
Service. 

AMERICAN  MEDICAL  ASSOCIATION 
21st  National  Conference  on  Rural  Health 
will  be  sponsored  by  the  Council  on  Rural 
Health  March  29-30  at  the  Olympic  Hotel 
in  Seattle,  Wash.  Some  of  the  topics  to  be 
discussed  will  be  community  involvement  in 
health  planning,  air  evacuation  procedures 
in  Vietnam  with  implications  for  rural 
America,  and  emergency  medical  services. 
Contact:  Council  on  Rural  Health,  Depart- 
ment of  Health  Education,  Division  of 
Socio-Economic  Activities,  American  Medi- 
cal Association,  535  N.  Dearborn  St.,  Chi- 
cago 60610. 

AMERICAN  COLLEGE  OF  PHYSICIANS 
wUl  hold  its  49th  annual  session  April  1-5 
in  Boston.  The  meeting  wUl  be  held  in  as- 
sociation with  the  Royal  College  of  Physi- 
cians of  London  which  is  celebrating  its 
450th  anniversary.  Twenty-eight  program 
sessions  will  feature  papers  covering  ad- 
vances in  cardiovascular  diseases,  gastro- 
enterology, pulmonary  disease,  endocrin- 
ology and  metabolic  disorders,  rheumatology 
and  immunology,  infectious  diseases  and  al- 
lergy, hematology,  kidney  diseases,  neurol- 
ogy, psychiatry,  and  cancer.  Contact; 
American  College  of  Physicians,  4200  Pine 
St.,  Philadelphia  19104. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


ALSO  IN  MARCH 

NINTH  DISTRICT  SOCIETY,  March  21,  1968.  Dr.  H.  W. 
Kilpatrick,  HI.  2800  Garth  Rd.,  Baytown  77621,  Sec.- 
Treas. 


ALSO  IN  APRIL 

THIRTEENTH  DISTRICT  MEDICAL  SOCIETY,  Abilene. 
April  20,  1968.  Dr.  Charles  B.  Dryden,  Jr.,  1511  Tenth 
St.,  Wichita  Falls  76309,  Councilor. 


AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Do- 
rado Beach,  Puerto  Rico,  April  4-9,  1968.  Dr.  Robert  R. 
Kierland,  Mayo  Clinic,  200  First  St.,  SW,  Rochester, 
Minn.  55901,  Sec. 


MAY 

TEXAS  MEDICAL  ASSOCIATION  (Annual  Session), 
Houston,  May  2-6,  1968.  Mr.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 


TEXAS  TUBERCULOSIS  ASSOCIATION,  Houston,  May 
19-22,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd., 
Austin  78722,  Exec.  Dir. 


SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS. 
Dallas,  May  16-18,  1968.  Mrs.  Elsie  Howard,  2109  Com- 
merce St.,  Dallas  75201,  Exec.  Sec. 


INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Montreux,  Switzerland,  May  4-9,  1968.  Dr.  Alfred  J. 
Cantor,  147-41  Sanford  Ave.,  Flushing,  N.Y.  11355,  Sec. 
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JUNE 

AMERICAN  MEDICAL  ASSOCIATION  (Annual  Meet- 
ing), San  Francisco,  June  16-20,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Elxec. 
Vice-Pres. 


AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  (In- 
terim  Meeting),  Sausalito,  Calif.,  June  20-22,  1968.  Mrs. 
Gertrude  F.  Conroy,  1740  Broadway,  New  York  10019, 
Exec.  Dir. 


AMERICAN  RHEUMATISM  ASSOCIATION,  Seattle, 
Wash.,  June  14-15,  1968.  Miss  Margaret  M.  Walsh,  1212 
Avenue  of  the  Americas,  New  York  10036,  Exec.  Sec. 


SEPTEMBER 

TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept.  21, 
1968.  Mr.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin 
78701,  Exec.  Sec. 

TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  26-28, 
1968.  Donald  M.  Anderson,  1801  N.  Lamar,  Austin  78701, 
Adm.  Sec. 


AMERICAN  ACADEMY  OP  GENERAL  PRACTICE, 
Las  Vegas,  Sept.  13-22,  1968.  Dr.  Mac  F.  Cahal,  Volker 
Blvd.  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 


OCTOBER 

AMERICAN  COLLEGE  OF  SURGEONS  (Clinical  Con- 
gress), Atlantic  City,  N.J.,  Oct.  14-18,  1968.  Dr.  John  P. 
North,  55  E.  Erie  St.,  Chicago  60611,  Dir. 


AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey,  4 E.  Clinton,  P.  O.  Box  10,  Joliet,  111.  60431, 
Exec.  Sec. 


AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Boston,  Oct.  27-30,  1968.  Daniel  Weiss,  33  W.  60th  St., 
New  York  10023,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS. 
Washington.  D.  C.,  Oct.  19-23,  1968.  John  W.  Andes,  515 
Busse  Hwy.,  Park  Ridge,  lU.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS,  New 
York  City,  Oct.  11-19,  1968.  Dr.  William  D.  Dolan.  Ar- 
lington Hospital,  Arlington,  Va.  22205,  Sec.-Treas. 

AMERICAN  DIETETIC  ASSOCIATION,  San  Francisco, 
Oct.  14-18,  1968.  Mrs.  Isabel  Patterson,  620  N.  Michigan 
Ave.,  Chicago  60611.  Sec. 


NOVEMBER 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Cleveland,  Ohio. 
Nov.  7-9,  1968.  Dr.  Warren  R.  Lang,  1025  Walnut  St., 
Philadelphia  19107,  Sec.-Treas. 


DECEMBER 

AMERICAN  MEDICAL  ASSOCIATION  (Clinical  Meet- 
ing), Miami  Beach,  Fla.,  Dec.  1-4,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres. 


JANUARY 

TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  18, 
1969.  Mr.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin 
78701,  Exec.  Sec. 

TEXAS  RADIOLOGICAL  SOCIETY,  San  Antonio,  Jan. 
24-25,  1969.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale, 
Fort  Worth  76104,  Sec. 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  January, 
1969.  Dr.  A.  F.  Clark,  Jr.,  3-F  Medical-Professional  Bldg., 
San  Antonio,  Sec.-Treas. 
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MEDICINE  AND  THE  LAW 


Questions  Answered  Regarding  Donation 
Of  Body  or  Organs  for  Use  After  Death 


Recent  correspondence  directed 
to  the  office  of  the  TMA  legal  coun- 
sel has  indicated  a widespread  in- 
terest in  the  procedure  for  donating 
a person’s  body  or  body  organs  after 
death  for  medical  treatment,  re- 
search, or  education.  The  authors 
of  “Medicine  and  the  Law”  have 
attempted  in  this  issue  of  Texas 
Medicine  to  answer  some  of  the 
questions  they  have  recently  re- 
ceived from  readers. 

Q.  What  steps  should  a person  take 
to  grant  authorization  for  the  removal 
of  organs  from  his  body  after  death 
to  be  used  for  medical  treatment,  re- 
search or  education? 

A.  Article  4590-1,  V.A.C.S.,  pro- 
vides that  any  person  of  legal  age 
and  sound  mind  may  by  will  or  other 
written  instrument  prescribe  or  ar- 
range for  the  disposition  of  his  body 
or  any  organ  or  part  thereof  to  be 
used  for  the  purpose  of  medical  sci- 
ence or  “rehabilitation  of  diseased 
or  worn-out  organs,  members,  or 
parts  of  the  bodies  of  living  hu- 
mans.” The  written  authorization 
must  be  signed  by  the  donor  and 
witnessed  by  two  persons  of  legal 
age.  The  written  instrument  may  or 
may  not  designate  the  person  or 
agency  to  whom  the  body  or  organs 
are  to  be  delivered.  The  donation  of 
a body  shall  be  to  a medical  or  den- 
tal school  or  other  legally  authorized 
donee  approved  by  the  Anatomical 
Board  of  the  State  of  Texas.  The 
donor  may  donate  organs,  members, 
or  parts  thereof  to  an  individual  phy- 
sician, hospital,  institution,  or  bank 
maintained  for  the  storage,  preser- 
vation, and  use  of  human  organs.  If 
no  specific  donee  is  named  for  the 
organs,  the  hospital  wherein  the  per- 
son died  shall  be  considered  the 
donee.  If  the  donor  does  not  die  in 
a hospital,  then  the  attending  physi- 
cian shall  be  considered  the  donee. 

Q.  What  type  of  “written  instru- 
ment” is  adequate  to  authorize  the 
physician  or  hospital  to  remove  organs 
or  take  possession  of  the  body? 


A.  Almost  any  type  of  written  in- 
strument that  clearly  specifies  that 
the  donor  wishes  to  donate  his  or 
her  body  (or  organ  or  part  thereof) 
will  suffice.  Such  an  instrument 
should  be  witnessed  by  two  persons 
above  the  age  of  21.  The  following 
is  an  example  of  the  type  of  instru- 
ment which  might  be  used: 

Date : 

To  Whom  It  May  Concern: 

Upon  my  death,  I hereby  will, 
give,  bequeath,  and  donate  my 


(specify  body  or  part  of  body) 
to 

(specify  institution,  hospital,  in- 
dividual, storage  bank,  or  can 
be  left  blank) 

for  the  purpose  of  advancing  medi- 
cal science,  or  for  the  replacement 
or  rehabilitation  of  diseased  or  worn- 
out  organs,  members,  or  parts  of 
living  persons. 

It  is  requested  that  at  the  time  of 
death  a funeral  director  be  asked  to 
make  the  proper  arrangements  for 
care  and  delivery  of  the  body. 

Signed: 

Address: 


Witnessed  by: 

Address: 

Address: 

Any  of  the  following  schools  may 
be  the  donee:  Baylor  University  Col- 
lege of  Dentistry,  Dallas,  Baylor  Uni- 
versity College  of  Medicine,  Hous- 
ton, The  University  of  Texas  South- 
western Medical  School,  Dallas,  The 
University  of  Texas  Dental  Branch, 
Houston,  The  University  of  Texas 
Medical  Branch,  Galveston,  The  Uni- 
versity of  Texas  South  Texas  Medi- 
cal School,  San  Antonio. 

Because  a formal  will  is  often  not 
read  until  after  a funeral,  the  instru- 
ment by  which  the  body  or  organ  is 
donated  should  be  separate  and 
apart  from  the  will.  It  is  suggested 
that  the  instrument  be  executed  in 
triplicate  so  that  one  copy  may  be 
sent  to  the  institution  of  choice,  one 
copy  to  the  personal  physician  or 
kept  where  it  can  be  located  soon 


after  death,  and  one  copy  to  the 
relative  or  person  who  will  be  con- 
cerned with  carrying  out  the  donor’s 
wishes.  It  is  also  suggested  that  a 
person  may  make  up  a card  for  his 
wallet  on  which  his  wish  is  indicated. 

Q.  What  agencies  or  institutions  are 
available  to  receive  the  body  of  a de- 
ceased or  organs  of  the  deceased? 

Despite  the  wide-spread  publicity 
given  to  heart  transplants,  kidney 
transplants,  and  to  the  statements 
of  some  surgeons  that  organ  banks 
might  be  established,  there  are,  with 
one  notable  exception,  no  such 
banks  operating  in  Texas.  The  op- 
erating organ  banks  available  at  this 
time  are,  of  course,  eye  banks.  The 
eye  banks  in  Texas  affiliated  with 
the  National  Eye  Bank  Association 
are  High  Plains  Eye  Bank,  320  Her- 
ring Hotel,  Amarillo;  Texas  Lion’s 
Eye  Bank,  P.O.  Box  10833,  Dallas; 
West  Texas  Lion’s  Eye  Bank,  P.O. 
Box  3412,  El  Paso;  Lion’s  Eyes  of 
Texas  Eye  Bank,  Texas  Medical  Cen- 
ter, Houston;  and  Baptist  Memorial 
Hospital,  111  Dallas  St.,  San  An- 
tonio. 

It  is  possible  that  other  eye  banks 
have  been  formed  and  are  not  yet 
affiliated  with  the  national  associa- 
tion. 

While  the  statute  provides  that  a 
person  may  donate  his  body  or  any 
organ  or  part  thereof,  it  is  prudent 
for  the  physician  or  hospital,  prior 
to  taking  possession  of  the  body  or 
removing  any  parts  or  organs  there- 
of, to  consult  with  and  secure  the 
additional  approval  and  consent  of 
the  next  of  kin  or  person  who  has 
legal  right  to  custody  of  the  dead 
body.  There  have  been  court  deci- 
sions allowing  recovery  by  the  next 
of  kin  from  a physician  for  mutila- 
tion of  the  body  resulting  from  an  un- 
authorized autopsy.  This  same  rea- 
soning could  apply  to  the  removal  of 
organs,  even  with  consent  of  the  de- 
ceased to  donate  such  organs,  if  the 
next  of  kin  could  prove  that  the  do- 
nor at  the  time  of  making  the  dona- 
tion was  of  unsound  mind  and  that 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-Banthme-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


• in  diagnosis 

• in  treatment 


Pro  -Banthine ,, 

propantheline  bromide 


calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Banthine  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthine  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph^  2 repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthine.  The  duodenum 
was  intubated.  Pro-Banthine  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 

Contraindications : Glaucoma  or  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15mg.,as  prolonged-acting  tablets  of  30 mg. and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dotter, 
C.  T.:  Hypotonic  Duodenography,  Scientific  Exhibit, 
Radiological  Society  of  North  America,  Chicago, 
Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89:438-443  (Sept.)  1967. 
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the  physician  knew  or  should  have 
known  of  this  mental  incapacity. 

The  Los  Angeles  Times  reported 
recently  that  in  metropolitan  Los 
Angeles  there  had  been  formed  the 
world’s  first  pool  of  organs  for  trans- 
plant and  scientific  research.  The 
organs — kidneys  to  start  with,  but 
"eventually  also  hearts,  lungs  and 
livers" — will  be  taken  from  donors 
for  study  and  for  replacement  of  dis- 
eased organs  in  living  patients.  Eight 
large  hospitals  in  the  Los  Angeles 
area  are  cooperating  with  the  organ 
bank.  An  assistant  professor  of  med- 
icine at  the  University  of  California 
Medical  School  at  Los  Angeles  is 
chairman  of  the  group,  to  be  known 
as  the  Los  Angeles  Transplantation 
Society. 

Q.  Is  the  physician  or  hospital  ad- 
ministrator free  to  proceed  with  re- 
moval of  organs  or  transport  of  the 
body  to  the  donee  institution  if  the 
donor  has  executed  the  proper  instru- 
ments and  the  next  of  kin  has  con- 
sented to  the  donation? 

The  physician  or  hospital  may 
proceed  to  take  the  necessary  steps 
to  follow  the  deceased’s  wishes  if 
the  cause  of  death  has  been  estab- 
lished and  a death  certificate  prop- 
erly filed.  However,  in  instances 
where  an  inquest  is  required  to  de- 
termine the  cause  of  death,  the  phy- 
sician should  not  attempt  to  remove 
any  organs  or  otherwise  disturb  the 
corpse.  The  justice  of  the  peace  or 
the  coroner  may  require  an  autopsy 
in  order  to  determine  the  cause  of 
death.  An  inquest  must  be  held  (1) 
when  the  person  dies  in  jail,  dies 
from  an  unnatural  death,  or  dies  in 
the  absence  of  good  witnesses:  (2) 
when  the  body  is  found  and  the  cir- 
cumstances of  death  are  unknown, 
(3)  when  the  circumstances  of  death 
lead  to  suspicion  that  death  came  by 
unlawful  means,  (4)  when  any  per- 
son commits  suicide  or  the  circum- 
stances of  his  death  lead  to  a sus- 
picion of  suicide,  (5)  when  the  at- 
tending physician  or  the  local  health 
officer  is  unable  to  certify  as  to  the 
cause  of  death.  When  death  occurs 
under  any  of  the  above-enumerated 
circumstances,  the  physician  should 
await  the  decision  of  the  justice  of 
the  peace  or  the  coroner;  and  he 
should  not  himself  undertake  an  au- 
topsy unless  specifically  ordered  to 
do  so  by  the  court. 

— PHILIP  R.  OVERTON,  LL.B., 
SAM  V.  STONE,  JR.,  LL.B., 
Austin. 


POSTGRADUATE  COURSES 

Ophthalmology 

The  Department  of  Ophthalmology 
of  The  University  of  Texas  Medical 
Branch  in  Galveston  will  present  a 
second  annual  postgraduate  course 
and  alumni  meeting.  The  course,  en- 
titled "Ophthalmology  1968,’’  will 
take  place  March  30  in  the  Shriners 
Burns  Institute  auditorium  in  Gal- 
veston. 

Topics  of  instruction  will  include 
complications  of  keratoplasty,  the 
ophthalmologist  and  resuscitation, 
surgical  treatment  of  Mooren’s  ul- 
cer; problem  refraction  management: 
myasthenia  gravis;  uses  of  anti-in- 
flammatory agents  in  ocular  disease; 
fluorescein  photography;  syphilis,  hy- 
dradenitis, interstitial  keratitis;  top- 
ical versenate  therapy  of  band  ker- 
atoplasty secondary  to  chronic  uveit- 
is, recent  developments  in  antibiotic 
therapy,  use  of  scleral  contact  lens 
for  correction  of  ptosis  and  enoph- 
thalmos,  practical  approach  to  low 
vision  aids,  management  of  lacrimal 
obstruction  in  infants,  and  diagnosis 
and  management  of  vertical  devia- 
tions. 

Speakers  will  include  Dr.  Philip  P. 
Ellis  of  Denver,  Colo.;  Drs.  Joe  A. 
Walker,  John  R.  Calverley,  John  L. 
Mann,  Orville  J.  Stone,  and  Malcolm 
L.  Mazow,  all  of  Galveston;  Drs.  Rob- 
ert L.  Rock  and  Hardy  E.  Thompson, 
both  of  Austin;  Dr.  Raymond  B.  Bla- 
lock of  Huntsville;  Dr.  Clemens  A. 
Struve  of  Corpus  Christi. 

For  registration  and  further  infor- 
mation write  to  Department  of  Oph- 
thalmology, The  University  of  Texas 
Medical  Branch,  Galveston  77550. 

Cardiology 

The  first  International  Symposium 
on  Dextrans  will  be  held  in  Galves- 
ton, May  19-20.  Entitled  “Current 
Concepts  of  the  Basic  Actions  of 
Dextrans  and  their  Clinical  Applica- 
tion in  the  Cardiovascular  and  Re- 
lated Fields,”  the  symposium  is  co- 
sponsored by  the  Texas  Heart  Asso- 
ciation, the  council  on  circulation  of 
the  American  Heart  Association,  the 
Postgraduate  Education  Division  of 
The  University  of  Texas  Medical 
Branch,  the  University  of  Minnesota 
Medical  School,  and  the  Georgia  In- 
stitute of  Technology,  Biomedical 
Division. 

Researchers  from  Europe  and 
from  the  United  States  who  have 
carried  out  extensive  research 
studies  on  the  dextrans  for  20  years 
or  more  will  participate  in  this  im- 
portant two-day  meeting.  The  major 


emphasis  of  the  symposium  will  be 
placed  on  the  use  of  dextrans  in  the 
cardiovascular  field. 

Out-of-state  and  foreign  speakers 
at  the  symposium  will  be  Drs.  Harry 
Hint  of  Uppsala,  Sweden;  Magnus  1. 
Gregersen  of  New  York  City;  R.  C. 
Read  of  Little  Rock,  Ark.;  Eric  Ponder 
of  Seine  and  Oise,  France;  William 
G.  Manax  of  Minneapolis;  William  H. 
Lee  of  Charleston,  S.C.;  Walter  L. 
Bloom  of  Atlanta,  Ga.;  Benjamin 
Alexander  of  New  York  City;  L.  E. 
Gelin  of  Gbteborg,  Sweden;  Richard 
Lillehei  of  Minneapolis;  and  Paul 
James  of  Philadelphia. 

Texas  physicians  participating  in 
the  symposium  are  Dr.  Julian  H. 
Acker  of  Wichita  Falls;  Dr.  John  A. 
Moncrief  of  San  Antonio;  Dr.  Per 
Langsjoen  of  Temple;  and  Drs.  Tru- 
man Blocker  and  John  R.  Derrick, 
both  of  Galveston. 

Programs,  advance  registration, 
and  hotel  reservation  forms  for  the 
symposium  may  be  obtained  by  writ- 
ing or  calling  the  Texas  Heart  Asso- 
ciation, P.O.  Box  25041,  Houston, 
Area  Code  713,  JA-6-4194. 


Pathology,  Radiology 

The  Houston  Society  of  Clinical 
Pathologists  will  conduct  its  eighth 
annual  seminar,  “A  General  Surgical, 
Pathological  and  Radiological  Semi- 
nar,” April  6 in  the  auditoriums  of 
St.  Luke’s  Episcopal  and  Texas  Chil- 
dren’s Hospitals  in  Houston. 

Seminar  speakers  will  be  Dr.  John 
W.  Pickren,  Roswell  Park  Memorial 
Institute,  Buffalo,  N.Y.,  and  Dr.  By- 
ron G.  Brogdon,  University  of  New 
Mexico  School  of  Medicine,  Albu- 
querque, N.M. 

Further  information  is  available 
from  Dr.  William  T.  Hill,  704  Medi- 
cal Towers  Bldg.,  Houston  77025. 


Orthopedics 

Baylor  University  College  of  Medi- 
cine and  St.  Luke’s  Episcopal  Hos- 
pital will  co-sponsor  a fourth  annual 
Orthopedic  Symposium,  May  16-18, 
1968,  in  the  Shamrock  Hilton  Hotel, 
Houston.  The  program  will  be  en- 
titled "The  Shoulder.” 

Participants  in  the  symposium  are 
Sir  Reginald  Watson-Jones  of  Lon- 
don; Dr.  H.  F.  Moseley  of  Montreal; 
Dr.  Marshall  R.  Urist  of  Los  Angeles; 
and  Dr.  Charles  S.  Neer,  II,  of  New 
York. 

Registration  fee  will  be  $40.  For 
further  information  contact  Dr.  War- 
ren Malcolm  Cranberry,  Kelsey-Sey- 
bold  Clinic,  6624  Fannin  St.,  Hous- 
ton 77025. 
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MEDICINE  IN  LITERATURE 


Musculoskeletal  System,  Cervical  Syndrome,  Knees 
Reviewed  by  Authors  of  Orthopedic  Reference  Texts 


Handbook  of  Orthopaedic  Surgery, 
Alfred  R.  Shands,  Jr.,  and  Richard 
B.  Raney,  ed.  7,  572  pp.,  illus.,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1967, 
$12. 

THIS  HANDBOOK,  which  is  now  in 
its  seventh  edition,  is  an  excellent 
and  concise  panorama  of  lesions  of 
the  musculoskeletal  system.  Its  ma- 
jor attributes  are  the  clear  defini- 
tions of  orthopedic  terms,  the  com- 
pendium of  pathologic  entities,  and 
the  lucid  illustrations.  The  section 
on  congenital  deformities  is  particu- 
larly good.  The  aim  of  the  book  is  to 
present  clearly  and  concisely  the  sa- 
lient features  of  a large  number  of 
musculoskeletal  lesions. 

The  book  achieves  its  aim  com- 
mendably. 

The  Knees:  Growth-Development  and 
Activity  Influence,  Karl  K.  Klein, 
139  pp.,  illus.,  Greeley,  Colo.,  All 
American  Productions  and  Publi- 
cations, 1967,  $4.50. 

KARL  K.  KLEIN  has  presented  in  a 
concise  and  well  documented  man- 
ner a wealth  of  information  about 
the  knee.  He  emphasizes  that  the 
knee  ligaments  are  the  first  line  of 
defense  against  knee  injuries.  He 
suggests  four  ways  to  give  added 
protection  to  the  ligaments  and 
joints  during  the  growth  age:  (1) 
elimination  of  full  squat  exercise; 

(2)  pigeon-toed  walking  and  running; 

(3)  removal  of  heel  cleats  and  re- 
placement with  regular  shoe  heels; 
and  (4)  exercises  to  strengthen  the 
ligaments  and  supporting  muscula- 
ture. These  ideas  are  not  entirely 
new,  but  some  statistical  informa- 
tion included  here  helps  support 
these  statements. 

Dr.  Klein  suggests  that  one  cri- 
terion for  rejection  of  an  athlete  in 
contact  sports  is  severe  instability 
of  the  knee  joints.  This  is  not  as 
frequently  recognized  as  are  some 
of  the  more  common  causes  of  re- 
jection. 

The  bench  technique  for  increas- 


ing muscular  strength  of  the  knee’s 
supporting  structures  is  given  a 
great  deal  of  discussion  in  this  book. 
The  description  is  complete,  showing 
exercise  charts,  construction  of  the 
bench  and  exercises  to  be  used  fol- 
lowing completion  of  the  bench  tech- 
nique. His  discussion  of  abduction 
and  adduction  exercises  to  further 
strengthen  the  collateral  ligaments 
is  of  interest. 

This  book  should  be  of  help  to 
athletic  team  physicians  as  well  as 
to  general  practitioners  and  ortho- 
pedists who  deal  with  these  prob- 
lems frequently  as  team  consultants. 
Someone  doing  research  on  the  knee 
will  find  a wealth  of  information  in 
this  monograph. 

DAN  SPIVEY,  M.D., 
Lufkin. 


The  Cervical  Syndrome,  ed.  3.,  Ruth 
Jackson,  333  pp.,  illus..  Spring- 
field,  111.,  Charles  C Thomas, 
Publisher,  1966,  $10.50. 

DR.  JACKSON’S  book  is  a mono- 
graph in  the  Bannerstone  Division 
of  American  Lectures  in  Orthopaedic 
Surgery.  Several  chapters  have  been 
completely  revised  and  rewritten  in 
the  light  of  recent  findings,  and  new 
illustrations  provide  better  visualiza- 
tion of  important  factors.  The  newer 
diagnostic  tools  such  as  discograms. 


I Qemities. 


“It  looks  like  another  case  of  sugar, 
spice,  rags,  tags,  everything  nice, 
and  puppy  dog  tails.” 


scanograms,  and  electromyography 
are  discussed  and  their  value  as- 
sessed. 

In  the  hope  that  unwarranted  and 
often  repeated  surgery  may  be  avoid- 
ed, Dr.  Jackson  makes  a continual 
plea  for  early,  proper,  and  adequate 
treatment  of  the  injured  neck. 


Obstetrics  and  Gynecology,  J.  Rob- 
ert Willson,  Clayton  T.  Beecham 
and  Elsie  Reid  Carrington,  ed.  3, 
St.  Louis,  The  C.  V.  Mosby  Co., 
776  pp.,  illus.,  1966,  $15.50. 

I HAVE  READ  the  recent  editions  of 
several  works  on  obstetrics  and 
gynecology,  but  I find  that  Willson, 
Beecham  and  Carrington  have  fully 
realized  the  task  of  combining  ob- 
stetrics and  gynecology  into  a single, 
gle,  worthwhile  volume.  The  authors 
have  succeeded  in  providing  a well 
written,  practical  book  of  value  to 
anyone  interested  in  the  field  of  ob- 
stetrics and  gynecology. 

J.  S.  LANCASTER,  M.D., 
Austin. 


Ocular  Therapy:  Complications  and 
Management,  Irving  H.  Leopold, 
ed.,  157  pp.,  illus.,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1966,  $11. 

THIS  WORK  consists  of  a symposi- 
um of  12  chapters  which  were  pre- 
sented by  various  authors  in  two 
parts.  One  part  was  presented  in 
San  Francisco  in  1964  and  the  other 
in  Chicago,  in  November,  1965.  The 
book  is  concise  and  well-written  and 
covers  a variety  of  therapeutic  prob- 
lems with  particular  emphasis  on  the 
complications  in  the  use  of  thera- 
peutic agents  in  ophthalmology.  It 
does  not  cover  every  phase  of  oph- 
thalmic therapeutics;  however  it  con- 
tains a wealth  of  information  and 
should  be  a valuable  asset  to  oph- 
thalmic practice. 

C.  W.  PAYTON,  M.D., 
Longview. 
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Cecil-Loeb  Textbook  of  Medicine, 
Paul  B.  Beeson  and  Walsh  Mc- 
Dermott, eds.,  ed.  12,  1,792  pp., 
illus.,  Philadelphia,  W.  B.  Saun- 
ders Co.,  1967,  $20.50. 

THIS  12TH  EDITION  of  a standard 
text  has  remained  an  excellent  com- 
pendium of  medical  information  con- 
taining the  contributions  of  169  se- 
lected authorities.  Many  of  the  arti- 
cles in  the  11th  edition  have  been 
revised  and  updated  in  the  12th  edi- 
tion, and  57  articles  have  been  in- 
cluded \A/hich  were  not  included  in 
the  preceding  one.  It  provides  the 
physician  with  ready  access  to  med- 
ical information  on  all  diseases, 
whenever  they  may  occur. 

NEW  BOOKS 
IN  TMA  LIBRARY 

Barber,  B.;  Drugs  and  Society,  New 
York,  Russell  Sage  Foundation, 
1967. 

Criep,  L.  H.;  Dermatologic  Allergy: 
Immunology,  Diagnosis,  Manage- 
ment, Philadelphia,  W.  B.  Saunders 
Co.,  1967. 

Marti-lbanez,  F.,  ed.:  The  Patient’s 
Progress,  New  York,  MD  Publica- 
tions, 1967. 

Fomon,  S.  J.:  Infant  Nutrition,  Phil- 
adelphia, W.  B.  Saunders  Co., 
1967. 

Foulkes,  D.:  The  Psychology  of 
Sleep,  New  York,  Charles  Scrib- 
ner’s Sons,  1966. 

Gruber,  E.  C.:  How  To  Score  High 
on  the  Medical  College  Admission 
Test,  ed.  2,  New  York,  Arco  Pub- 
lishing Company,  Inc.,  1966. 
Jackson,  D.  D.,  ed.:  The  Etiology  of 
Schizophrenia,  New  York,  Basic 
Books,  Inc.,  1960. 

Jacquemet,  P.,  and  others:  The 
Early  Radiological  Diagnosis  of 
Disease  of  the  Pancreas  and  Am- 
pulla of  Vater,  Springfield,  III., 
Charles  C Thomas,  Publisher, 
1965. 

Lewis,  F.  C.:  Patients,  Doctors  and 
Families,  Garden  City,  N.Y.,  Dou- 
bleday & Company,  Inc.,  1968. 
Ralston,  E.  L.,  and  others:  Hand- 
book of  Fractures,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1967. 

Toole,  J.  F.:  Cerebrovascular  Disor- 
ders, New  York,  McGraw-Hill  Book 
Co.,  1967. 


Indianapolis,  Ind.,  before  moving  to 
Dallas.  He  served  in  the  US  Army 
from  1942  to  1946. 

Born  Jan.  25,  1914,  in  Evansville, 
he  was  the  son  of  W.  P.  and  Lewis 
S.  Pigman  Wood.  He  attended  Evans- 
ville schools,  Evansville  College,  and 
received  his  bachelor  of  science  de- 
gree from  Indiana  University  in 
Bloomington,  Ind.,  in  1935.  In  1937 
he  was  graduated  from  Indiana  Uni- 
versity School  of  Medicine  in  Indian- 
apolis. His  internship  was  served  at 
Deaconess  Hospital  in  Evansville  and 
his  residency  at  Topeka  State  Hospi- 
tal in  Topeka,  Kan. 

A diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology, 
he  belonged  to  Dallas  County  Medi- 
cal Society,  Texas  Medical  Associa- 
tion, American  Medical  Association, 
and  American  Psychiatric  Associa- 
tion. 

Survivors  include  his  wife,  Mil- 
dred; a daughter,  Mrs.  Mimi  Ivy  of 
Chicago;  and  a sister,  Mrs.  Grace 
Vincent  of  San  Antonio. 


DR.  H.  S.  WOODS,  JR. 

Dr.  Herbert  S.  Woods,  Jr.,  46,  died 
on  Jan.  2,  1968,  in  King's  Daugh- 
ters Hospital  in  Temple.  He  had 
been  ill  for  several  months. 

A native  of  Temple,  he  was  born 
there  on  Nov.  15,  1921,  the  son  of 
Herbert  Spencer  Woods,  Sr.,  and 
Ruby  Clearman  Woods.  A graduate 
of  Baylor  University  in  Waco,  he  re- 
ceived his  medical  degree  from  The 
University  of  Texas  Medical  Branch 
in  1951.  Internship  was  served  at 
Nashville  Metropolitan  General  Hos- 
pital in  Nashville,  Tenn.,  and  Shreve- 
port Charity  Hospital  in  Shreveport, 
La.  During  World  War  II,  he  served 
in  the  US  Navy. 

Dr.  Woods  had  practiced  in  Tem- 
ple, Rockdale,  Plainview,  and  Dallas. 
He  belonged  to  Hale-Floyd-Briscoe 
Counties  Medical  Society,  Texas 
Medical  Association,  American  Med- 
ical Association,  and  American  Aca- 
demy of  General  Practice.  He  was 
a member  of  the  Baptist  church. 

Dr.  Woods  is  survived  by  one  son, 
Herbert  S.  Woods,  III,  of  Waco;  three 
daughters,  Mrs.  G.  M.  Ferguson, 


Recent 

Deaths 


DR.  W.  H.  WOOD 

Dallas  psychiatrist.  Dr.  William 
Henry  Wood,  died  on  Dec.  10,  1967, 
in  Dallas.  He  was  53. 

Dr.  Wood  had  practiced  in  Dallas 
since  1961,  and  had  practiced  in 
Evansville,  Ind.,  Topeka,  Kan.,  and 
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DR.  WOODS 


DR.  COLLIER 


Miss  Sandra  Woods,  and  Miss  Mar- 
tha Woods,  all  of  Waco;  his  parents, 
Mr.  and  Mrs.  H.  S.  Woods  of  Tem- 
ple; and  one  grandchild. 


DR.  J,  D.  DUPRE 

Levelland  physician.  Dr.  John  D. 
Dupre,  62,  died  Jan.  20,  1968,  in  an 
Austin  hospital  of  an  apparent  heart 
attack.  He  was  in  Austin  to  attend 
the  Texas  Medical  Association  Con- 
ference on  Medical  Service  and  Leg- 
islation. 

A native  of  Lubbock,  he  attended 
The  University  of  Texas  at  Austin 
and  graduated  from  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton in  1929.  He  interned  at  Lubbock 
Sanitarium. 

Before  moving  to  Levelland  in 
1937,  he  practiced  in  Lubbock,  Lov- 
ington,  N.M.,  and  Sanatorium,  Tex. 
He  was  a co-founder  of  the  Phillips- 
Dupre  Hospital,  now  South  Plains 
Hospital,  in  Levelland.  A veteran  of 
World  War  II,  he  served  in  Europe 
as  a surgeon  in  the  Army  Medical 
Corps. 

Dr.  Dupre  belonged  to  the  Texas 
Medical  Association,  the  Lamb- 
Bailey-Hockley-Coch  ra  n Counties 
Medical  Society,  and  the  American 
Medical  Association.  He  was  presi- 
dent-elect of  the  West  Texas  Tuber- 
culosis Association. 

He  belonged  to  the  Austin  Street 
Church  of  Christ,  the  Levelland  Lions 
Club,  and  the  Masonic  Lodge. 

On  Nov.  3,  1931,  he  married 
Grace  Draper  of  Tahoka,  Tex.,  in 
Portales,  N.M.  She  survives  him  as 
do  a son,  John  Dupre  of  Andrews, 
Tex.;  a daughter,  Mrs.  Ann  Griffith 
of  Scottsdale,  Ariz.;  two  brothers, 
M.  M.  Dupre  of  Austin  and  Charles 
Dupre  of  Celeste,  Tex.;  two  sisters, 
Mrs.  Nancy  Johnson  of  Lamesa  and 
Miss  Margaret  Dupre  of  Lubbock; 
and  five  grandchildren. 


DR.  G.  COLLIER 

Dallas  physician,  Dr.  Gates  Collier, 
died  on  Jan.  3,  1968,  in  Dallas.  He 
was  70. 

He  was  born  on  Aug.  4,  1897,  in 


Italy,  Tex.,  and  attended  Texas  Chris- 
tian University  in  Fort  Worth  and 
Southern  Methodist  University  in 
Dallas.  In  1918  he  was  an  honor 
graduate  of  the  University  of  Ten- 
nessee College  of  Medicine.  He  in- 
terned at  Memphis  General  Hospital 
in  Memphis,  Tenn.  He  served  in  the 
US  Navy  during  World  War  I and 
World  War  II,  having  attained  the 
rank  of  captain. 

Having  practiced  in  Fort  Worth, 
Trinidad,  Colo.,  and  Crockett,  he 
moved  to  Dallas  in  1939.  He  spent 
a year  with  the  Veteran’s  Adminis- 
tration in  Lubbock  in  1954,  then  re- 
turned to  Dallas.  He  served  with  the 
Veteran’s  Administration  after  World 
War  II  until  his  retirement. 

Elected  to  inactive  membership  in 
the  Texas  Medical  Association  in 
1960,  he  was  also  an  inactive  mem- 
ber of  the  Dallas  County  Medical 
Society,  and  the  American  Medical 
Association. 

He  belonged  to  Westminster  Pres- 
byterian Church  in  Dallas,  Pentagon 
Masonic  Lodge,  Hella  Temple  Shrine, 
and  the  Grand  Commandery  Knights 
Templar  of  Texas;  and  he  had  served 
for  ten  years  as  assistant  medical 
director  of  Security  Mutual  Life  In- 
surance Company  of  New  York, 
Binghampton,  N.Y. 

His  wife  survives,  as  do  a son, 
Philip  Brower  Collier  of  Odessa;  and 
a sister,  Mrs.  L.  C.  Fulton  of  Dallas. 


DR.  J.  T.  ROBISON 

Texarkana  general  practitioner.  Dr. 
James  Travis  Robison,  died  on  Dec. 
22,  1967,  in  Shawnee,  Kan.,  where 
he  had  recently  undergone  surgery. 
He  was  75. 

A past  president  of  Bowie  County 
Medical  Society,  he  belonged  to  the 
Texas  Medical  Association  and  Amer- 
ican Medical  Association.  A Mason, 
he  also  belonged  to  the  Pine  Street 
Presbyterian  Church  in  Texarkana 
and  to  the  Kiwanis  Club. 

Born  in  Naples,  Tex.,  on  Nov.  24, 
1892,  he  was  the  son  of  S.  A.  and 
Frances  E.  Palmore  Robison.  He 
went  to  school  in  Naples  and  to 
The  University  of  Texas  in  Austin. 
After  graduating  from  The  University 


DR.  ROBISON  1. 


of  Texas  Medical  Branch  at  Galves- 
ton in  1919,  he  interned  at  Kansas 
City  General  Hospital  in  Kansas  City, 
Mo.  He  had  practiced  in  Texarkana 
since  1920. 

On  July  11,  1920,  Dr.  Robison  and 
the  former  Lenna  E.  Edmonson  of 
Globe,  Ariz.,  were  married  in  El 
Paso,  Tex. 

His  wife  survives  as  do  two  sons. 
Dr.  James  T.  Robison,  Jr.,  of  Kan- 
sas City,  Mo.,  and  Jerry  Knox  Robi- 
son of  Texarkana. 


DR.  C.  D.  REECE 

Houston  internist.  Dr.  Charles 
Dickens  Reece,  64,  died  on  Dec.  23, 
1967,  in  a local  hospital.  He  was 
born  on  Feb.  28,  1903,  in  Sherman, 
Tex.  His  parents  were  Preston  Berry 
and  Emma  Caroline  Fletcher  Reece. 
After  graduating  from  Sherman  High 
School  and  The  University  of  Texas, 
he  received  his  medical  education  at 
The  University  of  Texas  Medical 
Branch  at  Galveston  in  1931.  He  in- 
terned at  Hermann  Hospital  in  Hous- 
ton and  did  postgraduate  work  at 
Harvard  Medical  School  and  Massa- 
chusetts General  Hospital.  Postgrad- 
uate courses  were  also  taken  at  Phil- 
adelphia, Chicago,  and  San  Fran- 
cisco. He  practiced  in  Belton  for  one 
year  and  began  practice  in  Houston 
in  1936. 

Dr.  Reece  was  chief  of  staff  of 
Diagnostic  Center  Hospital  and  vice- 
chief of  staff  at  Hermann  Hospital 
at  the  time  of  his  death.  He  had 
served  as  chief  of  staff  of  Hedge- 
croft  Hospital  at  one  time  and  had 
also  been  medical  director  for  South- 
ern Life  Insurance  Company.  He  was 
a consultant  cardiologist  to  the  San 
Jacinto  Methodist  Hospital  in  Bay- 
town,  Tex.,  and  had  been  a consult- 
ant for  the  Texas  Company.  He  was 
assistant  professor  of  clinical  medi- 
cine at  Baylor  University  College  of 
Medicine  from  1943  to  1949  and 
had  served  on  the  Board  of  Appeals 
of  the  Selective  Service  System  dur- 
ing World  War  II. 

A past  president  of  the  University 
of  Texas  Medical  Alumni  Associa- 
tion, he  had  served  as  president  and 
treasurer  of  the  Postgraduate  Medi- 
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cal  Assembly  of  South  Texas.  He  was 
a charter  member  of  the  Houston 
Society  of  Internal  Medicine,  Texas 
Academy  of  Internal  Medicine,  and 
Houston  Heart  Association. 

Dr.  Reece  was  a past  president 
of  Harris  County  Medical  Society  and 
belonged  to  the  Texas  Medical  Asso- 
ciation and  American  Medical  Asso- 
ciation. A diplomate  of  the  American 
Board  of  Internal  Medicine,  he  was 
a fellow  of  the  American  College  of 
Physicians  and  belonged  to  the  Tex- 
as Heart  Association. 

He  was  a trustee  and  president 
of  the  Frederick  R.  Lummis  Medical 
Foundation  and  was  a member  of 
the  Texas  State  Board  of  Medical 
Examiners. 

A member  of  the  Downtown  Ro- 
tary Club,  he  had  a perfect  attend- 
ance record  for  more  than  20  years. 
He  also  belonged  to  the  Houston 
Chamber  of  Commerce,  the  Houston 
Club,  and  the  Doctors  Club. 

He  was  a charter  member  of  the 
Texas  Cowboys,  a student  service 
organization  at  The  University  of 
Texas  at  Austin. 

Dr.  Reece  belonged  to  Palmer  Me- 
morial Episcopal  Church.  He  was  a 
member  of  Alpha  Omega  Alpha  hon- 
orary medical  society  and  Phi  Chi 
medical  fraternity. 

Survivors  are  his  wife,  Katherine, 
a daughter,  Susan  Kay,  both  of 
Houston;  and  two  brothers,  S.  C.,  of 
Sherman,  and  W.  H.,  of  Austin. 


DR.  L.  T.  TINKLE 

Lufkin  general  practitioner.  Dr. 
Lassiter  Thatcher  Tinkle,  died  on 
Dec.  29,  1967,  his  74th  birthday,  at 
his  home  in  Lufkin. 

An  honorary  member  of  the  Texas 
Medical  Association,  he  had  prac- 
ticed medicine  for  more  than  50 
years.  He  practiced  in  Polk  County, 
Tex.,  from  1917  to  1918;  in  Timp- 
son,  Tex.,  from  1918  to  1923;  and 
in  Lufkin  after  1923. 

The  son  of  Jerry  Fred  and  Carrie 
Davis  Tinkle,  he  was  born  in  Clayton, 
Tex.,  in  1893.  He  attended  high 
school  in  Timpson,  and  was  graduat- 
ed from  the  University  of  Tennessee 
College  of  Medicine  in  1917.  He  took 
postgraduate  courses  at  Tulane  Uni- 
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versity  School  of  Medicine  in  New 
Orleans  and  at  Cook  County  Hospi- 
tal in  Chicago,  III. 

On  July  3,  1916,  he  married  the 
former  Faye  Langhorne  of  Timpson. 

He  was  a member  of  the  Angelina 
County  Medical  Society,  of  Texas 
Medical  Association,  and  of  Ameri- 
can Medical  Association.  He  also  be- 
longed to  the  First  Christian  Church 
in  Lufkin. 

Survivors  are  his  wife;  one  son, 
Jimmy  L.  Tinkle  of  Terre  Haute,  Ind.; 
one  iDrother,  Paul  Tinkle  of  Pollok, 
Tex.;  and  three  grandchildren. 


DR.  R.  REVUELTA 

Dr.  Rene  Revuelta,  61,  died  at  his 
home  in  Wichita  Falls  on  Dec.  13, 
1967.  He  was  a physician  in  Ha- 
vana, Cuba,  prior  to  the  Castro  Rev- 
olution when  he  fled  to  Miami,  Fla. 
In  1965  he  moved  to  Wichita  Falls 
where  he  practiced  at  the  Wichita 
Falls  State  Hospital. 

He  was  born  on  Nov.  20,  1906,  in 
Vueltas,  Las  Villas,  Cuba,  the  son  of 
Antonio  and  Angela  Madrazo  y Mata 
Revuelta.  He  attended  public  ele- 
mentary school  in  Vueltas,  Las  Villas, 
and  Santa  Clara  Institute  in  Las  Vil- 
las. Dr.  Revuelta  was  graduated 
from  the  University  of  Havanna 
School  of  Medicine  in  1937  and  in- 
terned and  served  a residency  at  the 
University  Hospital  there.  He  had 
been  instructor  of  ear,  nose  and 
throat  service  and  professor  at  the 
University  of  Havanna  School  of 
Medicine.  He  served  as  chief  of  the 
Bronchoesophagology  Department  at 
the  Institute  of  Respiratory  Diseases 
at  University  Hospital. 

Dr.  Revuelta  belonged  to  the 
Wichita-Young-Archer  Counties  Med- 
ical Society,  Texas  Medical  Asso- 
ciation, American  Medical  Associa- 
tion, American  Bronchoesophagolog- 
ical  Association,  American  College  of 
Chest  Physicians,  Texas  Chapter  of 
American  Cancer  Society,  and  Texas 
Chapter  of  American  Heart  Associa- 
tion. 

He  is  survived  by  his  wife,  Angela; 
a son,  Rene  Revuelta,  Jr.,  both  of 
Wichita  Falls;  a daughter,  Mrs.  Mario 
Robau  of  Baton  Rouge,  La.;  three 
brothers,  Jose,  Vicente,  and  Idal- 


berto,  all  of  Cuba;  four  sisters,  Mrs. 
Clara  Iglesias  of  Miami,  Fla.,  Mer- 
cedes, Emma,  and  Maria,  all  of 
Cuba;  and  one  grandson,  Mario  Rene 
Robau  of  Baton  Rouge. 


DR.  R.  M.  BARTON 

Dr.  Robert  Mitchell  Barton,  75, 
died  on  Dec.  19,  1967,  in  Dallas, 
following  a lengthy  illness.  He  had 
practiced  there  from  1922  until  his 
retirement  in  1960.  He  was  said  to 
have  been  the  first  physician  in  Dal- 
las to  have  an  electrocardiograph 
machine,  one  of  three  in  Texas  at 
the  time. 

A native  of  Malakoff,  Tex.,  he  was 
born  on  Dec.  11,  1892.  He  received 
his  premedical  training  at  South- 
western University  in  Georgetown, 
Tex.,  and  was  graduated  from  The 
University  of  Texas  Medical  Branch 
at  Galveston  in  1920.  He  interned  at 
San  Francisco  General  Hospital. 
Postgraduate  work  was  done  at 
Washington  University  Clinic  in  St. 
Louis  and  Massachusetts  General 
Hospital  in  Boston. 

Before  beginning  private  practice 
in  Dallas,  Dr.  Barton  served  as  as- 
sistant city  health  officer  for  Dallas. 

Dr.  Barton  was  one  of  the  found- 
ers of  the  Dallas  and  Texas  Heart 
Associations  and  had  served  as  pres- 
ident of  both  groups.  He  was  a 
member  of  the  consulting  staff  of 
The  University  of  Texas  Southwest- 
ern Medical  School  and  had  also 
served  on  the  teaching  staff  of  Bay- 
lor University  College  of  Medicine 
for  many  years  when  the  school  was 
located  in  Dallas. 

An  honorary  member  of  the  Dal- 
las County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association,  he  was  a life 
member  of  the  Dallas  Southern  Clin- 
ical Society  and  of  the  American 
College  of  Physicians.  He  also  be- 
longed to  the  Southern  Medical  As- 
sociation, Texas  Club  of  Internists, 
and  Texas  Academy  of  Internal  Medi- 
cine. 

A lifelong  Methodist,  he  was  a 
member  of  the  Highland  Park  Meth- 
odist, Church,  where  he  served  as 
a steward  on  the  official  board. 
He  belonged  to  Kappa  Alpha  social 
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fraternity,  Phi  Alpha  Sigma  medical 
fraternity,  the  Dallas  Country  Club, 
and  Highland  Park  Masonic  Lodge. 

His  wife  preceded  him  in  death 
in  February,  1947. 

Dr.  Barton  is  survived  by  two 
daughters,  Mrs.  Richard  L.  Thomas 
of  Dallas  and  Mrs.  John  B.  Mahaffey 
of  Springfield,  Mo.;  a sister,  Mrs. 
Jack  Corley  of  Austin;  two  brothers. 
Dr.  Julian  C.  Barton  of  San  Antonio 
and  Hubert  Barton  of  Tyler;  and 
four  grandchildren. 


DR.  C.  L WILLIAMS,  SR. 

Dr.  Charles  Laval  Williams,  Sr., 
80,  died  Jan.  20,  1968,  at  his  home 
in  Beaumont  following  a long  ill- 
ness. He  had  served  in  the  US  Pub- 
lic Health  Service  from  1912  until 
his  retirement  in  1951.  At  his  re- 
tirement, he  was  Assistant  Surgeon 
General,  a post  he  had  held  for  11 
years.  His  father,  the  late  Dr.  L.  L. 
Williams,  was  a medical  officer  in 
the  USPHS;  and  two  sons  and  a 
brother  of  Dr.  C.  L.  Williams,  Sr., 
serve  in  the  Public  Health  Service. 

Dr.  Williams  was  born  on  Nov.  28, 
1887,  in  Boston,  Mass.,  the  son  of 
Louis  L.  and  Ella  H.  Ford  Williams. 
He  received  his  preliminary  educa- 
tion in  Washington,  D.C.,  and  in  Bal- 
timore, Md.  He  attended  the  Univer- 
sity of  Virginia  and  was  graduated 
from  the  University  of  Virginia 
School  of  Medicine  in  1911.  After 
interning  at  the  US  Marine  Hospital 
in  Boston,  he  was  commissioned  an 
officer  in  the  US  Public  Health  Ser- 
vice. After  retiring,  he  moved  to 
Beaumont  where  he  had  a son  and 
son-in-law  in  medical  practice.  He 
served  as  assistant  medical  director 
of  the  American  Red  Cross  blood 
center  there. 

Dr.  Williams  was  a member  of 
Jefferson  County  Medical  Society, 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  and  Ameri- 
can Public  Health  Association.  He 
also  belonged  to  Delta  Phi  social 
fraternity  and  Nu  Sigma  Nu  medical 
fraternity. 

He  was  an  Episcopalian,  and  while 
in  Washington,  D.C.,  he  belonged  to 
the  Cosmos  Club. 

Dr.  Williams  is  survived  by  his 
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wife,  Mrs.  Lewise  McLaurine  Wil- 
liams, whom  he  married  on  March  1, 
1915,  in  New  Orleans;  three  sons. 
Dr.  Charles  L.  Williams,  Jr.,  of  Wash- 
ington, D.C.,  Dr.  L.  M.  Williams  of 
Galveston,  and  Dr.  Stewart  M.  Wil- 
liams of  Beaumont;  two  daughters, 
Mrs.  John  L.  Lupton  of  Wilmington, 
Del.,  and  Mrs.  Dale  C.  Hager  of 
Beaumont;  one  brother,  Frederick  F. 
Williams  of  Baldwin,  N.Y.;  19  grand- 
children; and  one  great-grandchild. 


DR.  G.  E.  STRICKLAND 

Dr.  George  Elvin  Strickland,  42, 
died  on  Dec.  30,  1967,  at  his  home 
in  Henrietta.  He  had  practiced  in 
Henrietta  since  1955. 

Honored  as  Henrietta's  Outstand- 
ing Citizen  of  1963  by  the  Junior 
Chamber  of  Commerce,  he  was  very 
active  in  civic  work.  He  had  served 
as  president  of  the  Henrietta  and 
Clay  County  Chambers  of  Commerce; 
director  and  president  of  the  Henri- 
etta Kiwanis  Club;  and  president  of 
the  Clay  - Montague  - Wise  Counties 
Medical  Society.  He  also  was  chair- 
man of  the  Henrietta  community  ac- 
tion group  and  was  active  in  Demo- 
cratic Party  work. 

Dr.  Strickland  was  city  health  of- 
ficer for  Henrietta  and  had  worked 
with  the  Clay  County  Chapter  of  the 
American  Red  Cross,  and  the  March 
of  Dimes  Foundation. 

Dr.  Strickland  was  born  on  Nov. 
18,  1925,  in  Monday,  Tex.  His  par- 
ents were  Omar  and  Carlie  Flem- 
mons  Strickland,  and  he  attended 
Graham,  Tex.,  schools.  He  attended 
The  University  of  Texas  at  Austin, 
and  was  graduated  from  The  Uni- 
versity of  Texas  Southwestern  Medi- 
cal School  in  Dallas  in  1949.  Intern- 
ship was  served  at  Good  Samaritan 
Hospital  in  Phoenix,  Ariz.  He  began 
practice  in  Florence,  Tex.,  then 
served  in  the  US  Army  for  two  years. 
After  discharge  from  the  Army,  he 
began  practice  in  Henrietta. 

Dr.  Strickland  was  a member  of 
the  Clay  - Montague  - Wise  Counties 
Medical  Society,  Texas  Medical  Asso- 
ciation and  American  Medical  Asso- 
ciation. 

He  was  a member  of  the  First 
Methodist  Church  of  Henrietta. 


DR. 

STRICKLAND 


Survivors  are  his  wife,  Mrs.  Mar- 
garet Strickland;  a daughter,  Mary 
Strickland;  four  sons,  George,  Paul, 
and  David  Strickland,  all  of  Henri- 
etta, and  Richard  French  of  St. 
Louis,  Mo.;  his  mother,  Mrs.  Omar 
Strickland  of  Graham;  five  brothers, 
Orville  Strickland  of  Fort  Worth,  Mel- 
vin Strickland  of  Monday,  Weldon 
Strickland  of  Grand  Prairie,  Herman 
Strickland  of  Dallas,  and  Jim  Strick- 
land of  Wichita  Falls;  and  three  sis- 
ters, Mrs.  Rachel  Robertson  of  Gra- 
ham, Mrs.  Bernice  Ragland  of  Sey- 
mour, Tex.,  and  Mrs.  Janie  Steele  of 
Phoenix,  Ariz. 


DR.  D.  E.  BENNETT 

Southwest  Texas  State  College 
physician.  Dr.  Darwin  Elbridge  Ben- 
nett, 65,  died  Dec.  29,  1967,  at  his 
home  in  San  Marcos. 

Born  Nov.  13,  1902,  in  Walla 
Walla,  Wash.,  he  was  the  son  of  Mr. 
and  Mrs.  William  C.  Bennett.  He  at- 
tended Whitman  College  in  Walla 
Walla.  In  1931  he  was  graduated 
from  Harvard  Medical  School  in  Bos- 
ton, Mass.  He  served  an  internship 
in  surgery  and  pathology  at  Peter 
Bent  Brigham  Hospital  in  Boston 
and  an  internship  in  obstetrics  at 
Boston  Lying-In  Hospital.  An  obstet- 
rical residency  was  served  at  Method- 
ist Hospital  of  Brooklyn  in  Brooklyn, 
N.Y. 

Dr.  Bennett  had  served  as  a cap- 
tain in  the  US  Navy  Medical  Corps 
from  1942  to  1946.  He  had  prac- 
ticed in  Fitchburg,  Mass.,  and  in  El 
Cajon,  Calif.,  before  moving  to  San 
Marcos  in  1966. 

A member  of  the  Hays-Blanco 
Counties  Medical  Society,  he  was 
also  a member  of  Texas  Medical 
Association,  American  Medical  Asso- 
ciation, and  Alpha  Omega  Alpha  hon- 
orary medical  fraternity.  He  also  be- 
longed to  Phi  Beta  Kappa,  and  to 
the  Kiwanis  Club. 

Survivors  are  his  wife,  Mrs.  Eve- 
lyn Bennett;  two  sons,  William  F. 
Bennett  of  El  Cajon,  Calif.,  and  Capt. 
Frederick  S.  Fitzsimmons  of  Victor- 
ville, Calif.;  and  two  daughters,  Mrs. 
Betty  Mae  Perkins  of  Kansas  City, 
Mo.,  and  Mrs.  Sheila  Munday  of  El 
Cajon,  Calif. 


DR.  BENNETT 


130 


TEXAS  MEDICINE 


Beverly  Hills  Hospital 
Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 

A tablet-a-day  provides: 


# Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

_ Bottles  of  60 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Oyanamid  Company 
Pearl  River,  New  York  10965 


490.7—6064 


Maniln  X-Haif  and 
(loAlnm  QlUuc 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  Janies  A.  Martin,  M.D. 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D..  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  MitcheU,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  HI,  M.D.,  F.A.A.P. 

Joseph  BUder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
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“The  inconvenience  of  a cold” 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


V 


V3liurTl°(diazepam) 
useful 
adjunct 
for  the 
coronary 
patient... 


When  oppressive  feelings  and 
psychic  tensions  are  severe 
and  cooperation  with  the  phy- 
sician poor,  it  may  be  helpful  to 
add  adjunctive  Valium  (diaz- 
epam), 1 0 mg  or  5 mg  t.i.d.,  to 
the  coronary  patient’s  regimen. 
Valium  (diazepam)  helps  to 
promote  the  needed  relaxation 
that  the  patient  requires  to 
make  him  less  preoccupied 
with  his  condition  and  more  in- 
clined to  cooperate  in,  and 
benefit  from,  the  total  thera- 
peutic program.  Valium  (diaz- 
epam) may  be  administered  in 
the  presence  of  secondary 
depressive  symptoms. 


convalescing... 

(2  mg  or  5 mg  t.i.d.) 

The  heart  patient  who  leaves 


the  hospital  to  enter  a period  of 
slow  restorative  treatment  is 
often  forced  to  make  emotion- 
ally difficult  adjustments.  The 
resulting  stress  of  this  period 
may  again  cause  psychic  ten- 
sion to  mount  to  potentially 
harmful  levels.  To  augment 
your  reassurance  and  the  emo- 
tional support  of  his  family,  a 
2 mg  or5  mg  t.i.d.  regimen  of 
Valium  (diazepam)  can  reduce 
psychic  tension  and  thereby 
help  the  patient  to  accept 
necessary  restrictions  more 
calmly,  and  to  adjust  to  his  ill- 
ness more  realistically. 


Getting  back  to  work  presents 
additional  stresses  for  the 
cardiac  patient.  There  are 
often  anxiety-producing  fea- 
tures in  the  job  which  can  be 
more  significant  than  the  phys- 
ical or  intellectual  demands  of 
the  work.  Valium  (diazepam), 

2 mg  or5  mg  t.i.d.,  may  be  a 
useful  adjunct  to  reduce  over- 
reaction to  these  stresses  and 
thus  help  the  patient  to  face  job 
situations  more  calmly  and 


Vdlium  (diazepam) 

to  help 
relieve 
psychic 
tension 


and  for  the  patient  with  tension-induced  sleeplessness, 
remember  the  value  of  an  extra  tablet  at  bedtime 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states,  moderate  to 
severe  psychoneurotic  states  with  anxiety,  apprehen- 
sion or  agitation  alone  or  with  depressive  symptoms; 
somatic  complaints  which  are  concomitants  of 
emotional  factors;  acute  agitation  due  to  alcohol 
withdrawal;  muscle  spasm  associated  with  cerebral 
palsy  and  athetosis. 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known 
hypersensitivity  to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropriate 
treatment.  ■ 


Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  or  debilitated  patients  (not  more  than 
1 mg,  one  or  two  times  daily  initially)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed 
or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise 
patients  against  possibly  hazardous  procedures 
requiring  complete  mental  alertness  or  physical 
coordination.  Driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  If  such  combination 
therapy  is  used,  carefully  consider  individual 
pharmacologic  effects  — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium 
(diazepam),  such  as  phenothiazines,  barbiturates, 

MAO  inhibitors  and  other  antidepressants.  Advise 
patients  against  simultaneous  ingestion  of  alcohol  or 
other  CNS  depressants.  Safe  use  in  pregnancy  not 
established.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Observe  usual  precautions  in  im- 
paired renal  or  hepatic  function.  Periodic  blood  counts 
and  liver  function  tests  advisable  in  long-term  use. 

Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations);  changes  in  EEG  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting,  sweating)  similar  to  those  seen  with 
barbiturates,  meprobamate  and  chlordiazepoxide  HCI. 


Dosage  — Adults:  Mild  to  moderate  psychoneurotic  re- 
actions, 2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 

10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  muscle  spasm  with  cerebral  palsy 
or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 

Geriatric  patients:  1 or  2 mg/day  initially,  increase 
gradually  as  needed  and  tolerated.  (See  Precautions.) 
Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  50  and  500. 

Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


a puzzle 
of  antacid 
complaints 


It  help  “my 
gassy  stomach?” 


a solution 
to  peptic  ulcer 

distress 


Stuart 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES.  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy. ^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 
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Clinics 


Allergy 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 


216  Medical  Prof.  Bldg. 
CA  6-7671 


San  Antonio  16,  Texas 
CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 
F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  156,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77026 
JA  6-3281 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon.  C.P.A.,  Administrator 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5b85  Midland,  Texas 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


THE  JOHNS  CLINIC  & HOSPITAL 


John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


720  West  6th  St.,  Taylor,  Texas 


Jay  J.  Johns,  M.D.,  F.A.C.S. 
S.  W.  Lehmberg,  M.D. 
Marvin  J.  Leshikar,  M.D. 


C.  J.  Daniel,  M.D. 

R.  C.  Hermann,  M.D.,  F.A.C.S. 
A.  Bryan  Spires,  Jr.,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 


FIFTH  AVENUE  CLINIC 


Clinical  Allergy  and  Immunology 


650  Fifth  Avenue 


2649  Procter  Street  Port  Arthur,  Texas 


Fort  Worth,  Texas 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


MEDICINE 

Sidney  E.  Stout,  M.D, 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 
Otto  H.  Grunow,  M.D. 


Volume  64,  March,  1968 


137 


THOMAS-SPANN  CLINIC  & HOSPITAL 
1546  S.  Brownlee  Corpus  Christi,  Texas 

Telephone  TU  4-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 
Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Janet  Wendel 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 


2100  North  Fulton  Street 


713  LE  2-1700 


KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  M.D., 
F.A.C.P. 

Stanton  P.  Fischer,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

Horacio  Jinich,  M.D. 

F.  Scott  O’Neil,  M.D. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 
John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 
William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 
Ricardo  Daichman,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 
Charles  W.  Ewing,  M.D. 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D. 
NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 
ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 

M.D. 

Jesse  H.  Dickson,  M.D. 
RADIOLOGY 

Charles  J.  Fagan,  M.D. 
Edward  H.  De  Mouy,  M.D. 
PATHOLOGY 

Laurence  J.  McCarthy,  M.D. 
DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Mrs.  Martha  Sue  Lowry, 
M.S. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox.  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Ophthalmology 

Henry  E.  Wahlen,  M.D. 
Psychiatry 

Albert  Owers,  M.D. 

Clinical  Pathology 

Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill.  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D. 
F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson.  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

PATHOLOGY 

Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  MiUer,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 
Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 
H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 

General  Practice 

J.  H.  Cochrane,  M.D. 

J.  W.  O’Bryant,  M.D. 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink.  M.D.,  F.A.C.S. 

Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 
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TEXAS  MEDICINE 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diag^nosis 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 

SURGERY  INTERNAL  MEDICINE 


Cardiovascular  Disease 
Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

H^h  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr., 
M.D. 

Dean  C.  Solcher,  M.D. 
Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 
Lewie  L.  Travis,  Jr.,  M.D. 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Diseases 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 
Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


W.  W.  Moorman,  M.D. 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 


CONSULTATION  BY  APPOINTMENT 


Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


Colon  and  Rectal 
Surgery 


CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4500 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2715  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  25,  Texas 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 


Ophthalmology  and 
Otolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan.  M.D.,  F.A.C.S. 
C.  B.  Marcum,  M.D.,  F.A.C.S. 

Internal  Medicine 
J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D. 

W.  A.  Riley.  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  a/rid  Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 


617  South  Tatar  Street 
Pasadena,  Texas  77502 


J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D., 


F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 
Urologif 

G.  F.  Dillon,  M.D. 
Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 
B.  B.  Trotter,  M.D. 
Business  Manager 
R.  L.  Heith 


MANUEL  G.  LAGON,  M.D. 


Diplomate  of  American  Board  of  Surgery  and  the  American  Board 
of  Colon  and  Rectal  Surgery. 


Proctology 

Colon  and  Rectal  Surgery 

909  Eighth  Avenue  ED  2-9513 

Fort  Worth,  Texas 
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Dermatology 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 

Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  M^ical  Arts  Bldg.  San  Antonio,  Texas 

THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

Eye,  Ear,  Nose,  Throat 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S..  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  FJk.C.S.,  F.I.C.S. 

M.  G.  Ellsasser.  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 
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Gastroenterology 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

MILFORD  0.  ROUSE,  M.D, 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

General  Surgery 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

T M A 

ANNUAL 
SESSION 
HOUSTON 
MAY  2-'^ 'fift 

35  GUEST  SPEAKERS 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

12  SECTION  MEETINGS 

13  REFRESHER  COURSES 

2 GENERAL  MEETINGS 

190  EXHIBITS 

3 CLOSED-CIRCUIT  TV  SESSIONS 

10  CURBSTONE  CONSULTATIONS 
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Internal  Medicine 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  Clinical  Psychology 

*Harris  M.  Hauser,  M.D.  Joanne  Borba,  M.  A. 

*Robert  I.  Hauser,  M.D.  Robert  D.  Langston, 

Wayne  Keller,  M.D.  PH.D.,  Consultant 

*Gerald  Ratinov,  M.D.  Psychiatric  Social  Work 

Ethel  M.  Feinsilver, 
M.S. 

808  Memorial  Professional  Building 

Houston,  Texas  77002 

CA  4-5041 

♦Diplomate,  American  Board  of  Psychiatry  and  Neurology 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-2121 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston,  Texas 

J.  SHIRLEY  SWEENEY,  M.D.,  F.C.A.P. 

Practice  Limited  to 

Clinical  Evaluation  and  Management 
of  Diabetes 

Beginning  March  11 

Gainesville,  Texas 

Neurology/Psychiatry 

MORRIS  H.  LAMBERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

♦Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

♦Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

♦Diplomates  American  Board  of  Psychiatry  and  Neurology 
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CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

swift  5-4023 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

JEAN  M.  B.  SMITH  MOURE,  M.D. 
Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

Neurological  Surgery 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomats  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

Ophthalmology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas.  Texas 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Hovi^ell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 
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HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 
Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 
Dallas,  Texas  RI  8-2712 


LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 
Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 
Houston,  Texas  77002 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone;  JA  9-4389 
Houston,  Texas 


ORTHOPEDIC  SURGERY  CLINIC 
Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7466  El  Paso,  Texas  79902 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 
Dallas.  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


CHARLES  E.  GRAHAM,  M.D. 
212  South  Cottonwood  Suite  D 
Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 
AD  1-6396 


Drive 

Defensively. 


Published  to  save  lives  in  cooperation  with 
The  Advertising  Council  and  The  National  Safety  Council. 


144 


TEXAS  MEDICINE 


Otolaryngology 


Pathology 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 
Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 
712  N.  Washington 
Suite  514 

Dallas,  Texas  Hours  By  Appt. 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Laryngology 

712  N.  Washington  122  W.  Colorado 

TA  6-3381  WH  3-4536 

Dallas,  Texas 


W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 


DONALD  N.  MATHESON,  M.D. 
Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth,  Texas 


Directory  of 
Professional  and  Lay 
Medical  Films 
Now  Available! 

Write:  Librarian 

Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 


PILCHER  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 

"Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston” 


HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 


ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 
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DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 
JA  3-5575  GR  3-5488 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 
MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 

214  E.  Houston  Street.  Tyler,  Texas  75701 

Off;  LY  3-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

Radiology 

Thoracic  Surgery 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  street 

Amarillo,  Texas  79106  373-8324 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4643 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 
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JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 
Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 


HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christl,  Texas  78404 
1415  Third  TU  4-1635 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

DaUas,  Texas  75235  ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 


ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  1.  COX,  M.D. 

Diplomates  American  Board  of  Urology 


Use  your 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  350  Films 
875  New  Journals  Each  Month 
Extensive  Reprint  Collection 
Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
AC  512  477-6704 
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Physicians  Wanted 

WANTED;  General  Practitioner  to  assuine  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3. .500.  Interested  physicians  please 
contact  Mrs.  J.  B.  Vandiver,  Frank  Denny,  Mrs.  Ruth  Newman 
or  Leroy  Wall,  Moody,  Texas.  

NEEDED : ORTHOPEDIST  to  join  14-man  specialty  group. 
New  million-doUar  clinic,  city  35,000  West  Texas,  dinie  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  rcimbu^o  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic.  Big  Spring. 
Texas. 

WANTED:  ONE  GENERAL  PELACTITIONER  AND  ONE 

INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12.000.  Write  or  call  C.  E.  Rush,  M.D..  Hereford. 
Texas. 

WANTED:  ONE  INTERNIST.  ONE  GENERAL  PRACTI- 

TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  36  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939.  Texas  Medicine.  1801  North  Lamar  Blvd..  Austin. 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities  it  offers  will  be  furnished  on  inquiring. 

WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
aider  internist ; to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000 : would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 

PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Bajdown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston.  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701. 

PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

DERMATOLOGIST;  Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 

WANTED  OTOLARYNGOLOGIST  AND/OR  OPHTHAL- 
MOLOGIST. Excellent  opportunity  in  new  clinic  with  group. 
Tremendous  drawing  area.  Accredited  open  staff  hospital. 
Town  of  15,000,  20  minutes  from  Dallas.  Unlimited  potential. 
Please  reply  to  Box  145,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin.  Texas  78701. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
sume practice  of  43  year  old  general  practitioner  who  died 
suddenly.  $1,800  per  month  guaranteed  plus  percentage  of  income 
above  $1,800.  Office  expenses,  nurses,  aids,  etc.  paid.  20-bed, 
three  doctor,  clinic-hospital  in  Nocona,  Texas.  Deceased  doctors 
net  income  above  $2,500  per  month.  Nocona  is  city  of  4,000  with 
good  schools,  industry,  all  white  population,  nice  lake  and  golf 
course,  hunting  and  fishing,  90  minutes  from  Dallas  and  Fort 
Worth.  Contact  A.  D.  Major.  M.D.,  or  K.  J.  Wharram,  M.D., 
Major  Clinic-Hospital,  Nocona,  Texas.  Phone  area  code  817,  825- 
3371. 

WANTED:  TWO  GENERAL  PRACTITIONERS  to  associate 
with  group  of  three  in  Huntsville,  Texas,  home  of  Sam  Houston 
State  College.  City  of  seven  hills  in  the  piney  woods  of  East 
Texas,  population  17,000.  Everything  will  be  furnished.  No 
initial  capital  investment  for  equipment,  furniture,  etc.  Will 
accept  on  salary  basis  or  any  other  method  preferred.  Write: 
Huntsville  Medical  Arts,  P.  O.  Box  35,  Huntsville,  Texas.  At- 
tention  : Dr.  E.  M.  Addison. 

ASSOCIATE  WANTED — Ear,  Nose  & Throat.  Board  eligible 
for  two-man.  Nose  & Throat  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  168,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

ASSOCIATE  WANTED — Internal  Medicine — Board  eligible  for 
eight-man  Internal  Medicine  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  169,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

PHYSICAL  MEIDICINE  AND  REHABILITATION  RESI- 
DENCY, 3-year,  integrated  with  Baylor  College  of  Medicine 
affiliated  hospitals.  Non-career  $4,610-$6,440.  Career  $9,221- 
$12,873;  (license  in  any  one  of  statffi  required).  Nondiscrimina- 
tion in  employment.  Contact  William  P.  Blocker,  Jr.,  M.D., 
VA  Hospital.  Houston,  Texas. 

OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
Income  families,  has  no  opthalmologist,  ENT.  dermatolo^st, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd..  Austin.  Texas  78701. 

NEED  FOR  ALL  SPECIALTIES  in  Dallas,  Texas.  Northlake 
Doctors  Building : X-ray,  pharmacy,  laboratorw  in  building. 
Need  for  all  specialties,  especially  internists,  ENT  men,  family 
physicians,  urologists.  Now  has  15  physicians,  10  dentists  and 
dental  specialists.  Interested  parties  may  lease  or  participate  in 
ownership.  Contact  Edwin  Burstyn,  10405  East  Northwest  High- 
way.  Dallas,  Texas  75238. 

WANTED;  LOCUM  TENENS  for  at  least  four  weeks  and  not 
more  than  six  weeks.  Preferably  all  of  May  and  half  of  June  or 
last  half  of  April  and  all  of  May.  Must  have  Texas  license.  Gen- 
eral practice,  no  OB,  in  city  of  120,000,  Central  Texas.  Reply  to 
Box  176,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 

Texas  78701. 

WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to 
join  two  physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital. 
Guarantee  $18,000  net.  Rotate  weekends,  holidays,  etc.  James  C. 
Price,  M.D.,  or  W.  A.  Sievers,  M.D.,  Gonzales,  Texas. 

WANTED — M.D.’s  to  do  general  practice  with  surgery,  Hous- 
ton area.  Present  doctors  netting  $4,000  to  $8,000  monthly  after 
six  months  practice.  No  investment  required.  Send  resume  to 
Box  179,  Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin, 

Texas  78701. 

SPACE  AVAILABLE  in  busy  internist’s  clinic  for  M.D.  in- 
terested in  general  practice,  pediatrics  or  internal  medicine. 
Complete  laboratory  facilities  available.  In  San  Antonio,  Texas. 
Please  reply  to  Box  180,  Texas  Medicine.  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

EXCELLENT  POSITION  AVAILABLE  in  45  man  multi-spe- 
cialty  group.  Texas  Medical  Center.  Teaching  and  research  oppor- 
tunities available  at  Baylor  University  College  of  Medicine  and 
several  hospitals  located  across  the  street  from  our  clinic.  Must 
be  board  certified  or  board  eligible  with  a strong  interest  in 
clinical  pathology.  Starting  salary  up  to  $25,000  with  excellent 
fringe  benefits  and  retirement  program.  For  additional  informa- 
tion please  contact  Mr.  J.  A.  Bakken,  Kelsey-Seybold  Clinic,  6624 
Fannin  Street,  Houston.  Texas  77025. 

NEED  FOR  ALL  SPECIALTIES  in  Pasadena,  Texas.  Office 
space  available  in  professional  building,  adjacent  to  300-bed  hos- 
pital and  60-bed  nursing  home.  Financial  arrangements  can  be 
worked  out  on  individual  basis.  Profitable  associations  available. 
Excellent  housing  and  school  facilities  nearby.  Contact  Carroll 
Boone.  M.D.,  3344  Plainview,  Pasadena.  Texas. 


WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126,  Texas  Medicine.  1801  North  Lamar  Blvd., 
Austin  Texas  78701. 


WANTED  GENERAL  SURGEON-GENERAL  PRACTITION- 
ER for  well-established  practice.  Association  first  year  on  salary, 
$24,000  guarantee.  Full  association  after  one  year.  Town  of 
5,000,  trade  area  10,000.  Please  reply  to  B.  O.  McDaniel,  M.D., 
708  South  1st  Street,  Muleshoe,  Texas. 


WANTED  : GENERAL  PRACTITIONER  on  or  about  Septem- 
ber 1,  1968.  45  minutes  to  downtown  Houston  on  freeway,  25 
minutes  to  Galveston.  Four  and  a half  day  week,  $2,000  monthly. 
Partnership  available  after  one  year.  For  additional  information 
write  Ad-186,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

PHYSICIAN  WANTED  : GP  moving  from  six  year  location. 
Choice  area  of  suburban  Houston.  Three  open-staff  hospitals  in 
neighborhood.  Office  and  equipment  available.  No  cash  needed. 
Ideal  for  GP,  internist,  pediatrician  or  OB/GYN.  Please  reply 
to  Ad-168,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 
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OUR  72nd  YEAR 


WOODWARD'S'' 


FORMERLY  AZNOES 


185  N.  WABASH 

ANN  WOODWARD  CHICAGO,  ILLINOIS  60601 


Founders  of  the  counseling  service  to  the  medical  profes- 
sion, serving  medicine  with  distinction  over  half  □ century. 
TELEPHONE;  (Area  Code  3 1 2)  726-5682 


SITUATIONS  AVAILABLE  IN  TEXAS 

GEN  PRACT;  (q)  FAAGP;  Houston;  1st  yr  $20,000;  $26,000  2nd;  $32,- 
000  3rd;  4th,  prtnr  nettg  $50,000;  ogcy  fee  neg,  (r)  7-mon  grp; 
req  int  obg;  $24,000  1st  yr;  S-Texas.  (s)  Join  FAAGP  est  20  yrs; 
expdng  two  40,000;  substnl  sal  2 yrs,  then  take-on  pract  & equip; 
pract  grossng  $55,000. 

INT  MED:  (o)  Assn  w/well  estab  diag  grp,  6 cert  IM;  new  cl  facils; 

substnl  sal  2 yrs,  prtnrshp  3rd;  Ige  univ  cty. 

OB-GYN;  (d)  Assn  w/4-man  grp,  1 cert  ped;  shid  be  exper  gyn  surg; 

may  exceed  $18,000  1st  yr  w/very  early  prtnrshp;  nr  Gulf. 
OPHTH:  (b)  Head  dept;  new  post;  w/13  specs,  most  cert;  grp  est 
over  30  yrs;  sal  neg;  poss  prtnrshp;  SE  section. 

RAD:  (c)  Chief;  reploce  chf  leavng  for  priv  pract;  250-bd  JCAH; 

new  dept  w/ isotopes  & affil  rad  tech  schl;  own  biling. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE  AN 
INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 
IN  TEXAS  & ELSEWHERE 

SITUATIONS  WANTED  IN  TEXAS 

ANES:  Early  30's;  MD,  Baylor;  cert;  univ  trnd;  2 yrs  priv  pract  anes; 
prefs  fairly  Ige  hsp  chfshp  w/fee  basis  netting  min  $30,000;  im- 
mediately available. 

OB-GYN:  33,  married  (3);  southerner;  MD,  Baylor;  recently  cert; 
completing  3 yrs  w/USN  hsps;  seeks  assn  w/spec  grp,  obg,  or 
multi-sp  grp;  min  $20,000;  avail  Aug  '68. 

SURG:  Early  30's;  cert  GS,  bd  elig  TS;  sevrl  yrs  GS  trng,  2 w/impor 
univ  hosp;  one  yr  thor  surg  trng,  Ige  med  schl  affil  hosp;  seeks 
hosp  chiefship,  thor  & cardio  S or  multi-sp  grp,  pref  w/oppty 
tchng;  proficient  Spanish  lang;  lie  Texas;  immed  avail. 

please  WRITE  US  FOR  FURTHER  INFORMATION 

PEDIATRICIAN : Excellent  opportunity  to  join  40-year  old 
physician  in  established  pediatric  practice  in  Austin.  Willing  to 
consider  any  mutually  agreeable  affiliation  ranging  from  offi(» 
sharing  to  full  partnership.  Please  write  Box  181,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRACTI- 
TIONER, or  physician  interested  in  general  practice  and  sur- 
gery ; or  general  practice  and  obstetrics.  Will  consider  genera] 
association  or  full  partnership.  Community  of  27,000-30,000  in 
Texas  Panhandle.  Please  reply  to  Box  182,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  NEEDED  for  Northeast  Texas 
community  of  Hooks  (Bowie  County).  Population  3,000,  trade 
area  6,000.  Brick  clinic  building  available.  Contains  two  waiting 
rooms,  receptionist  office,  four  examination  rooms,  lab,  office, 
emergency  room,  two  rest  rooms,  supply  room  with  cabinets  and 
double  sink.  Only  fifteen  miles  to  nearby  hospital.  Please  reply 
to  Mr.  Billy  L.  White,  President,  Hooks  Community  Clinic  Asso- 
ciation, Inc.,  Box  126,  Hooks,  Texas  75561. 


OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTI- 
TIONER to  associate  or  otherwise  with  well-established  general 
practitioner  in  central  Texas  town.  Negotiate  salary.  Have  Medi- 
care-approved hospital  of  16  beds  and  32-bed  rest  home  complex. 
Ideal  country  outdoor  living  with  excellent  schools,  churches,  and 
near-by  recreational  facilities.  No  initial  capital  investment.  Must 
see  to  appreciate.  For  information  reply  to  Ad-187,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED— A HOUSE  PHYSICIAN  for  a 52-bed  Medicare  in- 
stitution in  Shiner,  Texas.  Hospital  and  clinic  facilities  available. 
Lutheran  Social  Service,  408  West  45th  Street,  Austin,  Texas 
78751. 


Situations  Wanted 


WANTED : Emergency  room  work  in  metropolitan  area.  Have 
Pennsylvania  license.  Please  give  particulars  in  reply.  Will  ar- 
range time  for  personal  interview  if  expenses  are  paid.  Please 
reply  to  Ad-183,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Aus- 
tin, Texas  78701. 


PATHOLOGIST : Diplomate,  American  Board  of  Pathology  in 
pathologic  anatomy  and  clinical  pathology.  Texas  license.  Age  46. 
Desires  association  or  solo  practice.  Please  write  Ad-184,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


AVAILABLE  FOR  LOCUM  TENENS  from  mid-April  to  July. 
Win  consider  anywhere  in  Texas,  but  prefer  Central  Texas.  1961 
graduate  with  Texas  license.  33  year  old,  board  eligible  general 
surgeon.  For  additional  information  please  contact  Ad-185,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


FOR  SALE : Half  interest  in  a 30-bed,  Medicare  approved 
hospital  and  clinic  in  Central  Texas.  $25,000  to  $35,000  income 
can  be  expected.  Will  sell  with  downpayment  and  terms.  Im- 
mediate occupancy.  Has  been  running  continuously  for  50  years. 
For  details  write  Dr.  Neil  Buie,  11922  Cobblestone  Drive,  Hous- 
ton, Texas  77024. 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What 
have  you?  Write  today  1 Murray,  3305  Bryan,  Dallas,  Texas 
75204. 


FOR  SALE — 40  Simmons,  six  year  old  hospital  beds  with  either 
table  or  stands  in  mixed  colors.  Excellent  condition,  one  owner. 
Will  sell  all,  in  a first  come,  first  served  basis,  while  they  last 
at  $65  per  set.  Call  Mrs.  Maddox  or  Mrs.  Armstrong,  Colonial 
Acres  Hospital,  Dallas,  Texas.  AX  8-3326. 


DOCTORS  OFFICE  SPACE  AVAILABLE  in  metropolitan 
area  in  west,  northwest  Houston,  Texas,  undergoing  explosive 
population  growth.  Sixty  suite  professional  building  now  under 
construction  for  completion  in  June,  1968.  A three  hundred 
(300)  bed  general  hospital  is  designed  to  connect  to  the  profes- 
sional building  by  means  of  a second  level  all-weather  walkway 
with  construction  of  hospital  to  be  completed  in  the  near  future 
after  the  professional  building.  Hospital  and  professional  build- 
ing located  in  center  of  47  store  covered  mall  shopping  center. 
Latest  area  population  figures  reflect  250,000  middle  to  upper 
Income  residents  in  Memorial  Spring*Branch  area.  For  complete 
information  call  area  code  713,  464-2711,  or  write  Memorial  City 
Medical  Center,  12345  Kingsride  Lane,  Houston,  Texas  77024. 


SAN  ANTONIO,  Texas’  newest  medical  complex,  offers  office 
space  in  the  city’s  most  admired  medical  building.  Physicians’ 
Building,  1000  North  McCullough,  newly  constructed  Spanish- 
Moorish  architecture,  mall-effect  with  custom  designed  suites. 
Participating  laboratory  and  x-ray  facilities  on  premises.  Plenti- 
ful free  parking  for  both  patients  and  doctors.  Near  all  major 
hospitals,  expressways,  and  buslines.  Five  physicians,  including 
three  busy  general  practitioners  that  can  supply  patients  to  an- 
other general  practitioner,  or  can  be  a good  source  of  referrals 
to  specialists.  Lease  with  option  to  buy.  Call  or  write  Dr.  Harold 
N.  Cooper,  1000  North  McCullough,  San  Antonio,  Texas  78212. 
Telephone  Pershing  2-7131. 


MODERN  OFFICE  FOR  GENERAL  PRACTITIONER  OR 
PEDIATRICIAN,  reasonable  rent,  available  in  Ford  Village, 
southwest  Austin.  Occupant  retired.  Dentist  next  door — across 
street  from  school.  Contact  Bert  Ford,  2405  Bowman  Avenue, 
Austin,  Texas  78703.  Telephone  GR  2-5502. 


FULLY-EQUIPPED  CLINIC  AND  GENERAL  PRACTICE  of 
recently  deceased  physician-surgeon  available  for  lease  or  pur- 
chase. Assets  include  real  estate  in  prime  location  with  brick 
building  and  facilities  that  will  accommodate  one  or  two  doctors. 
Equipment  includes  fuU  lab,  x-ray,  other  specialized  equipment. 
Practice  is  in  a small  East  Texas  town  serving  approximately 
15,000  population  area.  Modern,  local  50-bed  hospital.  Staff  posi- 
tion open.  Contact  Mrs.  Haskell  Heiligman,  P.O.  Box  100,  Over- 
ton,  Texas  75684,  AC  214,  834-6234  ; or  Mrs.  E.  L.  Nichols,  1500 
Cliffside  Drive,  Austin,  Texas  78704. 


VERY  DESIRABLE  LOCATION  for  physician  in  growing 
suburban  area  of  Austin.  Will  build  to  suit  lessee,  an  addition  to 
building  now  occupied  by  dentist  and  podiatrist.  For  more  in- 
formation write  Dr.  H.  A.  Ramey,  518  E.  Oltorf,  Austin,  Texas 
78704. 


Make  your  plans  now 
to  attend  the 
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alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 

10  mg 

Vitamin  B^  (Pyridoxine  HCI) 

2 mg 

Vitamin  6,2  Crystalline 

4 mcgm 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Niacinamide 

100  mg 

Calcium  Pantothenate 

20  mg 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder” 

jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691-6-3942 
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PROG  RAM 


ANNUAL  SESSION  MAY  2-5,  1968 


TEXAS  MEDICAL  ASSOCIATION 


lOlst  Annual  Session  Program 

May  2-5,  1968  (Thursday-Sunday) 

Houston,  Texas 


Highlights 


How  To  Use  This  Program 


Look  For — On  Page — 

Presidents  and  Presidents-Elect  P-4 

Services  (Registration,  Ticket  Sales,  Messages, 
Information,  First  Aid,  News  Room, 

Stenographers,  Equipment) P-3 

Hotels  and  Motels P-4 

Special  Programs P-5 

Closed-Circuit  Television  Presentations P-4 


Entertainment  (Spacecraft  Center  Tour,  Baseball 


Game,  Fifty  Year  Club,  Past  Presidents 
Association,  Alumni  Events,  Fraternity 
Functions,  Class  Reunions,  Women 
Physicians,  Sports) P-6 

Business  Activities  (House  of  Delegates,  Refer- 
ence Committees,  Board,  Council,  and 
Committee  Meetings,  TEXPAC)  P-7 

Annual  Session  Committees  P-8 

Guest  Speakers  (with  all  their  speaking  engage- 
ments, sponsors,  and  host  societies) P-9 

Special  Speakers  P-15 

Memorial  Service  P-19 

General  Meetings  and  Luncheons  P-19 

Refresher  Courses  P-20 

Curbstone  Consultations  P-21 

Section  Meetings P-22 

Specialty  Programs  (Related  Organizations, 

Other  Specialty  Groups,  Special  Programs 
of  Association) P-36 

Exhibits  (Art,  Film  Program,  Scientific, 

Technical) P-59 


SERVICES 


Registration  and  Ticket  Sales 

There  is  no  registration  fee  for  members  of  the  Texas 
Medical  Association,  participants  in  the  annual  ses- 
sion program,  interns,  residents,  or  individuals  in  al- 
lied health  disciplines,  such  as  medical  students, 
medical  assistants,  nurses,  and  technicians. 


A registration  fee  of  $10  is  charged  for  all  other  non- 
member physicians. 

The  registration  and  ticket  sales  area  will  be  open 
during  the  following  hours  in  the  Exhibits  Hall  Foyer, 
Shamrock  Hilton  Hotel: 


Wednesday 

Thursday 

Friday 

Saturday 


1:30-5  p.m. 

7:30  a. m. -5:30  p.m. 
7:30  a. m. -5:30  p.m. 
7:30  a. m. -5:30  p.m. 


The  registration  area  will  be  located  in  the  Lobby, 
Shamrock  Hilton  Hotel,  during  the  following  hours  on: 


Sunday  7:30  a.m.-3  p.m. 

Messages  and  Information 

Information  may  be  obtained  Thursday,  Friday,  Sat- 
urday, and  Sunday  from  the  Message  Center  (booth 
located  off  Lobby  on  north  promenade.  Shamrock 
Hilton  Hotel).  The  Message  Center  (telephone 
668-0421)  will  accept  emergency  messages  for  physi- 
cians and  will  post  lists  of  those  receiving  such  mes- 
sages in  the  meeting  areas  of  the  headquarters  hotels 
and  in  the  registration  area.  Physicians  are  asked  to 
encourage  their  office  staffs,  families,  and  patients  to 
keep  their  calls  to  the  Message  Center  to  a minimum 
and  to  check  with  their  offices  and  homes  at  intervals 
to  receive  any  messages.  Emergency  messages  for 
Houston  physicians  may  be  directed  to  668-0422. 

A desk  for  information  regarding  events,  directions, 
restaurants,  and  historical  places  in  Houston  will  be 
located  in  the  Exhibits  Hall  Foyer,  Shamrock  Hilton 
Hotel  on  Thursday,  Friday,  and  Saturday. 

The  Harris  County  Medical  Assistants  Society  will  as- 
sist with  ticket  sales  and  with  information  and  mes- 
senger service  to  physicians  throughout  the  session. 

The  Texas  Medical  Association  will  maintain  an  office 
in  Rooms  351-353,  Shamrock  Hilton  Hotel  (Stenog- 
raphers’ Room,  telephone  668-9849).  Mail  and  tele- 
grams may  be  addressed  in  care  of  the  Texas  Medi- 
cal Association,  Shamrock  Hilton  Hotel,  Houston 
77001. 


First  Aid,  Ambulance  Service 

An  ill  or  injured  registrant  may  receive  medical  aid  at 
the  registration  desk  located  in  Hall  of  Exhibits  Foyer, 
Shamrock  Hilton  Hotel.  One  of  the  following  physi- 
cians will  be  on  call  at  the  registration  desk  to  render 
medical  assistance  during  the  period  of  the  annual 
session:  Dr.  R.  Andrew  Jackson,  Dr.  Edwin  J.  Morrow, 
Dr.  Joseph  T.  Painter,  or  Dr.  William  C.  Sutton. 
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Presidents  and  Presidents-Elect 


Dr.  Howard  R.  Dudgeon 

Waco,  President 
Texas  Medical  Association 


Dr.  G.  V.  Brindley,  Jr. 

Temple,  President-Elect 
Texas  Medical  Association 


Mrs.  Frank  M.  Posey,  Jr. 

San  Antonio,  President 
Woman’s  Auxiliary  to  the 
Texas  Medical  Association 


Mrs.  Travis  Smith 

Abilene,  President-Elect 
Woman’s  Auxiliary  to  the 
Texas  Medical  Association 


The  following  physicians  also  are  on  call  to  render  as- 
sistance: 

Dr.  Kenton  R.  Phelps,  on  call  for  Shamrock  Hilton 
and  Towers  Hotels  (place  calls  through  hotel 
switchboard) 

Dr.  Henry  W.  Withers  and  Dr.  Jack  N.  Bevil,  on 
call  for  Warwick  Hotel  (place  calls  through  hotel 
switchboard) 

The  Shamrock  Hilton  Hotel  Medical  Office  will  be  open 
Wednesday  through  Friday,  8:30  a.m.  to  5 p.m. 

Ambulance  service  may  be  obtained  by  telephoning 
222-3434. 


News  Room  and  TMA  Bulletin 

A News  Room  will  be  maintained  in  Room  444  of  the 
Shamrock  Hilton  Hotel  (telephone  668-9936). 

Headquarters  for  TMA  Bulletin  will  be  in  Room  448 
of  the  Shamrock  Hilton  Hotel. 

Stenographers'  Suite 

The  Stenographers’  Suite  will  be  maintained  in  Rooms 
351  and  353  of  the  Shamrock  Hilton  Hotel  (telephone 
668-9849). 


Equipment 

Requests  and  problems  involving  equipment  for  meet- 
ing rooms  may  be  directed  to  Room  333  (Belvedere 
B)  of  the  Shamrock  Hilton  Hotel  (telephone  668- 
0779). 


HOTELS  AND  MOTELS 

The  Shamrock  Hilton  Hotel  (Main  Street  at  Holcombe 
Boulevard)  and  the  Towers  Hotel  (2130  Holcombe 
Boulevard)  have  been  designated  Association  cohead- 
quarters for  the  annual  session.  The  Warwick  Hotel 
(5701  Main  Street)  will  be  headquarters  for  the  Wom- 
an’s Auxiliary. 

In  addition  to  the  headquarters  hotels,  a partial  list 
of  hotels  and  motels  housing  Association  and  Auxil- 
iary members  is  given  below: 

Holiday  Inn-Central,  4640  Main  Street 
Hotel  Plaza,  5020  Montrose  Boulevard 
Ramada  Inn,  8700  South  Main  Street 


Sheriton  Oaks  Motel,  7021  South  Main  Street 
Tidelands  Motor  Inn,  6500  Main  Street 
White  House  Inn,  9300  Main  Street 


LOCATION  OF  EXHIBIT  AREAS  AND 
MEETING  ROOMS  OF  HEADQUARTERS  HOTELS 

Art,  Scientific  and  Technical  Exhibit  Areas 
Regency  Room  and  Hall  of  Exhibits,  First  Floor,  Sham- 
rock Hilton  Hotel 


Shamrock  Hilton  Hotel 
First  Floor: 

Emerald  Room 
Garden  Room 
Grecian  Room 
Hide-Away  Lounge 
Mai  Tai  Room  (enter  through 
International  Club) 

Normandy  A and  B 
Belvedere  B (Room  333)Rooms  351,  352,  353,  355 
Castilian  A,  B,  and  C Venetian  Room 
Nile  A and  B Walnut  Room 

Fourth  Floor: 

Rooms  442,  444,  446,  448 

Towers  Hotel  (All  rooms  are  located  on  the  Second 
Floor.) 

Bayou  Room 
Conference  Room  225 
Minuet  Room 
Tower  Room 

Warwick  Hotel  (With  exception  of  those  indicated,  all 
rooms  are  located  on  Lobby  Floor.) 

Board  Room,  Lower  Concourse 
Crown  Room 
Imperial  Suite 
La  Fontaine  Ballroom 
Princess  Suite 


Azalea  Room 
Bluebonnet  Room 
Camellia  Room 
Continental  Room 


Third  Floor: 
Belvedere  A 


LIVE,  COLOR,  CLOSED-CIRCUIT 
TELEVISION 

Three  medical  television  programs,  live  and  in  color, 
courtesy  of  Smith  Kline  & French  Laboratories,  Phila- 
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delphia,  will  be  offered  to  registrants  during  the  annu- 
al session.  Programs  are  being  supervised  and  ar- 
ranged under  the  direction  of  Dr.  O.  A.  Fly,  Jr.,  Hous- 
ton, Television  Chairman.  Programs  will  be  presented 
from  the  Auditorium,  Hermann  Hospital,  and  beamed 
to  physicians  in  the  Emerald  Room,  Shamrock  Hilton 
Hotel.  A moderator  for  each  program  will  be  present 
in  the  Emerald  Room  and  he  will  receive  questions 
from  the  audience  and  direct  them  to  panelists  at 
Hermann  Hospital.  Programs  and  question  forms  will 
be  available  in  the  Emerald  Room.  The  following 
topics  and  panelists  are  scheduled.  With  the  exception 
of  those  indicated,  all  panelists  are  from  Houston. 

1.  The  Function  of  a Coronary  Care  Unit  in  a Small 
Hospital. 

Special  Program,  cosponsored  by  Texas  Medical 
Association  Committees  on  Nursing  and  Cardiovas- 
cular Diseases,  Thursday,  4-5  p.m. 

Moderator:  Robert  B.  Crouch 

Participants:  Norma  Jean  Kloster,  R.N.,  Pasadena 

Faber  F.  McMullen,  Jr. 
Mary  Kathleen  Ward,  R.N.,  Pasadena 

The  program  will  demonstrate  the  practical  aspects  of  a func- 
tioning coronary  care  unit  in  the  handling  of  a patient  from 
the  time  of  onset  of  his  symptomatology  and  his  admission  to 
a coronary  care  unit.  After  being  in  the  unit  the  various  meth- 
ods of  baseline  therapy  are  instituted  and  as  various  cardiac 
arrhythmias  occur,  specific  therapeutic  measures  are  insti- 
tuted to  avoid  a catastrophic  situation.  The  program  will  dem- 
onstrate that  a coronary  care  unit  can  function  effectively  in 
a peripheral  hospital  or  a rural  hospital. 

2.  Injuries  of  the  Hand. 

General  Meeting,  Friday,  10-11  a.m. 

Moderator:  Robert  J.  Wise 

Participants:  Raymond  0.  Brauer 

Edward  J.  Kirby 
Melvin  Spira 

The  program  will  deal  with  treatment  and  management  of 
common  injuries  of  the  hand. 

3.  Problems  of  Respiratory  Therapy. 

General  Meeting,  Saturday,  2-3  p.m. 

Moderator:  John  Q.  Durfey 

Participants:  Mr.  Larry  Ellis 

James  M.  Fenstermacher 
Gunyon  M.  Harrison 
Shelly  E.  Liss 
William  C.  North,  Memphis,  Tenn. 

The  program  will  be  oriented  along  three  general  areas:  (1) 
equipment,  (2)  patient  presentation  and  problems  involved  in 
patient  care,  and  (3)  audience  participation,  through  quiz 
questions  presented  at  intervals  or  at  conclusion  of  program. 
In  the  third  area,  an  attempt  will  be  made  to  present  a clini- 
cal situation  for  diagnosis  and  treatment. 


WOMAN’S  AUXILIARY  HEADQUARTERS 

Business,  social,  and  educational  sessions  of  the 
Woman's  Auxiliary  to  the  Texas  Medical  Association 
will  be  held  in  the  Warwick  Hotel,  5701  Main  Street. 


SPECIAL  PROGRAMS 

In  conjunction  with  the  programs  of  the  scientific 
sections  and  related  organizations,  the  following  spe- 
cial programs  will  be  offered.  Details  on  the  various 
programs  appear  elsewhere  in  this  program. 

Second  Texas  Conference  of  Physicians  and  Nurses. 

The  preconvention  program,  to  be  held  Wednesday 
9 a.m. -5  p.m.,  Grecian  Room,  Shamrock  Hilton  Hotel, 
will  be  sponsored  by  the  Texas  Nurses  Association  and 
the  TMA  Committee  on  Nursing.  The  morning  session 
will  be  devoted  to  discussion  of  the  coronary  care  unit 
— its  organization  and  function,  and  the  responsibility 
of  the  physician  and  nurse.  An  afternoon  panel  ses- 
sion will  offer  pointers  on  how  to  meet  the  challenge 
of  changing  patterns  of  patient  care. 

Conference  on  School  Health.  Drugs,  venereal  disease, 
emotional  disturbances,  accidents,  academic  failure, 
and  marriage  problems  of  teenagers  are  discussion 
topics  planned  for  the  conference  sponsored  by  the 
TMA  Committee  on  School  Health  and  the  Houston 
Independent  School  District,  Thursday,  8:30  a.m.- 
4 p.m.,  Grecian  Room,  Shamrock  Hilton  Hotel. 

Symposium  on  Cardiovascular  Diseases.  Two  topics — 
coronary  care  units  and  diagnosis  and  treatment  of 
vascular  diseases — will  highlight  discussion  sessions 
of  the  Symposium  on  Cardiovascular  Diseases.  The 
Symposium,  cosponsored  by  the  Texas  Heart  Associ- 
ation and  the  TMA  Committee  on  Cardiovascular  Dis- 
eases, will  be  presented  Thursday,  8:30  a.m. -4:15  p.m.. 
Continental  Room,  Shamrock  Hilton  Hotel. 

Symposium  on  Health  Careers  Recruitment  Programs. 
Recruitment  of  personnel  into  health  careers  will  be 
the  theme  of  the  Symposium  to  be  sponsored  Thurs- 
day, 9 a.m. -3  p.m.,  Castilian  Rooms  A,  B,  and  C, 
Shamrock  Hilton  Hotel.  Representatives  of  18  agen- 
cies interested  in  health  careers  recruitment  will  pre- 
sent reviews  of  their  programs. 

Disaster  Environmental  Simulator  Presentation.  The 
presentation  of  a disaster  environmental  simulator 
exercise  will  be  sponsored  by  the  TMA  Committee  on 
Disaster  Medical  Care,  Thursday,  9:30-10:30  a.m., 
Mai  Tai  Room,  Shamrock  Hilton  Hotel. 

Texas  Academy  of  General  Practice  Seminar.  TAGP 
will  sponsor  a seminar  Thursday,  12:30-5  p.m..  Azalea 
and  Bluebonnet  Rooms,  Shamrock  Hilton  Hotel.  Pa- 
pers regarding  ear,  nose,  and  throat  will  be  presented 
and  a panel  composed  of  deans  of  medical  schools 
will  discuss  medical  education  as  it  meets  the  needs 
of  future  medical  care  in  Texas. 

Symposium  on  Rheumatic  Diseases.  Papers  on  the 
management  of  rheumatoid  arthritis,  orthopedic  man- 
agement of  arthritis,  the  treatment  of  gout,  and  a 
panel  program  on  problems  in  rheumatic  disorders 
will  be  offered  Thursday,  2-5  p.m..  Camellia  Room, 
Shamrock  Hilton  Hotel,  by  the  Texas  Rheumatism 
Association. 

Committee  on  Medical  History  Program.  A special 
program  on  the  history  and  development  of  The  Uni- 
versity of  Texas  M.  D.  Anderson  Hospital  and  Tumor 
Institute  will  be  offered  at  a dinner  session  of  the 
TMA  Committee  on  Medical  History  Thursday,  7 p.m., 
Tower  Room,  Towers  Hotel. 

Panel  Presentation:  The  Hippie  Syndrome.  A clergy- 
man, a criminologist,  a pediatrician,  a psychiatrist 
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all  will  offer  their  views  regarding  “The  Hippie  Syn- 
drome." The  panel  presentation  will  be  given  in  Cas- 
tilian Room  A,  B,  and  C,  Shamrock  Hilton  Hotel, 
Thursday,  8 p.m. 

Symposium  on  Alcoholism.  A discussion  of  the  “Diag- 
nosis of  Alcoholism”  will  highlight  the  Thursday,  8 
p.m.  session,  to  be  sponsored  by  the  Texas  Commis- 
sion on  Alcoholism  and  The  University  of  Texas,  Divi- 
sion of  Extension,  in  the  Grecian  Room,  Shamrock 
Hilton  Hotel. 

Symposium  on  Mental  Retardation.  Sponsored  by  the 
Texas  Department  of  Mental  Health  and  Mental  Retar- 
dation, the  Symposium  will  offer  papers  regarding 
mental  retardation  and  its  management,  prevention, 
early  identification,  diagnostic  evaluation,  trends  in 
training  and  research,  goals.  The  Saturday  session 
will  be  held  9 a. m. -4:45  p.m..  Bayou  Room,  Towers 
Hotel. 

Seminar  on  Isotopes — Everyday  Practice.  The  Semi- 
nar, to  be  sponsored  by  the  TMA  Committee  on  Nu- 
clear Medicine  and  the  Section  on  Radiology,  will  be 
presented  Saturday,  2-5  p.m..  Walnut  Room,  Sham- 
rock Hilton  Hotel. 

Luncheon  Programs.  Two  Texas  Medical  Association 
luncheon  programs  have  been  planned: 

General  Meeting  Luncheon,  Friday,  12:30  p.m..  Con- 
tinental Room,  Shamrock  Hilton  Hotel.  Dr.  Milford 
0.  Rouse,  President,  American  Medical  Association, 
will  be  guest  speaker. 

General  Meeting  Luncheon,  Saturday,  12  Noon,  Con- 
tinental Room,  Shamrock  Hilton  Hotel.  Mr.  M.  Stan- 
ton Evans,  Editor,  The  Indianapolis  News,  Indian- 
apolis, Ind.,  will  be  guest  speaker. 

Members  of  the  Association  and  Auxiliary  and  guests 
are  invited  to  attend  the  luncheons. 


ENTERTAINMENT 

Tour  of  N.A.S.A.  Manned  Spacecraft  Center 

A tour  of  the  National  Aeronautics  and  Space  Admin- 
istration’s Manned  Spacecraft  Center  and  a medically- 
oriented  lecture  and  demonstration  are  scheduled 
Thursday,  2-4  p.m.  Buses  will  leave  the  main  entrance 
of  the  Shamrock  Hilton  Hotel  at  1 p.m.  and  will  return 
approximately  5 p.m.  After  the  lecture  and  demonstra- 
tion, a bus  tour  of  the  Spacecraft  Center  is  planned. 
There  is  no  charge  for  the  tour  or  lecture-demon- 
stration. 

Dr.  William  M.  Sherrill,  Houston,  is  in  charge  of  ar- 
rangements. 

Baseball  Game  in  the  Astrodome 

A limited  number  of  seats  at  ground  level,  first  base 
line,  have  been  reserved  Saturday  at  7:30  p.m.  for 
Texas  Medical  Association  members  and  their  families 
for  the  baseball  game  between  the  Atlanta  Braves  and 
the  Houston  Astros.  Tickets  will  be  $3.50  each  and 
may  be  obtained  in  the  registration  area.  Hall  of  Exhi- 
bits Foyer,  Shamrock  Hilton  Hotel.  Transportation  will 
not  be  provided.  Dr.  William  M.  Sherrill,  Houston,  is 
in  charge  of  arrangements. 


Fifty  Year  Club 

Members  of  the  Fifty  Year  Club  and  their  wives  will  be 
honored  Friday  at  the  General  Meeting  Luncheon, 
12:30  p.m..  Continental  Room,  Shamrock  Hilton  Hotel. 
Tickets  will  be  on  sale  in  the  registration  area. 

Past  Presidents  Association 

Members  of  the  Past  Presidents  Association  and  their 
wives  will  be  honored  Saturday  at  the  General  Meeting 
Luncheon,  12  Noon,  Continental  Room,  Shamrock 
Hilton  Hotel.  Tickets  will  be  on  sale  in  the  registration 
area. 

Alumni  Events 

All  alumni  events  are  scheduled  Saturday,  May  4, 
6:30  p.m.  Events  are  being  arranged  under  the  gen- 
eral direction  of  Dr.  W.  Tom  Arnold  of  Houston.  Infor- 
mation and  tickets  will  be  available  in  the  registration 
area  of  the  Shamrock  Hilton  Hotel. 

Events  planned,  location,  and  person  in  charge  are 
as  follows: 

Baylor  University  College  of  Medicine,  Houston. 
Reception,  Castilian  A,  B,  and  C,  Shamrock  Hilton 
Hotel.  Drs.  Thane  T.  Sponsel  and  Hampton  C.  Rob- 
inson, Houston,  and  Mr.  Russell  Clem,  Director  of 
Public  Relations,  Alumni  Association,  Houston,  are 
in  charge. 

Tulane  University  School  of  Medicine,  New  Orleans. 
Cocktail  Party,  Belvedere  Room,  Shamrock  Hilton 
Hotel.  Drs.  W.  Tryon  Robinson  and  Jim  B.  Brame, 
Houston,  and  Miss  Beatrice  M.  Field,  Director,  Tu- 
lane Alumni  Activities,  New  Orleans,  are  in  charge. 

University  of  Mississippi  School  of  Medicine,  Jack- 
son,  Miss.  Open  House,  Suite  of  Dr.  and  Mrs.  E.  E. 
Ellis,  Shamrock  Hilton  Hotel.  Dr.  E.  E.  Ellis,  Presi- 
dent, Ole  Miss  Medical  Alumni  Chapter,  and  Mr. 
C.  W.  Price,  Office  of  Alumni  Activities,  Jackson, 
are  in  charge. 

University  of  Texas  Medical  Branch,  Galveston. 
Cocktail  Party,  Dinner,  and  Program,  Grecian  Room, 
Shamrock  Hilton  Hotel.  Drs.  John  A.  Wall  and  C. 
Denton  Kerr,  Houston,  and  Miss  Mildred  M.  Robert- 
son, Executive  Secretary,  Alumni  Association,  Gal- 
veston, are  in  charge. 

University  of  Texas  Southwestern  Medical  School, 

Dallas.  Cocktail  Party  and  Buffet  Supper,  Garden 
Room,  Shamrock  Hilton  Hotel.  Drs.  Stanley  J.  Zim- 
merman and  Paeder  J.  Hoovestol,  Houston,  and 
Mrs.  Louise  B.  Hipp,  Executive  Secretary,  Alumni 
Association,  Dallas,  are  in  charge.  Tickets  at  $7.50 
per  person  are  available  from  Dr.  Zimmerman,  Dr. 
Hoovestol,  or  Mrs.  Hipp. 

Fraternity  Functions 

Fraternity  functions  are  being  arranged  under  the  gen- 
eral direction  of  Dr.  W.  Tom  Arnold  of  Houston.  Cock- 
tail parties  are  scheduled  Friday,  May  3,  6:30  p.m., 
as  follows: 

Alpha  Kappa  Kappa  Medical  Fraternity,  Grecian  Room, 
Shamrock  Hilton  Hotel.  Dr.  Luke  W.  Able,  Houston, 
and  Dr.  Robert  E.  Hill,  Baytown,  are  in  charge. 

Nu  Sigma  Nu  Medical  Fraternity,  Castilian  A,  Sham- 
rock Hilton  Hotel.  Dr.  Charles  W.  Klanke,  Houston, 
is  in  charge. 
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Phi  Beta  Pi  Medical  Fraternity,  Walnut  Room,  Sham- 
rock Hilton  Hotel.  Drs.  John  C.  Kennedy  and  Ray  M. 
Morgan,  Jr.,  Houston,  are  in  charge. 

Phi  Chi  Medical  Fraternity,  Venetian  Room,  Shamrock 
Hilton  Hotel.  Drs.  Edward  L.  Wall  and  Dean  C.  Solcher, 
Houston,  are  in  charge. 

Phi  Delta  Epsilon  Medical  Fraternity,  Normandy  A, 
Shamrock  Hilton  Hotel.  Drs.  Randolph  L.  Schaffer  and 
Raymond  H.  Kaufman,  Houston,  are  in  charge. 

Phi  Rho  Sigma  Medical  Fraternity,  Normandy  B, 
Shamrock  Hilton  Hotel.  Drs.  John  T.  Armstrong  and 
Frederick  H.  Aves,  Houston,  are  in  charge. 

Theta  Kappa  Psi  Medical  Fraternity,  Castilian  C, 
Shamrock  Hilton  Hotel.  Dr.  W.  Tom  Arnold,  Houston, 
and  Dr.  Charles  M.  Ashmore,  Bellaire,  are  in  charge. 

Class  Reunions 

University  of  Texas  Medical  Branch  class  reunions  are 
scheduled  as  follows: 

Class  of  February  1948,  Galveston  Chapter,  Cock- 
tail Party  and  Buffet,  Thursday,  May  2,  6:30  p.m.. 
Doctor’s  Club  of  Houston,  Jesse  H.  Jones  Library 
Building.  Dr.  Joel  H.  Johnson,  Brenham,  is  in 
charge. 

Alumni  Association 

Officers  and  Board  of  Trustees,  University  of  Texas 
Medical  Branch  Alumni  Association,  will  meet  Friday, 
3 p.m..  Conference  Room  225,  Towers  Hotel. 

Women  Physicians 

A luncheon  for  women  physicians  of  the  Texas  Medical 
Association  has  been  scheduled  Thursday,  12  Noon, 
Bayou  Room,  Towers  Hotel.  Tickets  will  be  on  sale  in 
the  registration  area.  Dr.  Elizabeth  D.  Talley,  Houston, 
is  in  charge. 

Sports 

Golf  and  tennis  tournaments  will  be  held  during  the 
annual  session.  Dr.  Homer  A.  Taylor,  Houston,  is  gen- 
eral sports  events  chairman. 

Golf.  The  golf  tournament  will  be  held  Friday  at  the 
Westwood  Country  Club.  Directions  and  a map  show- 
ing route  to  the  Club  will  be  furnished  at  the  sports 
events  desk  in  the  registration  area.  Tee-off  time  has 
been  scheduled  between  8 a.m.  and  1 p.m.  Advanced 
tee  times  can  be  arranged  at  the  sports  events  desk. 

Registration  fee,  which  includes  green  fees,  cart  or 
caddy,  may  be  paid  at  the  site  of  the  tournament 
before  teeing  off.  Verified  handicaps  should  be  sub- 
mitted to  Dr.  Homer  A.  Taylor  at  the  Club. 

Prizes  will  be  awarded  at  the  Club  following  conclusion 
of  the  tournament. 

Tennis.  The  tennis  tournament  is  scheduled  Wednes- 
day (starting  at  1 p.m.)  and  all  day  Thursday.  The 
tournament,  to  be  held  at  the  Memorial  Park  Tennis 
Center,  will  include  (1)  men’s  singles,  (2)  men’s  dou- 
bles, (3)  mixed  doubles,  (4)  ladies’  singles,  and  (5) 
ladies’  doubles.  Men  may  enter  only  two  events. 

Entry  fee  is  $5.00  per  person,  payable  to  Dr.  Charles 
Russo,  1121  Hermann  Professional  Building,  Houston 


77025.  Trophies  will  be  provided  by  the  A.  H.  Robins 
Company. 

Each  player  is  requested  to  bring  one  can  of  new 
tennis  balls. 

For  individual  play,  other  than  tournament,  call  Me- 
morial Park  Tennis  Center  for  reservation,  UN  1-3765. 

Dr.  Ben  T.  Withers,  Houston,  is  in  charge  of  arrange- 
ments for  the  tennis  tournament. 

Information  regarding  sports  events  may  be  obtained 
from  the  sports  events  desk  located  in  the  registration 
area  of  the  Shamrock  Hilton  Hotel. 


BUSINESS  ACTIVITIES 

House  of  Delegates 

The  three  sessions  of  the  House  of  Delegates  will  be 
held  as  follows  in  the  Shamrock  Hilton  Hotel: 

Thursday,  10:30  a.m..  Emerald  Room 

Friday,  7:30  p.m..  Emerald  Room 

Saturday,  4:30  p.m..  Azalea  and  Bluebonnet  Rooms 

A breakfast  for  the  House  of  Delegates  will  be  held 
at  7:30  a.m.  Friday  in  the  Continental  Room  of  the 
Shamrock  Hilton  Hotel. 

The  agenda,  with  reports  and  resolutions  available  at 
press  time,  and  a list  of  officers  and  committees  are 
included  in  a Handbook  for  Delegates  and  may  be 
obtained  by  others  upon  request.  All  members  of  the 
Association  may  attend  meetings  of  the  House,  but 
may  not  participate  in  discussion  or  voting  unless  they 
are  designated  as  delegates.  However,  all  members  of 
the  Association  have  the  privilege  of  appearing  before 
reference  committees  of  the  House  of  Delegates  in 
support  of  or  in  opposition  to  any  proposal. 

Reference  Committees 

Reference  committees  will  hold  their  first  meetings  to 
consider  business  assigned  to  them  by  the  Speaker  of 
the  House  of  Delegates  at  2 p.m.,  Thursday.  Addi- 
tional meetings  will  be  at  such  other  times  as  the 
chairmen  of  the  committees  find  necessary.  Meeting 
places  other  than  the  first  meeting  will  be  assigned  at 
the  Message  Center.  Committee  chairmen  are  urged 
to  inform  the  Message  Center  staff  when  they  have 
called  meetings  so  that  inquiries  may  be  answered. 
Meetings  of  reference  committees  Thursday  at  2 p.m. 
will  be  held  in  the  Shamrock  Hilton  Hotel  as  follows: 

Board  of  Councilors,  Room  1620 
Board  of  Trustees,  Room  1570 
Constitution  and  By-Laws,  Walnut  Room 
Legislation,  Belvedere  A 
Medical  Service  and  Insurance,  Nile  B 
Miscellaneous  Business,  Normandy  A 
Public  Relations,  Venetian  Room 
Reports  of  Officers  and  Committees,  Nile  A 
Scientific  Work,  Normandy  B 

Chairmen  of  reference  committees  are  asked  to  at- 
tend a breakfast  session  with  the  Speaker  of  the 
House  of  Delegates  at  7:30  a.m.  Thursday  in  the 
Walnut  Room  of  the  Shamrock  Hilton  Hotel  to  discuss 
procedures  and  to  expedite  business. 
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Board,  Council,  and  Committee  Meetings 

A number  of  Texas  Medical  Association  board,  council, 
and  committee  meetings  are  being  scheduled  during 
the  annual  session.  Those  scheduled  at  press  time 
follow: 


Wednesday 

2:00  p.m.  Committee  on  Medical  Service  and  In- 
surance, Nile  A,  Shamrock  Hilton  Hotel. 

6:30  p.m.  Board  of  Trustees  (dinner)  Room  1570, 
Shamrock  Hilton  Hotel. 

6:30  p.m.  Committee  on  Health  Insurance  (din- 
ner), Walnut  Room,  Shamrock  Hilton 
Hotel. 

6:30  p.m.  Council  on  Scientific  Advancement  (din- 
ner), Venetian  Room,  Shamrock  Hilton 
Hotel. 

6:30  p.m.  Council  on  Constitution  and  By-Laws 
(dinner),  Nile  B,  Shamrock  Hilton  Hotel. 

6:30  p.m.  Council  on  Medical  Education  and  Hos- 
pitals (dinner).  Belvedere  A,  Shamrock 
Hilton  Hotel. 


6:30  p.m.  Council  on  Public  Relations  and  Public 
Service  (dinner)  Normandy  A,  Shamrock 
Hilton  Hotel. 

7 p.m.  Board  of  Councilors  (dinner).  Garden 
Room,  Shamrock  Hilton  Hotel. 


Thursday 

7:30  a.m.  Delegates  to  the  American  Medical  As- 
sociation (breakfast),  Venetian  Room, 
Shamrock  Hilton  Hotel. 

9:00  a.m.  Committee  on  Workmen’s  Compensation 
and  Industrial  Health,  Normandy  B, 
Shamrock  Hilton  Hotel. 

10:00  a.m.  Committee  on  Aging,  Normandy  A, 
Shamrock  Hilton  Hotel. 


12  Noon  Committee  on  Nursing  with  Liaison 
Committee  of  Texas  Nurses  Association 
(luncheon).  Minuet  Room,  Towers  Hotel. 

1:30  p.m.  Committee  on  Athletics,  Conference 
Room  225,  Towers  Hotel. 

6:30  p.m.  Committee  on  Disaster  Medical  Care 
(dinner).  Minuet  Room,  Towers  Hotel. 

7:00  p.m.  Committee  on  Medical  History  (dinner), 
Tower  Room,  Towers  Hotel. 

7:00  p.m.  Committee  on  Rehabilitation  (dinner). 
Conference  Room  225,  Towers  Hotel. 


Friday 

7:30  a.m.  Committee  on  Medicine  and  Religion 
(breakfast),  Normandy  A,  Shamrock  Hil- 
ton Hotel. 

7:30  a.m.  Committee  on  Scientific  Exhibits  (break- 
fast), Minuet  Room,  Towers  Hotel. 

7:30  a.m.  Committee  on  Maternal  Health  (break- 
fast), Mai  Tai  Room,  Shamrock  Hilton 
Hotel. 

7:30  a.m.  Committee  on  Tuberculosis  (breakfast), 
Hide-Away  Lounge,  Shamrock  Hilton 
Hotel. 


8:00  a.m.  Committee  on  Liaison  with  Blue  Shield 
of  Texas  (breakfast),  Tower  Room,  Tow- 
ers Hotel. 

10:00  a.m.  Committee  on  Cancer,  Castilian  B, 
Shamrock  Hilton  Hotel. 


11:00  a.m.  Committee  on  Contract  Medicine,  Cas- 
tilian C,  Shamrock  Hilton  Hotel. 

12  Noon  Committee  on  Public  Health  (luncheon). 
Minuet  Room,  Towers  Hotel. 

3:00  p.m.  Committee  on  Military  and  Veterans 
Affairs,  Mai  Tai  Room,  Shamrock  Hilton 
Hotel. 


7:30  p.m.  Committee  on  Nuclear  Medicine  (din- 
ner), Conference  Room  225,  Towers 
Hotel. 


Saturday 


7:30  a.m.  Committee  on  Physicians  Benevolent 
Fund  (breakfast).  Minuet  Room,  Towers 
Hotel. 

8:00  a.m.  Committee  on  School  Health  (break- 
fast), Hide-Away  Lounge,  Shamrock  Hil- 
ton Hotel. 

10:00  a.m.  Special  Committee  on  Usual,  Custom- 
ary, and  Reasonable  Fees,  Normandy  B, 
Shamrock  Hilton  Hotel. 


12:15  p.m.  Committee  on  Transportation  Safety 
(luncheon).  Conference  Room  225,  Tow- 
ers Hotel. 


2:00  p.m.  Committee  on  Rural  Health,  Normandy 
B,  Shamrock  Hilton  Hotel. 

3:00  p.m.  Committee  on  Professional  Insurance, 
Minuet  Room,  Towers  Hotel. 


TEXPAC  Board  of  Directors 

The  TEXPAC  Board  of  Directors  will  meet  for  a break- 
fast session  Friday,  7:30  a.m.,  Normandy  B,  Sham- 
rock Hilton  Hotel. 


ANNUAL  SESSION  COMMITTEES 


Members  of  the  Council  on  Annual  Session,  who  have 
coordinated  plans  for  the  annual  session,  are  Drs. 
Dennis  M.  Voulgaris,  Wharton,  Chairman;  John  C. 
Meadows,  Jr.,  San  Antonio;  John  W.  Chriss,  Corpus 
Christi;  Alice  Smith,  Dallas;  0.  A.  Fly,  Jr.,  Houston; 
Guy  T.  Denton,  Jr.,  Dallas;  Roy  H.  Baskin,  Waco; 
Howard  R.  Dudgeon,  Waco,  President  (ex  officio);  and 
Mr.  C.  Lincoln  Williston,  Austin,  Executive  Secretary 
(ex  officio).  Mrs.  Dale  Willimack,  Austin,  serves  as 
Coordinator  of  Annual  Session. 

The  Committee  on  General  Arrangements  for  the  1968 
annual  session,  all  members  from  the  Harris  County 
Medical  Society,  includes  Dr.  Bobby  Jones,  Houston, 
general  chairman,  and  the  following  subcommittee 
chairmen: 

Dr.  O.  A.  Fly,  Jr.  (vice  chairman) 

Dr.  C.  D.  Reece  (deceased)  and 

Dr.  W.  Tom  Arnold  (alumni  and  fraternity  parties) 

Dr.  William  M.  Sherrill  (entertainment) 

Dr.  Herbert  C.  Allen  (information) 
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Dr.  John  K.  Glen  (memorial  service) 

Dr.  C.  C.  Shullenberger  (public  lectures) 

Dr.  Joseph  T.  Ainsworth  (publicity) 

Dr.  Jasper  H.  Arnold  (scientific  exhibits) 

Dr.  Homer  A.  Taylor  (sports) 

Dr.  E.  Trowbridge  Wolf  (technical  exhibits) 

Dr.  Elizabeth  D.  Talley  (women  physicians) 

Mr.  Bill  Robertson  is  Executive  Secretary  of  the  Harris 
County  Medical  Society. 

Texas  Medical  Association  staff  members  assisting 
with  phases  of  the  annual  session  include:  Mr.  Donald 
M.  Anderson,  Assistant  Executive  Secretary,  hotels 
and  delegates:  Mrs.  Marilyn  Baker,  special  articles  in 
Texas  Medicine;  Mr.  John  Boyd,  printing;  Miss  Pauline 
Duffield,  memorial  service  and  film  program;  Mrs. 
Carol  Durbin,  housing  and  committees;  Mr.  Jon  R. 
Hornaday,  publicity  and  public  relations;  Mr.  E.  Max- 
well Jones,  registration:  and  Mr.  Dale  R.  Werner,  ex- 
hibits and  equipment. 

Mrs.  Joe  W.  King  and  Mrs.  C.  C.  Shullenberger,  both 
of  Houston,  are  convention  co-chairmen  for  the  Wom- 
an’s Auxiliary.  Mrs.  Martha  James,  Austin,  is  Auxiliary 
staff  secretary. 


ALSO  WATCH  FOR— 


TMA  BULLETIN  to  be  distributed  at  the  session. 

Memorial  Service  Program,  with  names  of  those  paid 
tribute,  to  be  distributed  at  the  service. 

Handbook  for  Delegates,  containing  agenda  of  House 
of  Delegates,  annual  reports  of  committees,  and  offi- 
cer and  committee  lists,  available  for  distribution  at 
registration. 

Woman’s  Auxiliary  Program,  containing  convention 
details,  to  be  distributed  at  Auxiliary  registration  at 
Warwick  Hotel  and  Shamrock  Hilton  Hotel. 


Nelson  J.  Bradley,  M.D. 

Chief  of  Psychiatric  Services,  Luth- 
eran General  Hospital,  Park  Ridge, 
III. 


Diagnosis  of  Alcoholism,  Symposium  on  Alcoholism,  Thursday, 
8 p.m. 

Diagnosis  of  Barbiturate  Addiction,  Refresher  Course,  Friday, 
8:30-9:45  a.m. 


Sponsor:  William  M.  Mclsaac,  Houston. 

Cosponsor:  LeRoy  Androes,  Houston. 

Guest  of  Texas  Commission  on  Alcoholism  and  The  University 
of  Texas,  Division  of  Extension. 


Edward  L.  Compere,  M.D. 

Edwin  Ryerson  Professor  and  Chair- 
man, Department  of  Orthopaedic 
Surgery,  Northwestern  University 
Medical  School,  Chicago. 


Treatment  of  Sprains  and  Closed  Fractures  of  the  Ankle,  Sec- 
tion on  General  Practice,  Saturday,  11-11:30  a.m. 
Treatment  of  Infections  of  Bones  and  Joints,  Refresher  Course, 
Saturday,  3:30-4:45  p.m. 

Sponsor:  Michael  K.  O'Herron,  Houston. 

Cosponsor:  Robert  G.  McCorkle,  Houston. 

Guest  of  Texas  Division,  International  College  of  Surgeons,  and 
Texas  Medical  Association. 


Speakers 


GUEST  SPEAKERS 


W.  A.  D.  Anderson,  M.D. 

Professor  and  Chairman,  Depart- 
ment of  Pathology,  University  of 
Miami  School  of  Medicine,  Miami. 


Primary  Hyperplasia  and  Neoplasia  of  the  Adrenal  Cortex,  Sec- 
tion on  Pathology,  Friday,  4:15-4:45  p.m. 

A Survey  of  Recent  Advances  in  Anatomic  Pathology,  General 
Meeting,  Saturday,  3:30-3:55  p.m. 

Sponsor:  William  O.  Russell,  Houston. 

Cosponsor:  Carl  F.  Tessmer,  Houston. 

Guest  of  Texas  Division,  American  Cancer  Society. 


John  J.  Conley,  M.D. 

Clinical  Professor  of  Otolaryngol- 
ogy, Columbia  Presbyterian  Medi- 
cal Center,  New  York. 


Malignant  Tumors  of  the  Head  and  Neck  in  Children,  Texas 
Otolaryngological  Association,  Friday,  10-11  a.m. 

Melanoma  of  the  Head  and  Neck,  Section  of  Otolaryngology, 
Friday,  2:30-3:30  p.m. 

Cancer  of  the  Middle  Ear  and  Temporal  Bone,  Section  on 
Otolaryngology,  Saturday,  9:30-10:30  a.m. 

Regional  Flaps  in  Cancer  Surgery  of  the  Head  and  Neck,  Texas 
Otolaryngological  Association,  Saturday,  2-3  p.m. 

Sponsor:  Herbert  H.  Harris,  Houston. 

Cosponsors:  Harold  L.  Griffin,  Columbus. 

John  S.  Carleton,  Houston. 

Guest  of  Texas  Otolaryngological  Association  and  Texas  Medi- 
cal Association. 
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Alexander  Gottschalk,  M.D. 


Eric  Denhoff,  M.D. 

Adjunct  Professor  of  Health  and 
Development,  Rhode  Island  Hospi- 
tal, Providence,  R.l. 


Director,  Argonne  Cancer  Research 
Hospital,  University  of  Chicago, 
Chicago. 


Meaning  of  Laboratory  Studies  in  Children  with  Cerebral  Dys- 
function, Section  on  Pediatrics,  Saturday,  10-10:30  a.m. 
Pre-School  Evaluation  to  Discriminate  Potential  Learning  Diffi- 
culties, General  Meeting,  Saturday,  4-4:25  p.m. 

Sponsor:  Oscar  O,  Selke,  Jr.,  Houston. 

Cosponsor:  Kenneth  R.  Duff,  Houston. 

Guest  of  United  Cerebral  Palsy  of  Texas.  Inc. 


Moderator,  Seminar  on  Isotopes — Everyday  Practice,  Saturday, 
2-5  p.m. 

Sponsor:  Thomas  P.  Haynie,  Houston. 

Cosponsor:  Edward  B.  Best,  Temple. 

Guest  of  Committee  on  Nuclear  Medicine,  Texas  Medical  As- 
sociation. 


Mr.  M.  Stanton  Evans 

Editor,  The  Indianapolis  News,  Indianapolis,  Ind. 

Address,  General  Meeting  Luncheon,  Saturday,  12  Noon. 
Sponsor:  Olin  B.  Gober,  Temple. 

Cosponsor:  Robert  W.  Kimbro,  Cleburne. 

Guest  of  Texas  Society  of  Internal  Medicine.  Inc.,  and  Texas 
Medical  Association. 


Theodore  A.  Fox,  M.D. 

Associate  Professor,  Orthopaedic 
Surgery,  Research  and  Educational 
Hospitals,  University  of  Illinois  Col- 
lege of  Medicine,  Chicago. 


Internal  Derangement  of  the  Knee,  Texas  Society  of  Athletic 
Team  Physicians,  Friday,  9:15-10  a.m. 

Myositis  Ossificans,  Texas  Society  of  Athletic  Team  Physicians, 
Friday,  11-11:30  a.m. 

Sponsor:  James  E.  Cook,  Jr.,  Houston. 

Guest  of  Texas  Society  of  Athletic  Team  Physicians. 
Cosponsor:  Louis  J.  Levy,  Fort  Worth. 


Robert  B.  Greenblatt,  M.D. 

Professor  and  Chairman,  Depart- 
ment of  Endocrinology,  Medical 
College  of  Georgia,  Augusta,  Ga. 


Dysfunctional  Uterine  Bleeding.  Section  on  Obstetrics  and  Gyn- 
ecology, Friday,  2:30-3  p.m. 

Use  and  Abuse  of  the  Pill,  Curbstone  Consultations  Program, 
Friday,  5-6:30  p.m. 

The  Hirsute  Female,  Section  on  Obstetrics  and  Gynecology, 
Saturday,  9-9:30  a.m. 

Newer  Concepts  in  the  Management  of  Menopause,  General 
Meeting,  Saturday,  4:30-4:55  p.m. 

The  Virilized  Female:  Ancestral  Curse  or  Endocrine  Disease, 
Texas  Diabetes  Association,  Sunday,  9:40-10:10  a.m. 

Problems  with  Drugs  that  Raise  or  Lower  Blood  Sugar  in  Dia- 
betic Patients  (Panel),  Texas  Diabetes  Association,  Sun- 
day, 12:15  p.m. 

Sponsor:  Raymond  H.  Kaufman,  Houston. 

Cosponsor:  Marc  Moldawer,  Houston. 

Guest  of  Section  on  Obstetrics  and  Gynecology,  Texas  Medical 
Association. 


Edward  A.  Gall,  M.D. 

Mary  M.  Emery  Professor  of  Path- 
ology, University  of  Cincinnati  Col- 
lege of  Medicine,  Cincinnati. 


Things  in  Veins,  The  Panorama  of  Embolism,  General  Meeting, 
Friday,  11-11:25  a.m. 

Pathogenesis  of  Cirrhosis,  Section  on  Pathology,  Friday,  2:30- 
3 p.m. 

Pathways  to  Postnecrotic  Cirrhosis,  Section  on  Pathology, 
Saturday,  9-9:30  a.m. 

Sponsor:  Franz  Leidler,  Houston. 

Cosponsor:  Robert  M.  O'Neal,  Houston. 

Guest  of  Section  on  Pathology,  Texas  Medical  Association. 


D.  Lloyd  Griffiths,  F.R.C.S. 

Department  of  Orthopaedic  Sur- 
gery, Manchester  Royal  Infirmary, 
Manchester,  England. 


Orthopaedic  Causes  of  Abdominal  Pain,  General  Meeting,  Fri- 
day, 11:30-11:55  a.m. 

The  Hazards  of  Closed  Reduction  of  Fractures,  Texas  Ortho- 
paedic Association,  Saturday,  11:15-12  Noon. 

Neurovascular  Complications  of  Neck  Injuries,  Texas  Ortho- 
paedic Association,  Saturday,  3:45-4:30  p.m. 

The  Alleged  Thoracic  Outlet  Syndromes,  Texas  Chapter,  Ameri- 
can College  of  Chest  Physicians,  Sunday,  10-10:30  a.m. 

Sponsor:  Michael  M.  Donovan,  Houston. 

Cosponsor:  Isaac  S.  McReynolds,  Houston. 

Guest  of  Texas  Orthopaedic  Association  and  Texas  Medical 
Association. 
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Arthur  H.  Keeney,  M.D. 


Howard  P.  House,  M.D. 

Clinical  Professor  of  Otology,  Uni- 
versity of  Southern  California 
School  of  Medicine,  Los  Angeles. 


Otologic  Cine  Panel:  The  Management  of  Selected  Otologic 
Problems,  Refresher  Course,  Friday,  8:30-9:45  a.m. 

Current  Concepts  of  Otosclerosis  Surgery,  Section  on  Oto- 
laryngology, Friday,  3:45-4:45  p.m. 

Hearing  Standards,  Fact  or  Fiction,  Section  on  Otolaryngology, 
Saturday,  10:50-11:30  a.m. 

Congenital  Abnormalities  Encountered  in  Middle  Ear  Surgery, 
Texas  Otolaryngological  Association,  Saturday,  3:30-4:30 
p.m. 

Sponsor:  Frederick  R.  Guilford,  Houston. 

Cosponsor:  H.  Edward  Maddox,  III,  Houston. 

Guest  of  Texas  Otolaryngological  Association  and  Texas  Medi- 
cal Association. 


Ophthalmologist-in-Chief,  Wills  Eye 
Hospital  and  Research  Institute; 
Professor  and  Chairman,  Depart- 
ment of  Ophthalmology,  Temple 
University  School  of  Medicine,  Phil- 
adelphia. 


Ophthalmology  of  Driving,  Refresher  Course,  Friday,  8:30-9:45 
a.m. 

Prevention  and  Management  of  Ocular  Trauma,  Section  on 
Ophthalmology,  Friday,  3-4  p.m. 

The  Role  of  Diagnostic  Ultrasound  in  Ophthalmology,  Section 
on  Ophthalmology,  Saturday,  10:35-11:25  a.m. 

Responsibilities  of  the  Ophthalmologist  in  Dyslexia,  Texas  Oph- 
thalmological  Association,  Saturday,  2:30-3  p.m. 

Sponsor:  Lemuel  M.  Flanary,  Jr,,  Houston. 

Cosponsor:  Richard  S.  Ruiz,  Houston. 

Guest  of  Texas  Ophthalmological  Association  and  Texas  Medi- 
cal Association. 


Charles  E.  Miff,  M.D. 

Associate  Professor  of  Ophthalmol- 
ogy, Johns  Hopkins  University 
School  of  Medicine,  Baltimore,  Md. 


Ocular  and  Adnexal  Surgery:  Techniques,  Texas  Ophthalmo- 
logical Association,  Friday,  11-11:50  a.m. 

Ocular  Plastic  Surgery  Techniques — Problems  in  Ptosis  Sur- 
gery, Section  on  Ophthalmology,  Friday,  4-4:50  p.m. 

Intraocular  Surgery:  Techniques,  Section  on  Ophthalmology, 
Saturday,  9-9:50  a.m. 

Diagnosis  and  Treatment  of  Tumors  of  the  Lids  and  Orbit,  Re- 
fresher Course,  Saturday,  3:30-4:45  p.m. 

Sponsor:  Whitney  G.  Sampson,  Houston. 

Cosponsor:  Edwin  C.  Grafton,  Jr.,  Dallas. 

Guest  of  Texas  Ophthalmological  Association  and  Texas  Medi- 
cal Association. 


Robert  K.  Kerlan,  M.D. 

Assistant  Clinical  Professor  of  Or- 
thopaedic Surgery,  University  of 
Southern  California  School  of  Med- 
icine, Los  Angeles. 


Injuries  to  the  Upper  Extremity  in  Baseball,  Refresher  Course, 
Friday,  8:30-9:45  a.m. 

Injuries  to  the  Upper  Extremity  in  Individuals  Whose  Epiphy- 
ses Have  Not  Fused  (Little  League  Elbow),  Texas  Society 
of  Athletic  Team  Physicians,  Friday,  10-10:45  a.m. 

Sponsor:  Howard  G.  Purnell,  Houston. 

Cosponsor:  William  R.  Hampton,  Houston. 

Guest  of  Texas  Society  of  Athletic  Team  Physicians  and  Texas 
Medical  Association. 


Garth  L.  Jarvis,  M.D. 

Chief,  Section  on  Obstetrics  and 
Gynecology,  Group  Health  Associa- 
tion, Inc.,  Washington,  D.C. 


Fetology — The  New  Responsibility  of  Prenatal  Care,  Section  on 
General  Practice,  Friday,  2:30-3  p.m. 

Adolescent  Gynecology,  Section  on  General  Practice,  Saturday, 
9-9:30  a.m. 

Use  of  Hormones  in  the  Postmenopausal  Period,  Refresher 
Course,  Saturday,  3:30-4:45  p.m. 

Sponsor:  George  B.  Coale,  III,  Houston. 

Cosponsor:  Jack  R.  Chandler,  San  Antonio. 

Guest  of  Section  on  General  Practice,  Texas  Medical  Associa- 
tion. 


J.  Roderick  Kitchell,  M.D. 

Director,  Medical  Division,  Abington 
Memorial  Hospital,  Abington,  Pa.; 
Clinical  Assistant  Professor  of  Med- 
icine, University  of  Pennsylvania 
School  of  Medicine,  Philadelphia. 


Organization  and  Function  of  Coronary  Care  Units,  Second 
Texas  Conference  of  Physicians  and  Nurses,  Wednesday, 
9:30-10  a.m. 

Moderator,  Physician-Nurse  Responsibility  in  Coronary  Care 
Units  (Panel),  Second  Texas  Conference  of  Physicians  and 
Nurses,  Wednesday,  11  a.m. -12:30  p.m. 

How  to  Meet  the  Challenge  of  Changing  Patterns  of  Patient 
Care  (Listening  Panel),  Second  Texas  Conference  of  Phy- 
sicians and  Nurses,  Wednesday,  2-4:30  p.m. 

The  Value  of  Coronary  Care  Units,  Symposium  on  Cardiovas- 
cular Diseases,  Thursday,  8:30-8:50  a.m. 

Guest  of  Committee  on  Nursing,  Texas  Medical  Association. 
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David  J.  Lehman,  Jr.,  M.D. 


Charles  Neumeister,  M.D. 


Chairman,  Special  Committee  on 
Teenage  and  Parental  Alert,  Brow- 
ard County  Medical  Association, 
Fort  Lauderdale,  Fla. 


Teenage  and  Parental  Alert,  Conference  on  School  Health, 
Thursday,  9:15-10:15  a.m. 

Guest  of  Committee  on  School  Health,  Texas  Medical  Associa- 
tion. 


Clinical  Associate  Professor  of  Sur- 
gery, Department  of  Proctology, 
University  of  Minnesota  Medical 
School,  Minneapolis,  Minn. 


The  Advantage  of  Closed  Hemorrhoidectomy,  Texas  Proctologic 
Society,  Thursday,  10-10:30  a.m. 

Surgical  Treatment  of  Ulcerative  Colitis,  Texas  Proctologic  So- 
ciety, Thursday,  11-11:30  a.m. 

The  Dilemma  of  "Benign”  Colonic  Polyps,  Texas  Proctologic 
Society,  Thursday,  11:30  a.m.-12  Noon. 

Sponsor:  W.  Truett  Melton,  Houston. 

Cosponsor:  J.  Wade  Harris,  Houston. 

Guest  of  Texas  Proctologic  Society  and  Texas  Medical  Associ- 
ation. 


Morton  H.  Maxwell,  M.D. 

Chief,  Nephrology  and  Hyperten- 
sion Service,  Cedars-Sinai  Medical 
Center;  Clinical  Professor  of  Medi- 
cine, University  of  California  at 
Los  Angeles. 


Diagnostic  and  Therapeutic  Considerations  of  Renal  Hyper- 
tension, Symposium  on  Cardiovascular  Diseases,  Thurs- 
day, 2-2:30  p.m. 

Hypertension  (Panel),  Symposium  on  Cardiovascular  Diseases, 
Thursday,  2:30-3  p.m. 

Guest  of  Texas  Heart  Association  and  Committee  on  Cardio- 
vascular Diseases,  Texas  Medical  Association. 


William  C.  North,  M.D. 

Professor  and  Chairman,  Depart- 
ment of  Anesthesiology,  University 
of  Tennessee  College  of  Medicine, 
Memphis. 


The  Role  of  the  Anesthesiologist  in  Poisonings,  Texas  Society 
of  Anesthesiologists,  Saturday,  10:30-11:10  a.m. 

Problems  of  Respiratory  Therapy  (Television  Presentation), 
General  Meeting,  Saturday,  2-3  p.m. 

Sponsor:  Edward  A.  Talmage,  Houston. 

Cosponsor:  Richard  C.  Hay,  Houston. 

Guest  of  Texas  Society  of  Anesthesiologists  and  Texas  Medi- 
cal Association. 


Harry  Medovy,  M.D. 

Professor  and  Head,  Department  of 
Paediatrics,  Faculty  of  Medicine, 
University  of  Manitoba;  Paediatri- 
cian-in-Chief,  Children’s  Hospital, 
Winnipeg,  Canada. 


School  Problems,  Section  on  Pediatrics,  Saturday,  9-10  a.m. 
What  Can  the  Physician  Do  About  the  Child  with  School  Fail- 
ure? Refresher  Course,  Saturday,  3:30-4:45  p.m. 

Sponsor:  Raymond  Cohen,  Houston. 

Cosponsor:  C.  W.  Daeschner,  Jr.,  Galveston. 

Guest  of  Section  on  Pediatrics,  Texas  Medical  Association. 


Richard  M.  Peters,  M.D. 

Professor  of  Surgery  and  Chief,  Di- 
vision of  Thoracic  Surgery,  Cardio- 
vascular Surgery,  Biomathematics, 
and  Bioengineering,  University  of 
North  Carolina  School  of  Medicine, 
Chapel  Hill,  N.C. 


Respiratory  Aids — Uses  and  Dangers,  Curbstone  Consultations 
Program,  Friday,  5-6:30  p.m. 

The  Role  of  Computers  in  the  Care  of  Acutely  III  Patients, 
General  Meeting,  Saturday,  3-3:25  p.m. 

Electromechanical  Analysis  of  Respiratory  System  (Charles  M. 
Hendricks  Memorial  Lecture),  Texas  Chapter,  American 
College  of  Chest  Physicians,  Sunday,  11  a.m. -12  Noon. 

The  Use  of  Respirators  in  Patients  with  Altered  Respiratory 
Mechanics,  Texas  Chapter,  American  College  of  Chest  Phy- 
sicians, Sunday,  2:30-2:50  p.m. 

Sponsor:  James  E.  Dailey,  Houston. 

Cosponsor:  Watts  R.  Webb,  Dallas. 

Guest  of  Texas  Chapter,  American  College  of  Chest  Physicians, 
and  Texas  Medical  Association. 
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Theodore  R.  Pfundt,  M.D. 

Medical  Director,  Children’s  Me- 
morial Hospital;  Clinical  Professor 
of  Pediatrics,  Creighton  University 
School  of  Medicine,  Omaha,  Neb. 


Obesity  in  Early  Life,  Refresher  Course,  Friday,  8:30-9:45  a.m. 
Congenital  Syphilis — On  the  Rise,  Section  on  Pediatrics,  Fri- 
day, 4:30-5  p.m. 

Sponsor:  Robert  H.  Hardie,  Houston. 

Cosponsor:  Thomas  E.  Zion,  Houston. 

Guest  of  The  National  Foundation-March  of  Dimes. 


Roscoe  R.  Robinson,  M.D. 

Associate  Professor  of  Medicine 
and  Director,  Division  of  Nephrol- 
ogy, Duke  University  Medical  Cen- 
ter, Durham,  N.C. 


Mechanism  of  Action  of  Diuretic  Drugs,  Section  on  Internal 
Medicine,  Friday,  2:30-3  p.m. 

Recent  Advances  in  Renal  Physiology,  Section  on  Internal  Med- 
icine, Friday,  4:40-5  p.m. 

Sponsor:  Benjamin  W.  McCall,  Houston. 

Cosponsor;  Robert  O.  Morgen,  Houston. 

Guest  of  Section  on  Internal  Medicine,  Texas  Medical  Asso- 
ciation. 


G.  Ray  Ridings,  M.D. 

Clinical  Professor  of  Radiology, 
University  of  Texas  South\«estern 
Medical  School:  Head,  Section  of 
Radiotherapy,  St.  Paul  Hospital, 
Dallas. 


Irradiation  of  Head  and  Neck  Tumors,  Refresher  Course,  Fri- 
day, 8:30-9:45  a.m. 

Irradiation  of  Carcinoma  of  Cervix  Uteri,  Section  on  Radiology, 
Friday,  2:30-3  p.m. 

Irradiation  of  Carcinoma  of  the  Corpus  Uteri,  Section  on  Ra- 
diology, Saturday,  9-9:30  a.m. 

Seminar  on  Isotopes — Everyday  Practice,  Saturday,  2-5  p.m. 
Sponsor:  Vincent  P.  Collins,  Houston. 

Cosponsor:  Robert  D.  Moreton,  Houston. 

Guest  of  Section  on  Radiology,  Texas  Medical  Association. 


Milford  O.  Rouse,  M.D. 

President,  American  Medical  Asso- 
ciation, Dallas. 


Address,  Rotary  Club  of  Houston,  Thursday,  12  Noon. 
Moderator,  The  Hippie  Syndrome  (Panel),  Thursday,  8 p.m. 
Address,  Medicine’s  Perspectives  and  Goals,  General  Meeting 
Luncheon,  Friday,  12:30  p.m. 

Invocation,  Memorial  Service,  Sunday,  11:15  a.m. 

Sponsor:  Harvey  Renger,  Hallettsville. 

Guest  of  American  Medical  Association. 


Max  S.  Rittenbury,  M.D. 

Associate  Professor  of  Surgery,  De- 
partment of  Surgery,  Medical  Col- 
lege of  South  Carolina,  Charleston. 


Host  Defense  Mechanism  in  Injury,  Joint  Session  of  Texas  In- 
dustrial Medical  Association,  Texas  Physicial  Medicine  and 
Rehabilitation  Society,  and  Texas  Traumatic  Surgical  So- 
ciety, Thursday,  9:15-9:45  a.m. 

Initial  Evaluation  and  Treatment  of  the  Injured  Patient,  Joint 
Session  of  Texas  Industrial  Medical  Association,  Texas 
Physical  Medicine  and  Rehabilitation  Society,  and  Texas 
Traumatic  Surgical  Society,  Thursday,  2:30-3:30  p.m. 

Evaluation  and  Treatment  of  Acute  Abdominal  Injuries,  Re- 
fresher Course,  Friday,  8:30-9:45  a.m. 

Sponsor:  A.  Ross  Davis,  Houston. 

Cosponsor:  John  C.  Long,  Plainview. 

Guest  of  Texas  Industrial  Medical  Association  and  Texas  Medi- 
cal Association. 


John  T.  Sessions,  Jr.,  M.D. 

Professor  of  Medicine,  Department 
of  Medicine,  University  of  North 
Carolina  School  of  Medicine,  Chap- 
el Hill,  N.C. 


Diagnostic  Approach  to  the  Patient  with  Diarrhea,  Section  on 
Digestive  Diseases,  Friday,  4:10-4:50  p.m. 

Gastrointestinal  Bleeding,  Curbstone  Consultations  Program, 
Friday,  5-6:30  p.m. 

Chest  Pain  of  Esophageal  Origin — Differential  Diagnosis,  Joint 
Session  of  Sections  on  Digestive  Diseases  and  Internal 
Medicine,  Saturday,  9:40-10:30  a.m. 

Sponsor:  Charles  P.  Eldridge,  Jr.,  Houston. 

Cosponsor:  W.  Tom  Arnold,  Houston. 

Guest  of  Section  on  Digestive  Diseases,  Texas  Medical  Asso- 
ciation. 
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James  H.  Sterner,  M.D. 


Jay  T.  Shurley,  M.D. 

Career  Research  Professor  of  Psy- 
chiatry, University  of  Oklahoma 
School  of  Medicine,  Oklahoma  City. 


Implications  for  Personality  Development  and  Adjustment  Pro- 
ceeding from  Research  in  Sensory,  Perceptual,  and  Social 
Isolation  and  Deprivation,  Section  on  Nervous  and  Mental 
Diseases,  Friday,  3:30-4:30  p.m. 

Management  of  Common  Sleep  Anomalies  and  Disturbances, 
Refresher  Course,  Saturday,  3:30-4:45  p.m. 

Sponsor:  Irvin  M.  Cohen,  Houston. 

Cosponsor:  Robert  M.  Gilliland,  Houston. 

Guest  of  Section  on  Nervous  and  Mental  Diseases,  Texas  Med- 
ical Association. 


Professor  and  Chairman,  Depart- 
ment of  Environmental  Health, 
University  of  Texas  School  of  Pub- 
lic Health,  Houston. 


Occupational  Health,  Texas  Association  of  Public  Health  Phy- 
sicians, Thursday,  6:30  p.m. 

Effects  of  Ionizing  Radiation  in  the  Industrial  Population  and 
on  the  General  Population,  Section  on  Public  Health,  Fri- 
day, 2:30-3  p.m. 

General  Problems  of  Environmental  Health  and  the  Inter-rela- 
tionship of  These  Factors  with  Respect  to  Their  Total  Po- 
tential Insult  to  Man,  Conference  of  City  and  County 
Health  Officers,  Saturday,  9-9:30  a.m. 

Sponsor:  Charles  A.  Pigford,  Houston. 

Cosponsor:  J.  E.  Peavy,  Austin. 

Guest  of  Conference  of  City  and  County  Health  Officers  and 
Texas  Medical  Association. 


Peter  V.  Siegel,  M.D. 

Federal  Air  Surgeon,  Federal  Avia- 
tion Administration,  Washington, 
D.C. 


A Prospective  Look  at  Aeromedical  Certification,  Joint  Session 
of  Texas  Air-Medics  Association  and  Texas  Chapter,  Flying 
Physicians  Association,  Thursday,  9:45-10:30  a.m. 

An  Analysis  of  Exemptions  from  the  Physical  Standards  of  the 
Federal  Aviation  Regulations,  Joint  Session  of  Texas  Air- 
Medics  Association  and  Texas  Chapter,  Flying  Physicians 
Association,  Thursday,  3:45-4:30  p.m. 

Sponsor:  Charles  W.  Klanke,  Houston. 

Cosponsor:  Clyde  A.  Lynn,  Fort  Worth. 

Guest  of  Texas  Air-Medics  Association;  Texas  Chapter,  Flying 
Physicians  Association;  and  Texas  Medical  Association. 


Daniel  B.  Stone,  M.D. 

Professor  of  Medicine,  University 
of  Iowa  College  of  Medicine,  Iowa 
City. 


The  Cause  of  the  Epidemic  of  Atherosclerosis  in  the  Diabetic 
Patient,  Texas  Diabetes  Association,  Sunday,  10;15-10;45 
a.m. 

Problems  with  Drugs  that  Raise  or  Lower  Blood  Sugar  in  Dia- 
betic Patients  (Panel),  Texas  Diabetes  Association,  Sun- 
day, 12:15  p.m. 

The  Prevention  of  the  Epidemic  of  Atherosclerosis  in  the  Dia- 
betic Patient,  Texas  Diabetes  Association,  Sunday,  2:50- 
3:30  p.m. 

Sponsor;  Alfred  Leiser,  Houston. 

Cosponsor:  Harold  L.  Dobson,  Houston. 

Guest  of  Texas  Diabetes  Association  and  Texas  Medical  Asso- 
ciation. 


Norman  J.  Sissman,  M.D. 

Associate  Professor  of  Pediatrics. 
Stanford  University  School  of  Med- 
icine, Palo  Alto,  Calif. 


The  Hippie  Syndrome  (Panel),  Thursday,  8 p.m. 

Guest  of  Committee  on  Medicine  and  Religion,  Texas  Medical 
Association. 


Richard  L.  Sutton,  Jr.,  M.D. 

Private  Practitioner  of  Dermatol- 
ogy, Kansas  City,  Mo. 


Hieronymus  Mercurialis'  De  Morbis  Cutaneis,  1572,  Texas  Der- 
matological Society,  Saturday,  9-9:45  a.m. 

Dermatology  in  One  Easy  Lesson,  Refresher  Course,  Saturday, 
3:30-4:45  p.m. 

Sponsor:  William  F.  Spiller,  Houston. 

Cosponsor;  Rachel  F.  Spiller,  Houston. 

Guest  of  Texas  Dermatological  Society  and  Texas  Medical  As- 
sociation. 
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William  R.  Waddell,  M.D. 

Professor  and  Chairman,  Depart- 
ment of  Surgery,  University  of  Coi- 
tal, Providence,  R.l. 


Surgical  Management  of  Zollinger-Ellison  Syndrome,  Section 
on  Surgery,  Friday,  3-3:40  p.m. 

Recent  Developments  in  the  Field  of  Organ  Transplantation, 
Section  on  Internal  Medicine,  Friday,  4:10-4:40  p.m. 

Hiatus  Hernia — When  and  Why  To  Operate,  Curbstone  Consul- 
tations Program,  Friday,  5-6:30  p.m. 

Anatomy  of  the  Liver  and  Its  Surgical  Application,  Section  on 
Surgery,  Saturday,  10-10:40  a.m. 

Sponsor:  E.  Stanley  Crawford,  Houston. 

Cosponsor:  Robb  H.  Rutledge,  Fort  Worth. 

Guest  of  Section  on  Surgery,  Texas  Medical  Association. 


Mr.  Ken  A.  Wells 

Director  of  Research,  Boy  Scouts 
of  America,  New  Brunswick,  N.J. 


The  Adolescent's  Dilemma,  Section  on  Nervous  and  Mental 
Diseases,  Saturday,  10:30  a.m. -12  Noon. 

Sponsor:  Lazard  S.  Brener,  Houston. 

Cosponsor:  William  P.  Shelton,  Dallas. 

Guest  of  Texas  District  Branch,  American  Psychiatric  Associa- 
tion, and  Texas  Medical  Association. 


SPECIAL  SPEAKERS 

Mary  Alien,  Ph.D.,  Baylor  University  College  of  Medi- 
cine, Houston. 

Abnormal  Carbohydrate  Metabolism  As  a Cause 
of  Muscle  Disease,  Texas  Diabetes  Association, 
Sunday,  3:30  p.m. 

Sister  Austin,  President,  Texas  Conference  of  Catholic 
Hospitals,  Waco. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

Charles  D.  Barnett,  Ph.D.,  Deputy  Commissioner  for 
Mental  Retardation,  Texas  Department  of  Mental 
Health  and  Mental  Retardation,  Austin. 

Welcome,  Opening  Remarks,  Symposium  on  Men- 
tal Retardation,  Saturday,  9 a.m. 

Where  Do  We  Go  From  Here?  Symposium  on  Men- 
tal Retardation,  Saturday,  4:15  p.m. 

Mr.  Don  Benedict,  Mooney  Aircraft  Company,  Kerr- 
ville. 

Mustang  Presentation  Dealing  with  Cabin  Pres- 
surization and  High  Altitude,  Texas  Air-Medics 
Association  and  Texas  Chapter,  Flying  Physicians 
Association  Joint  Session,  Thursday,  2 p.m. 


Richard  Benton,  Galveston. 

The  Present  and  Future  Consideration  of  Com- 
puter Monitoring  and  Teaching,  Symposium  on 
Cardiovascular  Diseases,  Thursday,  11:20  a.m. 

Mr.  Mansfield  Beshears,  Administrator,  Grant-Buie 
Medical  Center,  Hillsboro. 

Panel:  Planning,  Organization,  and  Operation  of 
Coronary  Care  Units  in  Large,  Medium,  and 
Small  Community  Hospitals,  Symposium  on  Car- 
diovascular Diseases,  Thursday,  9:10  a.m. 

Carlos  Botty,  Special  Fellow  in  Anesthesiology,  De- 
partment of  Anesthesiology,  University  of  Texas 
Southwestern  Medical  School,  Dallas. 

Pharmacology  and  Clinical  Experience  Using  a 
New  Halogenated  Agent  (O  Hco  C344),  Texas 
Society  of  Anesthesiologists,  Saturday,  8:30  a.m. 

Mrs.  Willis  J.  Bray,  Chairman,  Recruitment  (Health 
Careers)  Committee,  Woman's  Auxiliary  to  the  Tex- 
as Medical  Association,  Abilene. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  afternoon  session. 

Mr.  George  M.  Brewer,  Administrator,  Methodist  Hos- 
pital, Lubbock. 

Panel:  Planning,  Organization,  and  Operation  of 
Coronary  Care  Units  in  Large,  Medium,  and  Small 
Community  Hospitals,  Symposium  on  Cardiovas- 
cular Diseases,  Thursday,  9:10  a.m. 

Miss  Billye  J.  Brown,  R.N.,  Associate  Dean,  University 
of  Texas  School  of  Nursing;  President,  Texas  Nurses 
Association,  Austin. 

Welcome  Address,  Second  Texas  Conference  of 
Physicians  and  Nurses,  Wednesday,  9 a.m. 

David  Brown,  Senior,  Robert  E.  Lee  High  School, 
Houston. 

Panel:  Greatest  Problems  of  Teenagers,  Confer- 
ence on  School  Health  Luncheon,  Thursday,  12 
noon. 

Bill  S.  Caldwell,  Ph.D.,  Staff  Member,  Child  Develop- 
ment Clinic,  University  of  Texas  Medical  Branch, 
Galveston. 

He’s  Been  Tested — So  What!  Symposium  on 
Mental  Retardation,  Saturday,  1:30  p.m. 

Panel:  Question  and  Answer  Period,  Symposium 
on  Mental  Retardation,  Saturday,  3:45  p.m. 

K.  Carnine,  Student,  Baylor  University  College  of  Med- 
icine, Houston. 

Septic  Arthritis  in  Children,  Texas  Orthopaedic 
Association,  Saturday,  4:30  p.m. 

Hugo  F.  Carvajal,  National  Institutes  of  Health  Fellow, 
Division  of  Renology  and  Metabolism,  Department 
of  Pediatrics,  University  of  Texas  Medical  Branch, 
Galveston. 

Insulin  Response  to  Glucose  Administration  in 
the  Newborn,  Texas  Diabetes  Association,  Sun- 
day, 9:10  a.m. 

Mrs.  K.  Cathey,  R.N.,  Director  of  Nurses,  Grant-Buie 
Medical  Center,  Hillsboro. 

Panel:  Planning,  Organization,  and  Operation  of 
Coronary  Care  Units  in  Large,  Medium,  and  Small 
Community  Hospitals,  Symposium  on  Cardiovas- 
cular Diseases,  Thursday,  9:10  a.m. 
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Miss  Charlotte  Clarke,  M.S.W.,  Staff  Member,  Child 
Development  Clinic,  University  of  Texas  Medical 
Branch,  Galveston. 

An  Overview  of  the  Family  As  an  Integral  Part  of 
Management,  Symposium  on  Mental  Retardation, 
11:30  a.m. 

Panel:  Question  and  Answer  Period,  Symposium 
on  Mental  Retardation,  Saturday,  3:45  p.m. 

Mr.  Bill  Cobb,  Executive  Budget  Director,  Governor's 
Office,  State  of  Texas,  Austin. 

Panel:  Can  This  Marriage  Be  Saved — Mental 
Health  and  Mental  Retardation,  Section  on  Ner- 
vous and  Mental  Diseases,  Saturday,  9 a.m. 

Miss  Edith  Fae  Cook,  Director  of  Dietetics,  Hermann 
Hospital;  Representative,  Texas  Dietetic  Associa- 
tion, Houston. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

Mrs.  Mauryne  Dailey,  Director  of  Guidance,  Houston 
Independent  School  District,  Houston. 

Problems  of  Marriage  Among  High  School  Stu- 
dents, Conference  on  School  Health,  Thursday, 
3:30  p.m. 

James  Darby,  Big  Spring. 

Snake  Bite,  Section  on  General  Practice,  Satur- 
day, 10:30  a.m. 

Mr.  Robert  L.  Davis,  President,  Hospital  Chaplains  in 
Texas,  Fort  Worth, 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

Mr.  David  DeBacker,  Associate  Administrator,  St.  Jo- 
seph Hospital;  Representative,  Texas  Association  of 
Hospital  Accountants,  Houston. 

Panel:  Planning,  Organization,  and  Operation  of 
Coronary  Care  Units  in  Large,  Medium,  and  Small 
Community  Hospitals,  Symposium  on  Cardiovas- 
cular Diseases,  Thursday,  9:10  a.m. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

Mrs.  Marilyn  Dickey,  Education  Chairman,  Texas  Den- 
tal Hygienists  Association,  Bellaire. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

J.  Robert  Dille,  Chief,  Civil  Aeromedical  Institute, 
Oklahoma  City. 

Drug  and  Toxic  Hazards  in  Aviation,  Texas  Air- 
Medics  Association  and  Texas  Chapter,  Flying 
Physicians  Association  Joint  Session,  Thursday, 
10:45  a.m. 

Mr.  Gibson  DuTerriol,  Director  of  Development,  San 
Antonio  Chamber  of  Commerce  Health  Careers  Pro- 
gram, San  Antonio. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

Anna  M.  Eisentraut,  Technologist,  Veterans  Admini- 
stration Hospital,  Dallas. 

Aminogenic  Hyperglucagonemia:  Demonstration 
of  Its  Role  in  Preventing  Hypoglycemia  from  Ami- 
no Acid-Induced  Insulin  Secretion,  Texas  Diabe- 
tes Association,  Sunday,  2:20  p.m. 

Gordon  Farrell,  Houston. 

Trends  in  Training  and  Research  in  Mental  Retar- 


dation, Symposium  on  Mental  Retardation,  Sat- 
urday, 12  noon. 

S.  P.  Fischer,  Instructor  of  Medicine,  Baylor  University 
College  of  Medicine,  Houston. 

Second-Line  Outpatient  Chemotherapy  of  Tuber- 
culosis, Texas  Chapter,  American  College  of 
Chest  Physicians,  Sunday,  9 a.m. 

Mr.  Stuart  Fisher,  M.P.H.,  Director,  Governor’s  Inter- 
agency Council  for  Mental  Retardation,  Austin. 
Where  Do  We  Go  From  Here?  Symposium  on 
Mental  Retardation,  Saturday,  4:15  p.m. 

Mr.  Glen  Fletcher,  Superintendent,  Houston  Indepen- 
dent School  District,  Houston. 

Welcome  Address,  Conference  on  School  Health, 
Thursday,  9 a.m. 

John  S.  Fordtran,  Assistant  Professor  of  Internal  Med- 
icine, University  of  Texas  Southwestern  Medical 
School,  Dallas. 

Mechanisms  of  Diarrhea,  Section  on  Digestive 
Diseases,  Friday,  2:30  p.m. 

Gerald  F.  Geisler,  Resident  in  Thoracic  and  Cardiovas- 
cular Surgery,  The  University  of  Texas  Southwestern 
Medical  School,  Dallas. 

Ventricular  Fibrillation  Masked  by  the  Implanted 
Synchronous  Pacemaker,  Texas  Chapter,  Ameri- 
can College  of  Chest  Physicians,  Sunday,  3 p.m. 

Mr.  Spencer  Guimarin,  Representative,  Texas  Health 
Careers  Program  of  Texas  Hospital  Association, 
Austin. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  afternoon  session. 

Mr.  Ernest  T.  Guy,  Executive  Director,  Texas  Heart 
Association,  Houston. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  afternoon  session. 

George  E.  Hall,  J.D.,  Staff  Associate,  Law  Division, 
American  Medical  Association,  Chicago. 

Panel:  Physician-Nurse  Responsibility  in  Coro- 
nary Care  Units,  Second  Texas  Conference  of 
Physicians  and  Nurses,  Wednesday,  11  a.m. 
Listening  Panel:  How  to  Meet  the  Challenge  of 
Changing  Patterns  of  Patient  Care,  Second  Texas 
Conference  of  Physicians  and  Nurses,  Wednes- 
day, 2 p.m. 

Miss  Renilda  Hilkemeyer,  R.N.,  Director  of  Nursing 
Service,  University  of  Texas  M.  D.  Anderson  Hospi- 
tal and  Tumor  Institute;  Co-Chairman,  TMA-TNA 
Liaison  Committee,  Houston. 

Purpose  of  Conference,  Second  Texas  Conference 
of  Physicians  and  Nurses,  Wednesday,  9 a.m. 

Panel:  How  to  Meet  the  Challenge  of  Changing 
Patterns  of  Patient  Care,  Second  Texas  Confer- 
ence of  Physicians  and  Nurses,  Wednesday, 
2 p.m. 

Closing  Remarks,  Second  Texas  Conference  of 
Physicians  and  Nurses,  Wednesday,  4:30  p.m. 

Priscilla  Hill,  Senior,  Worthing  High  School,  Houston. 

Panel:  Greatest  Problems  of  Teenagers,  Confer- 
ence on  School  Health  Luncheon,  Thursday,  12 
noon. 

Miss  Mildred  O.  Hogstel,  R.N.,  Representative,  Texas 
Committee  on  Careers  in  Nursing  of  the  Texas 
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League  for  Nursing-Texas  Nurses  Association,  Fort 
Worth. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

Robert  Holland,  Clinical  Professor,  Thoracic  and  Car- 
diovascular Surgery,  VA  Hospital,  Dallas. 

Surgery  of  Atypical  Mycobacteriosis,  Texas  Chap- 
ter, American  College  of  Chest  Physicians,  Sun- 
day, 9:20  a.m. 

The  Rev.  T.  Robert  Ingram,  Rector,  St.  Thomas'  Epis- 
copal Church  and  School,  Houston. 

Panel:  The  Hippie  Syndrome,  Thursday,  8 p.m. 

Mrs.  Adeline  Jenkins,  R.N.,  Coordinator  for  Coronary 
Care,  University  of  Miami  School  of  Medicine,  Jack- 
son  Memorial  Hospital,  Miami,  Fla. 

Organization  and  Function  of  Coronary  Care 
Units,  Second  Texas  Conference  of  Physicians 
and  Nurses,  Wednesday,  9:30  a.m. 

Panel:  Physician-Nurse  Responsibility  in  Coronary 
Care  Units.  Second  Texas  Conference  of  Physi- 
cians and  Nurses,  Wednesday,  11  a.m. 

Listening  Panel:  How  to  Meet  the  Challenge  of 
Changing  Patterns  of  Patient  Care,  Second  Texas 
Conference  of  Physicians  and  Nurses,  Wednes- 
day, 2 p.m. 

Mr.  B.  D.  Johnson,  Student,  University  of  Texas  Medi- 
cal Branch,  Galveston. 

A Psychological  Survey  of  the  Male  Trusty  Pop- 
ulation of  Galveston  County  Jail,  American  Psy- 
chiatric Association,  Texas  District  Branch,  Sat- 
urday, 2 p.m. 

Donald  D.  Johnson,  Resident  in  Urology,  Parkland 
Memorial  Hospital,  Dallas. 

197  Hg  Chlormerodrin  Scanning  in  Estimation  of 
Kidney  Salvageability,  Section  on  Radiology, 
Saturday,  9:30  a.m. 

Peter  Kellaway,  Ph.D.,  Department  of  Neuro-physiol- 
ogy, Baylor  University  College  of  Medicine,  Houston. 
The  Surgical  Treatment  of  Epilepsy:  Modern  Ap- 
proach to  the  Evaluation  of  the  Epileptic  Patient 
for  Surgery,  Section  on  Nervous  and  Mental  Dis- 
eases, Friday,  4:30  p.m. 

Cdr.  Joseph  P.  Kerwin,  USN,  N.A.S.A.  Manned  Space- 
craft Center,  Houston. 

N.A.S.A. — Apollo  Project,  Texas  Air-Medics  Asso- 
ciation and  Texas  Chapter,  Flying  Physicians 
Association,  Joint  Session,  Thursday,  11:30  a.m. 

John  J.  Klevenhagen,  Jr.,  Criminal  Investigator,  Harris 
County  Sheriff’s  Department,  Houston. 

Panel:  The  Hippie  Syndrome,  Thursday,  8 p.m. 

Norma  Jean  Kloster,  R.  N.,  Pasadena. 

Participant,  Television  Presentation:  The  Function 
of  a Coronary  Care  Unit  in  a Small  Hospital, 
Thursday,  4 p.m. 

Martin  Lidsky,  Associate  Professor  of  Medicine,  Sec- 
tion of  Rheumatology,  Baylor  University  College  of 
Medicine,  Houston. 

The  Treatment  of  Gout,  Symposium  on  Rheu- 
matic Diseases,  Thursday,  3 p.m. 

Maj.  Helen  M.  Lundahl,  Representative,  Texas  Associ- 
ation of  Operating  Room  Nurses,  San  Antonio. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 


Clyde  Lynn,  Regional  Flight  Surgeon,  Federal  Aviation 
Administration,  Fort  Worth. 

Problems  in  Aviation  Medicine,  Texas  Air-Medics 
Association  and  Texas  Chapter,  Flying  Physicians 
Association,  Joint  Session,  Thursday,  9:15  a.m. 
The  Bright  Side  of  an  Airplane  Accident,  Texas 
Air-Medics  Association  and  Texas  Chapter,  Flying 
Physicians  Association,  Joint  Session,  Thursday, 
3 p.m. 

R.  A.  MacLean,  Instructor  of  Medicine,  Baylor  Univer- 
sity College  of  Medicine,  Houston. 

Second-line  Outpatient  Chemotherapy  of  Tuber- 
culosis, Texas  Chapter,  American  College  of 
Chest  Physicians,  Sunday,  9 a.m. 

Mrs.  Martha  McAllister,  L.V.N.,  Chairman,  Health  Ca- 
reers Program,  Licensed  Vocational  Nurses  Associ- 
ation of  Texas,  Ballinger. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

Mrs.  Geddes  McLaughlin,  R.N.,  Dean,  Baylor  Univer- 
sity School  of  Nursing;  Chairman,  Texas  Nurses 
Association  Nursing  Practice  Committee,  Dallas. 
Panel:  How  to  Meet  the  Challenge  of  Changing 
Patterns  of  Patient  Care,  Second  Texas  Confer- 
ence of  Physicians  and  Nurses,  Wednesday, 
2 p.m. 

J.  Jordan  McNamara,  Fellow,  Thoracic  and  Cardiovas- 
cular Surgery,  Baylor  Hospital,  Dallas. 

Surgical  Management  of  Melanoma  of  the  Lung, 
Trachea,  and  Bronchi,  Texas  Chapter,  American 
College  of  Chest  Physicians,  Sunday,  1:50  p.m. 

John  Meeks,  Senior,  Jesse  H.  Jones  High  School, 
Houston. 

Panel:  Greatest  Problems  of  Teenagers,  Confer- 
ence on  School  Health  Luncheon,  Thursday,  12 
noon. 

Capt.  Lawrence  Meyerson,  Dermatology  Staff,  Brooke 
General  Hospital,  Fort  Sam  Houston. 

Small  Bowel  Changes  Associated  with  Dermatitis 
Herpetiformis,  Texas  Dermatological  Society,  Sat- 
urday, 10:50  a.m. 

Otto  Munoz,  Fellow  in  Radiology,  University  of  Texas 
Southwestern  Medical  School,  Dallas. 

197  Hg  Chlormerodrin  Scanning  in  Estimation 
of  Kidney  Salvageability,  Section  on  Radiology, 
Saturday,  9:30  a.m. 

Mrs.  Corinne  Norton,  R.R.L.,  Director  of  Medical  Rec- 
ords, University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute;  Representative,  Texas  Associ- 
ation of  Medical  Record  Librarians,  Houston. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

Akira  Ohneda,  Research  Fellow,  Veterans  Administra- 
tion Hospital,  Dallas. 

Aminogenic  Hyperglucagonemia:  Demonstration 
of  Its  Role  in  Preventing  Hypoglycemia  from 
Amino  Acid-Induced  Insulin  Secretion,  Texas 
Diabetes  Association,  Sunday,  2:20  p.m. 

M.  Oreizy,  Instructor  of  Medicine,  Baylor  University 
College  of  Medicine,  Houston. 

Second-Line  Outpatient  Chemotherapy  of  Tuber- 
culosis, Texas  Chapter,  American  College  of 
Chest  Physicians,  Sunday,  9 a.m. 
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Emery  R.  Owens,  Director  of  Health  Service,  Prairie 
View  University,  Prairie  View. 

Curbstone  Consultations:  Use  of  Drugs  on  the 
College  Campus  (LSD,  Marijuana,  Alcohol,  etc.), 
Friday,  5 p.m. 

Eugenio  Parada,  Research  Fellow,  Veterans  Adminis- 
tration Hospital,  Dallas. 

Aminogenic  Hyperglucagonemia:  Demonstration 
of  Its  Role  in  Preventing  Hypoglycemia  from 
Amino  Acid-Induced  Insulin  Secretion,  Texas 
Diabetes  Association,  Sunday,  2:20  p.m. 

Mr.  Chester  H.  Pheiffer,  Dean,  College  of  Optometry, 
University  of  Houston;  Representative,  Texas  Opto- 
metric  Association,  Houston. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  afternoon  session. 

Mr.  Robert  Poynor,  Liaison  Officer,  Texas  Health  Ca- 
reers Program,  American  Physical  Therapy  Associ- 
ation, Texas  Chapter,  Fort  Worth. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

George  B.  Pratt,  Department  of  Radiology,  Henry  Ford 
Hospital,  Detroit. 

Clinodactyly,  Section  on  Radiology,  Friday, 
3:20  p.m. 

Joseph  T.  Queng,  Houston. 

Insect  Hypersensitivity,  Section  on  General  Prac- 
tice, Friday,  3 p.m. 

Mr.  Curt  W.  Reimann,  Executive  Director,  American 
Cancer  Society,  Texas  Division,  Austin. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

Bobbye  M.  Rouse,  Assistant  Professor,  Department  of 
Pediatrics;  Director  of  Mental  Retardation  Clinic, 
University  of  Texas  Medical  Branch,  Galveston. 

Pitfalls  of  the  Diagnostic  Evaluation,  Symposium 
on  Mental  Retardation,  Saturday,  11  a.m. 

Panel:  Question  and  Answer  Period,  Symposium 
on  Mental  Retardation,  Saturday,  3:45  p.m. 

Mrs.  Evelyn  Schropshire,  R.N.,  Methodist  Hospital, 
Lubbock. 

Panel:  Planning,  Organization,  and  Operation  of 
Coronary  Care  Units  in  Large,  Medium,  and  Small 
Community  Hospitals,  Symposium  on  Cardiovas- 
cular Diseases,  Thursday,  9:10  a.m. 

Stephen  A.  D.  Schuster,  Resident,  University  of  Texas 
Medical  Branch,  Galveston. 

Unusual  Presentations  of  Retinoblastoma,  Texas 
Ophthalmological  Association,  Saturday,  3 p.m. 

Mrs.  Anna  L.  Seal,  R.N.,  St.  Joseph  Hospital,  Houston. 

Panel:  Planning,  Organization,  and  Operation  of 
Coronary  Care  Units  in  Large,  Medium,  and  Small 
Community  Hospitals,  Symposium  on  Cardiovas- 
cular Diseases,  Thursday,  9:10  a.m. 

Kathy  Shoemaker,  Senior,  Waltrip  High  School,  Hous- 
ton. 

Panel:  Greatest  Problems  of  Teenagers,  Confer- 
ence on  School  Health  Luncheon,  Thursday,  12 
noon. 

Mr.  Herman  Short,  Chief  of  Police,  City  of  Houston, 
Houston. 

Accidents,  the  Greatest  Cause  of  Injury  and 


Death  Among  Teenagers,  Conference  on  School 
Health,  Thursday,  2:30  p.m. 

David  B.  Skinner,  Assistant  Professor  of  Surgery, 
Johns  Hopkins  University  School  of  Medicine, 
Baltimore,  Md. 

Curbstone  Consultations:  Hiatus  Hernia — When 
and  Why  to  Operate,  Friday,  5 p.m, 

Maj.  James  Stagnone,  Dermatology  Staff,  Brooke  Gen- 
eral Hospital,  Fort  Sam  Houston. 

Small  Bowel  Changes  Associated  with  Dermatitis 
Herpetiformis,  Saturday,  10:50  a.m. 

Winfred  L.  Sugg,  Assistant  Professor,  Thoracic  and 
Cardiovascular  Surgery,  University  of  Texas  South- 
western Medical  School,  Dallas. 

Assisted  Circulation  in  Coronary  Shock,  Sympo- 
sium on  Cardiovascular  Diseases,  Thursday, 
10:45  a.m. 

Counterpulsation  in  Experimental  Myocardial  In- 
farction, Texas  Chapter,  American  College  of 
Chest  Physicians,  Sunday,  3:20  p.m. 

Mrs.  Mona  Sylvester,  Representative,  Texas  Associa- 
tion of  Hospital  Auxiliaries,  Austin. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  morning  session. 

Mrs.  Lillian  Taubert,  R.N.,  Executive  Director,  Texas 
Nurses  Association,  San  Antonio. 

Listening  Panel:  How  to  Meet  the  Challenge  of 
Changing  Patterns  of  Patient  Care,  Second  Texas 
Conference  of  Physicians  and  Nurses,  Wednesday, 
2 p.m. 

Luther  B.  Travis,  Associate  Professor,  Co-Director,  Divi- 
sion of  Renology  and  Metabolism,  Department  of 
Pediatrics,  University  of  Texas  Medical  Branch, 
Galveston. 

Insulin  Response  to  Glucose  Administration  in 
the  Newborn,  Texas  Diabetes  Association,  Sun- 
day, 9:10  a.m. 

Leslie  A.  Turnberg,  Trainee  in  Gastroenterology,  De- 
partment of  Internal  Medicine,  University  of  Texas 
Southwestern  Medical  School,  Dallas. 

Mechanisms  of  Diarrhea,  Section  on  Digestive 
Diseases,  Friday,  2:30  p.m. 

Mr.  Tim  L.  Vordenbaumen,  Representative,  Texas 
Pharmaceutical  Association,  San  Antonio. 

Recruitment  of  Personnel  into  Health  Careers, 
Symposium  on  Health  Careers  Recruitment  Pro- 
grams, Thursday,  afternoon  session. 

Sara  Walker,  Resident  in  Internal  Medicine,  Baylor 
University  College  of  Medicine,  Houston. 

Abnormal  Carbohydrate  Metabolism  As  a Cause 
of  Muscle  Disease,  Texas  Diabetes  Association, 
Sunday,  3:30  p.m. 

Mary  Kathleen  Ward,  R.N.,  Pasadena. 

Participant,  Television  Presentation:  The  Function 
of  a Coronary  Care  Unit  in  a Small  Hospital, 
Thursday,  4 p.m. 

Woodrow  Watts,  Ed.D.,  Deputy  Superintendent,  Hous- 
ton Independent  School  District,  Houston. 

Why  Boys  and  Girls  Fail,  Academically,  in  Sec- 
ondary Schools,  Conference  on  School  Health, 
Thursday,  3 p.m. 
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William  G.  Wilkerson,  Psychiatrist,  Student  Health 
Center,  University  of  Texas  at  Austin. 

Curbstone  Consultations:  Use  of  Drugs  on  the 
College  Campus  (LSD,  Marijuana,  Alcohol,  etc.), 
Friday,  5 p.m. 

Mrs.  Julia  Young,  Coordinator  of  Visually  Handicapped 
Children's  Programs,  Texas  State  Commission  for 
the  Blind,  Austin. 

Where  the  Commission  Stands  in  the  Battle 
Against  Blindness,  Texas  Ophthalmological  Asso- 
ciation, Friday,  10:30  a.m. 


Memorial  Service 


SUNDAY,  MAY  5,  11:15-11:45  A.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 

John  K.  Glen,  M.D.,  Houston,  Chairman 

Mrs.  Henry  K.  May,  Lake  Jackson,  Cochairman 

Mrs.  Thomas  J.  Vanzant,  Houston,  Auxiliary  Local 
Arrangements 

1.  Prelude:  Meditation  a Sainte  Clotilde — Philip  James 

Mr.  Bob  Brewer,  Houston 

2.  Invocation 

Milford  O.  Rouse,  M.D.,  Dallas 

3.  Memorial  Address  for  Deceased  Members  of  Wom- 
an’s Auxiliary 

Mrs.  Henry  K.  May,  Lake  Jackson 

4.  Memorial  Address  for  Deceased  Physicians 

John  K.  Glen,  M.D.,  Houston 

5.  Solo:  Eternal  Life — Olive  Dungan 

Mrs.  Robert  L.  Lindauer,  Jr.,  Houston 

6.  Benediction 

Byron  P.  York,  M.D.,  Houston 

7.  Postiude:  Praeludium  in  F-diir — J.  S.  Bach 

Mr.  Bob  Brewer,  Houston 


General  Meetings 


FRIDAY,  MAY  3,  10  A.M.-12  Noon 
Emerald  Room,  Shamrock  Hilton  Hotel 

Howard  R.  Dudgeon,  Waco,  President,  Presiding 

1.  (10:00)  Problems  of  Injuries  of  the  Hand  (televi- 
sion presentation) 

Moderator:  Robert  J.  Wise,  Houston 

Participants:  Melvin  Spira,  Houston 

Edward  J.  Kirby,  Houston 
Raymond  0.  Brauer,  Houston 

2.  (11:00)  Things  in  Veins,  The  Panorama  of  Embo- 
lism 

Edward  A.  Gall,  Cincinnati 

3.  (11:30)  Orthopaedic  Causes  of  Abdominal  Pain 

Mr.  D.  Lloyd  Griffiths,  Manchester,  England 

From  a review  of  patients  presenting  with  abdominal  pain 
but  ultimately  found  to  be  suffering  from  orthopaedic  dis- 
orders, acute  intervertebral  disk  protrusion  would  appear  to 
be  a significant  if  rare  mimic  of  acute  abdominal  catastro- 
phes. Chronic  abdominal  pain,  if  due  to  musculoskeletal  dis- 
orders, is  most  often  produced  by  inflammatory  spondylitis, 
no  longer  predominantly  tuberculosis.  It  has  been  the  cause 
of  abdominal  pain  that  has  withstood  visceral  investigation 
and.  not  infrequently,  appendectomy  or  cholecystectomy. 


SATURDAY,  MAY  4,  2-5  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 
R.  Harvey  Bell,  Palestine,  Vice  President,  Presiding 

1.  (2:00)  Respiratory  Therapy  (television  presenta- 
tion) 

Moderator:  John  Q.  Durfey,  Houston 

Participants:  Mr.  Larry  Ellis,  Houston 

James  M.  Fenstermacher,  Houston 
Gunyon  M.  Harrison,  Houston 
Shelly  E.  Liss,  Houston 
William  C.  North,  Memphis,  Tenn. 

2.  (3:00)  The  Role  of  Computers  in  the  Care  of 
Acutely  III  Patients 

Richard  M.  Peters,  Chapel  Hill,  N.  C. 

3.  (3:30)  A Survey  of  Recent  Advances  in  Anatomic 
Pathology 

W.  A.  D.  Anderson,  Miami 

A brief  general  survey  of  recent  advances  in  anatomic 
pathology  is  presented,  with  emphasis  on  those  which  have 
current  practical  diagnostic  significance  and  value.  Some  of 
the  important  new  knowledge  in  cell  morphology  is  noted, 
including  that  revealed  by  electron  microscopy,  chromosome 
studies,  and  immunopathology.  Some  recent  concepts  about 
the  pathology  of  tumors,  the  kidneys,  the  lungs  and  endo- 
crine glands  are  included. 


4.  (4:00)  Pre-School  Evaluation  to  Discriminate  Po- 
tential Learning  Difficulties 

Eric  Denhoff,  Providence,  R.  I. 

High  medical  priority  for  assessing  potential  learning  diffi- 
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culties  should  be  provided  to  children  prior  to  entering 
school.  The  inability  to  cope  efficiently  with  the  develop- 
mental demands  of  early  formal  education  often  leads  to 
future  social-emotional  maladjustment.  Both  individual  and 
group  screening  techniques  based  upon  neurological  evalu- 
ation will  be  discussed.  The  test  items  can  be  used  ef- 
fectively by  physicians  as  part  of  their  routine  preschool 
examination. 

5.  (4:30)  Newer  Concepts  in  the  Management  of 
Menopause 

Robert  B.  Greenblatt,  Augusta,  Ga. 


GENERAL  MEETING  LUNCHEONS 

FRIDAY,  MAY  3,  12:30  P.M. 
Continental  Room,  Shamrock  Hilton  Hotel 
G.  V.  Brindley,  Jr.,  Temple,  President-Elect,  Presiding 


Milford  0.  Rouse,  M.D. 
Guest  Speaker 

President,  American  Medical 
Association,  Dallas 


1.  (12:30)  Invocation 

Byron  P.  York,  Houston 

Luncheon 
Recognition 
Fifty  Year  Club 
Council  on  Annual  Session 
Chairman,  Committee  on 
General  Arrangements 

2.  (1:15)  Announcements  of  Scientific  Exhibits 
Awards  and  Recognition  of  Senior  Authors  of  Exhibits 

Nathan  Cedars,  Stephenville 

3.  (1:25)  Announcement  of  Winners  of  First  Annual 
Art  Exhibition 

Sheldon  M.  Tucker,  Houston 

4.  (1:35)  Introduction  of  Speaker 

Harvey  Renger,  Hallettsville 

5.  (1:37)  Medicine's  Perspectives  and  Goals 

Milford  0.  Rouse,  Dallas 


(2:00)  Adjourn 


SATURDAY,  MAY  4,  12  NOON 
Continental  Room,  Shamrock  Hilton  Hotel 

Howard  R.  Dudgeon,  Waco,  President,  Presiding 

Mr.  M.  Stanton  Evans 
Guest  Speaker 

Editor,  The  Indianapolis  News,  Indianapolis,  Ind. 


1.  (12:00)  Invocation 

Howard  O.  Smith,  Marlin 

Luncheon 

Recognition: 

1967-68  Officers 
Past  Presidents  Association 
Presidents  of  Allied  Health  Professions 
Presidents  of  Paramedical  Groups 

2.  (12:45)  Announcement  of  Anson  Jones  Awards 

Howard  R.  Dudgeon,  Waco 

3.  (12:50)  Installation  of  Dr.  G.  V.  Brindley,  Jr.  as 
President  of  the  Texas  Medical  Association  for 
1968-69 

4.  (1:05)  Introduction  of  Speaker 

Olin  B.  Gober,  Temple 

5.  (1:07)  Address 

Mr.  M.  Stanton  Evans,  Indianapolis 

1:30  Adjourn 


Refresher  Courses 


The  refresher  course  program  for  the  1968  annual 
session  includes  13  courses,  each  consisting  of  ap- 
proximately 45  minutes  of  lecture  plus  30  minutes  of 
questions  and  answers.  The  courses,  presented  by 
medical  leaders,  are  primarily  for  the  benefit  of  phy- 
sicians in  general  practice,  but  also  are  of  value  to 
specialists. 

The  courses  are  conducted  Friday,  8:30-9:45  a.m., 
and  Saturday,  3:30-4:45  p.m.  Each  course  is  complet- 
ed in  a single  day.  Courses  are  scheduled  in  the 
Shamrock  Hilton  Hotel.  No  tickets  will  be  required  for 
attendance. 

Following  is  the  list  of  courses,  instructors,  and  meet- 
ing rooms  in  the  Shamrock  Hilton  Hotel: 


FRIDAY,  MAY  3,  8:30-9:45  A.M. 

1.  Diagnosis  of  Barbiturate  Addiction 

(Venetian  Room)  Nelson  J.  Bradley,  Park  Ridge,  III. 

One  of  the  most  malignant  of  the  various  addictions  Is  bar- 
biturate addiction.  Barbiturates  are  still  considered  essential 
enough  that  they  are  frequently  prescribed,  and  addiction 
may  occur  anywhere  in  our  culture.  Because  of  the  end  point 
of  irreversible  organic  brain  damage,  early  diagnosis  is  im- 
portant: (1)  Denial  and  lack  of  sufficient  evidence  do  not 
rule  out  the  disease.  Lack  of  knowledge  about  "pills”  may  be 
a positive  clue.  (2)  Frequent  visits  to  doctors’  offices.  (3)  Fre- 
quent history  of  accidents  and  minor  injury.  (4)  Very  loyal  to 
three  or  four  physicians.  (5)  Tendency  to  embellish  requests, 
descriptions,  etc.,  with  sentimentality.  (6)  Speech  and  mem- 
ory defects.  (7)  History  of  amphetamine  use.  (8)  Friendly  pa- 
tients who  become  very  critical.  (9)  History  of  other  drug 
abuse  (especially  alcohol).  (10)  Eventual  insistence  on  a bar- 
biturate, preferably  a short  acting  one.  The  physician  should 
be  cautious  of  sudden  withdrawal:  it  only  drives  the  patient 
away,  and  the  ineffectiveness  of  small  doses  is  a good  diag- 
nostic sign.  Withdrawal  symptoms  can  be  dangerous.  The 
family  physician  often  is  an  effective  therapist. 
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2.  The  Management  of  Selected  Otologic  Problems 
(Otologic  Cine  Panel) 

(Garden  Room) 

Moderator:  Howard  P.  House,  Los  Angeles 

Panelists:  Walter  P.  Anthony,  Jr.,  Fort  Worth 

Aram  Glorig,  Dallas 
Frederick  R.  Guilford,  Houston 

3.  Ophthalmology  of  Driving 

(Grecian  Room)  Arthur  H.  Keeney,  Philadelphia 

4.  Injuries  to  the  Upper  Extremity  in  Baseball 

(Castilian  C)  Robert  K.  Kerlan,  Los  Angeles 

The  course  will  emphasize  the  causes  for  injuries  to  the 
upper  extremity  in  baseball,  with  special  emphasis  on  the 
anatomy  and  stress  factors  contributing  to  the  production  of 
the  injury  and  suggestions  for  treatment.  This  course  will 
stress  mostly  the  treatment  of  individuals  whose  epiphyses 
have  closed.  The  individual  who  is  interested  in  a career  as 
an  athlete,  either  amateur  or  professional,  will  be  discussed. 

5.  Obesity  in  Early  Life 

(Castilian  A)  Theodore  R.  Pfundt,  Omaha,  Neb. 

6.  Irradiation  of  Head  and  Neck  Tumors 

(Walnut  Room)  G.  Ray  Ridings,  Dallas 

The  emphasis  wili  be  toward  visible  head  and  neck  tumors. 
Illustrative  cases  will  be  shown,  with  discussion  of  indications 
for  irradiation  alone  or  irradiation  in  combination  with  other 
modalities.  Because  of  its  tissue-sparing  capabilities,  carefully- 
applied  irradiation  continues  to  be  the  most  efficient  modality 
for  treatment  of  a wide  variety  of  these  lesions. 

7.  Evaluation  and  Treatment  of  Acute  Abdominal 
Injuries 

(Belvedere  A)  Max  S.  Rittenbury,  Charleston,  S.  C. 

The  diagnosis  and  subsequent  treatment  of  traumatic  intra- 
abdominal injuries  can  be  the  most  difficult  aspect  of  treat- 
ing patients  with  multiple  injuries.  Certain  principles  must 
be  adhered  to  in  order  to  correctly  diagnose  those  less  obvi- 
ous injuries  of  the  liver,  spleen,  and  intestinal  tract,  most 
frequently  caused  by  nonpenetrating  abdominal  trauma.  These 
principles  will  be  reviewed,  and  specific  management  for  the 
most  common  intra-abdominal  injuries  will  be  summarized. 


SATURDAY,  MAY  4,  3:30-4:45  P.M. 

8.  Treatment  of  Infections  of  Bones  and  Joints 

(Castilian  C)  Edward  L.  Compere,  Chicago 

9.  Diagnosis  and  Treatment  of  Tumors  of  the  Lids 
and  Orbit 

(Grecian  Room)  Charles  E.  Miff,  Baltimore 

10.  Use  of  Hormones  in  the  Postmenopausal  Period 
(Belvedere  A)  Garth  L.  Jarvis,  Washington,  D.  C. 

11.  What  Can  the  Physician  Do  About  the  Child  with 
School  Failure? 

(Venetian  Room)  Harry  Medovy,  Winnipeg,  Canada 


12.  Management  of  Common  Sleep  Anomalies  and 
Disturbances 

(Normandy  A)  Jay  T.  Shurley,  Oklahoma  City 

Accumulating  information  from  psychophysiological  studies 
of  sleep  and  dreaming  in  both  normal  and  abnormal  popula- 
tions is  reviewed  for  implications  for  the  understanding  and 


management  of  a number  of  common  sleep  anomalies  and 
disturbances.  Insomnia,  hypersomnia,  somnambulism,  enure- 
sis, bruxism,  and  the  effects  of  chronic  partial  sleep  depri- 
vation are  among  the  conditions  to  be  considered. 

13.  Dermatology  in  One  Easy  Lesson 

(Castilian  A)  Richard  L.  Sutton,  Jr.,  Kansas  City,  Mo. 

"The  refresher  courses  feature  discussion  by  the  guest  speaker 
and  questions  and  answers.  The  time  allocation  is  75  min- 
utes.” The  guest  speaker  does  not  know  specifically  what  he 
will  talk  about  prior  to  appearing  before  you,  but  plans  to  be 
available  and  well-intentioned,  maybe  entertaining.  He  has 
practiced  dermatology  since  1932;  and,  over  the  years,  being 
simple,  direct,  and  lazy,  has  devised  means  for  doing  most 
of  the  patients  some  good  and  getting  out  of  the  office  by 
five  o’clock.  He  will  probably  mention  acne,  atopic  dermatitis, 
and  common  chronic  dermatitis  of  obscure  etiology.  He  will 
avoid  the  rare  disorders  with  long  names  that  were  set  forth 
in  profusion  in  a 1,500-page,  obsolescent,  out-of-print  derma- 
tology text  he  once  wrote. 


CURBSTONE  CONSULTATIONS 

Ten  informal,  unrehearsed  round  table  discussions, 
sponsored  by  the  Texas  Medical  Association,  will  be 
held  Friday,  5-6:30  p.m.,  in  the  Continental  Room  of 
the  Shamrock  Hilton  Hotel.  All  registrants  are  invited 
to  attend.  Tickets  (at  no  charge)  are  required  for  ad- 
mittance. There  is  a limited  number  of  tickets  avail- 
able, and  they  may  be  secured  in  advance  at  the  reg- 
istration desk  in  the  Hall  of  Exhibits  Foyer,  Sham- 
rock Hilton  Hotel. 

Physicians  may  move  from  one  table  to  another,  if 
and  when  they  wish,  and  are  encouraged  to  ask  ques- 
tions and  to  comment  on  the  various  aspects  of  each 
subject  under  discussion.  Physicians  are  encouraged 
to  bring  case  histories  and  to  obtain  the  opinions  of 
the  discussion  leaders. 

Beer,  coffee,  and  soft  drinks  will  be  provided. 

Topics,  moderators,  and  discussion  leaders  are  as 
follows: 

Table  1.  Cardiac  Arrhythmias  and  the  Coronary  Care 
Unit 

0.  Brandon  Hull,  Lubbock,  Moderator 
John  C.  Grammar,  Dallas 
Mrs.  Evelyn  Schropshire,  R.N.,  Lubbock 
Mrs.  Anna  Seal,  R.N.,  Houston 
John  M.  Wallace,  Galveston 
Charles  H.  Williams,  Houston 

Table  2.  The  Dizzy  Patient 

Bert  DeBord,  Temple,  Moderator 
Harris  M.  Hauser,  Houston 
Henry  E.  Maddox,  III,  Houston 
Robert  E.  Stevens,  San  Antonio 

Table  3.  Evaluation  of  the  Hypertensive  Patient 

K.  R.  Bingman,  Houston,  Moderator 

Table  4.  Use  of  Drugs  on  the  College  Campus  (LSD, 
Marijuana,  Alcohol,  etc.) 

Paul  L.  White,  Austin,  Moderator 
Lester  Keyser,  Dallas 
Emery  R.  Owens,  Prairie  View 
Ray  H.  Skaggs,  Houston 
William  G.  Wilkerson,  Austin 
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Table  5.  Use  and  Abuse  of  the  Pill 

Thomas  S.  Taylor,  San  Antonio,  Moderator 
Joseph  W.  Goidzieher,  San  Antonio 
Robert  B.  Greenblatt,  Augusta,  Ga. 
L.  Russell  Malinak,  Houston 

Table  6.  Gastrointestinal  Bleeding 

Maurice  S.  Grossman,  Corpus  Christi,  Moderator 
W.  Tom  Arnold,  Houston 
Philip  S.  Bentlif,  Houston 
Ted  L.  Edwards,  Jr.,  Austin 
Marcel  Patterson,  Galveston 
John  T.  Sessions,  Jr.,  Chapel  Hill,  N.  C. 

Table  7.  Interpretation  of  Thyroid  Function  Tests 

Marc  Moldawer,  Houston,  Moderator 

Table  8.  Respiratory  Aids — Uses  and  Dangers 

H.  Irving  Schweppe,  Jr.,  Houston,  Moderator 
William  J.  DeGroot,  Galveston 
Theodore  J.  Haywood,  Houston 
Daniel  E.  Jenkins,  Houston 
W.  Cone  Johnson,  Temple 
John  P.  McGovern,  Houston 
Richard  M.  Peters,  Chapel  Hill,  N.  C. 

Table  9.  Hiatus  Hernia — When  and  Why  to  Operate 

Harold  C.  Urschel,  Jr.,  Dallas,  Moderator 
J.  Bradley  Aust,  San  Antonio 
W.  Crockett  Chears,  Jr.,  Dallas 
David  B.  Skinner,  Baltimore,  Md. 
William  R.  Waddell,  Denver,  Col. 

Table  10.  The  Newer  Antibiotics  and  the  Present 
Status  of  Older  Ones 

Edwin  M.  Ory,  Houston,  Moderator 
Gerald  P.  Bodey,  Houston 
Robert  B.  Couch,  Houston 
Stuart  Riggs,  Houston 
Temple  W.  Williams,  Jr.,  Houston 


Section  Meetings 


SECTION  ON  DIGESTIVE  DISEASES 

Chairman — Cecil  0.  Patterson,  Dallas 
Secretary — Belton  G.  Griffin,  Houston 

FRIDAY,  MAY  3,  2:30-5  P.M. 

Tower  Room,  Towers  Hotel 

Diarrheal  Disorders 

1.  (2:30)  Mechanisms  of  Diarrhea 

Leslie  A.  Turnberg  and  John  S.  Fordtran,  Dallas 

Diarrhea  may  be  defined  as  water  and  electrolyte  malabsorp- 
tion. There  are  four  possible  mechanisms:  interruption  of  nor- 
mal cell  transport  processes;  abnormal  intestinal  permeability; 
excess  of  nonabsorbable,  osmotically  active  substance  in  the 
lumen;  and  abnormal  intestinal  motility.  These  mechanisms 
of  diarrhea  will  be  discussed  and  illustrated. 

Discussion 

Rollin  W.  Hughes,  Temple 


2.  (2:50)  Management  of  Diarrhea  Occurring  as  a 
Sequel  to  Gastric  Surgery 

John  R.  Kelsey,  Jr.;  Temple  W.  Williams,  Jr.; 

and  Philip  S.  Bentlif,  Houston 

Diarrhea  is  a not-infrequent  complication  of  gastric  surgery. 
Several  causes  of  post-gastrectomy  diarrhea  have  been  postu- 
lated and  include  bacterial  overgrowth  in  the  blind  duodenal 
loop,  rapid  change  of  osmolality  due  to  rapid  dumping  of 
gastric  contents  into  the  small  bowel,  and  chemical  and  hor- 
monal influences  and  latent  lactase  and  other  enzyme  defici- 
encies becoming  clinically  significant  following  surgery.  The 
various  therapeutic  approaches  will  be  presented. 

Discussion 

Daniel  E.  Polter,  Dallas 

3.  (3:10)  The  Short  Bowel  Syndrome 

Elliott  Weser,  San  Antonio 

An  increasing  number  of  patients  have  undergone  extensive 
resection  of  the  small  bowel.  The  severity  of  diarrhea  and 
malabsorption  depends  upon  the  extent  and  location  of  bowel 
removed  and  the  condition  of  the  remaining  small  bowel. 
Successful  management  requires  an  understanding  of  carbo- 
hydrate, lipid,  bile  acid,  and  electrolyte  absorption.  These 
factors  will  be  discussed  as  well  as  current  therapeutic 
measures. 

Discussion 

Dean  Solcher,  Houston 

4.  (3:30)  Diarrhea  in  Diabetes 

Leo  Castiglioni  and  Marcel  Patterson,  Galveston 

Chronic  diarrhea  may  occur  in  patients  with  diabetes  mellitus 
from  the  same  multitude  of  etiologies  which  affect  the  general 
population.  In  addition,  there  occasionally  develops  a recurring 
diarrhea  which  is  specifically  associated  with  diabetes  mellitus. 
This  syndrome  affects  males  more  often  than  females.  It 
tends  to  accompany  the  severe  or  poorly  controlled  forms  of 
diabetes  with  coexistent  neuropathy.  Steatorrhea  may  occur 
but  tests  of  exocrine  pancreatic  function  are  normal.  Charac- 
teristic features  of  this  complication  of  diabetes  will  be  dis- 
cussed together  with  a brief  review  of  concepts  of  pathogenesis 
and  various  forms  of  therapy  which  have  been  utilized. 

Discussion 

A.  Compton  Broders,  Jr.,  Temple 

5.  (3:50)  Antibiotic  Diarrheas 

Frederick  R.  Lummis,  Jr.,  Houston 

Gastrointestinal  disturbance  is  one  of  the  most  common  side 
effects  of  antibiotic  therapy.  Knowledge  of  the  mechanisms 
by  which  these  drugs  produce  intestinal  dysfunction  will  be 
reviewed.  Particular  attention  will  be  devoted  to  the  possible 
relationship  between  Lincomycin  and  acute  intestinal  colitis. 

Discussion 

Ted  L.  Edwards,  Jr.,  Austin 

6.  (4:10)  Diagnostic  Approach  to  the  Patient  with 
Diarrhea 

John  T.  Sessions,  Jr.,  Chapel  Hill,  N.C. 


6:30  P.M. 

Nile  A and  B,  Shamrock  Hilton  Hotel 

7.  (6:30)  Social  Hour 


SATURDAY,  MAY  4,  9-11:30  A.M. 

Azalea  Room,  Shamrock  Hilton  Hotel 

Joint  Session:  Sections  on  Digestive  Diseases  and 
Internal  Medicine 
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Esophageal  Disorders 

8.  (9:00)  Physiology  of  Deglutition 

Guillermo  McEwan,  Temple 

Deglutition  occurs  in  three  stages:  (1)  Voluntary  passage  of 
the  bolus  from  the  mouth  into  the  pharynx.  The  front  of  the 
tongue  is  depressed;  the  back  is  elevated  and  retracted  against 
the  hard  palate  and  by  this  action  the  bolus  is  propelled  into 
the  pharynx.  (2)  Passage  of  the  bolus  through  the  pharynx  is 
reflex,  and  is  initiated  by  receptors  located  in  the  mucosa  of 
the  anterior  and  posterior  pillars  of  the  fauces,  the  tonsils, 
soft  palate,  base  of  the  tongue  and  posterior  wall  of  the 
pharynx.  The  entrance  to  the  larynx  is  sealed  off.  The  superior 
pharyngeal  muscle  contracts,  initiating  a peristaltic  wave  which 
moves  down  the  pharynx  propelling  the  bolus  in  front  of  it. 
The  bolus  passes  into  the  esophagus  with  relaxation  of  the 
cricopharyngeus,  the  upper  esophageal  sphincter.  (3)  Passage 
of  the  bolus  through  the  esophagus  and  into  the  stomach  is 
also  involuntary,  and  is  mediated  by  the  vagus  nerve  and 
neurons  of  the  Auerbach’s  plexus.  The  peristaltic  wave  initiat- 
ed in  the  pharynx  continues  downward  through  the  entire 
esophagus,  propelling  the  bolus  into  the  stomach  through  the 
relaxed  esophagogastric  or  lower  esophageal  sphincter.  Pres- 
sure tracings  and  a short  movie  will  be  shown  illustrating  the 
details  and  dynamics  of  these  motor  phenomena. 

9.  (9:20)  Esophageal  Motor  Disorders 

Nicholas  C.  Hightower,  Temple 

Esophageal  motor  disorders  are  common  but  frequently  are 
overlooked  or  misdiagnosed.  The  diagnosis  of  an  esophageal 
motor  disorder  is  best  made  by  combined  cinefluoroscopy  and 
intraluminal  pressure  measurements.  Examples  of  the  more 
common  esophageal  motor  disorders,  including  achalasia, 
scleroderma,  diffuse  spasm,  and  motor  disorders  secondary 
to  hiatal  hernia,  carcinoma,  and  stricture  will  be  discussed. 

Discussion 

John  M.  Eiband,  Houston 

10.  (9:40)  Chest  Pain  of  Esophageal  Origin — Differ- 
ential Diagnosis 

John  T.  Sessions,  Jr.,  Chapel  Hill,  N.  C. 


11.  (10:30)  Atypical  Angina 

William  J.  Block,  San  Antonio 

Atypical  angina  or  atypical  pain  patterns  of  coronary  insuf- 
ficiency will  be  discussed.  The  reason  for  the  existence  of 
atypical  pain  pattern  due  to  coronary  insufficiency  is  based 
on  the  premise  that  the  viscera,  both  thoracic  and  abdominal, 
have  two  routes  of  innervation,  cerebrospinal  and  autonomic. 
Autonomic  pain  is  usually  midline  whereas  cerebrospinal  pain 
is  unilateral  and  located  in  the  cerebrospinal  nerve  that  car- 
ries such  sensation.  Coronary  insufficiency  pain  has  been 
noted  as  high  as  C-2  and  as  low  as  T-10  and  therefore  a wide 
range  of  atypical  pain  pattern  is  possible.  The  location  of 
various  atypical  pain  patterns  will  be  discussed  and  illustrated. 
Upper  gastrointestinal  disease  has  atypical  pain  patterns  that 
frequently  overlap  and  conflict  with  the  interpretation  of  coro- 
nary insufficiency  pain  pattern.  The  fact  that  the  pain  pattern 
of  upper  gastrointestinal  disease  many  times  can  be  in  the 
same  area  as  coronary  pain  pattern  requires  significant  skill 
and  experience  in  identifying  the  true  disease  process.  At 
times  more  than  one  disease  process  may  be  playing  a role. 
These  issues  will  be  discussed. 

Discussion 

Dolph  L.  Curb,  Houston 

12.  (10:50)  The  Use  of  Radiophosphorus  in  the  Early 
Detection  of  Esophageal  Malignancy 

Robert  S.  Nelson  and  Frank  L.  Lanza,  Houston 

Intravenously  given  radioactive  phosphorus  (P32)  localizes  se- 
lectively in  cancer  and  produces  a diagnostically  higher  beta 
radiation  which  may  be  detected  by  miniature  Geiger  counter 
passed  through  the  esophagoscope.  The  method  will  show 
submucosal  cancer  which  is  grossly  undetectable  by  roent- 
genoscopy or  radiology,  delineate  the  submucosal  extension 
of  known  tumor,  and  indicate  the  optimum  biopsy  site.  Over- 


all accuracy  in  all  patients,  including  those  with  cancer,  esoph- 
agitis and  normal  controls,  is  95  percent. 

13.  (11:10)  Surgery  of  the  Esophagus 

Don  C.  Quast,  Houston 

The  surgeon's  primary  interest  in  the  esophagus  is  directed 
toward  the  correction  of  lesions  resulting  from  obstruction, 
stenosis,  bleeding,  perforation,  and/or  new  growths.  Accurate 
diagnosis  is  possible  through  history,  physical  examination, 
x-ray,  and  esophagoscopy.  The  anatomy  and  physiology  of  the 
organ  must  be  understood,  and  the  appropriate  operation  se- 
lected. The  correction  of  benign  disease  is  aimed  at  the 
sustained  relief  of  symptoms  with  the  least  possible  deviation 
from  normal.  Management  of  malignant  disease  is  devised 
to  resect  all  cancerous  tissue  with  reduction  in  mortality  and 
minimal  morbidity.  There  is  little  margin  for  error  in  esopha- 
geal surgery.  Frequently,  other  disease  processes  and  indi- 
vidual anatomical  deviations  dictate  the  surgical  possibilities. 
Most  of  the  successful  operations  today  are  lengthy,  compli- 
cated, and  technically  difficult.  Current  thoughts  on  available 
surgery  for  these  basic  problems  will  be  discussed;  and  a 
review  of  possible  complications,  along  with  morbidity  and 
mortality  statistics,  will  be  reviewed. 

Discussion 

Charles  I.  Blitz,  Corsicana 


SECTION  ON  GENERAL  PRACTICE 

Chairman — Donald  S.  Kennady,  New  Braunfels 
Secretary — Robert  S.  Ray,  Seguin 

FRIDAY,  MAY  3,  2:30-5  P.M. 

Bluebonnet  Room,  Shamrock  Hilton  Hotel 

1.  (2:30)  Fetology — The  New  Responsibility  of  Pre- 
natal Care 

Garth  L.  Jarvis,  Washington,  D.  C. 

2.  (3:00)  Insect  Hypersensitivity 

Joseph  T.  Queng,  Houston 

3.  (3:30)  Advances  in  Plastic  Repair  of  Facial  Injuries 

Sanford  Glanz,  Corpus  Christi 

4.  (4:00)  Asymptomatic  Hematuria  in  Children 

L.  Leighton  Hill,  Houston 

5.  (4:30)  First  Aid  Treatment  of  Poisoning 

Eric  G.  Comstock,  Houston 

SATURDAY,  MAY  4,  9-11:30  A.M. 
Bluebonnet  Room,  Shamrock  Hilton  Hotel 

6.  (9:00)  Adolescent  Gynecology 

Garth  L.  Jarvis,  Washington,  D.  C. 

7.  (9:30)  Evaluation  and  Management  of  the  Dizzy 
Patient 

James  L.  Smith,  Houston 

8.  (10:00)  Subfacial  lliosacral  Lipoma  as  a Cause  of 
Back  Pain 

Francis  M.  Logsdon,  Port  Lavaca 
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9.  (10:30)  Snake  Bite 


James  Darby,  Big  Spring 


Esophageal  Disorders 


10.  (11:00)  Treatment  of  Sprains  and  Closed  Frac- 
tures of  the  Ankle 

Edward  L.  Compere,  Chicago 


SECTION  ON  INTERNAL  MEDICINE 

Chairman — Joel  E.  Reed,  Houston 
Secretary — Robert  E.  Stevens,  San  Antonio 

FRIDAY,  MAY  3,  2:30-5  P.M. 

Azalea  Room,  Shamrock  Hilton  Hotel 

Nephrology 

1.  (2:30)  Mechanism  of  Action  of  Diuretic  Drugs 

Roscoe  R.  Robinson,  Durham,  N.  C. 

2.  (3:00)  Preventive  Nephrology  (Early  Diagnosis  of 
Treatable  Renal  Disease) 

Robert  O.  Morgen,  Houston 

3.  (3:30)  Diagnosis  and  Treatment  of  Acute  Renal 
Failure 

Harry  E.  Sarles,  Galveston 

Acute  renal  failure  may  result  from  pre-renal,  renal,  and  post- 
renal  causes.  Differentiation  can  be  made  by  a careful  clinical 
evaluation  of  the  patient,  intravenous  fluid  and  solute  chal 
lenges,  urine  osmolarity  and  electrolyte  determinations,  and 
in  selected  cases  retrograde  pyelograms,  percutaneous  renal 
biopsies  and  renal  arteriography.  Acute  "tubular  necrosis”  is 
the  commonest  cause  of  acute  renal  oliguria.  The  pathogenesis 
of  this  lesion  is  far  from  clear,  but  recent  investigations  have 
clarified  several  points.  Effective  therapy  for  acute  renal 
failure  demands  an  accurate  diagnosis.  The  management  of 
acute  tubular  necrosis  centers  around  the  maintenance  of 
fluid,  electrolyte  and  nitrogen  balance,  avoidance  of  harmful 
drugs  and  dialyses  during  the  oliguric  period. 

4.  (3:50)  Nephrotic  Syndrome 

August  R.  Remmers,  Jr.,  Galveston 

Many  diseases  may  involve  the  kidney,  so  as  to  diffusely  af- 
fect the  glomeruli  leading  to  alterations  in  basement  mem- 
brane permeability  and  serious  proteinuria.  The  etiology  of 
the  specific  disease  process  is  not  always  clinically  apparent, 
yet  proper  treatment  depends  on  a precise  diagnosis.  The 
various  causes  of  renal  disease  leading  to  the  nephrotic  syn- 
drome, difference  between  children  and  adults,  pathogenesis 
of  the  clinical  findings  and  the  different  forms  of  treatment 
will  be  discussed. 

5.  (4:10)  Recent  Developments  in  the  Field  of  Organ 
Transplantation 

William  R.  Waddell,  Denver 

6.  (4:40)  Recent  Advances  in  Renal  Physiology 

Roscoe  R.  Robinson,  Durham,  N.  C. 


SATURDAY,  MAY  4,  9-11:30  A.M. 

Azalea  Room,  Shamrock  Hilton  Hotel 

Joint  Session:  Sections  on  Internal  Medicine  and 
Digestive  Diseases 


7.  (9:00)  Physiology  of  Deglutition 

Guillermo  McEwan,  Temple 

Deglutition  occurs  in  three  stages.  (1)  Voluntary  passage  of 
the  bolus  from  the  mouth  into  the  pharynx.  The  front  of  the 
tongue  is  depressed;  the  back  is  elevated  and  retracted  against 
the  hard  palate  and  by  this  action  the  bolus  is  propelled  into 
the  pharynx.  (2)  Passage  of  the  bolus  through  the  pharynx  is 
reflex,  and  is  initiated  by  receptors  located  in  the  mucosa  of 
the  anterior  and  posterior  pillars  of  the  fauces,  the  tonsils, 
soft  palate,  base  of  the  tongue  and  posterior  wall  of  the 
pharynx.  The  entrance  to  the  larynx  is  sealed  off.  The  superior 
pharyngeal  muscle  contracts,  initiating  a peristaltic  wave  which 
moves  down  the  pharynx  propelling  the  bolus  in  front  of  it. 
The  bolus  passes  into  the  esophagus  with  relaxation  of  the 
cricopharyngeus,  the  upper  esophageal  sphincter.  (3)  Passage 
of  the  bolus  through  the  esophagus  and  into  the  stomach  is 
also  involuntary,  and  is  mediated  by  the  vagus  nerve  and 
neurons  of  the  Auerbach’s  plexus.  The  peristaltic  wave  initiated 
in  the  pharynx  continues  downward  through  the  entire  esopha- 
gus, propelling  the  bolus  into  the  stomach  through  the  relaxed 
esophagogastric  or  lower  esophageal  sphincter.  Pressure  trac- 
ings and  a short  movie  will  be  shown  illustrating  the  details 
and  dynamics  of  these  motor  phenomena. 

8.  (9:20)  Esophageal  Motor  Disorders 

Nicholas  C.  Hightower,  Temple 

Esophageal  motor  disorders  are  common  but  frequently  are 
overlooked  or  misdiagnosed.  The  diagnosis  of  an  esophageal 
motor  disorder  is  best  made  by  combined  cinefluoroscopy  and 
intraluminal  pressure  measurements.  Examples  of  the  more 
common  esophageal  motor  disorders,  including  achalasia, 
scleroderma,  diffuse  spasm,  and  motor  disorders  secondary 
to  hiatal  hernia,  carcinoma,  and  stricture  will  be  discussed. 

Discussion 

John  M.  Eiband,  Houston 

9.  (9:40)  Chest  Pain  of  Esophageal  Origin — Differ- 
ential Diagnosis 

John  T.  Sessions,  Jr.,  Chapel  Hill,  N.  C. 

10.  (10:30)  Atypical  Angina 

William  J.  Block,  San  Antonio 

Atypical  angina  or  atypical  pain  patterns  of  coronary  insuf- 
ficiency will  be  discussed.  The  reason  for  the  existence  of 
atypical  pain  pattern  due  to  coronary  insufficiency  is  based 
on  the  premise  that  the  viscera,  both  thoracic  and  abdominal, 
have  two  routes  of  innervation,  cerebrospinal  and  autonomic. 
Autonomic  pain  is  usually  midline  whereas  cerebrospinal  pain 
is  unilateral  and  located  in  the  cerebrospinal  nerve  that  carries 
such  sensation.  Coronary  insufficiency  pain  has  been  noted 
as  high  as  C-2  and  as  low  as  T-10  and  therefore  a wide  range 
of  atypical  pain  pattern  is  possible.  The  location  of  various 
atypical  pain  patterns  will  be  discussed  and  illustrated.  Upper 
gastrointestinal  disease  has  atypical  pain  patterns  that  fre- 
quently overlap  and  conflict  with  the  interpretation  of  coronary 
insufficiency  pain  pattern.  The  fact  that  the  pain  pattern  of 
upper  gastrointestinal  disease  many  times  can  be  in  the  same 
area  as  coronary  pain  pattern  requires  significant  skill  and 
experience  in  identifying  the  true  disease  process.  At  times 
more  than  one  disease  process  may  be  playing  a role.  These 
issues  will  be  discussed. 

Discussion 

Dolph  L.  Curb,  Houston 

11.  (10:50)  The  Use  of  Radiophosphorus  in  the  Early 
Detection  of  Esophageal  Malignancy 

Robert  S.  Nelson  and  Frank  L.  Lanza,  Houston 

Intravenously  given  radioactive  phosphorus  (P32)  localizes  se- 
lectively in  cancer  and  produces  a diagnostically  higher  beta 
radiation  which  may  be  detected  by  miniature  Geiger  counter 
passed  through  the  esophagoscope.  The  method  will  show 
submucosal  cancer  which  is  grossly  undetectable  by  roent- 
genoscopy or  radiology,  delineate  the  submucosal  extension  of 
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known  tumor,  and  indicate  the  optimum  biopsy  site.  Overall 
accuracy  in  all  patients,  including  those  with  cancer,  esopha- 
gitis and  normal  controls,  is  95  percent. 

12.  (11:10)  Surgery  of  the  Esophagus 

Don  C.  Quast,  Houston 

The  surgeon's  primary  interest  in  the  esophagus  is  directed 
toward  the  correction  of  lesions  resulting  from  obstruction, 
stenosis,  bleeding,  perforation,  and/or  new  growths.  Accurate 
diagnosis  is  possible  through  history,  physical  examination, 
x-ray,  and  esophagoscopy.  The  anatomy  and  physiology  of  the 
organ  must  be  understood,  and  the  appropriate  operation 
selected.  The  correction  of  benign  disease  is  aimed  at  the 
sustained  relief  of  symptoms  with  the  least  possible  deviation 
from  normal.  Management  of  malignant  disease  is  devised 
to  resect  all  possible  cancerous  tissue  with  reduction  in  mor- 
tality and  minimal  morbidity.  There  is  little  margin  for  error 
in  esophageal  surgery.  Frequently,  other  disease  processes 
and  individual  anatomical  deviations  dictate  the  surgical  pos- 
sibilities. Most  of  the  successful  operations  today  are  lengthy, 
complicated,  and  technically  difficult.  Current  thoughts  on 
available  surgery  for  these  basic  problems  will  be  discussed; 
and  a review  of  possible  complications,  along  with  morbidity 
and  mortality  statistics,  will  be  given. 

Discussion 

Charles  I.  Blitz,  Corsicana 

SECTION  ON  NERVOUS  AND 
MENTAL  DISEASES 

(With  Texas  District  Branch, 

American  Psychiatric  Association) 

Chairman — Alfred  H.  Hill,  San  Antonio 
Secretary — Israel  H.  Schuleman,  Houston 


FRIDAY,  MAY  3,  2-5  P.M. 

Camellia  Room,  Shamrock  Hilton  Hotel 

1.  (2:00)  Panel:  Community  Mental  Health  Services 
in  Texas 

Moderator:  Alfred  H.  Hill,  San  Antonio 

Panelists:  John  Kinross-Wright,  Austin 

E.  Winston  Cochran,  Beaumont 
Jaime  Quintanilla,  Amarillo 
Spencer  Bayles,  Houston 
Frank  P.  Schuster,  Jr.,  El  Paso 

Community  centers  for  mental  health  and  mental  retardation 
can  now  be  established  under  local  control  with  the  help  of 
grants-in-aid  from  state  funds.  $3,000,000  is  authorized  for 
this  first  year.  Speakers  will  discuss  initial  experiences  under 
the  program  from  the  state  and  local  points  of  view. 

2.  (3:30)  Implications  for  Personality  Development 
and  Adjustment  Proceeding  from  Research  in  Sensory, 
Perceptual  and  Social  Isolation  and  Deprivation 

Jay  T.  Shurley,  Oklahoma  City 

Recent  findings  from  research  in  social,  perceptual  and  sen- 
sory isolation  and  deprivation  are  summarized.  Implications 
of  these  findings  for  certain  crucial  aspects  of  personality 
development  and  for  maintenance  or  restoration  of  mental 
health,  both  in  theory  and  in  practice,  are  then  assessed 
against  this  background. 


3.  (4:30)  The  Surgical  Treatment  of  Epilepsy:  Modern 
Approach  to  the  Evaluation  of  the  Epileptic  Patient 
for  Surgery 

James  Greenwood,  Jr., 
and  Peter  Kellaway,  Ph.D.,  Houston 

The  selection  of  patients  who  are  suitable  for  surgery  is  out- 
lined. Only  patients  who  are  not  controlled  by  adequate  medi- 
cal therapy  are  considered,  and  there  must  be  evidence  of 
focal  origin  of  seizures  in  a location  such  that  removal  will 
result  in  little  or  no  neurological  deficit.  Intracranial  and 
extracranial  special  electrodes,  carotid  Amytal  and  Metrazol 
activation  are  evaluated. 

SATURDAY,  MAY  4,  9 A.M.-12  NOON 
Camellia  Room,  Shamrock  Hilton  Hotel 

4.  (9:00)  Panel:  Mental  Health  and  Mental  Retarda- 
tion: Can  This  Marriage  Be  Saved? 

Moderator:  Israel  H.  Schuleman,  Houston 

Panelists:  Mr.  William  Cobb,  Austin 

George  A.  Constant,  Victoria 
Pete  C.  Palasota,  Abilene 
Doman  K.  Keele,  Dallas 

In  its  new  Department  of  Mental  Health  and  Mental  Retarda- 
tion, Texas  has  adopted  the  view  that  these  two  problems 
should  be  approached  together  at  the  state  and  community 
levels.  Yet  some  groups  insist  that  mental  retardation  should 
not  be  associated  with  mental  illness;  and  most  physicians, 
including  psychiatrists,  have  long  neglected  mental  retarda- 
tion. Is  the  association  valid  and  viable? 

5.  (10:30)  The  Adolescent's  Dilemma 

Mr.  Ken  A.  Wells,  New  Brunswick,  N.  J. 

The  nature  of  adolescence  in  a physical  or  biological  sense 
is  well  defined  and  generally  understood  by  informed  adults. 
When  viewed  in  the  social  sense  by  adults,  by  the  adolescent 
himself  and  by  the  larger  society,  it  is  less  well  understood 
because  of  the  extent  and  nature  of  the  changes  taking  place. 
Viewed  from  the  perspective  of  the  developmental  task  con- 
cept, the  need  for  well  designed  social  linking  mechanisms 
becomes  clearer. 

(12:00)  Recess 


2 P.M. 

Camellia  Room,  Shamrock  Hilton  Hotel 

6.  (2:00)  Guy  Witt  Memorial  Paper — A Psychological 
Survey  of  the  Male  Trusty  Population  of  Galveston 
County  Jail 

Mr.  B.  D.  Johnson,  Galveston 
Presentation  of  Award 

7.  (2:30)  Business  Session — Texas  District  Branch, 
American  Psychiatric  Association 
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Blessed  event? 


Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy. 

Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract.*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.^ 


•As  shown  by  in  vitro  studies. 

1.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 
65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN®  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


ACH  ROST  ATI  V 

JtrgACYCHNh  MCt 
HrSiAftf; 


329-8/6094 
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SECTION  ON  OBSTETRICS 
AND  GYNECOLOGY 


Chairman — Ted  H.  Forsythe,  Lubbock 
Secretary — William  H.  Nash,  San  Antonio 

FRIDAY,  MAY  3,  2:30-5  P.M. 

Belvedere  A,  Shamrock  Hilton  Hotel 

1.  (2:30)  Dysfunctional  Uterine  Bleeding 

Robert  B.  Greenblatt,  Augusta,  Ga. 

(3:00)  Discussion 

2.  (3:15)  The  Abnormal  Cervix  in  Pregnancy 

Tom  A.  Walker,  Temple 

The  abnormal  cervix  is  now  a common  complication  of  preg- 
nancy due  to  the  increasing  frequency  of  recognition.  Total 
evaluation  involves  cytologic  studies,  colposcopically  "selected” 
biopsies  and  subsequent  cold-knife  conization  only  when 
thereby  indicated.  Three  years  of  intensive  experience  with 
this  regimen  has  notably  increased  the  incidence  of  colposcop- 
ically "selected"  biopsies.  The  resulting  need  for  cold  knife 
conization  has  progressively  decreased.  Pregnancy  usually  may 
be  permitted  to  proceed  to  term  cautiously,  safely  and  without 
the  complications  involved  in  "routine”  cold-knife  conization. 

(3:35)  Discussion 
(3:45)  Intermission 

3.  (4:00)  X-Ray  Pelvimetry,  A Necessary  Revival  of  an 
Old  Subject 

Angel  Werch  and  Charles  E.  Flowers,  Jr.,  Houston 

X-ray  pelvimetry  is  an  excellent  diagnostic  aid  in  the  manage- 
ment of  everyday  complications  of  labor  that  include  primi- 
paras  in  labor  with  an  unengaged  vertex,  primiparas  with  a 
fetus  in  breech  presentation,  dystocia  of  labor,  or  in  the 
management  of  a vaginal  delivery  in  the  multipara  who  has 
had  her  last  child  by  cesarean  section.  515  pelvimetry  studies 
were  done  in  one  year  at  Jefferson  Davis  Hospital.  Compre- 
hensive studies  were  done  of  the  results  and  follow  up.  In 
this  era  of  medical  progress  where  mental  retardation  and 
cerebral  palsy  represent  a tremendous  burden  on  individuals 
and  society,  a careful  clinical  and  x-ray  evaluation  of  the 
pelvis  should  be  done  before  stimulation  or  induction  of 
labor  is  undertaken. 

(4:20)  Discussion 

4.  (4:30)  Significance  of  the  Missed  Pill  in  a Sequen- 
tial Anovulatory  Program 

John  L.  Jackson,  III,  Wichita  Falls 

A group  of  ovulating  women  upon  whom  tubal  ligation  had 
been  performed  serve  as  subjects  for  this  study.  Proof  of 
ovulation  was  obtained  by  endometrial  biopsy  performed  on 
the  first  day  of  menses.  Effectiveness  of  the  anovulatory  pro- 
gram was  obtained  for  each  subject  by  endometrial  biopsy 
obtained  on  day  20  or  21.  End  organ  responsiveness  to  miss- 
ing a given  pill  was  again  obtained  by  endometrial  biopsy 
performed  on  day  20  or  21  of  each  test  cycle. 

(4:50)  Discussion 

SATURDAY,  MAY  4,  9-11:30  A.M. 

Belvedere  A,  Shamrock  Hilton  Hotel 


5.  (9:00)  The  Hirsute  Female 

Robert  B.  Greenblatt,  Augusta,  Ga. 

(9:30)  Discussion 

6.  (9:40)  Treatment  of  Menopausal  Disorders  with  a 
New  Oral  Progestin  (Colprone) 

E.  B.  Mendel  and  Harold  Varon,  Dallas 

Over  80  patients  in  the  early  menopause  years  have  been 
treated  with  sequential  cyclic  administration  of  both  estrogen 
and  a new  oral  progestin.  With  this  regimen  not  only  was 
there  symptomatic  benefit,  but  there  was  good  regulation  of 
menses.  Endometrial  biopsies  revealed  desirable  progesta- 
tional effect.  In  addition,  many  of  the  common  "androgenic” 
problems  of  the  menopause  were  improved.  This  was  the 
result  of  antiandrogenic  properties  of  the  new  progestin.  Side 
effects  were  minimal.  It  is  suggested  that  cyclic  therapy  with 
estrogen  and  progestin  not  only  provides  the  estrogen  re- 
placement necessary  in  the  menopausal  patient,  but  also 
yields  increased  benefits  by  the  use  of  a progestin  which  is 
antiandrogenic. 

(10:00)  Discussion 
(10:05)  Intermission 

7.  (10:15)  Healthy  Sexuality 

Georgia  F.  Legett,  Austin 

Sex  education  is  a life-long  acquisition  of  knowledge  designed 
to  teach  the  individual  what  constitutes  maleness  and  female- 
ness. Sexuality  is  a creative  element  of  each  individual  which 
affects  his  expression  of  thought,  word,  and  deed. 

The  time  has  come  when  every  school  system  should  include 
sex  education  in  its  curriculum,  starting  at  the  preschool 
level,  and  continuing  throughout  high  school.  To  be  success- 
ful, parents  and  the  community-at-Iarge  must  challenge  their 
school  administration  with  planning,  writing,  and  developing 
a curriculum  that  is  appropriate. 

The  physician  is  thought  of  as  most  ethical.  He  should  be 
aware  of  the  urgent  need  for  sex  education  in  the  schools, 
stimulate  its  development,  and  act  as  a consultant.  He  also 
has  an  obligation  to  keep  informed  and  updated  concerning 
sex  and  marriage  so  that  his  community  as  well  as  his 
patients  may  benefit  from  such  knowledge. 

The  purpose  is  to  evolve  a society  of  emotionally  healthy, 
knowledgeable  human  beings  who  have  developed  skills  and 
attitudes,  values,  and  standards  necessary  to  make  the  choices 
that  lead  to  responsible  personhood  and  the  foundation  of 
stable  and  satisfactory  marriage  and  parenthood. 

(10:35)  Discussion 

8.  (10:40)  The  Infertile  Male 

L.  Russell  Malinak,  Houston 

Thorough  investigation  of  an  infertility  problem  must  include 
careful  evaluation  of  the  husband,  as  a male  factor  is  said 
to  exist  in  30  to  50  percent  of  infertile  couples.  Significant 
advances  are  being  made  in  the  diagnosis  and  treatment  of 
male  infertility,  such  that  the  interested  physician  can  now 
approach  this  problem  with  some  optimism.  The  attitudes  of 
the  physician  are  extremely  important  and  the  problem  en- 
countered must  be  handled  with  delicacy  and  interest,  as 
male  pride  is  often  a complicating  factor.  Important  aspects 
of  history,  physical  examination,  laboratory  data,  and  prin- 
ciples of  treatment,  both  medical  and  surgical,  will  be  dis- 
cussed. 

(11:00)  Discussion 

9.  (11:05)  Vaginal  Cytology 

Jack  W.  Baxter,  Houston 

Endocrine  vaginal  cytology  now  plays  an  important  role  in 
the  management  of  the  obstetric  or  gynecologic  patient.  This 
paper  deals  with  the  technique,  terminology  and  practical 
application  of  the  vaginal  smear  as  used  in  diagnosis  and 
treatment  of  many  of  the  common  problems  in  daily  prac- 
tice. Ovulation  can  be  pinpointed  with  great  accuracy  and 
endometrial  biopsies  are  unnecessary. 

(11:25)  Discussion 
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SECTION  ON  OPHTHALMOLOGY 
AND  TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION 

Chairman,  Section  on  Ophthalmology,  and  President, 
Texas  Ophthalmological  Association — Harl  D.  Man- 
sur, Jr.,  Wichita  Falls 

Secretary,  Section  on  Ophthalmology,  and  President- 
Elect  and  Program  Chairman,  Texas  Ophthalmologi- 
cal Association — James  L.  Mims,  Jr.,  San  Antonio 

Secretary,  Texas  Ophthalmological  Association — John 
C.  Kuppinger,  Harlingen 

Treasurer,  Texas  Ophthalmological  Association — Joe 
L.  Bussey,  Fort  Worth 

(The  Executive  Council,  Texas  Ophthalmological  Association, 

will  meet  Thursday,  May  2,  2 p.m..  Towers  Hotel.) 

(Medical  Advisory  Committee  Chairmen,  Texas  Society  for  the 

Prevention  of  Blindness,  will  have  a breakfast  session  Satur- 
day, May  4,  7:30  a.m.,  Normandy  B,  Shamrock  Hilton  Hotel.) 


FRIDAY,  MAY  3,  8:30  A.M.-5  P.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 
Harl  D.  Mansur,  Jr.,  Wichita  Falls,  Presiding 

1.  (8:30)  Ophthalmology  of  Driving  (Refresher 
Course) 

Arthur  H.  Keeney,  Philadelphia 

2.  (10:00)  President’s  Address:  Should  I Encourage 
My  Son  To  Study  Medicine? 

Harl  D.  Mansur,  Jr.,  Wichita  Falls 

3.  (10:30)  Where  the  Commission  Stands  in  the  Bat- 
tle Against  Blindness 

Mrs.  Julia  Young,  Austin 

4.  (10:50)  An  Observation  and  a Prediction 

John  R.  Lynn,  Dallas 

5.  (11:00)  Ocular  and  Adnexal  Surgery:  Techniques 

Charles  E.  Miff,  Baltimore 

Reconstructive  surgery  of  the  lids  and  orbit  will  be  discussed. 


12:15  P.M. 

Mai  Tai  Room,  Shamrock  Hilton  Hotel 

6.  (12:15)  Luncheon  and  Business  Meeting  of  Texas 
Ophthalmological  Association 


3 P.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 

James  L.  Mims,  Jr.,  San  Antonio,  Presiding 


8.  (4:00)  Ocular  Plastic  Surgery:  Techniques — Prob- 
lems in  Ptosis  Surgery 

Charles  E.  Miff,  Baltimore 

Ptosis  surgery  fails  when  preoperative  diagnostic  information 
is  not  coordinated  with  the  operative  findings.  The  amount  of 
levator  resection  based  on  these  data  is  entirely  different  in 
congenital  and  acquired  ptosis.  The  jaw-winking  phenomenon 
tends  to  decrease  with  age  and  therefore  operation  should  be 
delayed  until  after  puberty.  Operation  on  a protective  ptosis 
with  diplopia,  whether  congenital  or  acquired,  is  always 
doomed  to  failure  unless  the  diplopia  can  be  cured  first. 
When  surgery  is  not  indicated,  a cosmetic  contact  lens  and 
crutch  spectacle  should  be  tried.  Ptosis  surgery  cannot  be 
reduced  to  mathematical  formulas,  but  still  lies  in  the  field 
of  the  art  of  medicine. 

(5:00)  Adjourn 

Visit  Exhibits 


SATURDAY,  MAY  4,  9 A.M.-5  P.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 
Harl  D.  Mansur,  Jr.,  Wichita  Falls,  Presiding 

9.  (9:00)  Intraocular  Surgery:  Techniques 

Charles  E.  Miff,  Baltimore 

The  minutiae  of  intraocular  surgery  are  stressed  as  the  factors 
swinging  the  critical  balance  between  success  and  failure. 
The  author's  methods  of  doing  a lid  block,  obtaining  a soft 
eye,  removing  a cataract,  treating  a vitreous  touch  or  tug 
syndrome  incorporate  such  minutiae  and  will  be  discussed. 

10.  (9:50)  Ocular  Slit-Lamp  Photography 

Louis  Daily,  Jr.,  Houston 

(10:20)  Intermission 

11.  (10:35)  The  Role  of  Diagnostic  Ultrasound  in 
Ophthalmology 

Arthur  H.  Keeney,  Philadelphia 

12.  (11:25)  Allergy  and  Cataracts 

Ruby  K.  Daniel,  Dallas 

(11:55)  Recess  for  Luncheon 


2:30  P.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 
John  C.  Koch,  Lufkin,  Presiding 

13.  (2:30)  Responsibilities  of  the  Ophthalmologist  in 
Dyslexia 

Arthur  H.  Keeney,  Philadelphia 

14.  (3:00)  Unusual  Presentations  of  Retinoblastoma 

Edward  C.  Ferguson,  Ml,  and  Stephen 
A.  D.  Schuster,  Galveston 

15.  (3:30)  Diagnosis  and  Treatment  of  Tumors  of  the 
Lids  and  Orbit  (Refresher  Course) 

Charles  E.  Miff,  Baltimore 

(5:00)  Adjourn 


7.  (3:00)  Prevention  and  Management  of  Ocular 
Trauma 

Arthur  H.  Keeney,  Philadelphia 
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SECTION  ON  OTOLARYNGOLOGY 
AND  TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION 

Chairman,  Section  on  Otolaryngology,  and  Vice  Presi- 
dent, Texas  Otolaryngological  Association — H.  Ed- 
ward Maddox,  III,  Houston 

Secretary,  Section  on  Otolaryngology,  and  Program 
Chairman,  Texas  Otolaryngological  Association — Ed- 
ward A.  Newell,  Dallas 

President,  Texas  Otolaryngological  Association — 
Thomas  W.  Folbre,  San  Antonio 

President  Elect,  Texas  Otolaryngological  Association — 
Lloyd  A.  Storrs,  Lubbock 

Secretary,  Texas  Otolaryngological  Association — 
Charles  F.  Engelking,  San  Angelo 

Treasurer,  Texas  Otolaryngological  Association — Jesse 
D.  Gomillion,  Midland 


FRIDAY,  MAY  3,  8:30  A.M.-4:45  P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

1.  (8:30)  Otologic  Cine  Panel:  The  Management  of 
Selected  Otologic  Problems  (Refresher  Course) 

Moderator:  Howard  P.  House,  Los  Angeles 

Panelists:  Frederick  R.  Guilford,  Houston 

Aram  Glorig,  Dallas 
Walter  P.  Anthony,  Jr.,  Fort  Worth 

2.  (10:00)  Malignant  Tumors  of  the  Head  and  Neck 
in  Children 

John  J.  Conley,  New  York 

3.  (11:00)  Posterior  Fossa  Contrast  Examination  and 
Cerebellopontine  Angle  Tumors 

DeWitt  W.  Cox,  Jr.,  and 
H.  Edward  Maddox,  III,  Houston 

Fluororadiographic  examination  of  the  posterior  fossa  with 
opaque  media  improves  clinical  diagnosis  of  eighth  nerve 
tumors  and  other  tumors  distorting  the  anatomy  of  this  re- 
gion. Procedure,  indications,  complications,  and  diagnostic 
aspects  of  the  examination  are  considered.  Clinical  and  surgi- 
cal findings  are  discussed. 

4.  (11:45)  Carotid  Artery  Protection  in  Head  and 
Neck  Cancer  Surgery 

Richard  L.  Mabry  and  Donald  A.  Corgill,  Dallas 

Carotid  artery  protection  will  be  discussed  in  three  phases: 
preoperative  patient  preparation,  special  techniques  at  sur- 
gery, and  postoperative  wound  care.  At  surgery,  the  artery 
may  be  covered  using  a muscle  tunnel,  dermal  graft,  trans- 
posed muscle  flap,  or  fascia.  Postoperatively,  an  exposed  un- 
protected carotid  is  best  treated  by  ‘the  open  treatment  regi- 
men.” Possible  sudden  rupture  of  an  exposed  carotid  must 
be  anticipated  and  prepared  for,  sometimes  necessitating 
prophylactic  ligation  of  the  carotid. 

(12:15)  Recess 


12:15  P.M. 

Hide-Away  Lounge,  Shamrock  Hilton  Hotel 


5.  (12:15)  Luncheon 

Business  Meeting  of  Texas  Otolaryngologi- 
cal Association 

2:30  P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

6.  (2:30)  Melanoma  of  the  Head  and  Neck 

John  J.  Conley,  New  York 

7.  (3:30)  Safe  General  Anesthesia  for  Laryngoscopy 
and  Bronchoscopy 

Edward  A.  Talmage,  Houston 

Many  patients  desire  general  anesthesia  for  laryngoscopy  and 
bronchoscopy  because  of  fears  or  actually  experiencing  gag- 
ging, retching,  and  coughing  with  painful  and  unpleasant  sen- 
sations of  suffocation  and  oropharyngeal  discomfort.  Such 
patients  do  not  readily  submit  to  repeated  procedures  and 
examinations  under  topical  anesthesia  alone.  This  desire  for 
unconsciousness  can  be  safely  met  by  inducing  general  anes- 
thesia in  a fashion  easily  allowing  for  subsequent  application 
of  profound  topical  anesthesia  of  the  upper  respiratory  tract 
while  maintaining  adequate  ventilation.  Maintenance  of  this 
state  with  light  levels  of  halothane  produces  ideal  operating 
conditions  and  respiratory  homeostasia  from  which  recovery 
and  awakening  is  rapid.  Practical  aspects  of  the  management 
of  over  300  cases  is  presented  in  which  postoperative  follow- 
up has  revealed  no  major  complications  or  subjective  com- 
plaints. 

8.  (3:45)  Current  Concepts  of  Otosclerosis  Surgery 

Howard  P.  House,  Los  Angeles 

(4:45)  Adjourn 


6:30  P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

9.  (6:30)  Social  Hour — Texas  Otolaryngological  Asso- 
ciation (Members,  Wives,  and  Guests) 


SATURDAY,  MAY  4,  9:30  A.M.-4:30  P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

10.  (9:30)  Cancer  of  the  Middle  Ear  and  Temporal 
Bone 

John  J.  Conley,  New  York 

11.  (10:30)  Serum  Albumin  in  the  Treatment  of  In- 
fectious Mononucleosis 

Dor  W.  Brown,  Fredericksburg 

The  history  of  infectious  mononucleosis  is  related.  The  signs, 
symptoms  and  differential  diagnosis  of  infectious  mononucleo- 
sis are  detailed.  The  epidemiology  is  also  to  be  discussed. 
Past,  present  and  future  treatment  are  discussed  and  the 
author’s  experiences  with  serum  albumin  are  related.  The 
material  will  be  presented  on  35  mm.  lecture  slides. 

12.  (10:50)  Hearing  Standards,  Fact  or  Fiction 

Howard  P.  House,  Los  Angeles 

(11:30)  Recess 
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2 P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

13.  (2:00)  Regional  Flaps  in  Cancer  Surgery  of  the 
Head  and  Neck 

John  J.  Conley,  New  York 

14.  (3:00)  The  Problems  of  Peripheral  Facial  Nerve 
Paralysis  and  Their  Management 

Donald  W.  Alexander,  Dallas 

A series  of  patients  with  peripheral  facial  nerve  paralysis  will 
be  presented.  These  patients  illustrate  a wide  variety  of 
peripheral  facial  nerve  paralysis  such  as  Bell’s  palsy,  Ramsey- 
Hunt  syndrome,  glomus  jugulare  tumor,  gunshot  wound  of 
the  ear,  post-parotidectomy,  facial  nerve  paralysis,  laceration 
of  the  facial  nerve  secondary  to  facial  lacerations,  and  facial 
nerve  paralysis  following  ear  surgery.  The  tests  used  in  follow- 
ing facial  nerve  paralysis  and  the  principles  and  management 
of  these  problems  will  be  discussed. 

15.  (3:30)  Congenital  Abnormalities  Encountered  in 
Middle  Ear  Surgery 

Howard  P.  House,  Los  Angeles 

(4:30)  Adjourn 


SECTION  ON  PATHOLOGY 

Chairman — Bruce  D.  Fallis,  Dallas 
Secretary — Franz  Leidler,  Houston 

FRIDAY,  MAY  3,  2:30-5  P.M. 

Venetian  Room,  Shamrock  Hilton  Hotel 

1.  (2:30)  Pathogenesis  of  Cirrhosis 

Edward  A.  Gall,  Cincinnati 

(3:00)  Discussion 

2.  (3:10)  Long-Term  Follow-up  of  Children  with  Acute 
Glomerulonephritis 

Harvey  S.  Rosenberg,  Houston 

Of  105  children  with  acute  glomerulonephritis,  11  had  some 
degree  of  abnormality  several  years  after  apparent  clinical 
recovery.  Percutaneous  kidney  biopsy  performed  at  the  initial 
examination  and  at  the  time  of  reevaluation  revealed  a variety 
of  morphologic  changes  but  no  discrete  evidence  of  progres- 
sion to  chronic  scarring. 

(3:30)  Discussion 

3.  (3:40)  Atypical  Uterine  Leiomyomas  and  Proges- 
tin Therapy 

Robert  E.  Fechner,  Houston 

Myometrial  alterations  are  described  in  five  patients  receiving 
progestin  therapy  and  having  subsequent  hysterectomy.  These 
changes  include  hypertrophic  muscle  fibers,  small  myometrial 
nodules,  and  leiomyomas  with  bizarre  hyperchromatic  nuclei 
including  giant  forms.  Mitoses  were  rare,  and  therefore  the 
diagnosis  of  leiomyosarcoma  was  not  made.  Whether  the 
atypical  nuclear  changes  are  related  to  progestin  therapy  or 
are  coincidental  cannot  be  determined  in  such  a small  sample. 
Emphasis  is  placed  on  differentiating  benign  atypical  leiomy- 
omas from  leiomyosarcoma. 

(4:00)  Discussion 
Intermission 


4.  (4:15)  Primary  Hyperplasia  and  Neoplasia  of  the 
Adrenal  Cortex 

W.  A.  D.  Anderson,  Miami 

The  morphologic  aspects  of  overgrowth  of  the  adrenal  cortex 
are  presented,  with  discussion  of  their  significance  and  corre- 
lation with  clinical  disturbances,  hormonal  or  otherwise.  The 
varying  morphology  of  diffuse  and  nodular  hyperplasia,  ade- 
noma, and  carcinoma  are  shown,  with  their  different  signifi- 
cance. The  relationship  to  hyperaldosteronism  and  possible 
significance  in  hypertension  are  reviewed.  Neoplasms  of  the 
adrenal  cortex  which  do  not  produce  hormones  are  included, 
and  their  differentiation  discussed. 

(4:45)  Discussion 

SATURDAY,  MAY  4,  9-11:30  A.M. 

Venetian  Room,  Shamrock  Hilton  Hotel 

5.  (9:00)  Pathways  to  Postnecrotic  Cirrhosis 

Edward  A.  Gall,  Cincinnati 

(9:30)  Discussion 

6.  (9:40)  Recurrent  Hematuria  in  Children 

Don  B.  Singer,  Houston 

Thirty-one  children  with  recurrent  hematuria  were  studied 
with  renal  biopsies.  There  was  no  evidence  of  renal  or  uri- 
nary tract  disease  other  than  hematuria.  Segmental  glomeru- 
litis  and/or  ultra-structural  basement  membrane  deposits  were 
found  in  21  specimens.  These  lesions  suggest  that  altered 
sensitivity  similar  to  that  in  acute  glomerulonephritis  is  re- 
sponsible for  the  hematuria. 

(10:00)  Discussion 

7.  (10:10)  Pathologic  Findings  in  Acrodermatitis  En- 
teropathica 

Alvin  E.  Rodin  and  A.  Goldman,  Galveston 

Acrodermatitis  enteropathica  is  an  unusual  entity  occurring  in 
the  pediatric  age  group.  It  is  characterized  by  diarrhea, 
alopecia,  emotional  disturbances,  and  dermatitis  of  extremities 
and  mucocutaneous  areas.  Although  over  75  cases  have  been 
reported,  the  etiology  is  unknown  and  pathologic  descriptions 
are  sparse.  Autopsy  studies  on  a six-year-old  boy  with  this 
entity  revealed  focal  areas  of  cystic  atrophy  of  small  in- 
testinal mucosa.  This  finding  may  explain  some  of  the  clini- 
cal features  and  have  some  pathogenetic  significance. 

(10:30)  Discussion 

8.  (10:40)  Automated  Equipment  in  the  Clinical  La- 
boratory 

Harry  H.  Malvin,  Houston 

Medical  journals,  manufacturers’  brochures,  the  popular  press 
and  politicians’  pronouncements  have  made  each  of  us  aware 
of  laboratory  automation.  Automation  implies  a functional 
system.  Some  of  the  laboratory’s  functions  will  be  identified, 
equipment  useful  in  performing  these  functions  will  be  cata- 
logued, and  existing  gaps  in  the  system  and  likely  means  of 
filling  those  gaps  will  be  surveyed. 

9.  (11:00)  How  Does  the  Laboratory  Fit  into  Hospital 
Automation? 

Tate  M.  Minckler,  Houston 

The  practice  of  medicine  faces  a steadily  increasing  depen- 
dence on  the  tools  and  concepts  of  computer  sciences.  This 
presentation  offers  in  outline  an  approach  to  the  gradual  inte- 
gration of  laboratory  data  management  with  general  medical 
information  management  in  a computer-oriented  system. 

(11:20)  Discussion 
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TEXAS  MEDICINE 


SECTION  ON  PEDIATRICS 


FRIDAY,  MAY  3,  2:30-5  P.M. 
Normandy  A,  Shamrock  Hilton  Hotel 


Chairman — Howard  E.  LeBus,  Temple 
Secretary — P.  Clift  Price,  Austin 


FRIDAY,  MAY  3,  2:30-5  P.M. 

Nile  A and  B,  Shamrock  Hilton  Hotel 

1.  (2:30)  Management  of  the  Child  in  Status  Asth- 
maticus 

Orville  C.  Thomas,  Hermann  Gregory,  and 
John  P.  McGovern,  Houston 

2.  (3:00)  Chronic  Secretory  Otitis  Media — Diagnosis 
and  Current  Concepts  of  Therapy 

S.  Harold  Reuter,  Houston 

3.  (3:30)  Neonatal  Pneumothorax 

Myron  M.  Nichols,  Galveston 

4.  (4:00) 

5.  (4:30)  Congenital  Syphilis — On  the  Rise 

Theodore  R.  Pfundt,  Omaha 


SATURDAY,  MAY  4,  9-11:30  A.M. 

Nile  A and  B,  Shamrock  Hilton  Hotel 

6.  (9:00)  School  Problems 

Harry  Medovy,  Winnipeg,  Canada 

7.  (10:00)  Meaning  of  Laboratory  Studies  in  Children 
with  Cerebral  Dysfunction 

Eric  Denhoff,  Providence,  R.  I. 

A battery  of  pertinent  standard  laboratory  tests  has  been 
done  routinely  on  more  than  500  cases  of  syndromes  of  cere- 
bral dysfunction.  Productive  information  was  obtained  from 
the  electroencephalogram,  echoencephalogram  and  brain 
scan.  Tests  for  thyroid  function  and  muscle  enzyme  function 
also  contributed  the  bulk  of  positive  diagnostic  data. 
Selection  of  laboratory  procedures  helpful  in  sydromes  of  ce- 
rebral dysfunction  as  well  as  a procedural  plan  will  be  dis- 
cussed. 

8.  (10:30)  Varieties  of  Aphasia  in  Children  and  Adults 

Morris  H.  Lampert,  San  Antonio 

9.  (11:00) 


SECTION  ON  PUBLIC  HEALTH 

Chairman — Hal  J.  Dewlett,  Dallas 
Secretary — John  B.  Bryson,  Belton 

(The  Texas  Association  of  Public  Health  Physicians  will  have 
a dinner  meeting  Thursday,  6:30  p.m..  Garden  Room,  Sham- 
rock Hilton  Hotel.) 

(The  Conference  of  City  and  County  Health  Officers  will  be 
held  Saturday  at  9 a.m.,  Normandy  A,  Shamrock  Hilton  Hotel. 
See  Specialty  Programs  section  for  details.) 


1.  (2:30)  Effects  of  Ionizing  Radiation  in  the  Indus- 
trial Population  and  on  the  General  Population 

James  H.  Sterner,  Houston 

2.  (3:00)  Health  Effects  of  Air  Pollution 

Neill  K.  Weaver,  Houston 

3.  (3:30)  Title  XIX  and  Public  Health 

James  W.  Williams,  Georgetown 

4.  (4:00)  Family  Planning — A Public  Health  Respon- 
sibility 

Carl  F.  Moore,  Jr.,  Austin 

5.  (4:30)  The  Role  of  the  Local  Health  Department 
in  the  State  Tuberculosis  Control  Program 

Morris  L.  Grover,  San  Antonio 

(4:50)  Discussion 

Albert  G.  Randall  and 
Rodger  G.  Smyth,  Austin 


SECTION  ON  RADIOLOGY 

Chairman — Joe  C.  Rude,  Austin 
Secretary — Jack  Reynolds,  Dallas 

(A  Seminar  on  Isotopes — Everyday  Practice  is  being  co- 
sponsored by  the  Section  on  Radiology  with  the  Committee 
on  Nuclear  Medicine  of  the  Texas  Medical  Association  Satur- 
day, 2-5  p.m.,  Walnut  Room,  Shamrock  Hilton  Hotel.  See 
Specialty  Programs  section  for  details.) 

FRIDAY,  MAY  3,  2:30-5  P.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 

1.  (2:30)  Irradiation  of  Carcinoma  of  Cervix  Uteri 

G.  Ray  Ridings,  Dallas 

The  value  of  fractionation  of  irradiation  has  long  been  known 
in  experimental  radiobiology  and  in  clinical  use  of  external 
beam  teletherapy.  However,  it  has  not  been  exploited  in  radium 
irradiation.  In  order  to  allow  multiple  radium  insertions,  simple 
and  relatively  atraumatic  techniques  are  required.  Such  a 
system  for  treatment  of  carcinoma  of  the  cervix  uteri  has 
been  in  use  for  several  years. 

2.  (3:00)  Emergency  Radiotherapy 

Ah  sen  T.  Ozarda  and 
Hugh  C.  Sheffield,  Galveston 

The  emergency  conditions  in  therapeutic  radiology,  both  be- 
nign and  malignant  forms,  are  defined  and  their  management 
is  discussed.  Successful  therapy  requires  close  cooperation 
and  understanding  between  radiotherapist  and  referring  phy- 
sician. When  a situation  demands  an  urgent  radiotherapeutic 
approach,  treatment  should  be  initiated  promptly  and  dose- 
time selected  according  to  individual  needs  in  order  to  obtain 
maximum  benefit  in  a short  period  of  time.  When  treating 
emergency  benign  conditions,  irradiated  volume  of  tissue  and 
total  dose  should  be  kept  minimum. 

3.  (3:20)  Clinodactyly 

George  B.  Pratt,  Detroit,  Mich. 

Clinodactyly  is  usually  an  isolated  finding  in  normal  individ- 
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Chances  are  she’ll  be  fever-free 
in  less  than  48  hours... 
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with 

Erythrocin- Sulfas 

ERYTHROMYCIN- 

TRISULFAPYRIMIDINES, 

ABBOTT 

FOR  RAPID  CUNICAL  RESPONSE 

In  a recent  series  of  clinical  studies,  Erythrocin-Sulfas 
was  used  to  treat  516  febrile  cases  of  suspected 
bacterial  infection.  Of  these,  85.5%  were  completely 
afebrile  within  hours. 

FOR  WIDE  BACTERIAL  COVERAGE 

Among  the  total  of  661  patients  (febrile 
and  afebrile)  who  could  be  evaluated,  the 
clinical  cure  rate*  was  92.2% 

FOR  OPTIMAL  PATIENT  ACCEPTANCE 

Three  forms  were  used  in  the  studies,  prescribed 
according  to  the  age  and  personal  preferences  of 
individual  patients: 


Erythrocin®  ethyl  succinate- Sulfas  Granules 
erythromycin  ethyl  succinate-trisulfapyrimidines 
for  oral  suspension 

Erythrocin®  ethyl  succinate- Sulfas  Chewable 
erythromycin  ethyl  succinate-trisulfapyrimidines 
chewable  tablets 

Erythrocin®  stearate- Sulfas  Filmtab® 

erythromycin  stearate-trisulfapyrimidines  tablets 

*Clinically  cured  included  patients  with  complete 
symptomatic  relief  and  those  who  had  partial 
symptomatic  relief  within  72  hours  with  subsequent 
clinical  cure.  803446 


Please  see 
Brief  Summary 
on  next  page. 
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BRIEF  SUMMARY  FOR 

Erythrocin-Sulfas 

Indications  For  mixed  infections  which  are 
more  susceptible  to  the  combination  than  to 
either  agent  alone.  These  may  include  sus- 
ceptible gram-positive  and/or  gram-negative 
mixed  infections.  Not  recommended  in  the 
treatment  of  infections  expected  to  respond 
to  full  therapeutic  doses  of  the  antibiotic  or 
sulfonamide  alone. 

Contraindications  Known  hypersensitivity  to 
erythromycin  or  sulfonamides.  Because  of  the 
possibility  of  kernicterus  with  sulfonamides, 
do  not  use  in  pregnancy  at  term,  in  premature 
or  in  newborn  infants  during  first  week  of  life. 

Warnings  As  with  other  forms  of  sulfonamide 
therapy,  use  only  after  critical  appraisal  in 
patients  with  liver  or  kidney  damage,  urinary 
obstruction,  or  blood  dyscrasias.  Deaths  have 
been  reported  from  hypersensitivity  reactions 
and  blood  dyscrasias  following  use  of  sulfon- 
amides. Perform  blood  counts  and  liver  and 
kidney  function  tests  when  used  inter- 
mittently or  for  long  periods. 

Precautions,  Side  Effects  Use  sulfonamides 
with  caution  in  patients  with  a history  of 
allergy,  including  asthma.  Mild  allergic  reac- 
tions (such  as  urticaria  and  other  skin  rashes) 
may  occur.  Serious  allergic  reactions  have 
been  extremely  infrequent;  if  encountered 
appropriate  countermeasures  (e.g.  epine- 
phrine, steroids,  etc.)  should  be  administered 
and  the  drug  withdrawn.  Assure  adequate 
fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  In  pro- 
longed therapy,  or  when  high  dosage  is  used, 
maintain  an  alkaline  urine.  If  oliguria  occurs, 
discontinue  therapy.  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting 
may  occur  with  erythromycin;  generally 
improved  by  reduction  of  dosage. 

If  overgrowth  of  nonsusceptible  organism 
occurs,  withdraw  the  drug  and  institute 
appropriate  treatment. 

Adverse  Reactions  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomit- 
ing, diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash, 
urticaria,  injection  of  the  conjunc- 
tiva and  sclera,  petechiae,  purpura, 
hematuria  and  crystalluria.  803446 
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EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution;  May  be  habit  forming.  . . 21  mg, 

Ephedrine  HCl 16  mg. 


FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 


DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 
Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  elhicat pharmaceuticats  since  1856 
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uals;  but  it  may  be  associated  with  a variety  of  pathological 
conditions.  These  include  chromosomal  abnormalities,  some 
of  the  oral  facial  syndromes,  bone  dysplasias,  mucopoly- 
saccharidases,  and  many  other  generalized  congenital  anom- 
alies. The  various  manifestations  of  clinodactyly  as  well  as 
the  classification  of  its  causes  and  the  hereditary  patterns  are 
discussed. 

4.  (3:40)  Cineradiography  in  a Community  Hospital 

James  W.  Buice,  Fort  Worth 

Cineradiography  in  a community  hospital  has  many  uses 
other  than  angiocardiography.  The  "Prostar”  automatic  pro- 
cessor, allowing  a review  of  the  film  within  ten  minutes,  has 
stimulated  the  use  of  cine  studies  in  our  hospital.  A film 
presentation  demonstrating  the  equipment,  as  well  as  the 
desirability  and  many  advantages  of  the  cineradiography  will 
be  shown. 

5.  (4:00)  Percutaneous  Cholangiography 

Gerald  D.,  Dodd,  Houston 

The  diagnosis  of  obstructive  jaundice  is  usually  made  by 
appropriate  laboratory  tests  and  percutaneous  liver  biopsy. 
However,  the  precise  cause  of  the  obstruction  and  its  loca- 
tion cannot  be  determined.  In  the  past,  laparotomy  has  been 
required  for  differential  diagnostic  purposes  and  the  type  of 
treatment  has  been  determined  by  the  operative  findings.  As 
is  the  case  with  any  intra-abdominal  lesion,  the  desirability 
of  surgical  intervention  and  the  type  of  procedure  employed 
is  best  appreciated  if  the  nature  of  the  lesion  is  known 
prior  to  operation.  Percutaneous  opacification  of  the  biliary 
ducts  has  proved  a highly  accurate  method  of  identifying 
the  point  of  obstruction,  and  the  diagnostic  criteria  are  suf- 
ficiently specific  to  result  in  a correct  diagnosis  in  most 
cases.  The  technique  of  percutaneous  cholangiography,  and 
the  criteria  of  the  various  types  of  neoplastic  obstruction  will 
be  described. 

6.  (4:20)  Roentgen  Manifestations  of  a Great  Imita- 
tor: Bronchiolar  Carcinoma  of  the  Lung 

J.  H.  Arndt,  Dallas 

Masquerading  as  any  of  the  several  benign  or  malignant  pul- 
monary disorders,  bronchiolar  carcinoma  of  the  lung  con- 
tinues to  evade  diagnosis.  The  result  is  procrastination,  in- 
appropriate therapy,  and  progression  of  the  disease  process. 
Although  highly  variable  in  its  manifestations,  this  neoplastic 
maverick  does  have  roentgenologic  features  which  render  it 
susceptible  to  early  diagnosis  and  cure. 

7.  (4:40)  Bladder  Decompensation 

Hugo  F.  Elmendorf,  Jr.,  San  Antonio 


SATURDAY,  MAY  4,  9:00-11:30  A.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 

8.  (9:00)  Irradiation  of  Carcinoma  of  the  Corpus 
Uteri 

G.  Ray  Ridings,  Dallas 

The  program  of  irradiation  of  carcinoma  of  the  corpus  uteri 
at  the  University  of  Missouri  Medical  Center  consisted  of 
radium  insertions  plus  external  beam  roentgen  therapy,  with 
the  precise  program  depending  on  the  ciinical  situation, 
especially,  upon  whether  or  not  the  patient  is  a candidate  for 
surgery.  The  treatment  methods  and  results  will  be  presented. 

9.  (9:30)  197  Hg  Chlormerodrin  Scanning  in  Estima- 
tion of  Kidney  Salvageability 

Otto  Munoz,  Donald  D.  Johnson, 
and  Frederick  J.  Bonte,  Dallas 

When  injected  intravenously,  197  Hg-labeled  Chlormerodrin  is 
concentrated  in  renal  tubular  epithelium.  Scintillation  scans 
of  the  renal  region  made  after  the  administration  of  this  drug 
provide  a picture  of  renal  tubular  function.  One  of  the  prin- 


cipal uses  of  the  isotope  renal  scan  at  the  present  time  is 
in  the  evaluation  of  the  unilaterally  damaged,  but  surgically 
salvageable,  kidney.  This  application  will  be  illustrated  with 
representative  case  material. 

10.  (9:50)  Diffuse  Alveolar  Pulmonary  Disease 

Herbert  Steinbach,  Dallas 

The  recognition  of  the  "alveolar  pattern"  is  useful  in  reducing 
the  differential  possibilities  in  diffuse  pulmonary  infiltrates 
in  chest  radiography.  According  to  Felson,  the  "alveolar  pat- 
tern" is  characterized  by  the  fluffy  margins  of  the  infiltrate, 
coalescence,  segmental  or  lobar  distribution,  air  bronchogram 
or  air  alveolargram,  butterfly  pattern,  peribronchiolar  nodules, 
and  rapid  timing.  Any  process  that  causes  opacification  of 
alveoli  gives  this  pattern. 

11.  (10:10)  Diagnostic  Radiology 

Moderator:  Lois  Collins,  Houston 

Panelists:  L.  L.  Lemak,  Houston 

R.  S.  MacIntyre,  Houston 
Sidney  Wallace,  Houston 

A number  of  cases,  chosen  for  their  educational  value,  will  be 
submitted  to  a panel  of  diagnostic  radiologists.  The  panelists, 
supplied  with  pertinent  films  and  brief  clinical  data,  will 
illustrate  and  interpret  the  roentgenological  findings,  and,  in 
attempting  to  achieve  the  correct  diagnosis,  will  discuss  the 
implications  of  these  signs  and  their  relative  importance  in 
the  differential  diagnosis. 


SECTION  ON  SURGERY 

Chairman — Jesse  E.  Thompson,  Dallas 
Secretary — Fred  B.  Aurin,  Fort  Worth 

FRIDAY,  May  3,  2:30-5  P.M. 

Castilian  A,  B,  and  C,  Shamrock  Hilton  Hotel 

1.  (2:30)  Choledochoscopy 

Henry  G.  Glass,  Houston 

Choledochoscopy  is  at  present  a controversial  subject.  Ex- 
periences with  approximately  30  patients  are  reviewed.  Indi- 
cations, complications,  and  advantages  of  choledochoscopy  are 
discussed.  The  operative  use  of  the  various  types  of  chole- 
dochoscopes  are  shown  by  visual  aids  during  the  discussion 
of  this  surgical  technique. 

Discussion 

Martin  F.  Scheid,  Houston 

2.  (3:00)  Surgical  Management  of  Zollinger-Ellison 
Syndrome 

William  R.  Waddell,  Denver 

3.  (3:40)  Cancer  Therapy  with  Y^^o  Microspheres 

Charles  M.  McBride,  Houston 

The  vascular  system  can  be  used  to  deliver  radiating  micro- 
spheres to  an  area  of  localized  inoperable  cancer.  Because 
particulate  matter  is  used,  special  problems  arise  in  dose 
distribution  and  subsequent  attempts  at  dosimetry.  Animal 
experiments  have  been  performed  in  an  attempt  to  predict 
the  localization  of  the  microspheres  and  limited  clinical  trials 
have  been  made.  The  problems  of  localization,  side  effects 
and  clinical  results  will  be  discussed. 

Discussion 

Thomas  P.  Haynie,  Houston 
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4.  (4:10)  Surgical  Management  of  Chronic  Pancrea- 
titis 

Max  S.  Rittenbury,  Charleston,  S.  C. 

The  occasion  where  primary  pancreatitic  surgery  is  needed  for 
chronic  pancreatitis  represents  either  a failure  of  medical  or 
psychiatric  therapy  or  biliary  tract  surgery  in  most  of  these 
unfortunate  patients.  The  results  can  be  directly  related  to 
the  primary  etiology  of  the  disease  and  the  morphological 
changes  that  have  already  occurred  within  the  gland.  The 
principle  aim  of  the  many  different  surgical  procedures  that 
are  available  to  treat  this  disease  is  to  relieve  the  obstruction 
within  the  pancreatic  duct  or  to  remove  the  pancreas.  The 
different  approaches  and  available  results  will  be  summarized. 

5.  (4:35)  Management  of  the  Boutonniere  Deformity 
of  the  Finger 

Fred  B.  Kessler,  Houston 

The  "boutonniere  deformity"  may  result  from  various  etio- 
logical factors  and  is  caused  by  the  interruption  of  the  central 
part  of  the  extensor  mechanism  over  the  proximal  interphalan- 
geal  joint  with  subsequent  volar  displacement  of  the  lateral 
bands.  The  course  of  treatment  for  this  is  governed  by  the 
etiology  and  to  some  degree  by  the  time  involved  between 
injury  and  care.  We  have  had  satisfactory  results  in  the 
management  of  several  cases  resulting  from  blunt  trauma  and 
involving  large  areas  of  tendon  disruption  over  the  proximal 
interphalangeal  joint.  These  cases  have  been  followed  for  a 
minimum  of  one  year  and  a maximum  of  two  years.  These 
results  were  obtained  by  diligent  preoperative  efforts  at  gain- 
ing proximal  interphalangeal  joint  passive  extension  and  distal 
interphalangeal  joint  active  flexion  followed  by  the  use  of  a 
free  tendon  graft  to  bridge  the  central  slip  defect  and  to 
support  the  lateral  bands. 

Discussion 

SATURDAY,  MAY  4,  9-11:30  A.M. 

Castilian  A,  B,  and  C,  Shamrock  Hilton  Hotel 

6.  (9:00)  Advances  in  Cardiac  Valve  Surgery 

Arthur  C.  Beall,  Jr.,  Houston 

Development  of  cardiac  valve  prostheses  and  experience  with 
their  use  over  more  than  six  years  now  allows  effective  sur- 
gical therapy  for  most  patients  with  symptomatic,  acquired 
valvular  heart  disease.  Recent  efforts  toward  improving  these 
prostheses,  in  order  to  reduce  incidence  of  complications  as- 
sociated with  their  use,  appear  most  encouraging,  and  the 
current  status  of  cardiac  valve  replacement  will  be  reviewed. 

Discussion 

John  R.  Derrick,  Galveston 

7.  (9:30)  Clinical  Studies  on  Myocardial  Revasculari- 
zation 

Karel  B.  Absolon,  Amarillo 

Procedures  and  technique  of  visualization  of  myocardial  im- 
plants will  be  discussed.  Carefully  dissected  internal  mam- 
mary arteries  were  implanted  into  the  anterior  or  posterior 
walls  of  the  left  ventricle.  Internal  mammary  visualization 
was  obtained  in  seven  restudied  patients  by  retrograde  bra- 
chial catheterization,  forcing  the  dye  into  the  implant  by 
distending  distally  a balloon  catheter.  Two  patients  had 
excision  of  ventricular  aneurysms:  one  patient  had  a recent 
anterior  myocardial  infarction  excised  in  addition,  encom- 
passing approximately  30  percent  of  the  left  ventricular  sur- 
face. The  latter  patient  had  a two-vessel  implant  performed 
and  both  patients  are  asymptomatic  6-12  months  postopera- 
tively. 

The  14  patients  selected  for  myocardial  revascularization  out 
of  50  patients  evaluated  with  selective  angiography  had  no 
immediate  operative  mortality.  One  patient  died  three  weeks 
postoperatively  from  pulmonary  embolization.  One  patient 
had  a right  coronary  artery  endarterectomy  removing  an 
atheromatous  segment  approximately  2 cm.  long.  A saphenous 
vein  patch  graft  was  sutured  into  the  logitudinal  intimal 


coronary  artery  defect.  Cine  angiograms,  the  procedure  of 
myocardial  infarct  excision  and  coronary  endarterectomy  will 
be  demonstrated. 

Discussion 

Fouad  A.  Bashour,  Dallas 

8.  (10:00)  Anatomy  of  the  Liver  and  Its  Surgical 
Application 

William  R.  Waddell,  Denver 

9.  (10:40)  Management  of  Portal  Hypertension 

Rudolph  W.  Vollman,  Dallas 

Recent  advances  have  been  made  in  the  conventional  methods 
of  diagnosis  and  treatment  of  portal  hypertension  and  its 
sequelae.  Many  new  diagnostic  maneuvers  such  as  trans- 
umbilical  and  arterial  hepatoportography  and  new  controver- 
sial operative  techniques  such  as  mesocaval,  portorenal,  distal 
splenorenal,  reverse  splenocaval,  saphenoumbilical  and  extra- 
corporeal portosystemic  shunts  are  helpful  in  reducing  mor- 
bidity and  mortality  in  selected  cases.  This  presentation  will 
describe  these  techniques,  as  well  as  the  effect  of  portal 
decompression  on  liver  function,  thoracic  duct  lymph  flow, 
and  various  aspects  of  metabolism. 

Discussion 

William  R.  Waddell,  Denver 

10.  (11:10)  Dupuytren’s  Contracture 

H.  Gates  Breisford,  Tyler 

Comments  on  the  obscure  etiology  of  insidious  palmaris  fascia 
nodular  contracture  and  its  pathogenesis  will  be  made.  Case 
selection  for  surgical  approach  is  based  on  amount  and 
degree  of  flexion  deformity  and  is  indicated  prior  to  the 
development  of  (1)  irreversible  secondary  metacarpophalangeal 
and  interphalangeal  joint  capsular  limitation,  and  (2)  overlying 
palmar  skin  adherent  distortion  which  compromises  elasticity 
and  vascularity.  The  illustrated  surgical  approach  is  based 
on  a radical,  but  subtotal,  fasciectomy  with  emphasis  on  the 
release  of  the  vertical  and  transverse  anatomical  components 
of  the  palmaris  fascia,  wide  lateral  mobilization  and  multi- 
limb Z-plasty  palmar  closure.  Short-term  plaster  shell  elevated 
compression  is  utilized  with  early  active  and  passive  motion 
thereafter.  Illustrative  slides  of  preoperative  configuration, 
surgical  technique  and  postsurgical  results  are  included. 


Specialty  Programs 


AMERICAN  CANCER  SOCIETY, 
TEXAS  DIVISION 

(Related  Organization) 

President — Robert  V.  Walker,  D.D.S.,  Dallas 
Executive  Director — Mr.  CurtW.  Reimann,  Austin 
Director  at  Large — Murray  M.  Copeland,  Houston 

(The  Texas  Division,  American  Cancer  Society,  will  sponsor 
Dr.  W.  A.  D.  Anderson  of  Miami  as  guest  speaker  on  programs 
of  the  Texas  Medical  Association  1968  Annual  Session.  See 
Speakers  section  for  appearances.) 
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CONFERENCE  OF  CITY  AND 
COUNTY  HEALTH  OFFICERS 

(Related  Organization) 

Chairman — J.  E.  Peavy,  Austin 

(The  Texas  Association  of  Public  Health  Physicians  will  have 
a dinner  meeting  Thursday,  6:30  p.m.,  Garden  Room,  Shamrock 
Hilton  Hotel.  The  meeting  of  the  Section  on  Public  Health 
will  be  held  Friday  from  2:30  to  5 p.m.,  Normandy  A,  Sham- 
rock Hilton  Hotel.  See  Section  Meetings  section  and  else- 
where in  this  Specialty  Programs  section  for  details.) 


SATURDAY,  MAY  4,  9 A.M. 

Normandy  A,  Shamrock  Hilton  Hotel 

1.  (9:00)  General  Problems  of  Environmental  Health 
and  the  Inter-relationship  of  These  Factors  With  Re- 
spect to  Their  Total  Potential  Insult  to  Man 

James  H.  Sterner,  Houston 

2.  (9:30)  Medical  Aspects  of  the  Care  of  Mass  Casu- 
alties In  a Natural  Disaster 

Charles  R.  Queen,  Edinburg 

3.  (10:00)  Comprehensive  Health  Planning  in  Texas 

Fratis  L.  Duff,  Austin 

4.  (10:30)  Neighborhood  Multi-Purpose  Service  Cen- 
ters 

Hal  J.  Dewlett,  Dallas 

5.  (11:00)  Leprosy  Is  Everywhere.  Why? 

Melford  S.  Dickerson,  Austin 


COMMITTEE  ON  MEDICAL  HISTORY 

Chairman — Joe  C.  Rude,  Austin 


THURSDAY,  MAY  2,  7 P.M. 

Tower  Room,  Towers  Hotel 

1.  (7:00)  Social  Hour 

2.  (7:30)  Dinner 

A Legacy  to  Texas — History  and  Develop- 
ment of  The  University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute 

R.  Lee  Clark,  Houston 

A record  of  significance  in  Texas  medical  heritage  will  be 
presented  through  tracing  in  word  and  film  the  history  of 
The  University  of  Texas  M.  D.  Anderson  Hospital  and  Tumor 
Institute,  with  personal  recollections  of  pioneers,  now  living, 
whose  efforts  helped  spearhead  development  of  this  hospital 
and  the  Texas  Medical  Center.  Anderson  Hospital,  first  in- 
stitution assigned  to  the  Center,  was  established  in  1941  by 
the  Texas  State  Legislature.  The  Texas  Medical  Association, 
M.  D.  Anderson  Foundation  trustees.  The  University  of  Texas, 
and  Woman’s  Field  Army  of  the  American  Association  for 
Cancer  Control  all  contributed  to  its  activation. 


SECOND  TEXAS  CONFERENCE 
OF  PHYSICIANS  AND  NURSES 

(The  Second  Texas  Conference  of  Physicians  and  Nurses  is 
sponsored  by  the  Committee  on  Nursing  of  the  Texas  Medical 
Association  and  the  Texas  Nurses  Association.) 

Theme:  Physicians  and  Nurses  Implement  a Plan  of 
Care — Coronary  Care  Units 


WEDNESDAY,  MAY  1,  9 A.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 

E.  Russell  Hayes,  Dallas,  Chairman,  Texas  Medical 
Association  Committee  on  Nursing,  Presiding 

1.  (8:00)  Registration 

2.  (9:00)  Welcome 

Howard  R.  Dudgeon,  Waco,  President,  Texas 

Medical  Association 
Miss  Billye  J.  Brown,  R.  N.,  Austin,  President, 
Texas  Nurses  Association 

Purpose  of  Conference 

Miss  Renilda  Hilkemeyer,  R.  N.,  Houston, 
Cochairman,  TNA-TMA  Liaison  Committee 

TMA-TNA  Liaison  Committee 

William  D.  Seybold,  Houston,  Member, 
TNA-TMA  Liaison  Committee 

3.  (9:30)  Organization  and  Function  of  Coronary 
Care  Units 

J.  Roderick  Kitchell,  Abington,  Pa. 
Mrs.  Adeline  Jenkins,  R.  N.,  Miami,  Fla. 

(10:45)  Intermission 

4.  (11:00)  Panel:  Physician-Nurse  Responsibility  in 
Coronary  Care  Units 

Moderator:  J.  Roderick  Kitchell, 

Abington,  Pa. 

Panelists:  Mrs.  Adeline  Jenkins,  R.  N., 

Miami,  Fla. 
George  E.  Hall,  J.  D.,  Chicago 

(12:30)  Recess  for  Lunch 


2 P.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 

Miss  Billye  J.  Brown,  R.  N.,  Austin,  President,  Texas 
Nurses  Association,  Presiding 

5.  (2:00)  Panel:  How  to  Meet  the  Challenge  of  Chang- 
ing Patterns  of  Patient  Care 

Moderator:  E.  Russell  Hayes,  Dallas 

Panelists:  John  W.  Hyland,  Dallas 

Mrs.  Geddes  McLaughlin,  R.  N.,  Dallas 
Miss  Renilda  Hilkemeyer,  R.  N.,  Houston 
Listening  Panel:  J.  Roderick  Kitchell,  Abington,  Pa. 

Mrs.  Adeline  Jenkins,  R.  N.,  Miami,  Fla. 
Mrs.  Lillian  Taubert,  R.  N.,  San  Antonio 
George  E.  Hall,  J.  D.,  Chicago 
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6.  (4:30)  Closing  Remarks 


E.  Russell  Hayes,  Dallas 
Miss  Renilda  Hilkemeyer,  R.  N.,  Houston 


CONFERENCE  ON  SCHOOL  HEALTH 

(The  Conference  on  School  Health  is  sponsored  by  the  Com- 
mittee on  School  Health  of  the  Texas  Medical  Association  and 
the  Houston  Independent  School  District.) 

Chairman,  Committee  on  School  Health,  Texas  Medi- 
cal Association — A.  G.  Arrant,  Abilene 

Conference  Program  Chairman — Austin  E.  Hill,  Direc- 
tor, School  Health  Services,  Houston  Independent 
School  District,  Houston 


THURSDAY,  MAY  2,  8:30  A.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 

1.  (8:30)  Registration 

2.  (9:00)  Welcome 

Mr.  Glen  Fletcher,  Houston 

Introductory  Remarks 

Howard  G.  Purnell,  Houston 

3.  (9:15)  Teenage  and  Parental  Alert 

David  J.  Lehman,  Fort  Lauderdale,  Fla. 

(10:15)  Discussion 
(10:30)  Coffee 

4.  (10:45)  Films 

LSD-25 

VD?  See  Your  Doctor 
(11:30)  Adjourn  for  Luncheon 


12  Noon 

Mai  Tai  Room,  Shamrock  Hilton  Hotel 

5.  (12:00)  Luncheon 

(12:45)  Panel  of  Teenagers:  Greatest  Problems  of  . 
Teenagers 

Moderator:  Richard  D.  Slater,  Ed.D., 

Houston 

Panelists:  David  Brown,  John  Meeks, 

Kathy  Shoemaker,  and 
Priscilla  Hill,  Houston 


2 P.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 

6.  (2:00)  Emotional  Disturbance  and  Mental  Illness 
Among  Teenagers 

Harris  Hauser,  Houston 


7.  (2:30)  Accidents,  the  Greatest  Cause  of  Injury  and 
Death  Among  Teenagers 

Mr.  Herman  Short,  Houston 

8.  (3:00)  Why  Boys  and  Girls  Fail,  Academically,  in 
Secondary  Schools 

Woodrow  Watts,  Ed.D.,,  Houston 

9.  (3:30)  Problems  of  Marriage  Among  High  School 
Students 

Mrs.  Mauryne  Dailey,  Houston 

(4:00)  Adjourn 


TEXAS  MEDICAL  ASSOCIATION 
ORIENTATION  PROGRAM 

FRIDAY,  MAY  3,  8 A.  M. 

Azalea  and  Bluebonnet  Rooms, 

Shamrock  Hilton  Hotel 

1.  (8:00)  Registration 

2.  (9:00)  Call  to  Order  and  Welcome 

Joseph  T.  Ainsworth,  Houston 

3.  (9:10)  An  Accounting  of  Stewardship;  What  Hap- 
pens to  Your  Dues 

Elliott  Mendenhall,  Dallas 

4.  (9:30)  Medical  Ethics — Obligations  of  the  Physi- 
cian to  His  Colleagues  and  to  the  Profession 

James  H.  Sammons,  Baytown 

5.  (9:50)  Doctor-Patient  Relations 

Walter  H.  Walthall,  San  Antonio 

6.  (10:10)  Serving  the  Doctors  of  Texas 

Mr.  Donald  M.  Anderson,  Austin 

(10:30)  Coffee  Break 

7.  (10:45)  Call  to  Order 

Joe  T.  Nelson,  Weatherford 

8.  (10:46)  The  Role  of  Texas  Medicine  in  Influencing 
New  Government  Programs  of  Medical  Service 

Mr.  C.  Lincoln  Williston,  Austin 

9.  (11:15)  The  Business  Side  of  Your  Practice 

Alford  R.  Hazzard,  Austin 

10.  (11:35)  Legal  Aspects  of  Medical  Practice;  Mal- 
practice— How  to  Avoid  It. 

Mr.  Philip  R.  Overton,  Austin 

(12:15)  Adjourn 
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12:30  P.M. 

Continental  Room 
Shamrock  Hilton  Hotel 

11.  (12:30)  General  Meeting  Luncheon 

Medicine’s  Perspectives  and  Goals 
Milford  0.  Rouse,  Dallas, 
President, 

American  Medical  Association 


DISASTER  ENVIRONMENTAL 
SIMULATOR  PRESENTATION 

(The  presentation  of  this  disaster  environmental  simulator 
exercise  is  sponsored  by  the  Committee  on  Disaster  Medical 
Care  of  the  Texas  Medical  Association.) 

Chairman,  Committee  on  Disaster  Medical  Care,  Texas 
Medical  Association — Ben  A.  Merrick,  Dallas 


THE  NATIONAL  FOUNDATION 
—MARCH  OF  DIMES 


Regional  Director — Mr.  Dick  Radley,  Houston 

(The  National  Foundation-March  of  Dimes  will  sponsor  Dr. 
Theodore  R.  Pfundt  of  Omaha,  Neb.,  as  guest  speaker  on 
programs  of  the  Texas  Medical  Association  1968  Annual  Ses- 
sion. See  Speakers  section  for  appearances.) 


PANEL  PRESENTATION: 
THE  HIPPIE  SYNDROME 


(The  panel  presentation  is  sponsored  by  the  Committee  on 
Medicine  and  Religion  of  the  Texas  Medical  Association.) 

Chairman,  Committee  on  Medicine  and  Religion,  Texas 
Medical  Association — Grant  F.  Begley,  Fort  Worth 


THURSDAY,  MAY  2,  8 P.M. 

Castilian  Room  A,  B,  C,  Shamrock  Hilton  Hotel 

1.  (8:00)  Panel:  The  Hippie  Syndrome 

Moderator:  Milford  0.  Rouse,  Dallas 

Panelists:  The  Rev.  T.  Robert  Ingram,  Houston 

John  J.  Klevenhagen,  Jr.,  Houston 
Norman  J.  Sissman,  Palo  Alto,  Calif. 

Robert  B.  White,  Galveston 


THURSDAY,  MAY  2,  9:30-10:30  A.M. 

Mai  Tai  Room,  Shamrock  Hilton  Hotel 

1.  (9:30)  Simulation:  How  a Community  May  Experi- 
ence a Disaster  Without  Loss  of  Life  or  Property 

William  S.  Moore,  San  Antonio 

The  workings  of  the  disaster  environmental  simulator  are  de- 
scribed in  brief.  Results  from  simulation  exercises  of  natural 
and  nuclear  disasters  affecting  the  San  Antonio  area  with  the 


application  of  current  disaster  plans  are  processed  in  the 
simulator.  Survival  and  recovery  results  from  variations  in 
application  of  medical  resources  such  as  increased  first  aid, 
upgrading  paramedical  personnel,  and  prepositioning  of  criti- 
cal supplies  are  discussed  in  order  to  demonstrate  their  ef- 
ficiency in  disaster  medical  care.  The  potential  of  the  use  of 
the  simulator  for  optimizing  recovery  plans  and  for  familiar- 
izing disaster  recovery  managers  in  their  expected  functions 
is  presented. 

Discussion 

Ben  A.  Merrick,  Dallas 


SEMINAR  ON  ISOTOPES 
—EVERYDAY  PRACTICE 

(The  Seminar  will  be  sponsored  by  the  Committee  on  Nuclear 
Medicine  and  the  Section  on  Radiology  of  the  Texas  Medical 
Association.) 

Chairman,  Committee  on  Nuclear  Medicine,  Texas 
Medical  Association — Elbert  DeCoursey,  San  An- 
tonio 

SATURDAY,  MAY  4,  2-5  P.M, 

Walnut  Room,  Shamrock  Hilton  Hotel 

1.  (2:00)  Seminar  on  Isotopes — Everyday  Practice 

Moderator:  Alexander  Gottschalk,  Chicago 

Panelists:  G.  Ray  Ridings,  Dallas 

Robert  W.  McConnell,  Dallas 


SYMPOSIUM  ON  ALCOHOLISM 

(The  Symposium  on  Alcoholism  is  sponsored  by  the  Texas 
Commission  on  Alcoholism  and  The  University  of  Texas,  Di- 
vision of  Extension.) 

THURSDAY,  MAY  2,  8 P.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 

1.  (8:00)  Diagnosis  of  Alcoholism 

Nelson  J.  Bradley,  Park  Ridge,  III. 


SYMPOSIUM  ON 
CARDIOVASCULAR  DISEASES 

(The  Symposium  on  Cardiovascular  Diseases  is  sponsored 
by  the  Committee  on  Cardiovascular  Diseases  of  the  Texas 
Medical  Association  in  conjunction  with  the  Texas  Heart  Asso- 
ciation, the  Texas  Hospital  Association,  and  the  Texas  Nurses 
Association.) 

Chairman,  Committee  on  Cardiovascular  Diseases, 
Texas  Medical  Association — John  R.  Derrick,  Gal- 
veston 

THURSDAY,  MAY  2,  8:30  A.M. 

Continental  Room,  Shamrock  Hilton  Hotel 

Coronary  Care  Units 

Chairman — Byron  W.  Wright,  Dumas 
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in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  v/ith  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 


Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N.Y 
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1.  (8:30)  The  Value  of  Coronary  Care  Units 

J.  Roderick  Kitchell,  Abington,  Pa. 

2.  (8:50)  Current  Survey  of  Coronary  Care  Units  in 
Texas 

William  S.  Brumage,  Austin 

3.  (9:10)  Panel:  Planning,  Organization,  and  Opera- 
tion of  Coronary  Care  Units  in  Large,  Medium,  and 
Small  Community  Hospitals 

(The  discussion  will  delineate  the  various  questions  and  prob- 
lems with  respect  to  setting  up  and  operating  coronary  care 
units,  from  the  viewpoint  of  the  physician,  the  hospital  ad- 
ministrator, and  the  nurse.  Since  these  problems  are  different 
in  large,  medium,  and  small-size  hospitals,  special  recogni- 
tion will  be  given  to  this  fact.  Questions  are  encouraged  from 
the  floor.) 

Moderator:  Sidney  Schnur,  Houston 

Panelists:  St.  Joseph  Hospital,  Houston: 

Charles  H.  Williams 
Mr.  David  DeBacker 
Mrs.  Anna  L.  Seal,  R.N. 
Methodist  Hospital,  Lubbock: 

O.  Brandon  Hull 
Mr.  George  M.  Brewer 
Mrs.  Evelyn  Schropshire,  R.  N. 
Grant-Buie  Medical  Center,  Hillsboro: 

Silas  W.  Grant 
Mrs.  Mansfield  Beshears 
Mrs.  K.  Cathey,  R.N. 

(10:30)  Intermission 

4.  (10:45)  Assisted  Circulation  in  Coronary  Shock 

Winfred  L.  Sugg 
and  Watts  R.  Webb,  Dallas 

5.  (11:00)  Potential  of  Television  Networks  for  Teach- 
ing and  Monitoring 

0.  Brandon  Hull,  Lubbock 

6.  (11:20)  The  Present  and  Future  Consideration  of 
Computer  Monitoring  and  Teaching 

John  M.  Wallace  and  Richard  Benton,  Galveston 

(11:40)  Recess  for  Lunch 


1 P.M. 

Continental  Room,  Shamrock  Hilton  Hotel 

Diagnosis  and  Treatment  of  Vascular  Diseases 
Chairman — ^J.  Morris  Horn,  Dallas 

7.  (1:00)  Clinical  Appreciation  of  Peripheral  Vascular 
Disease 

Hugh  H.  Hanson,  Houston 

8.  (1:20)  Clinical  Approach  to  Hypertension 

Norman  M.  Kaplan,  Dallas 

9.  (1:40)  Surgical  Considerations  of  Renovascular 
Hypertension 

George  C.  Morris,  Jr.,  Houston 

10.  (2:00)  Diagnostic  and  Therapeutic  Considerations 
of  Renal  Hypertension 

Morton  H.  Maxwell,  Los  Angeles 


11.  (2:30)  Panel:  Hypertension 

Moderator:  William  J.  Block,  San  Antonio 

Panelists:  Hugh  H.  Hanson,  Houston 

Norman  M.  Kaplan,  Dallas 
George  C.  Morris,  Jr.,  Houston 
Morton  H.  Maxwell,  Los  Angeles 

(3:00)  Intermission 

12.  (3:15)  Diagnosis  and  Treatment  of  Cerebral  Vas- 
cular Insufficiency 

Sheff  D.  Olinger,  Jr.,  Dallas 

13.  (3:30)  Unusual  Types  of  Cerebral  Vascular  Insuf- 
ficiency 

Jesse  E.  Thompson,  Dallas 

14.  (3:45)  Early  and  Long-Term  Results  of  Surgery 
in  Patients  with  Cerebral  Vascular  Insufficiency 

E.  Stanley  Crawford,  Houston 

15.  (4:00)  Panel:  Cerebral  Vascular  Insufficiency 

Moderator:  Walter  S.  Henly,  Houston 

Panelists:  Sheff  D.  Olinger,  Jr.,  Dallas 
Jesse  E.  Thompson,  Dallas 
E.  Stanley  Crawford,  Houston 

(4:15)  Adjourn 


SYMPOSIUM  ON  HEALTH  CAREERS 
RECRUITMENT  PROGRAMS 

(The  Symposium  on  Health  Careers  is  sponsored  by  the  Texas 
Committee  on  Careers  in  Nursing  of  the  Texas  League  for 
Nursing-Texas  Nurses  Association;  the  Texas  Health  Careers 
Program  of  the  Texas  Hospital  Association;  and  the  Committee 
on  Health  Careers  of  the  Texas  Medical  Association.  Repre- 
sentatives of  agencies  interested  in  health  careers  recruitment 
will  present  ten-minute  reviews  of  their  programs.) 

Recruitment  of  Personnel  into  Health  Careers 


THURSDAY,  MAY  2,  9 A.M. 

Castilian  Room  A,  B,  and  C,  Shamrock  Hilton  Hotel 

Morning  Session,  9 a.m.-12  Noon 

(9:00)  Introductory  Remarks 

John  D.  Bonnet,  Temple 

American  Cancer  Society,  Texas  Division, 
Inc. 

Mr.  Curt  W.  Reimann,  Austin 

American  Physical  Therapy  Association,  Inc. 
— Texas  Chapter 

Mr.  Robert  Poynor,  Fort  Worth 

Hospital  Chaplains  in  Texas 

Mr.  Robert  L.  Davis,  Fort  Worth 

Licensed  Vocational  Nurses  Association  of 
Texas 

Mrs.  Martha  McAllister,  L.V.N.,  Ballinger 

San  Antonio  Chamber  of  Commerce  Health 
Careers  Program 

Mr.  Gibson  DuTerriol,  San  Antonio 
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Texas  Association  of  Hospital  Auxiliaries 

Mrs.  Mona  Sylvester,  Austin 

Texas  Association  of  Medical  Record  Li- 
brarians 

Mrs.  Corinne  Norton,  R.R.L.,  Houston 

Texas  Association  of  Operating  Room 
Nurses 

Maj.  Helen  M.  Lundahl,  San  Antonio 
(10:45)  Intermission 

(11:00)  Texas  Committee  on  Careers  in  Nursing 
of  the  Texas  League  for  Nursing — Texas 
Nurses  Association 

Miss  Mildred  0.  Hogstel,  R.  N.,  Fort  Worth 

Texas  Conference  of  Catholic  Hospitals 

Sister  Austin,  Waco 

Texas  Dental  Hygienists  Association 

Mrs.  Marilyn  Dickey,  Bellaire 

Texas  Dietetic  Association 

Miss  Edith  Fae  Cook,  Houston 

Texas  Association  of  Hospital  Accountants 
Mr.  David  DeBacker,  Austin 

(12:00)  Recess  for  Lunch 


Afternoon  Session,  1-3  p.m. 

(1:00)  Texas  Health  Careers  Program  of  Texas 
Hospital  Association 

Mr.  Spencer  Guimarin,  Austin 

Texas  Heart  Association 

Mr.  Ernest  T.  Guy,  Houston 

Texas  Medical  Association  Woman's  Auxil- 
iary 

Mrs.  Willis  J.  Bray,  Abilene 

Texas  Optometric  Association 

Chester  H.  Pheiffer,  Houston 

Texas  Pharmaceutical  Association 

Tim  L.  Vordenbaumen,  San  Antonio 

(3:00)  Adjourn 


SYMPOSIUM  ON 
MENTAL  RETARDATION 

(The  Symposium  on  Mental  Retardation  is  sponsored  by  the 
Texas  Department  of  Mental  Health  and  Mental  Retardation.) 

Charles  D.  Barnett,  Ph.D.,  Deputy  Commissioner  for 
Mental  Retardation,  Texas  Department  of  Mental 
Health  and  Mental  Retardation,  Austin,  Presiding. 


SATURDAY,  MAY  4,  9 A.M. 

Bayou  Room,  Towers  Hotel 

Mental  Retardation:  A Practical  Approach  to  a Lifetime 
Problem 


1.  (9:00)  Welcome 

Opening  Remarks 

Charles  D.  Barnett,  Ph.D.,  Austin 

2.  (9:10)  Philosophy  of  Management 

Sam  A.  Nixon,  Floresville 

3.  (10:00)  Prevention:  Where  Does  It  Begin? 

Doman  K.  Keele,  Dallas 

4.  (10:30)  Early  Identification  and  Differential  Diag- 
nosis— Its  Meaning  to  the  Child,  Family,  and  Physician 

ArrNell  Boelsche,  Galveston 

(10:45)  Intermission 

5.  (11:00)  Pitfalls  of  the  Diagnostic  Evaluation 

Bobbye  M.  Rouse,  Galveston 

6.  (11:30)  An  Overview  of  the  Family  as  an  Integral 
Part  of  Management 

Miss  Charlotte  Clarke,  Galveston 

7.  (12:00)  Trends  in  Training  and  Research  in  Men- 
tal Retardation 

Gordon  Farrell,  Houston 


12:30  P.M. 

Castilian  A,  B,  C,  Shamrock  Hilton  Hotel 

8.  (12:30)  Luncheon 

The  Economics  of  Mental  Retardation 

John  Kinross-Wright,  Austin 


2 P.M. 

Bayou  Room,  Towers  Hotel 

9.  (2:00)  He’s  Been  Tested — So  What! 

Bill  S.  Caldwell,  Ph.D.,  Galveston 

(2:45)  Intermission 

10.  (3:00)  Those  Critical  Years  from  Puberty  On 

Leslie  C.  Powell,  Galveston 

11.  (3:45)  Panel  Discussion:  Question  and  Answer 
Period 

Moderator;  ArrNell  Boelsche,  Galveston 

Panelists:  Speakers  of  the  Day 

12.  (4:15)  Where  Do  We  Go  From  Here? 

Charles  D.  Barnett,  Ph.D.; 
John  Kinross-Wright; 
and  Mr.  Stuart  Fisher,  Austin 

(4:45)  Adjourn 
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Help  the  Needy! 


A patient  of  advancing  years  may  appear  to  “have  everything,”  but  may  well 
be  in  netcX—me  die  ally.  You  know  the  symptoms.  He’s  tired  most  of  the  time. 
Though  there’s  nothing  wrong  with  him  organically,  he  suffers  from  general 
malaise.  Lassitude  has  become  his  way  of  life  . . . vague  aches  and  pains  his 
major  concern. 

Such  a patient  has  entered  the  “Mediatric  Age”— that  stage  of  his  life 
in  which  he’s  an  ideal  candidate  for  MEDIATRIC.  This  preparation  provides 
the  anabolic  benefits  of  gonadal  steroids,  plus  a gentle  mood  uplift  and  the 
nutritional  support  he’s  apt  to  need.  MEDIATRIC  is  intended  to  help  keep 
him  more  alert  and  active,  and  relieve  general  malaise  ...  to  help  restore  that 
sense  of  physical  and  emotional  well-being  that  the  elderly  deserve  to  enjoy. 
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The  estrogen  component  in  MEDIATRIC  is  PREMARIN®  (conjugated  estrogens-ecjiiine),  the 
orally  acti^■e,  natural  estrogen  so  widely  prescribed  for  its  physiologic  and  metabolic  benefits. 
The  combination  of  estrogen  and  nietliyltestosterone  can  help  maintain  anabolic 
balance  to  forestall  premature  degenerative  changes  related  to  estrogen  deficiency. 
MEDIATRIC  also  supplies  a small  amount  of  uietliamphetarnine  HCAio  provide  a gentle 
mood  uplift,  and  nutritional  suj)plements  specially  selected  to  meet  the  needs  of  the  aging. 


CONTRAINDICATION : Carcinoma 
of  the  prostate,  due  to 
nietliyltestosterone  component. 
warning:  Some  patients  with 
pernicious  anemia  may  not  respond 
to  treatment  with  the  I'ablets  or 
Capsules,  nor  is  cessation  of  response 
predictable.  Periodic  examinations 
and  laboratory  studies  of  jiernicious 
anemia  patients  are  essential  and 
recommended. 

SIDE  effects:  In  addition 


to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may 
occur. 

SUGGESTED  DOSAGES:  Male  and 
female— I Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
reepnred. 

In  the  female:  To  avoid  continuous 
stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 
week  rest  period— Withdrawal 


bleeding  may  occur  during  this 
1 week  rest  period). 

In  the  male:  A careful  check  should 
be  made  on  the  status  of  the  prostate 
gland  when  therapy  is  given  for 
protracted  intervals. 
supplied:  No.  752— MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000. 
No.  252— MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910— MEDIATRIC  Liquid,  in 
bottles  of  16  lluidounces  and  1 gallon. 


Each 

Each  15  cc. 

MEDIATRIC 

(3  teaspoon  tills) 

'Tablet  or 

of  MEDIA  TRIC 

Capsule 

Liquid 

coiilains: 

contains: 

Conjugated  estrogens-equine  (PREMARIN®) 

0.25  mg. 

0.25  mg. 

M e thy  1 tes  tos  terone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HCl 

1 .0  mg. 

1 .0  mg. 

Cyanocobalamin 

2.5  meg. 

1 .5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 

— 

Thiamine  HCl 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

— 

Ribollavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCl 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsiccated 

30.0  mg. 

Ascorbic  acid 

100.0  mg. 

(Contains 

15%  alcoholf) 
tSomc  Loss 

Unavoidable 

Mediatric  tablets  • capsules  • liquid 

Steroid-nutritional  compound 


AYERST  LABORATORIES  • New  York,  N.  Y.  10017  • Montreal,  Canada 
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SYMPOSIUM  ON  RHEUMATIC  DISEASES 

TEXAS  ACADEMY  OF 

(The  Symposium  on  Rheumatic  Diseases  is  sponsored  by  the 
Texas  Rheumatism  Association.) 

GENERAL  PRACTICE  SEMINAR 

President — John  T.  Sharp,  Houston 

President — Durwood  E.  Neal,  Fort  Worth 

Chairman,  Education  Committee — Taylor  T.  Pickett, 

Secretary-Treasurer — Earle  U.  Scharff,  Jr.,  Fort  Worth 

Garland 

THURSDAY,  MAY  2,  2 P.M. 

(This  program  is  acceptable  for  five  hours  of  prescribed  credit 
by  the  American  Academy  of  General  Practice.  All  American 
Medical  Association  members  are  invited  to  register.  Registra- 
tion fee  is  $10.) 

Camellia  Room,  Shamrock  Hilton  Hotel 

1.  (2:00)  The  Management  of  Rheumatoid  Arthritis 

John  Baum,  Dallas 

THURSDAY,  MAY  2,  12:30  P.M. 

Azalea  and  Bluebonnet  Rooms,  Shamrock  Hilton 
Hotel 

2.  (2:30)  Orthopedic  Management  of  Arthritis 

LeRoy  W.  Hanson,  Houston 

Taylor  T.  Pickett,  Garland,  Presiding  / 

3.  (3:00)  The  Treatment  of  Gout 

Martin  Lidsky,  Houston 

1.  (12:30)  Registration 

(3:30)  Intermission 

2.  (12:50)  Address  of  Welcome 

Durwood  E.  Neal,  Fort  Worth 

4.  (3:45)  Panel:  Problems  in  Rheumatic  Disorders 

Moderator:  John  T.  Sharp,  Houston 

Ear,  Nose  and  Throat 

(5:00)  Adjourn 

3.  (1:00)  A Pain  in  the  Neck — What  to  Do  About  It 

Aubrey  K.  Brown,  Jr.,  Temple 

AMERICAN  PSYCHIATRIC 
ASSOCIATION,  TEXAS 

DISTRICT  BRANCH 

4.  (1:25)  ENT  Office  Procedures  and  Techniques 

Aubrey  K.  Brown,  Jr.,  Temple 

(1:50)  Question  and  Answer  Period 

5.  (2:00)  Dizziness:  Causes  and  Management 

(Related  Organization) 

Bert  A.  DeBord,  Jr.,  Temple 

President — James  K.  Peden,  Dallas 

6.  (2:25)  Diagnosis  of  Deafness  and  Management 

Bert  A.  DeBord,  Jr.,  Temple 

President-Elect — Alexander  J.  Bankhead,  Tyler 

(2:50)  Question  and  Answer  Period 

Vice  President — Thomas  P.  Clarke,  Houston 

Secretary-Treasurer — Irvin  M.  Cohen,  Houston 

(3:00)  Intermission 

(The  Section  on  Nervous  and  Mental  Diseases  program  will  be 
held  on  Friday,  2 to  5 p.m..  Camellia  Room,  Shamrock  Hilton 
Hotel,  and  on  Saturday,  9 a.m.  to  12  Noon,  Camellia  Room, 
Shamrock  Hilton  Hotel.  See  Section  Meetings  section  for 
details.) 

(The  Executive  Council,  Texas  District  Branch,  APA,  will  meet 
Friday,  8 a.m..  Conference  Room  225,  Towers  Hotel.) 

7.  (3:15)  Panel:  The  Deans  Take  a Long  Look  at 

Medical  Education  as  it  Meets  the  Needs  of  Future 
Medical  Care  in  Texas 

Opening  Remarks  by  Moderator 

L.  Bonham  Jones,  San  Antonio 

SATURDAY,  MAY  4,  2 P.M. 

(3:20)  Premedical  Preparation  of  the  Future  Med- 
ical Student 

Fitzhugh  C.  Pannill,  San  Antonio 

Camellia  Room,  Shamrock  Hilton  Hotel 

(3:40)  Undergraduate  Medical  Education  with 

1.  (2:00)  Guy  Witt  Memorial  Paper:  A Psychological 
Survey  of  the  Male  Trusty  Population  of  Galveston 
County  Jail 

Mr.  B.  D.  Johnson,  Galveston 

Special  Attention  to  the  Value  of  a Preceptorship 

Truman  G.  Blocker,  Jr.,  Galveston 

(4:00)  Postgraduate  Medical  Education  Involving 

Presentation  of  Award 

Interns  and  Residents 

Charles  C.  Sprague,  Dallas 

2.  (3:00)  Business  Session 

(4:20)  The  Willingness  and  Desire  of  the  Acad- 
emy Members  to  Become  an  Active  Part  in  Medical 
Education  in  the  Future 

(4:30)  Discussion 

Durwood  E.  Neal,  Fort  Worth 
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TEXAS  AIR-MEDICS  ASSOCIATION 
AND  TEXAS  CHAPTER,  FLYING 
PHYSICIANS  ASSOCIATION, 

JOINT  SESSION 

(Related  Organizations) 

Texas  Air-Medics  Association 

President — David  McCullough,  San  Antonio 

Vice  President  and  President  Elect — Robert  C.  Miller, 
Lake  Jackson 

Secretary-Treasurer — C.  F.  Miller,  Waco 

Texas  Chapter,  Flying  Physicians  Association 
President — Richard  L.  Gilkey,  Clarendon 
Vice  President — ^William  C.  Nowlin,  Littlefield 
Secretary-Treasurer — ^William  H.  Kolter,  Houston 

(An  informal  get-together  for  members  of  Texas  Air-Medics 
Association  and  Texas  Chapter,  Flying  Physicians  Association, 
and  their  wives  will  be  held  Wednesday,  5 p.m.,  in  the  suite 
of  Dr.  and  Mrs.  W.  A.  Ostendorf,  Shamrock  Hilton  Hotel.) 

(The  Texas  Air-Medics  Association  Hospitality  Suite  for  the 
meeting  is  listed  in  the  name  of  Dr.  and  Mrs.  W.  A.  Ostendorf, 
Shamrock  Hilton  Hotel.) 


THURSDAY,  MAY  2,  9 A.M. 
Garden  Room,  Shamrock  Hilton  Hotel 


David  McCullough,  San  Antonio,  and  Richard  L.  Gilkey, 
Clarendon,  Presiding 

1.  (9:00)  Invocation 

P.  W.  Malone,  Big  Spring 
Welcoming  Address  and  Introduction  of 
Guests 

David  McCullough,  San  Antonio 


2.  (9:15)  Problems  in  Aviation  Medicine 

Clyde  Lynn,  Fort  Worth 

3.  (9:45)  A Prospective  Look  at  Aeromedical  Certifi- 

cation 

Peter  V.  Siegel,  Washington,  D.  C. 

Our  National  Aviation  System  is  essentially  a man-machine 
system.  While  there  have  been  remarkable  advances  in  the 
hardware  of  the  system,  the  man  and  method  of  screening 
to  determine  his  fitness  to  fly  has  remained  essentially  un- 
changed. Although  advanced  and  new  diagnostic  techniques 
are  used  in  individual  problems,  the  question  frequently  posed 
is:  How  far  does  the  aeromedical  specialist  go  in  determining 
fitness  to  fly?  Also,  as  we  rapidly  approach  the  era  when 
spare  parts  will  be  commonplace  for  man,  additional  problems 
will  require  serious  ethical,  moral,  and  legal  considerations. 
These  and  other  considerations  will  be  discussed  in  light  of 
the  dynamic  aviation  industry  and  the  rapidly  growing  airman 
population. 

(10:30)  Intermission 


4.  (10:45)  Drug  and  Toxic  Hazards  in  Aviation 

J.  Robert  Dille,  Oklahoma  City 

5.  (11:30)  NASA— Apollo  Project 

Cdr.  Joseph  P.  Kerwin,  Houston 


12:15  P.M. 

Hide-Away  Lounge,  Shamrock  Hilton  Hotel 

6.  (12:15)  Luncheon 

Texas  Air-Medics  Association  Business 
Meeting 


1:30  P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

(1:30)  Texas  Chapter,  Flying  Physicians  Associa- 
tion Business  Meeting 


2 P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

7.  (2:00)  Mustang  Presentation  Dealing  with  Cabin 
Pressurization  and  High  Altitude 

Mr.  Don  Benedict,  Kerrville 

8.  (3:00)  The  Bright  Side  of  an  Airplane  Accident 

Clyde  Lynn,  Fort  Worth 

9.  (3:45)  An  Analysis  of  Exemptions  from  the  Physi- 
cal Standards  of  the  Federal  Aviation  Regulations 

Peter  V.  Siegel,  Washington,  D.  C. 

The  Federal  Aviation  Regulations  provide  considerable  latitude 
for  the  individual  consideration  of  applicants  for  medical  cer- 
tificates and  allow  the  Federal  Air  Surgeon  to  issue  waivers 
based  on  demonstrated  ability.  The  procedure  is  not  an  arbi- 
trary one  except  for  a few  conditions  whose  natural  history 
is  that  of  sudden  incapacitation.  Even  here  the  airman  may 
be  granted  an  exemption  from  the  regulations  if  he  has  re- 
covered to  a degree  where  he  will  not  compromise  safety. 
This  exemption  procedure  has  been  in  operation  since  1961. 
An  analysis  of  the  grants  and  denials  will  be  presented. 

10.  (4:30)  Federal  Aviation  Administration  Round 
Table  Discussion 

Moderator:  David  McCullough,  San  Antonio 


6:30  P.M. 

11.  (6:30)  Texas  Air-Medics  Refreshment  Hour 
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TEXAS  ASSOCIATION  OF 
PUBLIC  HEALTH  PHYSICIANS 

(Related  Organization) 

President — Francine  Jensen,  Houston 
President-Elect — Charles  M.  Parker,  Wichita  Falls 
Vice  President — Santino  J.  Lerro,  Austin 
Secretary-Treasurer — G.  Mason  Kahn,  Amarillo 

THURSDAY,  MAY  2,  6:30  P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

1.  (6:30)  Dinner 

Occupational  Health 

James  H.  Sterner,  Houston 

TEXAS  CHAPTER,  AMERICAN 
ACADEMY  OF  PEDIATRICS 

(Related  Organization) 

Chairman — Clarence  E.  Gilmore,  Paris 
Secretary-Treasurer — Robert  L.  Mathis,  Houston 

(The  Section  on  Pediatrics  will  meet  Friday  from  2:30  to  5 p.m. 
in  Nile  A and  B,  Shamrock  Hilton  Hotel;  and  Saturday  from  9 
to  11:30  a.m.  in  Nile  A and  B,  Shamrock  Hilton  Hotel.  See 
Section  Meetings  for  details.) 

FRIDAY,  MAY  3,  12  Noon 
Normandy  B,  Shamrock  Hilton  Hotel 

1.  (12:00)  Luncheon 

Round  Table  Discussion:  Head  Start  Con- 
sultants 

Moderator:  Raymond  Cohen,  Houston 

TEXAS  CHAPTER,  AMERICAN 
COLLEGE  OF  CHEST  PHYSICIANS 

(Related  Organization) 

President — John  P.  McGovern,  Houston 

First  Vice  President — George  O.  Hutcheson,  Fort  Worth 

Second  Vice  President — Paul  L.  Richburg,  Dallas 

Secretary-Treasurer  and  Program  Chairman — Watts  R. 
Webb,  Dallas 

SUNDAY,  MAY  5,  8:30  A.M. 

Castilian  A,  B,  and  C,  Shamrock  Hilton  Hotel 

1.  (8:30)  Registration 


2.  (9:00)  Second-Line  Outpatient  Chemotherapy  of 
Tuberculosis 

M.  Oreizy, 
John  G,  Weg, 
R.  A.  MacLean, 
S.  P.  Fischer, 
and  Daniel  E.  Jenkins,  Houston 

3.  (9:20)  Surgery  of  Atypical  Mycobacteriosis 

Robert  Holland,  Dallas 

4.  (9:40)  The  O2  Alveolar-Arterial  Tension  Difference 
After  10  Days’  Recumbency  in  Man 

David  Cardus,  Houston 

5.  (10:00)  The  Alleged  Thoracic  Outlet  Syndromes 

Mr.  D.  Lloyd  Griffiths,  Manchester,  England 

Though  large  cervical  ribs  may  and  do  produce  vascular  syn- 
dromes of  ischaemic  type,  the  results  of  a series  of  operations 
for  the  "nervous”  syndromes  attributed  to  supernumerary  ribs 
do  not  support  the  concept  that  such  ribs  produce  inter- 
ference with  the  function  of  the  brachial  plexus.  Equally,  both 
the  findings  at  operation  and  the  poor  results  of  such  opera- 
tions are  shown  to  cast  grave  doubts  upon  the  existence  of 
"thoracic  outlet  syndromes”  allegedly  due  to  scalenus  anterior 
pressure,  to  bands  in  other  muscles,  to  costoclavicular  com- 
pression, etc.  These  and  all  similar  syndromes  are  regarded 
as  myths. 

(10:30)  Intermission 

6.  (10:40)  The  Approach  to  Respiratory  Failure 

David  P.  Nicholson,  Dallas 

7.  (11:00)  Charles  M.  Hendricks  Memorial  Lecture: 
Electromechanical  Analysis  of  Respiratory  System 

Richard  M.  Peters,  Chapel  Hill,  N.  C. 


12  Noon 

Nile  A and  B,  Shamrock  Hilton  Hotel 

8.  (12:00)  Luncheon 


1:30  P.M. 

Castilian  A,  B,  and  C,  Shamrock  Hilton  Hotel 

9.  (1:30)  Combination  of  Procarbazine  and  Radio- 
therapy in  the  Management  of  Bronchogenic  Carci- 
noma and  Metastatic  Neoplasia 

Melvin  L.  Samuels,  Houston 

10.  (1:50)  Surgical  Management  of  Melanoma  of  the 
Lung,  Trachea,  and  Bronchi 

Charles  F.  Campbell, 
J.  Jordan  McNamara, 
Donald  L.  Paulson, 
and  Harold  C.  Urschel,  Jr.,  Dallas 

11.  (2:10)  Venous  Blood  for  pH  and  CO2  Studies 

W.  Cone  Johnson,  Temple 

12.  (2:30)  The  Use  of  Respirators  in  Patients  with 
Altered  Respiratory  Mechanics 

Richard  M.  Peters,  Chapel  Hill,  N.  C. 

(2:50)  Intermission 
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13.  (3:00)  Ventricular  Fibrillation  Masked  by  the  Im- 
planted Synchronous  Pacemaker 

Welton  M.  Gersony  and 
Gerald  F.  Geisler,  Dallas 

14.  (3:20)  Counterpulsation  in  Experimental  Myocar- 
dial Infarction 

Winfred  L.  Sugg  and 
Watts  R.  Webb,  Dallas 

15.  (3:40)  Cardiac  Valve  Replacement  in  Children 

Robert  D.  Bloodwell, 
Grady  L.  Hallman,  Jr.,  and 
Denton  A.  Cooley,  Houston 

16.  (4:00)  Vectorcardiography  in  Ischemic  Heart  Dis- 
ease 

Thomas  M.  Runge,  Austin 

17.  (4:20)  Alpha^-antitrypsin  in  Emphysema 

William  F.  Miller,  Dallas 

(4:40)  Adjourn 


4.  (10:50)  Small  Bowel  Changes  Associated  with  Der- 
matitis Herpetiformis 

Captain  Lawrence  Meyerson, 
and  Major  James  Stagnone, 
Brooke  General  Hospital,  Fort  Sam  Houston 

(11:15)  Discussion 

5.  (11:25)  Treatment  of  Actinic  Keratoses  with  5-FU 

Robert  E.  Rossman,  Tyler 

(11:45)  Discussion 
(12:00)  Adjourn 


6:30  P.M. 

Garden  Terrace,  Warwick  Hotel 

6.  (6:30)  Cocktail  Buffet  (Sponsored  by  Texas  Der- 
matological Society  and  Houston  Dermatological 
Society) 


TEXAS  DERMATOLOGICAL  SOCIETY 

(Related  Organization) 

President — William  E.  Flood,  Fort  Worth 
Vice  President — J.  B.  Richardson,  Houston 
Secretary-Treasurer — ^Arthur  C.  Ressman,  San  Antonio 
Program  Chairman — Robert  G.  Freeman,  Houston 


SATURDAY,  MAY  4,  9 A.M. 

Mai  Tai  Room,  Shamrock  Hilton  Hotel 


SUNDAY,  MAY  5,  9 A.M. 
Ben  Taub  General  Hospital 
1502  Outer  Belt  Drive 

7.  (9:00)  Case  Presentations 


10:15  A.M. 

Baylor  University  College  of  Medicine, 
Rayzor  Student  Center 

(10:15)  Refreshments 


1.  (9:00)  Hieronymus  Mercurialis  De  Morhis  Cutaneis, 
1572 

Richard  L.  Sutton,  Jr.,  Kansas  City,  Mo. 

"De  Morbis  Cutaneis,"  published  in  1572,  is  recognized  as  the 
first  book  on  diseases  of  the  skin.  Hieronymus  Mercurialis 
(1530-1606)  taught  medicine  at  Padua  for  many  years,  was  a 
classical  scholar,  wrote  texts  on  pediatric,  gynecological,  oph- 
thalmologic, orthopedic,  toxicologic,  and  pharmacologic  sub- 
jects, and  translated  the  works  of  Hippocrates  from  Greek  to 
Latin.  Respected  as  both  practitioner  and  teacher  during  his 
lifetime,  he  received  high  honors.  His  writings,  not  notable 
for  originality  but  encyclopedic,  cover  the  methods  and  views 
of  ancient  authorities  as  well  as  his  contemporaries.  His 
dermatology  was  systematic,  mainly  morphological.  My  trans- 
lation gives  an  insight  into  the  vocabulary  and  state  of  the 
art  in  the  Renaissance  period. 

2.  (9:45)  Oral  Methotrexate  for  Psoriasis:  Experience 
with  75  Cases 

David  S.  Shelmire,  Dallas 

(10:05)  Discussion 
(10:15)  Intermission 


10:30  A.M. 

Jaworski  Classroom 

8.  (10:30)  Discussion  of  Cases 

9.  (12:00)  Business  Session 
(12:30)  Adjourn 

1 P.M. 

Stables  Steak  House,  7300  South  Main  Street 

10.  (1:00)  Luncheon 


3.  (10:30)  A New  Instrument  for  Taking  Cutaneous 
Biopsies 

Charles  E.  Fenner,  Houston 

(10:45)  Discussion 
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TEXAS  DIABETES  ASSOCIATION 

(Related  Organization) 

President — Leonard  R.  Robbins,  Houston 
President-Elect — J.  Morris  Horn,  Dallas 
Secretary-Treasurer — Holbrooke  S.  Seltzer,  Dallas 

SUNDAY,  MAY  5,  9 A.M. 

Belvedere  A,  Shamrock  Hilton  Hotel 
Leonard  R.  Robbins,  Houston,  President,  Presiding 

1.  (9:00)  Registration 

2.  (9:10)  Insulin  Response  to  Glucose  Administration 
in  the  Newborn 

Luther  B.  Travis,  and 
Hugo  F.  Carvajal,  Galveston 

Hypoglycemia  in  the  newborn  is  one  of  the  common  accompa- 
niments of  other  neonatal  diseases  and  perinatal  conditions. 
Studies  of  the  normal  newborn's  ability  to  metabolize  glucose 
is  integrally  related  to  a full  understanding  of  these  abnormal 
situations.  Studies  of  the  newborn's  insulin  secretory  response 
to  oral  and  intravenous  glucose  loading  will  be  discussed  and 
compared  to  previous  observations  on  carbohydrate  turnover. 

(9:30)  Discussion 

3.  (9:40)  The  Virilized  Female:  Ancestral  Curse  or 
Endocrine  Disease? 

Robert  B.  Greenblatt,  Augusta,  Ga. 
(10:10)  Discussion 

4.  (10:15)  The  Cause  of  the  Epidemic  of  Athero- 
sclerosis in  the  Diabetic  Patient 

Daniel  B.  Stone,  Iowa  City,  Iowa 

The  key  problem  in  atherosclerosis  in  diabetes  today  is  the 
"diet-heart  question”,  i.e.,  the  role  of  nutrition  in  the  cause  of 
atheroscleroid  disease.  The  vast  research  efforts  since  World 
War  II  have  produced  an  unprecedented  and  monumental  ad- 
vance in  basic  knowledge  concerning  the  cause  of  athero- 
seleroid  disease.  A historic  breakthrough  has  been  achieved. 
On  this  basis,  valid  broad  generalizations  can  be  and  have 
been  formulated  and  are  sustained  by  an  overwhelming,  ever- 
increasing  flood  of  data.  This  talk  documents  the  evidence 
from  experimental  animals,  from  studies  in  man,  and  from 
epidemiologic  studies,  which  suggest  that  dietary  cholesterol 
intake  is  the  essential  cause  of  atherosclerosis  in  man,  and 
especially  in  the  diabetic  patient. 

(10:45)  Discussion 
(10:50)  Coffee  Break 

5.  (11:00)  Student  Award  Paper 
(11:20)  Discussion 

6.  (11:30)  Progress  in  Conception  Control 

Robert  B.  Greenblatt,  Augusta,  Ga. 

(12:00)  Discussion 


7.  (12:15)  Luncheon 

Panel:  Problems  with  Drugs  that  Raise  or 
Lower  Blood  Sugar  in  Diabetic  Patients 
Moderator:  Holbrooke  S.  Seltzer,  Dallas 

Panelists:  Robert  B.  Greenblatt,  Augusta,  Ga. 

Daniel  B.  Stone,  Iowa  City,  Iowa 


2 P.M. 

Belvedere  A,  Shamrock  Hilton  Hotel 
J.  Morris  Horn,  Dallas,  President-Elect,  Presiding 

8.  (2:00)  Annual  Business  Meeting 

Election  of  Officers 

9.  (2:20)  Aminogenic  Hyperglucagonemia:  Demon- 
stration of  Its  Role  in  Preventing  Hypoglycemia  from 
Amino  Acid-Induced  Insulin  Secretion 

Akira  Ohneda, 
Eugenio  Parada 
Anna  M.  Eisentraut,  and 
Roger  H.  Unger,  Dallas 

Infusion  of  mixed  amino  acids  into  dogs  raised  pancreatic 
venous  levels  of  both  glucagon  and  insulin,  and  plasma  glu- 
cose fell  only  7 mg./lOO  cc.  When  a glucose  infusion  pre- 
ceded and  accompanied  amino  acid  administration,  pancreatic 
venous  insulin  increased  but  glucagon  did  not,  and  plasma 
glucose  fell  35  mg./ 100  cc.  When  exogenous  glucagon  or  pan- 
creozymin was  given  with  the  glucose-amino  acid  combination, 
hyperglucagonemia  was  restored  and  hypoglycemia  was  pre- 
vented or  retarded.  These  results  suggest  that  a major  role 
of  amino  acid-induced  glucagon  release  is  to  prevent  hypo- 
glycemia during  carbohydrate-free  protein  meals. 

(2:40)  Discussion 

10.  (2:50)  The  Prevention  of  the  Epidemic  of  Athero- 
sclerosis in  the  Diabetic  Patient 

Daniel  B.  Stone,  Iowa  City,  Iowa 

During  the  last  ten  years,  the  author  and  his  associates  have 
developed  a diet  which  produces  a sustained  and  significant 
reduction  in  the  concentration  of  serum  cholesterol  and  that 
of  serum  triglyceride.  This  diet  contrasts  strongly  with  the 
diet  customarily  used  by  diabetic  patients  and  recommended 
by  the  American  Diabetes  Association.  Evidence  will  be  shown 
that  diets  such  as  that  used  by  the  authors  are  desirable  for 
diabetic  patients  and  may,  in  fact,  prevent  the  present  epi- 
demic of  atherosclerosis  in  the  patients  with  diabetes  mellitus. 

11.  (3:30)  Abnormal  Carbohydrate  Metabolism  As  a 
Cause  of  Muscle  Disease 

Sara  Walker, 
Mary  Allen, 
and  Harold  L.  Dobson,  Houston 

Several  patients  with  an  obscure  muscle  lesion  ("pseudo- 
McArdle  syndrome”)  have  been  studied  clinically  and  enzym- 
atically via  muscle  biopsy.  Characteristic  findings  are  exercise- 
induced  muscle  cramps  and  weakness,  which  gradually  es- 
calate in  severity  even  after  mild  exertion,  and  are  not 
accompanied  by  muscular  atrophy.  The  patient  may  have 
single  or  multiple  enzymatic  defects  (e.g.,  isomerase  deficiency 
in  one,  and  low  phosphofructokinase  in  another).  The  clinical 
tip-off  is  that  complaints  begin  in  the  late  20's  or  early  30's 
and  progress  thereafter. 

(3:50)  Discussion 
(4:00)  Adjourn 


12:15  P.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 
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TEXAS  HEART  ASSOCIATION 

(Related  Organization) 

President — Julian  H.  Acker,  Wichita  Falls 

Executive  Director — Mr.  Ernest  T.  Guy,  Houston 

Chairman,  Scientific  Sessions  Sub-Committee — Wil- 
liam J.  Block,  San  Antonio 

(The  Texas  Heart  Association  will  cosponsor  the  Symposium 
on  Cardiovascular  Diseases  to  be  held  Thursday,  8:30  a.m. 
to  4:15  p.m.,  Continental  Room,  Shamrock  Hilton  Hotel.  See 
Specialty  Programs  section  for  details.  The  Texas  Heart  Asso- 
ciation will  cosponsor  Dr.  Morton  H.  Maxwell  as  guest  speak- 
er. See  Speakers  section  for  appearances.) 


TEXAS  INDUSTRIAL  MEDICAL 
ASSOCIATION,  TEXAS  PHYSICAL 
MEDICINE  AND  REHABILITATION 
SOCIETY,  AND  TEXAS  TRAUMATIC 
SURGICAL  SOCIETY 

(Related  Organizations) 

Texas  Industrial  Medical  Association 

President — L.  Lloyd  Pickett,  Houston 

President-Elect  and  Program  Chairman — James  K. 
Stewart,  Beaumont 

Vice  President — E.  Lowell  Berry,  Dallas 
Secretary-Treasurer — Charles  0.  Bruce,  Port  Neches 

Texas  Physical  Medicine  and  Rehabilitation  Society 
President — Charles  R.  Peterson,  Houston 
Vice  President — Richard  D.  Burk,  Dallas 
Secretary — John  R.  Shull,  Dallas 

Texas  Traumatic  Surgical  Society 
President — Louis  W.  Breck,  El  Paso 
Vice  President — John  C.  Long,  Plainview 
Secretary-Treasurer — C.  M.  Ashmore,  Bellaire 


THURSDAY,  MAY  2,  9 A.M. 

Tower  Room,  Towers  Hotel 
Louis  W.  Breck,  El  Paso,  Presiding 

1.  (9:00)  Welcome 

L.  Lloyd  Pickett,  Houston 

2.  (9:15)  Host  Defense  Mechanism  in  Injury 

Max  S.  Rittenbury,  Charleston,  S.  C. 

The  many  components  of  the  host  defense  machanism  exert 
a profound  influence  on  the  ability  of  man  to  survive  both 
infectious  and  non-infectious  diseases,  and  many  types  of 
trauma.  A major  function  of  the  cellular  components  of  this 
system  is  phagocytosis.  The  changes  that  occur  within  both 
the  fixed  reticuloendothelial  cells  and  the  peripheral  leuko- 
cytes in  animals  and  humans  following  thermal  injury  will  be 
discussed.  Reticuloendothelial  system  phagocytosis  is  signifi- 


cantly depressed  in  lethal  thermal  injuries  in  animals,  and 
similar  results  have  been  obtained  in  some  human  studies. 
Peripheral  cellular  phagocytosis  is  unchanged,  but  the  bac- 
tericidal effect  is  decreased. 

3.  (9:45)  Effects  of  Prolonged  Immobilization  in  the 
Disabled 

Carlos  Vallbona,  Houston 

Prolonged  immobilization  is  a major  deterrent  to  successful 
rehabilitation  of  disabled  patients,  and  its  numerous  complica- 
tions may  be  more  disabling  than  the  primary  illness  or  in- 
jury. The  syndrome  of  immobilization  includes  these  major 
manifestations:  (1)  Musculoskeletal:  muscle  weakness,  atrophy, 
contractures,  osteoporosis,  and  deposit  of  calcium  in  soft 
tissues.  (2)  Cardiovascular;  adrenergic  state,  orthostatic  hyper- 
tension, decreased  blood  volume.  (3)  Respiratory:  decreased 
total  lung  capacity,  decreased  functional  residual  capacity, 
and  decreased  thoracic  compliance.  (4)  Urologic:  bladder  stasis 
and  reflux.  (5)  Cutaneous:  bed  sores.  (6)  Metabolic:  adrenal 
dysfunction.  (7)  Psychologic:  evidence  of  sensory  deprivation. 
Patients  with  spinal  cord  injuries  have  numerous  manifesta- 
tions of  the  immobilization  syndrome.  Several  examples  will 
be  presented. 

4.  (10:45)  Stress  and  Human  Performance 

Harry  S.  Lipscomb,  Houston 

Longitudinal  studies  of  the  effects  of  the  stress  of  tempera- 
ture, altered  lighting,  fatigue,  dietary  changes,  and  other  en- 
vironmental alterations  have  been  made  in  workers  and 
experimental  subjects  in  the  performance  of  duties  associ- 
ated with  high-hazard  operations  or  in  those  work  categories 
associated  with  rapid  and  precise  eye-hand  motor  coordina- 
tion. Measurements  of  epinephrine  and  norepinephrine,  in 
conjunction  with  adrenal  17-hydroxycorticosteroids  have  been 
correlated  with  electroencephalogram,  and  psychomotor  be- 
havior and  physiologic  parameters.  The  effect  of  altered 
environmental  variables  upon  these  parameters  will  be  dis- 
cussed. 

(11:45)  Recess 

2 P.M. 

Tower  Room,  Towers  Hotel 
Charles  R.  Peterson,  Houston,  Presiding 

5.  (2:00)  Objective  Measures  of  Neuromuscular  Func- 
tion 

David  G.  Simons,  Houston 

A PDP-8  computer  digitizes  and  formats  multiple  related  mea- 
sures for  further  automated  analysis  to  examine  neuromuscu- 
lar function.  Present  programs  measure  elbow  function  in 
terms  of  elbow  angle,  electromyograms  of  flexors  and  ex- 
tensors, and  force  produced  at  the  wrist.  These  measures 
describe  the  functional  ability  or  disability  of  normal  subjects 
and  hemiplegic  patients.  The  concept  of  using  multiple  meas- 
ures which  relate  to  a specific  function  for  immediate  auto- 
mated analysis  evolved  as  a direct  result  of  a newly  developed 
instrumentation  system.  This  system  permits  direct  entry  of 
a wide  variety  of  physical  and  physiological  measures  to  the 
computer  for  identification  of  data  points  and  some  analysis. 
Correlation  of  these  related  measures  in  hemiplegic  patients 
suggests  several  types  of  functional  disability.  The  prompt 
recognition  of  these  different  categories  of  neuromuscular 
functional  disability  promises  to  provide  new  techniques  for 
patient  diagnosis  and  for  evaluating  therapeutic  methods. 

6.  (2:30)  Initial  Evaluation  and  Treatment  of  Injured 
Patients 

Max  S.  Rittenbury,  Charleston,  S.  C. 

The  most  critical  period  in  the  treatment  of  a severely  in- 
jured patient  occurs  during  his  initial  resuscitation.  The  main- 
tenance of  respiratory  and  hemostatic  function  has  the  highest 
priority,  but,  unfortunately,  the  least  capable  paramedical  and 
medical  personnel  are  most  often  responsible  for  resuscita- 
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tion  during  this  critical  period.  Therefore,  the  organization  of 
emergency  services  for  both  transportation  and  patient  re- 
suscitation assume  as  significant  a role  in  patient  care  as 
the  accuracy  and  adequacy  of  the  medical  evaluation  that 
follows. 

7.  (3:30)  Aerospace  Medical  Examinations  and  Their 
Application  to  Medicine 

Lawrence  E.  Lamb,  Houston 

Aircrew  and  spacecrew  personnel  are  engaged  in  a unique 
occupation  that  places  pressure  on  the  continued  good  health 
of  the  individual.  Medical  examinations  designed  to  optimize 
the  selection  of  individuals  who  will  maintain  good  health 
have  four  general  goals:  (1)  detection  of  disease,  (2)  evalua- 
tion of  factors  that  may  predispose  to  disease  or  disability, 
(3)  evaluation  of  biological  capacity,  and  (4)  personality  and 
character  dynamics.  The  development  of  methods  to  accom- 
plish this  purpose  has  a direct  application  to  individuals  en- 
gaged in  other  occupations  and  to  the  understanding  of  man’s 
health  and  his  environment. 

8.  (4:15)  Separate  Annual  Business  Meetings 

Texas  Industrial  Medical  Association 
Tower  Room,  Towers  Hotel 

Texas  Physical  Medicine  and  Rehabilitation  Society 
Conference  Room  225,  Towers  Hotel 

Texas  Traumatic  Surgical  Society 
Minuet  Room,  Towers  Hotel 


6 P.M. 

Place  To  Be  Announced 

9.  (6:00)  Social  Hour 


INTERNATIONAL  COLLEGE  OF 
SURGEONS,  TEXAS  DIVISION 

President — Lewis  M.  Heifer,  San  Antonio 

President-Elect  and  Program  Chairman — Jack  A.  Crow, 
Abilene 

Treasurer — Heaton  Smith,  Victoria 
Secretary — Thomas  L.  Hill,  Temple 

(The  Texas  Division,  International  College  of  Surgeons,  will 
sponsor  Dr.  Edward  L.  Compere  of  Chicago  as  guest  speaker 
on  programs  of  the  Texas  Medical  Association  1968  Annual 
Session.  See  Speakers  section  for  appearances.) 

FRIDAY,  MAY  3,  7 P.M. 

Belvedere  A,  Shamrock  Hilton  Hotel 

1.  (7:00)  Cocktails  and  Dinner  Meeting 
Members,  wives  and  guests 


TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION  AND  SECTION 
ON  OPHTHALMOLOGY 

President,  Texas  Ophthalmological  Association,  and 
Chairman,  Section  on  Ophthalmology — Harl  D. 
Mansur,  Jr.,  Wichita  Falls 


President-Elect  and  Program  Chairman,  Texas  Oph- 
thalmological Association,  and  Secretary,  Section 
on  Ophthalmology — James  L.  Mims,  Jr.,  San  An- 
tonio 

Secretary,  Texas  Ophthalmological  Association — John 
C.  Kuppinger,  Harlingen 

Treasurer,  Texas  Ophthalmological  Association — Joe 
L.  Bussey,  Fort  Worth 

(The  Executive  Council,  Texas  Ophthalmological  Association, 
will  meet  Thursday,  May  2,  2 p.m..  Towers  Hotel.) 

(Medical  Advisory  Committee  Chairmen,  Texas  Society  for  the 
Prevention  of  Blindness,  will  have  a breakfast  session  Satur- 
day, May  4,  7:30  a.m.,  Normandy  B,  Shamrock  Hilton  Hotel.) 


FRIDAY,  MAY  3,  8:30  A.M.-5  P.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 

Harl  D.  Mansur,  Jr.,  Wichita  Falls,  Presiding 

1.  (8:30)  Ophthalmology  of  Driving  (Refresher 
Course) 

Arthur  H.  Keeney,  Philadelphia 

2.  (10:00)  President’s  Address:  Should  I Encourage 
My  Son  to  Study  Medicine? 

Harl  D.  Mansur,  Jr.,  Wichita  Falls 

3.  (10:30)  Where  the  Commission  Stands  in  the 
Battle  Against  Blindness 

Mrs.  Julia  Young,  Austin 

4.  (10:50)  An  Observation  and  a Prediction 

John  R.  Lynn,  Dallas 

5.  (11:00)  Ocular  and  Adnexal  Surgery:  Techniques 

Charles  E.  Iliff,  Baltimore 

Reconstructive  surgery  of  the  lids  and  orbit  will  be  discussed. 


12:15  P.M. 

Mai  Tai  Room,  Shamrock  Hilton  Hotel 

6.  (12:15)  Luncheon  and  Business  Meeting  of  Texas 
Ophthalmological  Association 

3 P.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 
James  L.  Mims,  Jr.,  San  Antonio,  Presiding 

7.  (3:00)  Prevention  and  Management  of  Ocular 
Trauma 

Arthur  H.  Keeney,  Philadelphia 

8.  (4:00)  Ocular  Plastic  Surgery:  Techniques — Prob- 
lems in  Ptosis  Surgery 

Charles  E.  Iliff,  Baltimore 

Ptosis  surgery  fails  when  preoperative  diagnostic  information 
is  not  coordinated  with  the  operative  findings.  The  amount  of 
levator  resection  based  on  these  data*  is  entirely  different  in 
congenital  and  acquired  ptosis.  The  jaw-winking  phenomenon 
tends  to  decrease  with  age  and  therefore  operation  should 
be  delayed  until  after  puberty.  Operation  on  a protective 
ptosis  with  diplopia,  whether  congenital  or  acquired,  is  always 
doomed  to  failure  unless  the  diplopia  can  be  cured  first. 
When  surgery  is  not  indicated,  a cosmetic  contact  lens  and 
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crutch  spectacle  should  be  tried.  Ptosis  surgery  cannot  be 
reduced  to  mathematical  formulas,  but  still  lies  in  the  field 
of  the  art  of  medicine. 

(5:00)  Adjourn 

Visit  Exhibits 


SATURDAY,  MAY  4,  9 A.M.-5  P.M. 

Grecian  Room,  Shamrock  Hotel 
Harl  D.  Mansur,  Jr.,  Wichita  Falls,  Presiding 

9.  (9:00)  Intraocular  Surgery:  Techniques 

Charles  E.  Miff,  Baltimore 

The  minutiae  of  intraocular  surgery  are  stressed  as  the  factors 
swinging  the  critical  balance  between  success  and  failure. 
The  author’s  methods  of  doing  a lid  block,  obtaining  a soft 
eye,  removing  a cataract,  and  treating  a vitreous  touch  or 
tug  syndrome  incorporate  such  minutiae  and  will  be  dis- 
cussed. 

10.  (9:50)  Ocular  Slit  Lamp  Photography 

Louis  Daily,  Jr.,  Houston 

(10:20)  Intermission 

11.  (10:35)  The  Role  of  Diagnostic  Ultrasound  in 
Ophthalmology 

Arthur  H.  Keeney,  Philadelphia 

12.  (11:25)  Allergy  and  Cataracts 

Ruby  K.  Daniel,  Dallas 

(11:55)  Recess  for  Luncheon 


2:30  P.M. 

Grecian  Room,  Shamrock  Hilton  Hotel 
John  C.  Koch,  Lufkin,  Presiding 

13.  (2:30)  Responsibilities  of  the  Ophthalmologist  in 
Dyslexia 

Arthur  H.  Keeney,  Philadelphia 

14.  (3:00)  Unusual  Presentations  of  Retinoblastoma 

Edward  C.  Ferguson,  III,  and 
Stephen  A.  D.  Schuster,  Galveston 

15.  (3:30)  Diagnosis  and  Treatment  of  Tumors  of  the 
Lids  and  Orbit  (Refresher  Course) 

Charles  E.  Miff,  Baltimore 

(5:00)  Adjourn 


TEXAS  ORTHOPAEDIC  ASSOCIATION 

(Related  Organization) 

President — Frank  F.  Parrish,  Houston 

President-Elect — Phillip  L.  Day,  San  Antonio 

Vice  President  and  Program  Chairman — Michael  M. 
Donovan,  Houston 

Secretary-Treasurer — L.  Ray  Lawson,  Dallas 

(A  cocktail-buffet  will  be  held  Friday,  7 to  9 p.m..  Poolside, 
Warwick  Hotel,  for  members  and  their  wives.) 


SATURDAY,  MAY  4,  8:30  A.M. 

Auditorium,  M.  D.  Anderson  Hospital 
and  Tumor  Institute 

1.  (8:30)  Call  to  Order 

Introductory  Remarks 

2.  (8:45)  Posterior  Approach  to  the  Upper  Humerus 

Thomas  0.  Shindler,  Houston 

Inasmuch  as  a surgical  approach  to  the  posterior  upper  hu- 
merus is  not  often  required,  this  paper  is  presented  to 
clarify  the  problems  pursuant  to  reaching  this  area  of  the 
humerus,  should  it  be  found  necessary  in  the  scope  of 
orthopedic  surgery.  This  paper  deals  with  one  case,  that  of 
a six-year-old  boy  with  an  extraordinarily  large  tumor  involv- 
ing the  medial  and  lateral  and  posterior  aspects  of  the  upper 
humeral  shaft  posteriorly.  The  literature  did  not  provide  an 
adequate  concept  of  exposure  for  such  a large  tumor  in  this 
area  which  would  give  reasonable  hope  that  no  important 
structures  would  remain  functionally  lost.  This  paper  is  offered 
for  those  who  might  need  a wide  approach  to  this  area. 

Discussion: 

John  J.  Hinchey,  San  Antonio 

3.  (9:15)  Posterior  Tibial  Transplant  (Without  Foot 
Stabilization)  for  Drop  Foot 

Louis  J.  Levy,  Fort  Worth 

Posterior  tibial  transplant  to  the  dorsum  of  the  foot  has  been 
used  frequently  to  correct  drop  foot.  The  transplant  in  most 
instances  has  been  done  in  conjunction  with  a triple  arthro- 
desis. When  operating  on  selected  cases  of  drop  foot  in 
adults,  however,  proper  function  and  adequate  stability  may 
be  restored  by  the  use  of  the  transplant  alone,  without  foot 
stabilization.  Satisfactory  experience  with  13  such  cases  is 
cited.  When  the  procedure  is  properly  performed,  subsequent 
deformity  does  not  occur. 

4.  (9:45)  Management  of  Navicular  Nonunion 

Col.  James  H.  Dobyns,  Lackland  Air  Force  Base 

Review  of  close  to  100  navicular  nonunions  seen  at  Wilford 
Hall  USAF  Hospital  over  the  past  five  years  reveals  a variety 
of  causes  for  complaints.  The  process  of  investigation  regard- 
ing these  problems  is  outlined.  The  reasons  for  selecting 
operative  treatment  or  non-operative  treatment  are  noted.  The 
various  operative  treatments  are  discussed  with  detail  being 
given  about  the  most  successful  and  most  commonly  applied 
operative  treatment.  Pathology  found  and  treatment  results 
will  be  summarized. 

(10:15)  Intermission 

5.  (10:45)  The  Technique  on  the  Use  of  the  Re- 
molded Plaster  of  Paris  Cast 

David  M.  Cameron,  El  Paso 

On  occasion  the  previously  well  reduced  fracture  shows  dis- 
placement when  check  x-rays  are  made  through  the  finished 
plaster  of  paris  cast.  Most  frequently  these  are  small  frac- 
tures easily  reduced  but  difficult  to  maintain  and  are  often 
near  or  around  Joints  and  their  proper  reduction  is  most 
helpful  for  future  use  of  the  part.  Often  all  that  is  required 
is  just  a small  "push”  to  reduce  these  to  excellent  position. 
The  herein  described  technique  presents  a method  of  doing 
this  by  a special  cast.  It  is  felt  this  is  a procedure  to  be 
done  by  the  surgeon  and  is  not  recommended  for  the  use 
of  the  plaster  technician.  Adequate  cautions  are  noted. 

6.  (11:15)  The  Hazards  of  Closed  Reduction  of  Frac- 
tures 

Mr.  D.  Lloyd  Griffiths,  Manchester,  England 

The  complications  which  may  follow  attempts  at  closed  re- 
duction of  fractures,  including  failure  to  obtain  or  to  retain 
such  reduction,  are  mainly  due  to  inappropriate  application 
of  closed  techniques  or  to  failure  to  understand  the  mecha- 
nism of  production  of  the  relevant  displacement.  The  historic 
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error  of  reliance  upon  traction  as  the  sole  mechanism  of 
reduction  is  shown  to  be  both  useless  and  potentially  harm- 
ful, especially  to  blood  vessels.  A more  logical  approach  to 
the  problem  is  suggested. 


12  Noon 

Criterion  Club,  Fannin  State  Bank  Building, 
1020  Holcombe  Boulevard 

7.  (12:00)  Luncheon 

Business  Session 


2 P.M. 

Auditorium,  M.  D.  Anderson  Hospital 
and  Tumor  Institute 

8.  (2:00)  Analysis  of  the  Foot  in  Baseball  Players 

Joe  W.  King,  Houston 

The  analysis  of  the  feet  of  100  professional  baseball  players 
is  made  and  the  findings  are  correlated  with  the  functional 
stresses  of  their  occupation.  Emphasis  is  placed  on  the  un- 
usual demands  of  a professional  athlete  as  etiologic  cause. 
Film  strips  including  high  speed  motion  photography  and 
cineradiographs  are  utilized  as  means  of  documentation  and 
presentation. 

9.  (2:30)  Open  Reduction  and  Internal  Fixation  with 
Metallic  Staples,  Using  a Medial  Approach,  for  Severe 
Fractures  of  the  Os  Calcis 

Isaac  S.  McReynolds,  Houston 

This  is  a study  based  on  experience  in  the  open  reduction  and 
internal  fixation  with  metallic  staples  of  severe  fractures  of 
the  os  calcis  which  have  associated  widening  and  shortening 
of  the  heel,  diminution  of  the  tuber  joint  angle,  as  well  as 
disruption  of  the  subastragalar  joint  from  depression  and  im- 
paction of  fragments  of  the  articular  surface  of  the  os  calcis. 
It  is  based  on  experience  with  ten  heels  treated  by  this 
method  over  a period  of  two  to  ten  years. 

10.  (3:00)  The  Use  of  Transfixation  Pins  in  Tarsal 
Arthrodeses 

Louis  W.  Breck,  El  Paso 

The  statistics  concerning  62  operations  of  either  a triple 
arthrodesis  or  a so-called  pan-talar  arthrodesis  are  given.  The 
method  briefly  consists  of  adding  to  the  conventional  arthro- 
desis technics  the  use  of  pins  crossing  the  various  joints 
and  holding  them  securely  in  place.  Before  the  wounds  are 
closed,  the  joints  are  pinned  and  accurate  positioning  is 
obtained.  The  percentage  of  fusion  is  quite  high,  and  no 
pin  tract  or  operative  infections  occurred.  The  indications  for 
operation  were  deformity  or  disability,  or  both,  due  to  the 
primary  underlying  pathology.  The  pins  were  left  in  six  weeks 
in  children  and  an  average  of  eight  weeks  in  adults.  The 
author  believes  that  pinning  these  arthrodeses  is  an  ideal 
way  of  doing  them  and  has  considerable  advantage  over  not 
pinning  them,  and  some  advantage  over  stapling  them.  Illus- 
trative cases  are  presented;  one  of  each  type  of  arthrodesis. 

Discussion; 

Robert  A.  Murray,  Temple 

(3:30)  Intermission 

11.  (3:45)  Neurovascular  Complications  of  Neck  In- 
juries 

Mr.  D.  Lloyd  Griffiths,  Manchester,  England 

Paraplegia  following  hyperextension  injuries  of  the  neck  is 
probably  due  to  a combination  of  rotation  and  hyperextension. 
Closed  injuries  of  the  neck  have  led  in  a few  cases  to  trau- 
matic thrombosis  of  the  carotid  or  vertebral  arteries,  the 
effects  of  which  may  be  confused  with  those  of  coexistent 
head  injury.  However,  there  is  little,  if  any,  bearing  upon  the 
“whiplash  * syndrome  in  these  observations. 


12.  (4:30)  Septic  Arthritis  in  Children 

Richard  H.  Eppright,  Houston 
Albert  E.  Sanders,  San  Antonio 
and  K.  Carnine,  Houston 

12.  (5:00)  Discitis  in  Children 

L.  Ray  Lawson,  Dallas 

A review  of  nonspecific  inflammatory  lesions  of  the  intra- 
vertebral  disc  spaces  in  children,  some  interesting  syndromes 
at  the  onset,  problems  of  diagnosis,  and  the  management  and 
treatment. 


TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION  AND  SECTION 
ON  OTOLARYNGOLOGY 

President,  Texas  Otolaryngological  Association — 
Thomas  W.  Folbre,  San  Antonio 

President-Elect,  Texas  Otolaryngological  Association — 
Lloyd  A.  Storrs,  Lubbock 

Vice  President,  Texas  Otolaryngological  Association, 
and  Chairman,  Section  on  Otolaryngology — H.  Ed- 
ward Maddox,  Ml,  Houston 

Secretary,  Texas  Otolaryngological  Association — 
Charles  F.  Engelking,  San  Angelo 

Treasurer,  Texas  Otolaryngological  Association — ^Jesse 
D.  Gomillion,  Midland 

Program  Chairman,  Texas  Otolaryngological  Associa- 
tion, and  Secretary,  Section  on  Otolaryngology — 
Edward  A.  Newell,  Dallas 


FRIDAY,  MAY  3,  8:30  A.M.-4:45  P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

1.  (8:30)  Otologic  Cine  Panel:  The  Management  of 
Selected  Otologic  Problems  (Refresher  Course) 

Moderator;  Howard  P.  House,  Los  Angeles 

Panelists:  Frederick  R.  Guilford,  Houston 

Aram  Glorig,  Dallas 
Walter  P.  Anthony,  Jr.,  Fort  Worth 

2.  (10:00)  Malignant  Tumors  of  the  Head  and  Neck 
in  Children 

John  J.  Conley,  New  York 

3.  (11:00)  Posterior  Fossa  Contrast  Examination  and 
Cerebellopontine  Angle  Tumors 

DeWitt  W.  Cox,  Jr.,  and 
H.  Edward  Maddox,  III,  Houston 

Fluororadiographic  examination  of  the  posterior  fossa  with 
opaque  media  improves  clinical  diagnosis  of  eighth  nerve 
tumors  and  other  tumors  distorting  the  anatomy  of  this  region. 
Procedure,  indications,  complications,  and  diagnostic  aspects 
of  the  examination  are  considered.  Clinical  and  surgical  find- 
ings are  discussed. 

4.  (11:45)  Carotid  Artery  Protection  in  Head  and 
Neck  Cancer  Surgery 

Richard  L.  Mabry  and 
Donald  A.  Corgill,  Dallas 

Carotid  artery  protection  will  be  discussed  in  three  phases; 
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preoperative  patient  preparation,  special  techniques  at  sur- 
gery, and  postoperative  wound  care.  At  surgery,  the  artery 
may  be  covered  using  a muscle  tunnel,  dermal  graft,  trans- 
posed muscle  flap,  or  fascia.  Postoperatively,  an  exposed  un- 
protected carotid  is  best  treated  by  "the  open  treatment  regi- 
men." Possible  sudden  rupture  of  an  exposed  carotid  must 
be  anticipated  and  prepared  for,  sometimes  necessitating 
prophylactic  ligation  of  the  carotid. 

(12:15)  Recess 

12:15  P.M, 

Hide-Away  Lounge,  Shamrock  Hilton  Hotel 

5.  (12:15)  Luncheon 

Business  Meeting 

2:30  P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

6.  (2:30)  Melanoma  of  the  Head  and  Neck 

John  J.  Conley,  New  York 

7.  (3:30)  Safe  General  Anesthesia  for  Laryngoscopy 
and  Bronchoscopy 

Edward  A.  Talmage,  Houston 

Many  patients  desire  general  anesthesia  for  laryngoscopy 
and  bronchoscopy  because  of  fears  or  actually  experiencing 
gagging,  retching,  and  coughing  with  painful  and  unpleasant 
sensations  of  suffocation  and  oropharyngeal  discomfort.  Such 
patients  do  not  readily  submit  to  repeated  procedures  and 
examinations  under  topical  anesthesia  alone.  This  desire  for 
unconsciousness  can  be  safely  met  by  inducing  general  anes- 
thesia in  a fashion  easily  allowing  for  subsequent  application 
of  profound  topical  anesthesia  of  the  upper  respiratory  tract 
while  maintaining  adequate  ventilation.  Maintenance  of  this 
state  with  light  levels  of  halothane  produces  ideal  operating 
conditions  and  respiratory  homeostasis  from  which  recovery 
and  awakening  is  rapid.  Practical  aspects  of  the  management 
of  over  300  cases  is  presented  in  which  postoperative  follow- 
up has  revealed  no  major  complications  or  subjective  com- 
plaints. 

8.  (3:45)  Current  Concepts  of  Otosclerosis  Surgery 

Howard  P.  House,  Los  Angeles 

(4:45)  Adjourn 


6:30  P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

9.  (6:30)  Social  Hour — ^Texas  Otolaryngological  Asso- 
ciation (members,  wives,  and  guests) 


SATURDAY,  MAY  4,  9:30  A.M.-4:30  P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

10.  (9:30)  Cancer  of  the  Middle  Ear  and  Temporal 
Bone 

John  J.  Conley,  New  York 

11.  (10:30)  Serum  Albumin  in  the  Treatment  of  In- 
fectious Mononucleosis 

Dor  W.  Brown,  Fredericksburg 

The  history  of  infectious  mononucleosis  is  related.  The  signs, 
symptoms  and  differential  diagnosis  of  infectious  mononucle- 


osis are  detailed.  The  epidemiology  is  also  to  be  discussed. 
Past,  present  and  future  treatment  are  discussed  and  the 
author’s  experiences  with  serum  albumin  are  related.  The 
material  will  be  presented  on  35  mm.  lecture  slides. 

12.  (10:50)  Hearing  Standards,  Fact  or  Fiction 

Howard  P.  House,  Los  Angeles 

(11:30)  Recess 


2 P.M. 

Garden  Room,  Shamrock  Hilton  Hotel 

13.  (2:00)  Regional  Flaps  in  Cancer  Surgery  of  the 
Head  and  Neck 

John  J.  Conley,  New  York 

14.  (3:00)  The  Problems  of  Peripheral  Facial  Nerve 
Paralysis  and  Their  Management 

Donald  W.  Alexander,  Dallas 

A series  of  patients  presenting  with  peripheral  facial  nerve 
paralysis  will  be  presented.  These  patients  illustrate  a wide 
variety  of  peripheral  facial  nerve  paralysis  such  as  Bell’s 
palsy,  Ramsey-Hunt  syndrome,  glomus  jugulare  tumor,  gun- 
shot wound  of  the  ear,  post  parotidectomy,  facial  nerve 
paralysis,  laceration  of  the  facial  nerve  secondary  to  facial 
lacerations,  and  facial  nerve  paralysis  following  ear  surgery. 
The  tests  used  in  following  facial  nerve  paralysis  and  the 
principles  and  management  of  these  problems  will  be  dis- 
cussed. 

15.  (3:30)  Congenital  Abnormalities  Encountered  in 
Middle  Ear  Surgery 

Howard  P.  House,  Los  Angeles 

(4:30)  Adjourn 


TEXAS  PEDIATRIC  SOCIETY, 
EXECUTIVE  BOARD 

(Related  Organization) 

President — Ben  B.  Shaver,  San  Antonio 
Secretary — Pat  A.  Cato,  Austin 


FRIDAY,  MAY  3,  7 P.M. 
Minuet  Room,  Towers  Hotel 

1.  (7:00)  Dinner  Meeting 


TEXAS  PROCTOLOGIC  SOCIETY 

(Related  Organization) 

President — W.  Truett  Melton,  Houston 
Secretary-Treasurer — James  Hampton,  Houston 


THURSDAY,  MAY  2,  10  A.M. 

Nile  A and  B,  Shamrock  Hilton  Hotel 
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1.  (10:00)  The  Advantage  of  Closed  Hemorrhoidec- 
tomy 

Charles  Neumeister,  Minneapolis 

7.  (11:10)  Automated  Patients — Activated  Treatment 
of  Postoperative  Pain 

James  M.  Fenstermacher,  Houston 

2.  (10:30)  Carcinoid  Tumors  of  the  Rectum 

Malcolm  McNutt,  Dallas 

8.  (11:40)  Anesthesia  and  Circulation 

Burnell  R.  Brown,  Jr.,  Dallas 

3.  (11:00)  Surgical  Treatment  of  Ulcerative  Colitis 

Charles  Neumeister,  Minneapolis 

(12:00)  Recess 

4.  (11:30)  A Technique  for  Mid  and  Upper  Rectal 
Lesions 

William  A.  Hibbert,  Jr.,  Austin 

12:30  P.M. 

The  Doctors’  Club  of  Houston,  Jesse  H.  Jones 
Library  Building,  Texas  Medical  Center 

5.  (12:00)  The  Dilemma  of  ‘Benign'  Colonic  Polyps 

9.  (12:30)  Luncheon 

10.  (1:45)  Business  Meeting 

6.  (12:30)  Business  Meeting 

Charles  Neumeister,  Minneapolis 

(1:00)  Adjourn 

5:30  P.M. 

TEXAS  SOCIETY  OF 
ANESTHESIOLOGISTS 

The  Doctors’  Club  of  Houston,  Jesse  H.  Jones 
Library  Building,  Texas  Medical  Center 

11.  (5:30)  Cocktails 

(Related  Organization) 

12.  (6:30)  Dinner  (Members  and  Guests  of  Texas 
Society  of  Anesthesiologists) 

President — Fred  P.  Thomas,  Houston 

President-Elect — Robert  B.  Krause,  San  Antonio 

Vice  President  and  Program  Chairman — Richard  C. 
Hay,  Houston 

TEXAS  SOCIETY  OF 

ATHLETIC  TEAM  PHYSICIANS 

Secretary-Treasurer — Gerald  G.  Mullikin,  Longview 

(Related  Organization) 

SATURDAY,  MAY  4,  8 A.M. 

President — Dan  Spivey,  Lufkin 

The  Doctors'  Club  of  Houston,  Jesse  H.  Jones 

Library  Building,  Texas  Medical  Center 

President-Elect — W.  Cone  Johnson,  Temple 

Vice  President  and  Program  Chairman — Arthur  Jansa, 
Houston 

1.  (8:00)  Introductory  Remarks 

Fred  P.  Thomas,  Houston 

Secretary-Treasurer — Stonie  R.  Cotten,  Dallas 

2.  (8:10)  Safe  Anesthesia  for  Bronchoscopy  and  La- 
ryngoscopy 

Edward  A.  Talmage,  Houston 

FRIDAY,  MAY  3,  9:15  A.M. 

Camellia  Room,  Shamrock  Hilton  Hotel 

3.  (8:30)  Pharmacology  and  Clinical  Experience  Us- 
ing a New  Halogenated  Agent  (0  Hco  C344) 

Carlos  Botty  and 
Charles  R.  Stephen,  Dallas 

1.  (9:15)  Internal  Derangement  of  the  Knee 

Theodore  A.  Fox,  Chicago 

2.  (10:00)  Injuries  to  the  Upper  Extremity  in  Indivi- 
duals Whose  Epiphyses  Have  Not  Fused  (Little  League 

4.  (9:00)  Pathophysiology  of  Acute  Drug  Intoxication 
and  Its  Therapy 

D.  Smith,  Galveston 

Elbow) 

Robert  K.  Kerlan,  Los  Angeles 

A discussion  of  injuries  in  the  shoulder  and  elbow  areas  with 
special  emphasis  on  injuries  to  the  epiphyses,  including  the 

5.  (9:30)  Pediatric  Anesthesia  Techniques  Using  Ni- 
trous-Oxide, Curare  and  Hyperventilation 

E.  J.  Bennett,  Dallas 

(10:00)  Coffee 

reasons  for  occurrence  and  suggestions  in  regard  to  preven- 
tion of  these  injuries  and  treatment  will  be  presented. 

(10:45)  Intermission 

6.  (10:30)  The  Role  of  the  Anesthesiologist  in  Poison- 
ings 

William  C.  North,  Memphis,  Tenn. 

3.  (11:00)  Myositis  Ossificans 

Theodore  A.  Fox,  Chicago 

4.  (11:30)  Business  Meeting  (Members  Only) 
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TEXAS  SOCIETY  OF  INTERNAL 
MEDICINE,  INC.,  BOARD 
OF  TRUSTEES 

President — Olin  B.  Gober,  Temple 

SATURDAY,  MAY  4,  7:30  A.M. 

Conference  Room  225,  Towers  Hotel 

1.  (7:30)  Breakfast  Meeting 

(The  Texas  Society  of  Internal  Medicine,  Inc.,  will  sponsor  Mr. 
M.  Stanton  Evans  of  Indianapolis,  Ind.,  as  guest  speaker  for 
the  General  Meeting  Luncheon,  Saturday.  See  General  Meet- 
ings and  Luncheons  section  for  details.) 


TEXAS  SOCIETY  OF 
PATHOLOGISTS,  INC. 

(Related  Organization) 

President — William  T.  Hill,  Houston 
Secretary-Treasurer — Jack  L Smith,  Beaumont 
Program  Chairman — Franz  Leidler,  Houston 

SUNDAY,  MAY  5,  9 A.M.-12  Noon 
Garden  Room,  Shamrock  Hilton  Hotel 

1.  (9:00)  Business  Session 

TEXAS  SOCIETY  OF 
PLASTIC  SURGEONS 

(Related  Organization) 

President — John  P.  Gannon,  Houston 
Vice  President — Mark  L Lemmon,  Dallas 
Secretary -Treasurer — J.  R.  Smith,  San  Antonio 
Program  Chairman — E.  Frank  Dunton,  Dallas 

SATURDAY,  MAY  4,  9 A.M. 

Tower  Room,  Towers  Hotel 

1.  (9:00)  Local  Therapy  to  the  Burn  Wound — Sul- 
famylon  (150  cases).  Silver  Nitrate  (120  cases),  and 
Gentamicin  (23  cases) 

Duane  L.  Larson,  Galveston 


How  I Do  It 

2.  (9:30)  Rhinoplasty — The  Bulbous  Tip 

Raymond  O.  Brauer,  Houston 
John  B.  Patterson,  Fort  Worth 
and  E.  Frank  Dunton,  Dallas 

(10:00)  Discussion 
(10:15)  Intermission 

3.  (10:30)  Meloplasty — a.  “Turkey  Wattle”  Removal; 
b.  Drains,  Dressing,  and  Dangers  in  Meloplasties 

John  B.  Lynch,  Galveston 
Mark  L.  Lemmon  and 
Dean  C.  Kipp,  Dallas 

(11:00)  Discussion 

4.  (11:15)  Reduction  Mammaplasty 

Robert  J.  Wise  and 
Bromley  S.  Freeman,  Houston 
and  Francis  A.  Morris,  Jr.,  Austin 

(11:45)  Discussion 


12  Noon 

Minuet  Room,  Towers  Hotel 

5.  (12:00)  Lunch 


1:30  P.M. 

Tower  Room,  Towers  Hotel 

6.  (1:30)  Dupuytren’s  Contractures  of  Hands 

Willard  C.  Sellman,  Jr.,  Dallas 
H.  Gates  Breisford,  Tyler 
and  David  A.  Grant,  Fort  Worth 

(2:00)  Discussion 

7.  (2:15)  Open  Discussion  of  Problem  Cases  of  Re- 
constructive Surgery 

Moderator:  John  P.  Gannon,  Houston 

8.  (3:00)  Business  Meeting  (Members  Only) 


TEXAS  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS, 
INC.,  MEDICAL  CHAIRMEN 

Executive  Director — Mrs.  Pauline  Outland,  Houston 


SATURDAY,  MAY  4,  7:30  A.M. 
Normandy  B,  Shamrock  Hilton  Hotel 

1.  (7:30)  Breakfast  Meeting 
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UNITED  CEREBRAL  PALSY 
OF  TEXAS,  INC. 

(Related  Organization) 

President — Mr.  Harrold  Owen,  Fort  Worth 

Executive  Director — Mr.  Wally  Christensen,  Austin 

(United  Cerebral  Palsy  of  Texas,  Inc.,  will  sponsor  Dr.  Eric 
Denhoff  of  Providence,  R.  I.,  as  guest  speaker  on  programs 
of  the  Texas  Medical  Association  1968  Annual  Session.  See 
Speakers  section  for  appearances.) 


Exhibits 


ART  EXHIBITION 

The  First  Annual  Art  Exhibition  of  the  Texas  Medical 
Association  will  be  held  Thursday  through  Saturday 
of  the  annual  session  in  the  Hall  of  Exhibits,  first  floor 
of  the  Shamrock  Hilton  Hotel. 

Paintings  (including  water  color,  drawings,  graphics), 
sculpture,  and  photographs  by  Texas  Medical  Asso- 
ciation members  and  Auxiliary  members  will  be  dis- 
played. 

Awards,  to  be  given  in  each  category,  will  be  present- 
ed at  the  General  Meeting  Luncheon,  Friday,  12:30 
p.m..  Continental  Room,  Shamrock  Hilton  Hotel. 

Information  and  application  forms  may  be  secured 
from  the  Art  Exhibition  Chairman,  Dr.  Sheldon  M. 
Tucker,  2801  Ella,  Houston  77008.  There  is  no  entry 
fee.  Two  entries  in  any  or  each  category  are  permis- 
sible. Deadline  for  receipt  of  applications  is  April  1. 


FILM  PROGRAM 


FRIDAY,  MAY  3,  10  A.M. 

Nile  Room  A and  B,  Shamrock 

1.  (10:00)  Urine  Examination 

1967.  Color,  sound.  Dr.  Wallace  W.  McCrory.  New  diagnostic 
techniques  and  older  standard  procedures  are  presented  in 
this  film.  Dr.  McCrory  shows  how  to  collect  an  uncontamin- 
ated urine  sample  for  culture  from  a female  infant.  Twenty 
significant  diagnostic  implications  are  recapitulated. 

2.  (10:22)  The  Technique  of  an  Effective  Examina- 
tion 

1967.  Color,  sound.  Dr.  James  L.  Wilson.  Dr.  Wilson  shows  how 
an  adequate  physical  diagnosis  of  the  infant  and  small  child 
can  be  completed  with  ease.  As  he  sits  with  the  child  on  his 
lap  he  makes  observations  on  her  neuromuscular,  intellectual 
and  palpatory  findings.  The  child  is  not  aware  she  is  being 
examined.  He  evaluates  respiratory  tract  signs  by  holding  the 
stethoscope  over  the  nose  of  a sleeping  baby.  Dr.  Wilson  con- 
veys the  thought  that  a mass  of  necessary  information  can  be 
gathered  without  upsetting  the  child. 


3.  (10:44)  Hiatus  Hernia 

1967.  Color,  sound.  Dr.  Lucius  D.  Hill,  III.  One  hundred  and 
sixty  repairs  of  hiatal  hernia  by  posterior  fixation  of  the  phre- 
noesophageal  ligament  to  the  preaortic  fascia  have  yielded  no 
anatomic  recurrences  over  eight  years.  Combined  pH  and 
pressure  studies  show  correction  of  reflux  in  97%  of  patients. 


4.  (11:10)  Acute  Arterial  Injury 

1967.  Color,  sound.  Dr.  Robert  J.  Freeark.  Complete  transec- 
tion, partial  severance,  and  occlusion  may  follow  arterial  in- 
jury. The  variable  clinical  course  of  these  injuries  and  meth- 
ods useful  in  their  detection  and  treatment  are  illustrated  in 
seven  patients. 


5.  (11:44)  Recognition  of  Leprosy 

1967.  Color,  sound. 


6.  (11:59)  Project  Hope 

Color,  sound.  This  film  reviews  the  seven-year  history  and  voy- 
ages of  the  famed  Hospital  Ship,  “S.  S.  Hope,”  a ship  which 
brings  medical  services  to  hundreds  of  thousands  of  individ- 
uals on  four  continents. 


SATURDAY,  MAY  4,  2 P.M. 

Nile  Room  A and  B,  Shamrock 

1.  (2:00)  Mechanics  of  Neurosurgical  Football  In- 
juries 

1967.  Color,  sound.  Dr.  Richard  C.  Schneider.  In  this  film  Dr. 
Schneider  reviews  the  mechanics  of  head  and  neck  injuries  to 
football  players. 


2.  (2:17)  Rehabilitation  of  Quadruple  Amputee 

1967.  Color,  sound.  Dr.  Vincent  J.  Kitowski  of  Baylor  Univer- 
sity. This  film  depicts  the  successful  attainment  of  rehabilita- 
tion goals  for  a young  male  quadruple  amputee.  The  patient 
sustained  electrical  burns  on  the  four  extremities  and  received 
emergency  care,  followed  by  surgery  at  hospitals  close  to  his 
home.  Views  of  the  below-knee  and  below-elbow  amputation 
stumps,  followed  by  scenes  of  the  operatively  revised  stumps 
are  presented.  The  patient  demonstrates  efficient  performance 
of  activities  of  daily  living  such  as  ambulation  (including  climb- 
ing and  descending  stairs),  buttoning  his  shirt,  writing,  shav- 
ing, and  brushing  his  hair.  These  activities  present  excellent 
utilization  of  bilateral  upper  and  lower  extremity  prostheses. 


3.  (2:37)  Gastric  Ulcer  and  Carcinoma  of  Stomach 

1967.  Color,  sound.  Dr.  Bentley  P.  Colcock.  This  film  illustrates 
the  important  steps  in  the  resection  of  a suspected  carcinoma 
of  the  stomach  including  the  lymph  node  groups  which  might 
contain  metastases. 

4.  (3:01)  Conservative  Management  of  Tubal  Preg- 
nancy 

1967.  Color,  sound.  Dr.  Jack  Godfrey  Hallatt.  In  three  instances 
the  author  demonstrates  early  extrauterine  pregnancy  and 
gives  good  and  sufficient  reasons  for  preservation  of  the  dis- 
eased tube.  The  technique  is  simple  and  the  pregnancy  and 
the  blood  clot  may  be  expressed  through  a linear  incision  in 
the  tube  or  through  the  site  of  tubal  rupture.  The  tube  im- 
mediately goes  back  into  approximately  normal  shape.  He 
points  out  the  necessity  for  demonstration  of  patency  of  the 
uninvolved  as  well  as  the  involved  tube  after  it  is  repaired. 
The  author  stresses  again  and  again  the  need  for  early  diag- 
nosis. He  points  out  that  the  treatment  is  suitable  only  in 
those  patients  where  hemorrhage  is  not  catastrophic. 


Volume  64,  March,  1968 


P-59 


5.  (3:13)  Lung  Scanning  in  Pulmonary  Disease 

1967.  Color,  sound.  Dr.  George  V.  Taplin.  The  film's  purpose  is 
to  demonstrate  the  contribution  of  lung  scanning  as  a valuable 
new  diagnostic  tool.  It  is  shown  that,  through  its  capacity  to 
reveal  regional  impairment  of  blood  flow,  it  is  useful  in  many 
forms  of  bronchopulmonary  disease,  aiding  in  the  interpreta- 
tion of  chest  films  and  angiograms  and  serving  as  a screening 
procedure  for  routine  or  selective  pulmonary  angiography. 

6.  (3:50)  Rectal  Polyp  Regression  with  Surgical  Man- 
agement of  Multiple  Familial  Polyposis 

1967.  Color,  sound.  Dr,  Roger  D.  Williams,  The  technique  of 
colectomy  and  the  need  for  low  ileorectal  anastomosis  is  il- 
lustrated in  this  film.  Regression  of  rectal  polyps  after  colec- 
tomy is  shown  through  the  proctoscope  and  the  mechanism 
for  polyp  disappearance  is  discussed. 


SCIENTIFIC  EXHIBITS 

All  scientific  exhibits  are  located  in  the  Hall  of  Ex- 
hibits, first  floor  of  the  Shamrock  Hilton  Hotel.  Exhib- 
its will  be  displayed  during  the  following  hours; 

Thursday  11  a. m. -5:30  p.m. 

Friday  8 a. m. -5:30  p.m. 

Saturday  8 a. m. -5:15  p.m. 

Exhibitors  may  register  Wednesday,  1:30-5  p.m..  Hall 
of  Exhibits  Foyer,  Shamrock  Hilton  Hotel. 

Awards 

First,  second,  and  honorable  mention  awards  will  be 
given  in  each  of  four  categories:  Group  I,  Individual 
Exhibits:  Group  2,  Group  Exhibits;  Group  3,  Institution- 
al Exhibits;  and  Group  4,  Educational-Promotional  Ex- 
hibits. 

Aesculapius  Award:  An  additional  award  also  will  be 
given.  Mead  Johnson,  to  encourage  the  development 
of  scientific  exhibits,  will  offer  a certificate  and  a cash 
prize  of  $200  for  the  most  outstanding  scientific  ex- 
hibit displayed.  Announcement  of  the  winner  will  be 
made  at  the  General  Meeting  Luncheon,  Friday,  12:30 
p.m.,  Continental  Room,  Shamrock  Hilton  Hotel. 

Identification  and  Floor  Plans 

Scientific  exhibitors  may  be  recognized  by  special 
ribbons  attached  to  their  identification  badges. 

Floor  plans,  showing  location  of  scientific  and  techni- 
cal exhibits,  will  be  available  upon  registration. 

Following  is  a roster  of  exhibitors  and  their  exhibits: 

Transfixation  Pins  in  Tarsal  Arthrodeses 
The  El  Paso  Orthopaedic  Surgery  Group 
Louis  W.  Breck,  M.  D.;  Morton  H.  Leonard,  M.D.; 
and  Oren  H.  Ellis,  M.D. 

Cardiovascular  Surgical  Emergencies 
James  T.  Parsons,  M.D.,  Houston 

Management  of  Leg  Cramps  of  Peripheral  Vascular 
Disorders 

Francis  H.  Stern,  M.D.,  Philadelphia 

Surgical  Therapy  of  Thoracic  Aortic  Aneurysms 

Baylor  University  College  of  Medicine,  Arthur  C. 
Beall,  Jr.,  M.D.,  Houston 


The  Treatment  of  Mixed  Psychiatric  Syndromes 

Paul  E.  Feldman,  M.D.,  Director  of  Research  and 
Education,  Topeka  State  Hospital,  Topeka,  Kan. 

Subcutaneous  Mastectomy  and  Implant  Reconstruc- 
tion 

Simon  Fredricks,  M.D.,  Baylor  University  College  of 
Medicine,  Houston 

Today's  Problems  of  Diuretic  Therapy 

Arthur  Bernstein,  M.D.,  and  Melvin  Odze,  M.D., 
Maplewood,  N.J. 

Abdominal  Decompression  in  the  First  Stage  of  Labor 
Lawrence  E.  Lundgren,  M.D.,  Houston 

The  Effect  of  Fiuocinolone  Acetonide  0.2%  in  Select- 
ed Chronic  Dermatoses 

C.  H.  McCuistion,  M.D.,  Baylor  University  Post 
Graduate  School  of  Medicine,  Austin 

E.  P.  Schoch,  M.D.,  Southwestern  Medical  School, 
Dallas 

H.  B.  Christianson,  M.D.,  Tulane  University  School 
of  Medicine,  New  Orleans 

Anterior  Axillary  Incision — Conforming  to  Langer's 
Lines 

Louis  J.  Levy,  M.D.,  and  Fred  W.  Sanders,  M.D., 
Fort  Worth  Bone  and  Joint  Clinic,  Fort  Worth 

Texas  Leprosy  Program 

Texas  State  Department  of  Health,  S.  J.  Lerro,  M.D., 
Austin 

Surgical  Measures  in  Hypertension 

Jesse  E.  Thompson,  M.D.;  R.  Don  Patman,  M.D.; 
Dale  J.  Austin,  M.D.;  and  Rudolph  W.  Vollman, 
M.D.,  Dallas 

Family  Planning  Services  (Birth  Control  Services)  Un- 
der Public  Auspices 

Family  Planning  Committee  of  the  Texas  Social 
Welfare  Association 

Educational  Facts  and  Materials  to  Assist  The  Oph- 
thalmologist 

Texas  Society  for  the  Prevention  of  Blindness,  Inc., 
Mrs.  Pauline  Outland,  Executive  Director,  Houston 

Postpone  Involution 

F.  P.  Rhoades,  M.D.,  Detroit,  Mich. 

Know  Your  Vitamins 

American  Medical  Association,  Jeanne  Braun,  Chi- 
cago 

Concepts  of  Disability  Evaluation 

Division  of  Disability  Determination,  Texas  Educa- 
tion Agency,  Albert  F.  Vickers,  M.D.,  Austin 

Recent  Advances  in  Diuretic  Therapy 

George  R.  Herrmann,  M.D.,  University  of  Texas 
Medical  Branch,  Galveston 

Triamcinolone  Diacetate  in  Dermatology:  Sublesional 
Technique 

Saul  Blau,  M.D.,  and  Norman  B.  Kanof,  M.D.,  New 
York  City 

Surgical  Correction  of  the  Cicatricial  Alopecias 

Dowling  Bluford  Stough,  III,  M.D.,  Hot  Springs,  Ark. 

Private  Clinics  & Hospitals  Association  of  Texas 

Gene  W.  Rogers,  Private  Clinics  & Hospitals  Asso- 
ciation of  Texas,  Dallas 
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Disseminated  Superficial  Actinic  Porokeratosis 
(DSAP) 

Man/in  E.  Chernosky,  M.D.,  and  Robert  G.  Freeman, 
M.D.,  Baylor  University  College  of  Medicine,  Hous- 
ton 

David  E.  Anderson,  Ph.D.,  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor  Institute,  Hous- 
ton 

Adenomyomatosis  of  the  Gall  Bladder 

Joseph  Colquhoun,  M.D.,  St.  Luke’s  Hospital,  Hous- 
ton 

Vectorcardiography  in  Ischemic  Heart  Disease 
Thomas  M.  Runge,  M.D.,  Austin 

Undifferentiated  Carcinoma  of  the  Thyroid  Gland 

C.  Stratton  Hill,  Jr.,  M.  D.;  R.  Lee  Clark,  M.D.;  and 
Michael  L.  Ibanez,  M.D.,  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute, 
Houston 

Pediatric  Neoplasms 

Janelle  A.  Sloane,  M.D.,  The  University  of  Texas 
Medical  Branch,  Galveston 

A Children's  Burns  Institute 

D.  L.  Larson,  M.  D.;  Sally  Abston,  M.D.;  S.  R.  Lewis, 
M.D.;  and  Truman  G.  Blocker,  Jr.,  M.D.,  Shriners 
Burns  Institute,  Galveston 

Texas  League  of  Vocational  Nurses 

Mrs.  Grace  Parks,  President,  Texas  League  of  Vo- 
cational Nurses,  Marlin 

Re-Establishing  Patency  of  the  Lacrimal  Drainage 
System — Recommended  Techniques 

Everett  R.  Veirs,  M.D.,  Scott  and  White  Clinic, 
Temple 

Common  Genitourinary  Infections:  Their  Diagnosis 
and  Treatment 

George  Cuellar,  M.D.,  Browne-McHardy  Clinic,  New 
Orleans 

Diabetic  Retinopathy 

W.  Rex  Hawkins,  M.D.,  Houston 

A New  Look  at  Pruritis  Ani 

E.  Lochridge,  Jr.,  M.D.,  Atlanta,  Ga. 

Expert  Cardiopulmonary  Resuscitation — Can  You  Save 
a Life? 

Thomas  K.  Burnap,  M.D.,  Presbyterian  Hospital  of 
Dallas,  Department  of  Anesthesiology,  Dallas 

Percutaneous  Renal  Biopsy 

M.  Clark  Silverthorne,  M.D.,  Temple 

The  Versatility  of  Molded  Plastic  Ophthalmic  Lenses 
Whitney  G.  Sampson,  M.D.;  Calvin  N.  McKaig, 
M.D.;  James  C.  Dipprey,  Department  of  Ophthalmol- 
ogy, Hermann  Hospital,  Houston 

Sports  Injuries 

Jerry  D.  Julian,  M.D.;  Joseph  M.  Abell,  Jr.,  M.D.; 
Thomas  I.  Lowry,  M.D.,  Austin 

Professional  and  Technical  Display  Pertaining  to  Men- 
tal Retardation 

Texas  Department  of  Mental  Health  and  Mental 
Retardation,  Austin 

Southern  Medical  Association 

Mrs.  Martha  D.  Hooks,  Birmingham,  Ala. 


Volunteer  Physicians  for  Viet  Nam 
John  C.  Long,  M.D.,  Plainview 

Costoclavicular  Syndrome-Relief  by  Infraclavicular  Re- 
moval of  First  Rib 

Alexander  E.  Brodsky,  M.D.;  Alexander  Gol,  M.D.; 
John  F.  McClusky,  M.D.;  Houston 

The  Use  of  Gastroscopic  Photography  in  Medical  Edu- 
cation 

F.  Scott  O’Neil,  M.D.,  Houston 

Myocardial  Revascularization 

Harold  C.  Urschel,  Jr.,  M.D.;  J.  Judson  McNamara, 
M.D.;  Donald  L.  Paulson,  M.D.;  Dallas 

Permanent  Transvenous  Pacemaker  for  Heart  Block 
J.  Judson  McNamara,  M.D.;  Harold  C.  Urschel,  Jr., 
M.D.;  Donald  L.  Paulson,  M.D.;  Dallas 

Posterior  Fossa  Myelography  for  Acoustic  Tumors 
DeWitt  W.  Cox,  Jr.,  M.D.;  W.  S.  Harwell,  M.D.,  De- 
partment of  Radiology;  H.  Edward  Maddox,  III, 
M.D.,  Department  of  Otolaryngology,  Memorial  Bap- 
tist Hospital,  Houston 

The  University  of  Texas  Medical  Branch — A Seventy- 
Five  Year  History 

University  of  Texas  Medical  Branch,  Galveston 


TECHNICAL  EXHIBITS 

Technical  exhibits  are  displayed  in  the  Hall  of  Exhib- 
its, first  floor  of  the  Shamrock  Hilton  Hotel. 

Representatives  from  the  pharmaceutical  industry, 
business  equipment  companies,  insurance  and  invest- 
ment companies,  and  other  related  fields,  will  be 
present  to  discuss  equipment  and  products  with 
physicians. 

Exhibits  will  be  displayed  during  the  following  hours: 

Thursday  11  a. m. -5:30  p.m. 

Friday  8 a. m. -5:30  p.m. 

Saturday  8 a. m. -5:15  p.m. 

The  President’s  Reception  for  Exhibitors  will  be  held 
Thursday,  5:30  to  6:30  p.m.,  Castilian  A,  B,  and  C, 
Shamrock  Hilton  Hotel.  Exhibitors  may  register  for 
the  annual  session  Wednesday,  1:30-5  p.m..  Hall  of 
Exhibits  Foyer,  Shamrock  Hilton  Hotel. 

Floor  Plans 

Floor  plans,  showing  location  of  scientific  and  techni- 
cal exhibits,  will  be  available  upon  registration. 
Following  is  a list  of  exhibits: 


EXHIBITOR  BOOTH 

ARM,  Incorporated,  Dallas  105 

Abbott  Laboratories,  North  Chicago  50 

Aloe  Medical-Division  of  Brunswick,  St.  Louis  98 

American  Business  Machines,  Houston  107 

Ames  Company,  Elkhart,  Ind.  19 

Armour  Pharmaceutical  Company,  Chicago  28 

Arnar-Stone  Laboratories,  Inc.,  Mt.  Prospect,  III.  101 

Astra  Pharmaceutical  Products,  Inc.,  Worcester,  Mass.  95 

Ayerst  Laboratories,  New  York  City  88 

Beecham  Research  Laboratories,  New  York  City  65 

Bentex  Pharmaceutical  Company,  Houston  121 
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Berkeley  Biologicals,  Berkeley,  Calif.  79 

Berkeley  Medical  Instruments,  Berkeley,  Calif.  92 

Beverly  Hills  Hospital,  Dallas  20 

Blue  Cross-Blue  Shield  of  Texas,  Dallas  23 

Borcherdt  Company,  Chicago  38 

The  Borden  Company,  Houston  116,  117  & 118 

Borden  Pharmaceutical  Division,  New  York  119 

Breon  Laboratories,  Inc.,  New  York  54 

Bristol  Laboratories,  Syracuse,  N.Y.  4 

The  Brown  Schools,  Austin  49 

Burroughs  Wellcome  & Co.,  Inc.,  Tuckahoe,  N.Y.  46 

Carnrick  Laboratories,  Summit,  N.J.  90 

Ciba  Pharmaceutical  Company,  Summit,  N.J.  6 

The  Coca-Cola  Company,  Dallas  35 

Comatic  Laboratories,  Inc.,  Houston  69 

Connecticut  Mutual  Life  Insurance,  Houston  72 

Contour  Chair  Lounge  Company,  Dallas  13  & 14 

Cornish  Medical  Electronics,  Inc.,  Dallas  122 

Bill  Curran  Agency,  Corpus  Christ!  126 

Dallas  Radionics,  Inc.  Dallas  141 

The  Devereux  Foundation,  Victoria  27 

Ford  Dixon  Company,  Dallas  45 

Dictaphone  Corporation,  Rye,  N.Y.  62 

Dome  Laboratories,  New  York  City  2 

Bill  Douglas  Shoe  Box,  Inc.,  Houston  36 

The  Dow  Chemical  Company,  Midland,  Mich.  110 

Emerson  Laboratories,  Dallas  123 

Encyclopaedia  Britannica,  Inc.,  Chicago  71 

Marshall  Erdman  and  Associates,  Inc.,  Madison,  Wis,  10 

Charles  O.  Finley  & Company,  Austin  48 

C.  B.  Fleet,  Inc.,  Lynchburg,  Va.  100 

Flint  Laboratories,  Morton  Grove,  III.  70 

Geigy  Pharmaceuticals,  Ardsley,  N.Y.  33 

General  Electric  Company,  X-Ray  Department,  Dallas  51 

Gerber  Products  Company,  Fremont,  Mich.  57 

Gilbert  X-Ray  Company  of  Texas,  Dallas  39 

Great  American  Reserve  Insurance  Company,  Dallas  97 

Hoechst  Pharmaceutical  Company,  Cincinnati  40 

Honeywell,  Inc.,  Houston  86 

Imperial  Fashions,  Los  Angeles  124 

Ives  Laboratories,  Inc.,  New  York  City  102 

Janrus  Recorders  Corp.,  New  York  City  78 

Mead  Johnson  Laboratories,  Evansville,  Ind.  22 

Lakeside  Laboratories,  Inc.,  Milwaukee  84 

Landry  Pharmaceuticals,  Inc.,  Houston  115 

Lederle  Laboratories,  Inc.,  Pearl  River,  N.Y.  53 

Eli  Lilly  and  Company,  Indianapolis  34 

J.  B.  Lippincott  Company,  Philadelphia  21 

Marion  Laboratories,  Inc.,  Kansas  City,  Mo.  108 

The  Medical  Protective  Company,  Fort  Wayne,  Ind.  104 


Meiller  Research,  Inc.,  College  Station  87 

Merck  Sharp  & Dohme,  West  Point,  Pa.  3 

Merit  Pharmaceutical  Co.,  Inc.,  Houston  94 

Metro  Med,  Inc.,  Houston  9 

Mission  Pharmacal  Company,  San  Antonio  31 

V.  Mueller  & Company,  Dallas  55 

Mutual  Benefit  Life  Insurance  Co.,  Newark,  N.J.  120 

National  Drug  Company,  Philadelphia  16 

Organon,  Inc.,  West  Orange,  N.J.  67 

Ortho  Pharmaceutical  Corporation,  Raritan,  N.J.  76 

Pacific  Medical  Equipment  Co.,  Los  Angeles  25 

Parke,  Davis  & Company,  Detroit  5 

Person  & Covey,  Inc.,  Glendale,  Calif.  89 

Pfizer  Laboratories,  New  York  City  93 

Pharmacia  Laboratories,  Inc.,  Piscataway,  N.J.  66 

Wm.  P.  Poythress  & Co.,  Inc.,  Richmond,  Va.  132 

T.  Rowe  Price  and  Associates,  Baltimore  12 

Professional  Pharmacal  Co.,  Inc.,  San  Antonio  15 

Ritter  Equipment  Company,  Rochester,  N.Y.  133 

A.  H.  Robins  Company,  Richmond,  Va.  47 

Roche  Laboratories,  Nutley,  N.J.  37 

William  H.  Rorer,  Inc.,  Fort  Washington,  Pa.  1 

Royal  Crown  Bottlers  Association,  Waco  44 

Sandoz  Pharmaceuticals,  Hanover,  N.J.  63 

W.  B.  Saunders  Company,  Philadelphia  56 

Savage  Laboratories,  Inc.,  Houston  11 

Sobering  Corporation,  Union,  N.J.  42 

Julius  Schmid,  Inc.,  New  York  City  26 

G.  D.  Searle  & Co.,  Chicago  106 

Smith  Kline  & French  Laboratories,  Philadelphia  112 

Smith,  Miller  & Patch,  Inc.,  New  York  City  113 

Southern  X-Ray  Engineering  Company,  Houston  68 

E.  R.  Squibb  & Sons,  New  York  City  77 

Storz  Instrument  Co.,  St.  Louis  103 

The  Stuart  Company,  Pasadena,  Calif.  32 

Syntex  Laboratories,  Inc.,  Palo  Alto,  Calif.  8 & 59 

Terrell  Supply  Company,  Inc.,  Fort  Worth  41 

Texas  Central  Credit  Union,  Dallas  75 

Texas  Employers’  Insurance  Association,  Dallas  61 

Texas  Pharmacal  Company,  San  Antonio  114 

TRACOR,  Inc.,  Austin  85 

Truett  Laboratories,  Dallas  43 

Union  Mutual  Life  Insurance  Company,  Philadelphia  109 

The  Upjohn  Company,  Kalamazoo,  Mich.  24 

Vaisey-Bristol  Shoe  (Division, 

United  States  Shoe  Corporation),  Cincinnati  99 

Warner-Chilcott  Laboratories,  Morris  Plains,  N.J.  52 

Westwood  Pharmaceuticals,  Buffalo,  N.Y.  60 

Winthrop  Laboratories,  New  York  City  96 

Wyeth  Laboratories,  Philadelphia  111 
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Lake  Jackson,  Texas 


■ It  pays  m many  ways  to  own  your  own 

medical  building.  ■ Instead  of  adapting 
your  practice  to  fit  a building,  let  Erdman  build  to  fit  youi 
practice  — exactly.  ■ There  are  over  900  Erdman 
medical  buildings  in  40  States.  ■ Each  is  guaranteed  to 
satisfy.  ■ There  is  a Dallas  office  to  service  Texas  and 
Southern  area.  ■ Write  Mr.  Roger  Peterson  for 
illustrated  brochure. 


ERDMAN  MEDICAL  BUILDINGS 


Marshall  Erdman  & Associates 
908  St.  Lukes  Drive 
Richardson,  Texas  75080 
Main  Office:  Madison,  Wisconsin 
East  Coast  Office:  Princeton,  N.J. 
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PROGRAM 

Woman's  Auxiliary 
to  the 

Texas  Medical  Association 

GOLDEN  ANNIVERSARY 

50th  Annual  Convention  — Houston  — May  2-5,  1968 


WEDNESDAY,  MAY  1 

4:30  p.m.-7  p.m.  Advisory  Committee  Meeting 

Suite  of  President 
The  Warwick  Hotel 

7 p.m.  Advisory-Finance  Committees  Dinner 

Suite  of  President 
The  Warwick  Hotel 

8 p.m. -10  p.m.  Finance  Committee  Meeting 

Suite  of  President 
The  Warwick  Hotel 


THURSDAY,  MAY  2 


8 a.m.-4  p.m. 


8 a.m.-4  p.m. 


8 a.m.-4  p.m. 


8 a.m. 


Registration  and  Information 
Crown  Room,  South  Lobby 
The  Warwick  Hotel 

Registration  and  Information 
Hall  of  Exhibits 
Shamrock  Hilton  Hotel 

Hospitality  Room  Open 
Board  Room,  Lower  Concourse 
The  Warwick  Hotel 
(Courtesy  of  Great  American 
Reserve  Insurance  Company) 

Reference-Revisions  Committees 
Breakfast- Meeting 
Suite  of  President 
The  Warwick  Hotel 


10:30  a.m.  Auxiliary  President's  Report 

to  TMA  House  of  Delegates 
Emerald  Room 
Shamrock  Hilton  Hotel 
(Everyone  invited) 

12:00  noon  Executive  Board  Luncheon 

La  Fontaine  West,  Lobby 
The  Warwick  Hotel 
(State  Officers,  Council  Women,  State  Committee 
Chairmen,  Past  State  Presidents,  County  Presi- 
dents). All  incoming  Board  Members  and  State 
Committee  Members  welcome. 

Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio, 

President,  presiding 
Invocation  Mrs.  Charles  W.  Castle,  Liberty 

Welcome  Mrs.  Joe  W.  King,  Houston, 

Convention  Chairman 


Response  Mrs.  Van  Doren  Goodall,  Clifton 

Greetings  Howard  R.  Dudgeon,  Jr.,  M.D.,  Waco, 
President,  Texas  Medical  Association 
Special  Presentation  Mrs.  0.  W.  Robinson,  Paris 
Presentation  of  President-Elect 
Introduction  of  Past  Presidents 

Mrs.  W.  D.  Nicholson,  Lake  Jackson 

Business: 

Approval  of  Convention  Agenda 
Appointment  of  Reading  Committee: 

Mrs.  0.  W.  Lowery,  Gatesville 
Mrs.  W.  B.  Roman,  Jr.,  Bryan 
Mrs.  Harry  Thomas,  Brownwood 

Convention  Rules 
Minutes 

Treasurer's  Report 
Reading  of  Correspondence 

Mrs.  Paul  Klinger,  San  Antonio 
Recommendations  of  Officers  and 
Committee  Chairmen 

Announcements  Mrs.  C.  C.  Shullenberger,  Houston 

Convention  Cochairman 

Adjournment 

2:30  p.m.-5:30  p.m.  ^SPECIAL  EVENT 

Tour  of  Bayou  Bend — 
the  former  Ima  Hogg  Estate 
*Tickets — $3.00  (Tickets  available  only  to  those 
who  pre-registered.)  Chartered  buses  will  leave  The 
Warwick  Hotel  at  2:30  p.m. 

7:30  p.m.  Past  Presidents’  Dinner 

The  Warwick  Hotel 

(By  invitation  only) 


FRIDAY,  MAY  3 

8 a.m.-4  p.m.  Registration  and  Information 

Crown  Room,  South  Lobby 
The  Warwick  Hotel 

8 a.m.-4  p.m.  Registration  and  Information 

Hall  of  Exhibits 
Shamrock  Hilton  Hotel 


8 a.m.-4  p.m.  Hospitality  Room  Open 

Board  Room,  Lower  Concourse 
The  Warwick  Hotel 
(Courtesy  of  Great  American 
Reserve  Insurance  Company) 
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8:30  a.m.-ll:30  a.m.  First  Business  Meeting 

Princess  and  Imperial  Suites,  South  Lobby 

The  Warwick  Hotel 

Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio, 

President,  presiding 

Invocation  Mrs.  Herbert  Daniels,  Tyler 

Credo  and  Pledge  (stand) 

Mrs.  Charles  Rennick,  El  Paso 

Recommendation  of  Executive  Board — 

Memorial  Fund  Trust 

Reports  of  Regional  Vice-Presidents, 

Council  Women,  and  County  Presidents 

Announcements  Mrs.  C.  C.  Shullenberger,  Houston 

Convention  Cochairman 

12  noon-2:00  p.m.  Luncheon  Honoring  County 

Presidents 
La  Fontaine  Room  West 
The  Warwick  Hotel 

(Everyone  invited) 

Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio, 

President,  presiding 

Invocation  Mrs.  John  Bourland,  Dallas 

Introduction  of  Speaker  Mrs.  R.  C.  L.  Robertson, 

Houston 

Address  Mrs.  Karl  F.  Ritter,  Lima,  Ohio, 

President,  Woman’s  Auxiliary  to  the 
American  Medical  Association 

Presentation  of  Awards  Mrs.  Andrew  G.  GoesI, 

Texarkana 

3 p.m.  Organization-Membership  Meeting 

Princess  Suite 
The  Warwick  Hotel 

(Current  and  Incoming  Regional  Vice-Presidents, 
Council  Women  and/or  Council  Women-EIect, 
Officers) 

Mrs.  Marvin  P.  Knight,  Dallas, 

First  Vice-President,  presiding 


SATURDAY,  MAY  4 

8 a.m.-12  noon  Registration  and  Information 

Crown  Room,  South  Lobby 
The  Warwick  Hotel 

8 a.m.-12  noon  Registration  and  Information 

Hall  of  Exhibits 
Shamrock  Hilton  Hotel 

8 a.m.-4  p.m.  Hospitality  Room  Open 

Board  Room,  Lower  Concourse 
The  Warwick  Hotel 
(Courtesy  of  Great  American 
Reserve  Insurance  Company) 

8:30  a.m.-ll:30  a.m.  Second  Business  Meeting 
Princess  and  Imperial  Suites,  South  Lobby 

The  Warwick  Hotel 

Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio, 

President,  presiding 
Invocation  Mrs.  Emory  Davenport,  Fort  Worth 


Reports  of  Officers  (except  Regional 
Vice-Presidents)  and  Committee  Chairmen 
Recommendations  from  Executive  Board 
Election  of  Officers 
Other  Business 
Announcements 
Adjournment 

12  noon-2:30  p.m.  Installation  Style  Show  Luncheon 
(Seating  at  11:30  a.m.)  La  Fontaine  Ballroom 

The  Warwick  Hotel 
(Everyone  invited) 

Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio, 

President,  presiding 
Invocation  Mrs.  Eugene  P.  Schoch,  Jr.,  Austin 
Introduction  of  Past  Presidents 

Mrs.  Hamilton  Ford,  La  Marque 
Courtesy  Resolutions 

Mrs.  Robert  E.  Leslie,  El  Campo 
Installation  of  Officers  Mrs.  G.  G.  Zedler,  Austin 
Presentation  of  Gavel  and  President’s  Pin 

Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio 
Acceptance  of  Gavel  and  President’s  Pin 

Mrs.  Travis  Smith,  Abilene 
"Precious  Jewels  and  Fabulous  Fashions 
by  Isabell  Gerhart’’ 

Announcements 
Adjournment  of  1967-1968 

Golden  Anniversary  Convention 

3 p.m.  Post-Convention  Executive  Board  Meeting 
Princess  and  Imperial  Suites,  South  Lobby 

The  Warwick  Hotel 
(Incoming  Executive  Board  Members  expected  to 
attend) 

Mrs.  Travis  Smith,  Abilene,  President,  presiding 

Invocation  Mrs.  William  J.  Powell,  Dallas,  Chaplain 

Introduction  of  TMA  Advisors  to  the  Woman's 
Auxiliary: 

J.  T.  Billups,  M.D.,  Houston,  Chairman; 
Walter  Walthall,  M.D.,  San  Antonio; 
Appointment  by  President-Elect 

Greetings  J.  T.  Billups,  M.D.,  Houston,  Chairman, 

TMA  Advisory  Committee 

Introduction  of  President-Elect 

Mrs.  Ramsay  H.  Moore,  Dallas 

Response  of  President-Elect 

Introduction  of  Past  Presidents 

Mrs.  Richard  C.  Bellamy,  Liberty 

Introduction  of  Officers,  County  Presidents  and 
Presidents-Elect,  Council  Women  and  Council 
Women-EIect,  Standing  and  Special  Committee 
Chairmen,  Special  Advisor,  Chaplain 

Business: 

Appointment  of  Reading  Committee: 

Mrs.  Jo  Ed  Smith,  Athens 
Mrs.  Marshall  Turnbull,  Abilene 
Mrs.  Robert  McClure,  Houston 
Presentation  and  Adoption  of  Budget 

Mrs.  Braswell  Locker,  Brownwood 
Delegate  Appointments  to  WAAMA  Convention 
Election  of  Nominating  Committee 
Announcements 
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Workbook  Presentation 

Mrs.  Dale  Johnson,  Abilene,  Chairman 
Mrs.  James  Chapel,  Abilene,  Cochairman 
Adjournment 


SUNDAY,  MAY  5 

11:15  a.m.-ll:45  a.m.  Memorial  Service 

Grecian  Room 
Shamrock  Hilton  Hotel 
John  K.  Glen,  M.D.,  Houston,  Chairman 
Mrs.  Henry  K.  May,  Lake  Jackson,  Cochairman 
Mrs.  Thomas  J.  Vanzant,  Houston,  Auxiliary 

Local  Arrangements 
Prelude:  Meditation  d Sainte  Clotilde — Philip  James. 

Mr.  Bob  Brewer,  Houston 
Invocation  Milford  0.  Rouse,  M.D.,  Dallas 

Memorial  Address  for  Deceased  Wives  of  Physicians 
Mrs.  Henry  K.  May,  Lake  Jackson 
Memorial  Address  for  Deceased  Physicians 

John  K.  Glen,  M.D.,  Houston 
Solo:  Eternal  Life — Olive  Dungan. 

Mrs.  Robert  L.  Lindauer,  Jr.,  Houston 
Benediction  Byron  P.  York,  M.D.,  Houston 

Postiude:  Praeludium  in  F-dur — J.  S.  Bach. 

Mr.  Bob  Brewer,  Houston 


“BAGHDAD  ON  THE  BAYOU” 
RELATED  ACTIVITIES 

REGISTRATION:  To  register  for  the  Golden  Anniversary 
Convention  in  "Baghdad  on  the  Bayou”  (better  known 
as  Houston),  drop  by  The  Warwick  Hotel,  Crown  Room 
— South  Lobby,  or  the  Shamrock  Hilton  Hotel  Hall  of 
Exhibits.  If  you  have  pre-registered,  pick  up  your  pac- 
ket at  The  Warwick.  Registration  desks  open  from 
8 a.m. -4  p.m.,  Thursday  and  Friday,  May  2 and  3; 
from  8 a.m.-Noon  on  Saturday,  May  4. 

HOSPITALITY:  For  a place  to  relax,  refresh,  and  “rest 
your  camel,”  the  Great  American  Reserve  Insurance 
Company  offers  hospitality  from  8 a.m.  to  4 p.m. 
daily  in  the  Board  Room,  Lower  Concourse,  The  War- 
wick Hotel.  You  will  enjoy  dropping  in  here  frequent- 
ly while  visiting  "Baghdad  on  the  Bayou!” 

HOUSE  OF  DELEGATES  REPORT:  Mrs.  Frank  M.  Posey, 
Jr.,  President  of  the  Woman’s  Auxiliary  to  the  Texas 
Medical  Association,  will  share  highlights  of  the  Auxil- 
iary’s 50th  year  when  she  appears  before  the  TMA 
House  of  Delegates  at  10:30  a.m.,  Thursday,  May  2, 
at  the  Shamrock  Hilton.  All  Auxiliary  members  are 
welcome! 

SPECIAL  EVENT:  Visit  Houston’s  own  royal  palace  on 
Thursday  afternoon — tour  magnificient  Bayou  Bend, 
former  estate  of  Miss  Ima  Hogg.  This  lovely  home,  its 
priceless  furnishings  and  lovely  gardens  are  a “must” 
for  all  visitors  to  Houston.  The  Camel  Caravan  (alias 
air-conditioned  chartered  buses  replete  with  commen- 
tating tour  guides)  will  leave  The  Warwick  promptly 
at  2:30  p.m.  Interesting  oases  to  be  pointed  out  along 
the  way  include  the  Texas  Medical  Center,  Jones  Hall 
for  the  Performing  Arts,  Houston’s  new  downtown 


Convention  and  Exhibit  Center.  Tour  tickets  are  $3.00 
and  must  be  ordered  when  pre-registering. 

AND  ...  AT  HOUSTON’S  WORLD-FAMED  ASTRO- 
DOME: Thursday,  May  2,  the  Astros  play  the  St.  Louis 
Cardinals;  May  3,  4,  and  5 — the  Astros  vs.  the  At- 
lanta Braves! 

ALSO  WORTH  MENTIONING:  The  lovely  oasis  selected 
as  your  convention  headquarters  hotel  is  ideally  situ- 
ated! Directly  across  the  street  to  the  west  is  Hous- 
ton’s Museum  of  Fine  Arts,  with  its  splendid  perma- 
nent collection  and  special  showings  in  the  various 
galleries  and  halls.  Dali’s  "Jewels”  will  be  on  display  in 
the  Weiss  Gallery  at  the  time.  Also  within  walking  dis- 
tances ...  to  the  east  is  Hermann  Park  with  its 
beautiful  Rose  Garden;  Herb  Garden  for  the  blind;  the 
Burke  Baker  Planetarium  (a  part  of  the  Museum  of 
Natural  Science  with  a Museum  of  Medical  Science 
now  under  construction).  A bit  farther  south,  but  still 
in  Hermann  Park,  is  Houston’s  42-acre  zoo,  with  2,250 
animals,  various  mammals,  amphibians  and  reptiles, 
and  a tropical  birdhouse  with  its  own  rain  forest. 

GENERAL  INFORMATION:  No  shuttle  bus  service  is 
planned;  however,  city  buses  and  cabs  should  provide 
convenient  and  adequate  transportation  between  the 
Auxiliary’s  headquarters  (The  Warwick)  and  Texas 
Medical  Association’s  headquarters  hotels  (the  Sham- 
rock Hilton  and  Towers). 

Thursday  evening,  class  reunions  will  be  scheduled; 
fraternity  parties  on  Friday,  and  alumni  group  parties 
on  Saturday  evening. 

The  Auxiliary  Information  Desks  at  The  Warwick  and 
Shamrock  Hall  of  Exhibits  will  provide  information  on 
Astrodome  tours,  baby  sitters,  and  many  interesting 
places  in  Houston. 

A highlight  of  the  Houston  Convention  will  be  a pub- 
lished History  of  the  Auxiliary’s  first  50  years.  And 
...  all  Auxiliary  events  have  been  planned  to  make 
the  GOLDEN  ANNIVERSARY  CONVENTION  a memora- 
ble occasion! 


HOUSTON  GOLDEN  ANNIVERSARY 
CONVENTION  COMMITTEE  CHAIRMEN 


Convention  Chairman 

Convention  Cochairman 

General  Chairmen: 
Business  Meetings 
Registration 
Advance  Registration 
Tickets 

Finances 

Decorations 

Information 

Hospitality 

Courtesy 

Door  Prizes 

Publicity 


Mrs.  Joe  W.  King 
Mrs.  C.  C.  Shullenberger 

Mrs.  R.  C.  L.  Robertson 
Mrs.  Richard  DeYoung 
Mrs.  Ralph  C.  Patrick 
Mrs.  Edward  L.  Wall 
Mrs.  Robert  L.  Donald 
Mrs.  Robert  A.  McClure 
Mrs.  Zoltan  Petrany 
Mrs.  William  M.  Sherrill 
Mrs.  Thomas  P.  Shearer 
Mrs.  A.  A.  Ledbetter 
Mrs.  Mylie  E.  Durham,  Jr. 
Mrs.  W.  C.  Owsley,  Jr. 


Special  Activities: 

Executive  Board  Luncheon  Mrs.  Guy  E.  Knolle 

Luncheon  Honoring  County  Presidents 

Mrs.  A.  Burton  Anderson 
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Installation-Style  Show  Luncheon 

Mrs.  W.  P.  Bonin 

Memorial  Service  Mrs.  Thomas  J.  Vanzant 


Tour  of  Bayou  Bend  Mrs.  Richard  G.  Martin 

Past  Presidents’  Dinner  Mrs.  Joseph  B.  Foster 


Officers  and  Committees 


Past  Presidents 
Honorary  Life  Presidents 

Mrs.  E.  H.  Cary,  Dallas 
"Mrs.  S.  C.  Red,  Houston 
"Mrs.  M.  L.  Graves,  Houston 
"Mrs.  W.  A.  Wood,  Waco 
"Mrs.  John  O.  McReynolds,  Dallas 
Mrs.  S.  A.  Collom,  Texarkana 
•Mrs.  E.  V.  DePew,  San  Antonio 
"Mrs.  H.  B.  Trigg,  Fort  Worth 
"Mrs.  Joe  Gilbert,  Austin 
"Mrs.  H.  C.  Haden,  Houston 
Mrs.  O.  M.  Marchman,  Dallas 
"Mrs.  H.  R.  Dudgeon,  Waco 
M rs.  G,  V.  Brindley,  Temple 
Mrs,  Frank  N.  Haggard,  San  Antonio 
"Mrs.  Preston  Hunt,  Texarkana 
"Mrs.  S.  D.  Whitten,  Greenville 
"Mrs.  John  T.  Moore,  Houston 
"Mrs.  R.  B.  Homan,  El  Paso 
Mrs.  W.  R.  Thompson,  Fort  Worth 
Mrs.  F.  F.  Kirby,  Waco 
"Mrs.  S.  H.  Watson,  Waxahachie 
Mrs.  Scott  C.  Applewhite,  San  Antonio 
Mrs.  William  Hibbitts,  Texarkana 
Mrs.  S.  F.  Harrington,  Dallas 
Mrs.  P.  R.  Denman,  Houston 
Mrs.  A.  B.  Pumphrey,  Fort  Worth 
"Mrs.  Sam  E.  Thompson,  Kerrville 
"Mrs.  Charles  B.  Alexander,  San  Antonio 
Mrs.  George  Turner,  El  Paso 
Mrs.  Edward  C.  Ferguson,  Beaumont 
Mrs.  S.  Minter  Hill,  Dallas 
Mrs.  Joseph  B.  Foster,  Houston 
"Mrs.  William  M.  Gambrell,  Texas  City 
Mrs.  Oscar  W.  Robinson,  Paris 
Mrs.  Robert  Farris  Thompson,  El  Paso 
Mrs.  E.  W.  Coyle,  San  Antonio 
Mrs.  Mark  H.  Latimer,  Houston 
♦Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas 
Mrs.  Richard  C.  Bellamy,  Liberty 
Mrs.  H.  S.  Renshaw,  Fort  Worth 
Mrs.  John  D.  Gleckler,  Denison 
Mrs.  Haskell  D.  Hatfield,  El  Paso 
Mrs.  Ramsay  H.  Moore,  Dallas 
Mrs.  Garland  G.  Zedler,  Austin 
Mrs.  R.  C.  L.  Robertson,  Houston 
Mrs.  Hamilton  Ford,  La  Marque 
Mrs.  W.  D.  Nicholson,  Lake  Jackson 
Mrs.  Russell  L.  Deter,  El  Paso 
Mrs.  James  A.  Hallmark,  Fort  Worth 

"Deceased 


National  Honorary  Members 

Mrs.  Frank  N.  Haggard,  San  Antonio 
Mrs.  George  Turner,  El  Paso 

Honorary  Life  Members 


Western  Regional  Vice-President 

Mrs.  Edward  F.  Thomas,  Amarillo 
Southern  Regional  Vice-President 

Mrs.  Eugene  P.  Schoch,  Jr.,  Austin 
Eastern  Regional  Vice-President 

Mrs.  Collier  Rucker,  Jacksonville 
Northern  Regional  Vice-President  Mrs.  H.  H.  Trippet,  Waco 
Recording  Secretary  Mrs.  William  A.  Wilson,  Galveston 

Corresponding  Secretary  Mrs.  Paul  Klinger,  San  Antonio 

Treasurer  Mrs.  Richard  B.  Johns,  Abilene 

Publicity  Secretary  Mrs.  O.  P.  Griffin,  Fort  Worth 

Parliamentarian  Mrs.  G.  G.  Zedler,  Austin 


Staff  Secretary  Mrs.  Jay  M.  (Martha)  James,  Austin 


Council  Women 


District 

1 

District 

2 

District 

3 

District 

4 

District 

5 

District 

6 

District 

7 

District 

8 

District 

9 

District 

10 

District 

11 

District 

12 

District 

13 

District 

14 

District 

15 

Mrs.  George  William  Iwen,  El  Paso 
Mrs.  Stuart  Mason,  Odessa 
Mrs.  Joe  M.  Lehman,  Lubbock 
Mrs.  Victor  E.  Schulze,  Jr.,  San  Angelo 
Mrs.  Sam  Nixon,  Floresville 
Mrs.  Carl  Love,  McAllen 
Mrs.  R.  N.  Snider,  Austin 
Mrs.  Allan  C.  Shields,  Victoria 
Mrs.  George  H.  Brandau,  Houston 
Mrs.  George  Crawford,  Beaumont 
Mrs.  Joseph  Selman,  Tyler 
Mrs.  Cone  Johnson,  Temple 
Mrs.  Edwin  Goodall,  Breckenridge 
Mrs.  John  B.  Bourland,  Dallas 
Mrs.  John  E.  Hill,  Marshall 


Standing  Committees 

Advisory:  Mrs.  James  A.  Hallmark,  Fort  Worth,  Chairman;  Mrs. 
Russell  L.  Deter,  El  Paso;  Mrs.  W.  D.  Nicholson,  Lake  Jack- 
son;  Mrs.  Hamilton  Ford,  La  Marque;  Mrs.  R.  C.  L.  Robert- 
son, Houston 

AMA-ERF:  Mrs.  Jack  D.  Gerdes,  Houston,  Chairman;  Mrs.  Rob- 
ert A.  McClure,  Houston,  Cochairman;  Mrs.  Max  C.  Butler, 
Houston;  Mrs.  Louis  Daily,  Houston;  Mrs.  W.  Leonard  Draper, 
Houston;  Mrs.  P.  J.  Hoovestol,  Houston;  Mrs.  Edward  L.  Wall, 
Houston 

Awards:  Mrs.  Andrew  G.  GoesI,  Texarkana,  Chairman;  Mrs. 
James  Thomas,  Texarkana;  Mrs.  Walter  C.  Barnes,  Texar- 
kana; Mrs.  William  D.  Dawson,  Texarkana;  Mrs.  William  Rich- 
ard Seibold,  Jr.,  Texarkana. 

Civil  Defense  (Disaster  Preparedness):  Mrs.  Lynn  Hollis,  Bor- 
ger.  Chairman;  Mrs.  Paul  H.  Powell,  Jr.,  Borger,  Cochairman 

Convention:  Mrs.  Joe  W.  King,  Houston,  Chairman;  Mrs.  C.  C. 
Shullenberger,  Houston,  Cochairman 

Courtesy  Resolutions:  Mrs.  William  F.  McLean,  Austin,  Chair- 
man; Mrs.  Robert  E.  Leslie,  El  Campo 

Finance:  Mrs.  Braswell  Locker,  Brownwood;  Mrs.  Richard  B. 
Johns,  Abilene;  Mrs.  James  A.  Hallmark,  Fort  Worth,  Mrs. 
Frank  M.  Posey,  Jr.,  San  Antonio 


Mrs.  W.  Frank  Armstrong,  Fort  Worth 
Mrs.  H.  Leslie  Moore,  Dallas 
May  Owen,  M.D.,  Fort  Worth 
Mrs.  James  C.  Terrell,  Stephenville 


Historical:  Mrs.  Haskell  D.  Hatfield,  El  Paso,  Chairman;  Mrs. 
E.  W.  Coyle,  San  Antonio,  Cochairman  and  Chairman  of 
Archives;  Mrs.  R.  N.  Snider,  Austin  (Archives);  Mrs.  S.  N. 
Key,  Jr.,  Austin  (Archives) 


Officers 

President  Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio 

President-Elect  Mrs.  Travis  Smith,  Abilene 

First  Vice-President  Mrs.  Marvin  P.  Knight,  Dallas 


Legislative:  Mrs.  John  C.  Koch,  Lufkin,  Chairman;  Mrs.  John 
H.  Andrews,  Baytown,  Cochairman;  Mrs.  Delphin  von  Brie- 
sen,  El  Paso,  Western  Region;  Mrs.  R.  A.  Stevenson,  Victoria, 
Southern  Region;  Mrs.  William  M.  Hibbitts,  Dallas,  Northern 
Region 
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Library  Fund:  Mrs.  Joe  Scott  Lancaster,  Austin,  Chairman; 
Mrs.  Sam  N.  Key,  Jr.,  Austin,  Cochairman 

Memorial  Fund:  Mrs.  Walter  H.  Patton,  Dallas,  Chairman;  Mrs. 
Taylor  T.  Pickett,  Garland,  Cochairman;  Mrs.  Perry  C.  Talk- 
ington,  Dallas 

Memorial  Service:  Mrs.  Henry  K.  May,  Lake  Jackson,  Chairman 

Mental  Health:  Mrs.  Eugene  C.  McDanald,  La  Marque,  Chair- 
man; Mrs.  Vincent  M.  Ravel,  El  Paso,  Cochairman 

News  Letter:  Mrs.  Robert  G.  Farris,  Austin,  Editor;  Mrs.  V.  C. 
Smart.  Jr.,  Austin,  Coeditor;  Mrs.  Douglas  Terry,  Austin, 
Art  Editor;  Mrs.  0.  P.  Griffin,  Fort  Worth,  Publicity  Secretary 

Nominating:  Mrs.  James  A.  Hallmark,  Fort  Worth,  Chairman; 
Mrs.  R.  C.  L.  Robertson,  Houston;  Mrs.  Herbert  B.  Daniels, 
Jr.,  Tyler;  Mrs.  Andrew  G.  Goesl,  Texarkana;  Mrs.  Jesse  E. 
Thompson,  Dallas;  Mrs.  Ralph  A.  Munslow,  San  Antonio; 
Mrs.  G.  Bedford  Brown,  Angleton 

Organization  and  Membership:  Mrs.  Marvin  P.  Knight,  Dallas, 
Chairman;  Mrs.  Edward  F.  Thomas,  Amarillo;  Mrs.  Eugene 
P.  Schoch,  Jr.,  Austin;  Mrs.  Collier  Rucker,  Jacksonville; 
Mrs.  H.  H.  Trippet,  Waco 

Program  (Workbook):  Mrs.  Brad  Oxford,  San  Antonio,  Chair- 
man; Mrs.  Ralph  Munslow,  San  Antonio,  Cochairman;  Mrs. 
Edward  Held,  San  Antonio;  Mrs.  Jack  Partain,  San  Antonio; 
Mrs.  Bland  Schwarting,  San  Antonio 

Public  Relations  (Community  Service):  Mrs.  Warren  H.  Sears, 
Lake  Jackson,  Chairman;  Mrs.  Elmer  Heimbigner,  Lake 
Jackson,  Cochairman;  Mrs.  Lake  Fowler,  Galveston,  South- 
ern Region;  Mrs.  O.  E.  Harper,  Abilene,  Northern  Region; 
Mrs.  R.  K.  Arnett,  Lufkin,  Eastern  Region;  Mrs.  Roscoe  B.  G. 
Cowper,  Big  Spring,  Western  Region 

Recruitment:  Mrs.  Grover  L.  Bynum,  Austin,  Chairman  (until 
Jan.  1,  1968);  Mrs.  Willis  J.  Bray,  Abilene,  Chairman  (after 
Jan.  1,  1968);  Mrs.  Francis  Hood,  Sweetwater,  Western 
Region;  Mrs.  Charles  B.  Tanner,  Beaumont,  Eastern  Region; 
Mrs.  Dale  Johnson,  Abilene,  Northern  Region;  Mrs.  Harry 
Thomas,  Brownwood,  Chairman,  TACH  Convention 

Reference:  Mrs.  W.  V.  Bradshaw,  Jr.,  Fort  Worth,  Chairman; 
Mrs.  James  H.  Kreimeyer,  Rusk;  Mrs.  W.  D.  Nicholson,  Lake 
Jackson 

Research  and  Romance  of  Medicine:  Mrs.  Oscar  W.  Robinson, 
Paris,  Chairman 

Revisions:  Mrs.  Hal  V.  Norgaard,  Denton,  Chairman;  Mrs.  Ham- 
ilton Ford,  La  Marque,  Cochairman;  Mrs.  Ralph  C.  Patrick, 
Houston 

Safety:  Mrs.  William  M.  Center,  San  Antonio,  Chairman;  Mrs. 
Alvin  Thaggard,  Jr.,  San  Antonio,  Cochairman;  Mrs.  E.  C. 
White,  Bellaire 

School  of  Instruction:  Mrs.  Phillip  L.  Day,  San  Antonio,  Chair- 
man; Mrs.  L.  Bonham  Jones,  San  Antonio,  Cochairman;  Mrs. 
Albert  F.  Vickers,  Austin,  Local  Arrangements  Chairman; 
Mrs.  John  R.  Rainey,  Austin,  Local  Arrangements  Cochair- 
man 

Student  Loan  Fund:  Mrs.  Lynn  L.  Bourdon,  Houston,  Chairman; 
Mrs.  William  M.  Sherrill,  Houston,  Cochairman;  Mrs.  Martin 
L.  Towler,  Galveston;  Mrs.  Robert  Sparkman,  Dallas;  Mrs. 
A.  O.  Severance,  San  Antonio 


Special  Committees 

Doctors’  Day:  Mrs.  Courtney  Townsend,  Paris,  Chairman 

International  Health  Activities:  Mrs.  C.  W.  Castle,  Liberty, 
Chairman;  Mrs.  Robert  L.  Carr,  Lubbock,  Cochairman 

Medicine  and  Religion:  Mrs.  Roy  Kemper,  Coleman,  Chairman 

Physicians  Benevolent  Fund:  Mrs.  Van  D.  Goodall,  Clifton, 
Chairman;  Mrs.  Robert  Morrison,  Austin,  Cochairman 

Rural  Health:  Mrs.  James  C.  Price,  Gonzales,  Chairman 

Science  Fair:  Mrs.  Gus  Eckhardt,  San  Angelo,  Chairman;  Mrs. 
Lacey  Smith,  San  Angelo,  Cochairman;  Mrs.  Philip  T.  Weis- 
bach,  Beaumont;  Mrs.  Edmond  Lee  J.  Haag,  Abilene 


Senior  Citizens:  Mrs.  Alan  L.  Hays,  Odessa,  Chairman;  Mrs. 
Wray  D.  Storey,  Odessa,  Cochairman 

Special  Advisors  to  the  President:  Mrs.  Frank  N.  Haggard, 
San  Antonio,  and  Mrs.  E.  W.  Coyle,  San  Antonio 

TMA  Advisory  Committee:  Walter  Walthall,  M.D.,  San  Antonio, 
Chairman;  Robert  D.  Moreton,  M.D.,  Houston;  J.  T.  Billups, 
M.D.,  Houston 


County  Presidents 

DISTRICT  1 

El  Paso  Mrs.  C.  F.  Rennick,  El  Paso 

Pecos-Jeff  Davis-Presidio-Brewster  (Big  Bend) 

Mrs.  Joe  W.  Pate,  Alpine 
Reeves-Ward-Winkler-Loving-Culberson-Hudspeth 

Mrs.  C.  S.  Patterson,  Monahans 

DISTRICT  2 

Andrews-Ector  Mrs.  V.  A.  Sherrod,  Odessa 

Dawson-Lynn-Terry-Gaines-Yoakum  (Five  Counties) 

Mrs.  Wes  Strahan,  Lamesa 

Howard-Martin-Glasscock  (Permian  Basin) 

Mrs.  Frederick  W.  Lurting,  Big  Spring 
Midland  Mrs.  John  R.  Mast,  Midland 

Nolan-Fisher-Mitchell-Scurry-Borden-Kent-Stonewall 

(Colorado  Basin)  Mrs.  Francis  Hood,  Sweetwater 

DISTRICT  3 

Armstrong-Donley-Childress-Collingsworth-Hall-Wheeler 
Dallam-Hartley-Sherman-Moore  (Greenbelt) 

Mrs.  Byron  W.  Wright,  Dumas 
Deaf  Smith-Parmer-Castro-Oldham-Swisher  (Tierra  Blanca) 

Mrs.  Robert  Alexander,  Friona 
Gray-Hansford-Hemphill-Lipscomb-Roberts-Ochiltree- 

Hutchinson-Carson  (Top  O'  Texas)  Mrs.  Ivan  Hull,  Borger 
H a le-Floyd- Briscoe 

Hardeman-Cottle-Foard-Motley-Dickens-King 

Lamb-Bailey-Hockley-Cochran 

Lubbock-Crosby-Garza  Mrs.  Harold  Warshaw,  Lubbock 

Potter-Randall  Mrs.  E.  K.  Jones,  Amarillo 

DISTRICT  4 

Brown-Comanche-Mills-San  Saba 

Mrs.  Harry  Thomas,  Brownwood 
Coleman  Mrs.  M.  E.  Weaver,  Coleman 

Crane-Upton-Reagan 

Kimble-Mason-Menard-McCulloch  Mrs.  Albert  McCulloh,  Brady 
Runnels 

Tom  Green-Coke-Crockett-Concho-lrion-Sterling-Sutton- 

Schleicher  (Tom  Green  Eight)  Mrs.  Dale  Hayter,  San  Angelo 

DISTRICT  5 

Atascosa 

Bexar  Mrs.  Cornelius  H.  Nau,  San  Antonio 

Comal 

Gonzales 

Guadalupe  Mrs.  Andrew  Raetzsch,  Seguin 

Karnes-Wilson 

Kerr-Kendall-Gillespie-Bandera 

Mrs.  J.  Hardin  Perry,  Fredericksburg 

LaSalle-Frio-Dimmit 

Medina-Uvalde-Maverick-  Val  Verde-Edwards-Real- 
Kinney-Terrell-Zavala  (Nine  Counties) 

DISTRICT  6 

Bee-Live  Oak-McMullen 
Brooks-Duval-Jim  Wells 

Cameron-Willacy  Mrs.  Lee  Works,  Brownsville 

Hidalgo-Starr  Mrs.  Robert  Milam,  McAllen 

Kleberg-Kenedy  Mrs.  A.  C.  Jones,  Kingsville 

Nueces  Mrs.  Gerald  S.  Ahern,  Corpus  Christi 

San  Patricio-Aransas-Refugio 

Webb-Zapata-Jim  Hogg  Mrs.  V.  H.  Mata,  Laredo 

DISTRICT  7 

Bastrop-Lee 
Caldwell 
Hays-Blanco 
Lam  pasas-Bu  met- Llano 
Travis 
Williamson 

DISTRICT  8 

Brazoria  Mrs.  Lawrence  J.  Hartley,  Lake  Jackson 


Mrs.  Francis  J.  Weishuhn,  Smithville 
Mrs.  C.  W.  Scheib,  San  Marcos 
Mrs,  Albert  F.  Vickers,  Austin 
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Colorado-Fayette  Mrs.  Norman  DeRuiter,  Schulenburg 

DeWitt-Lavaca  Mrs.  David  H.  Watson,  Yoakum 

Galveston  Mrs.  W.  T.  Matlage,  Texas  City 

Victoria-Calhoun-Goliad  Mrs.  Hilton  Wilhite,  Victoria 

Wharton-Jackson-Matagorda-Fort  Bend 

Mrs.  Fred  Matthes,  Bay  City 


DISTRICT  9 

Austin-Grimes-Waller 

Harris  Mrs.  Joe  W.  King,  Houston 

East  Harris  Chapter  Mrs.  Frank  L.  Jaubert,  Baytown 

Montgomery 
Polk-San  Jacinto 

Walker-Madison-Trinity  (Tri  County) 

Washington-Burleson  Mrs.  Henry  Boehm,  Brenham 


DISTRICT  10 

Angelina 
Hardin-Tyler 
Jasper-Newton-Sabine 
Jefferson: 

Beaumont  Chapter 
Port  Arthur  Chapter 
Liberty-Chambers 
Nacogdoches-San  Augustine 

Mrs.  T.  J. 


Mrs.  Ernest  Seitz,  Lufkin 


Mrs.  Cecil  Glass,  Beaumont 
Mrs.  O.  J.  Richardson,  Nederland 
Mrs.  William  Barnett,  Cleveland 


Orange 

Shelby 


Pennington,  Jr.,  Nacogdoches 
Mrs.  John  C.  Greco,  Bridge  City 


District  11 

Anderson-Leon 

Cherokee 

Freestone 

Henderson 

Houston 

Panola 

Rusk 

Smith 

Wood 

DISTRICT  12 
Bell 

Bosque-Hamilton 

Brazos-Robertson 


Mrs.  James  O’Hare,  Jacksonville 
Mrs.  Curtis  W.  Boyd,  Athens 


Mrs.  Harold  J.  Springfield,  Henderson 
Mrs.  Herbert  B.  Daniels,  Tyler 


Mrs.  Walter  L.  Lumpkin,  Belton 
Mrs.  S.  L.  Witcher,  Clifton 
Mrs.  O.  C.  Cooper,  College  Station 


Coryell  Mrs.  William  F.  Floyd,  Gatesville 

Erath-Hood-Somervell  (Tri  County) 

Mrs.  B.  C.  Dayton,  Hico 

Falls 

Hill 

Johnson 

Limestone 

McLennan  Mrs.  R.  E.  Henderson,  Jr.,  Waco 

Milam 

Navarro  Mrs.  C.  L.  Gary,  Corsicana 

DISTRICT  13 

Baylor-Knox-Haskell 

Clay-Montague-Wise 

Eastland-Callahan-Stephens-Shackelford-Throckmorton 

Mrs.  Luther  R.  Gohike,  Ranger 

Palo  Pinto-Parker-Jack 

Tarrant  Mrs.  Emory  Davenport,  Fort  Worth 

Taylor-Jones  Mrs.  R.  Lee  Rode,  Abilene 

Wichita-Young-Archer 
Wilbarger 


DISTRICT  14 

Collin 

Cooke 

Dallas 

Denton 

Ellis 

Fannin 

Grayson: 

(North) 

(South) 

Hopkins-Franklin 
Hunt- Rockwall- Rains 
Kaufman 
Lamar-Delta 
Van  Zandt 


Mrs.  Donald  L.  Klein,  Plano 
Mrs.  James  R.  Cole,  Gainesville 
Mrs.  B.  L.  Aronoff,  Dallas 
Mrs.  Alex  Finlay,  Jr.,  Denton 
Mrs.  Nelson  Jones,  Waxahachie 


Mrs.  Rene  Gerard,  Denison 
Mrs.  James  E.  Berry,  Sherman 
Mrs.  Max  G.  Latham,  Sulphur  Springs 
Mrs.  Mike  Adkisson,  Greenville 

Mrs.  L.  E.  Mann,  Paris 


DISTRICT  15 

Bowie 

Camp-Morris-Titus 

Cass-Marion 

Gregg 

Harrison 

Red  River 

Upshur 


Mrs.  R.  Paul  Hughes,  Texarkana 
Mrs.  Lowell  Rutledge,  Daingerfield 
Mrs.  Ernest  Grumbles,  Atlanta 
Mrs.  E.  E.  Buckner,  Longview 
Mrs.  Antonio  Dieste,  Marshall 
Mrs.  C.  B.  Reed,  Clarksville 
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TMA  Officers,  Councils  & Committees,  1967-1968 


OFFICERS 

Howard  R.  Dudgeon,  Jr.,  President,  Waco 
G.  V.  Brindley,  Jr.,  President-Elect,  Temple 
R.  Harvey  Bell,  Vice  President,  Palestine 
E.  A.  Rowley,  Secretary,  Amarillo  (1968) 

C.  Lincoln  Williston,  Executive  Secretary,  Austin 
Howard  0.  Smith,  Treasurer,  Marlin  (1968) 

Charles  Max  Cole,  Speaker  of  the  House  of  Dele- 
gates, Dallas 

W.  H.  Hamrick,  Vice  Speaker  of  the  House  of 
Delegates,  Houston 


BOARDS,  COUNCILS,  AND  COMMITTEES 

BOARD  OF  TRUSTEES 

Byron  P.  York,  Chairman,  Houston  (1968) 

Elliott  Mendenhall,  Vice  Chairman,  Dallas  (1970) 
John  M.  Smith,  Jr.,  Secretary,  San  Antonio  (1971) 
C.  P.  Hardwicke,  Austin  (1971) 

James  A.  Hallmark,  Fort  Worth  (1972) 

C.  E.  Willingham,  Tyler  (1969) 

N.  L.  Barker,  Paris  (1969) 

Committee  on  Physicians  Benevolent  Fund  (standing) 

Travis  Smith,  Chairman,  Abilene  (1968) 

Denton  Kerr,  Houston  (1968) 

Charles  L.  Gary,  Jr.,  Corsicana  (1970) 

William  Lacey  Smith,  San  Angelo  (1969) 

Choice  B.  Matthews,  Kerrville  (1969) 

Ralph  C.  Crawford,  Longview  (1970) 

C.  A.  Rush,  Jr.,  Fort  Worth  (1969) 

C.  K.  Landrum,  McAllen  (1968) 

Vacancy  (1970) 

Committee  on  Medical  History  (standing) 

Joe  C.  Rude,  Chairman,  Austin  (1969) 

William  M.  Crawford,  Fort  Worth  (1968) 

Lyman  Blair,  Houston  (1969) 

Herbert  Donnell,  Waxahachie  (1970) 

H.  Irving  Schweppe,  Jr.,  Houston  (1970) 

Clifford  L.  Montgomery,  Lubbock  (1970) 

Robert  B.  Krause,  San  Antonio  (1969) 

Vacancy  (1968) 

Vacancy  (1968) 

L.  H.  Reeves,  Fort  Worth  (Emeritus  Member) 

G.  V.  Brindley,  Sr.,  Temple  (Emeritus  Member) 

Advisory  Committee  to  the  Woman’s  Auxiliary 

(standing) 

Walter  Walthall,  Chairman,  San  Antonio  (1969) 
Robert  D.  Moreton,  Houston  (1968) 

J.  T.  Billups,  Houston  (1970) 

BOARD  OF  COUNCILORS 

First  District 

Russell  Holt,  El  Paso  (1970) 

John  C.  Hundley,  Fort  Stockton,  Vice  Councilor 


Second  District 

A.  H.  Daniell,  Brownfield  (1969) 

T.  D.  Young,  Sweetwater,  Vice  Councilor 

Third  District 

James  G.  Morris,  Lubbock  (1968) 

Charles  R.  Nester,  Canyon,  Vice  Councilor 

Fourth  District 

S.  Braswell  Locker,  Brownwood  (1970),  Vice 
Chairman 

Gus  F.  Eckhardt,  San  Angelo,  Vice  Councilor 

Fifth  District 

George  H.  Herrmann,  Del  Rio  (1968) 

C.  B.  Jackson,  Jr.,  San  Antonio,  Vice  Councilor 

Sixth  District 

Harold  E.  Griffin,  Corpus  Christi  (1968) 
Sheridan  S.  Evans,  McAllen,  Vice  Councilor 

Seventh  District 

Jay  J.  Johns,  Taylor  (1969) 

Ray  L.  Shepperd,  Burnet,  Vice  Councilor 

Eighth  District 

Stanley  E.  Thompson,  Richmond  (1969) 

Paul  J.  Cunningham,  Galveston,  Vice  Councilor 

Ninth  District 

James  H.  Sammons,  Baytown  (1969)  Chairman 
Haden  E.  McKay,  Humble,  Vice  Councilor 

Tenth  District 

Paul  R.  Meyer,  Port  Arthur  (1969) 

George  E.  Thannisch,  Lufkin,  Vice  Councilor 

Eleventh  District 

J.  Collier  Rucker,  Jacksonville  (1970) 

Norris  E.  Holt,  Athens,  Vice  Councilor 

Twelfth  District 

Dick  K.  Cason,  Hillsboro  (1968)  Secretary 
Woodrow  M.  Avent,  Waco,  Vice  Councilor 

Thirteenth  District 

Charles  B.  Dryden,  Jr.,  Wichita  Falls  (1970) 
Drue  O.  D.  Ware,  Fort  Worth,  Vice  Councilor 

Fourteenth  District 

B.  E.  Park,  Dallas  (1970) 

Horace  A.  Baker,  Wills  Point,  Vice  Councilor 

Fifteenth  District 

Walter  C.  Barnes,  Texarkana  (1968) 

William  A.  King,  Naples,  Vice  Councilor 

Committee  on  Contract  Medicine  (standing) 

Hugh  L.  Wolff,  Chairman,  San  Antonio  (1970) 
James  F.  Fitch,  McAllen  (1968) 

Sterling  H.  Fly,  Jr.,  Uvalde  (1969) 

Robert  K.  Blair,  Houston  (1969) 

Eleanor  S.  Irvine,  Wichita  Falls  (1968) 

Ivan  J.  Barber,  Jr.,  Alta  Loma  (1968) 

Sanford  Glanz,  Corpus  Christi  (1969) 
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Harry  W.  Garrett,  Jr.,  Linden  (1970) 
Vacancy  (1970) 


Committee  on  Liaison  with  State  Bar  of  Texas 
(standing) 

Jesson  L.  Stowe,  Chairman,  El  Paso  (1968) 
John  W.  Griffin,  Port  Lavaca  (1969) 

John  L.  Dean,  Jr.,  Crockett  (1970) 

Walter  F.  Speakman,  Wichita  Falls  (1970) 
Arthur  C.  Ressmann,  San  Antonio  (1969) 
Norris  E.  Holt,  Athens  (1968) 

Euell  W.  Crisp,  Alice  (1970) 

William  A.  Wilson,  Galveston  (1969) 

Richard  G.  Norton,  Midland  (1968) 


Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Councilors 
Chairman,  Board  of  Trustees 

Chairman,  Council  on  Medical  Service  and  Insur- 
ance 

Chairman,  Council  on  Medical  Jurisprudence 
Chairman,  Council  on  Public  Relations  and  Public 
Service 


DELEGATES  TO  THE  AMERICAN  MEDICAL 
ASSOCIATION  AND  ALTERNATES 

(Terms  expire  on  Dec.  31  of  the  year  indicated) 

Harvey  Renger,  Hallettsville  (1968)  Chairman 
Haden  E.  McKay,  Humble,  Alternate 
James  H.  Sammons,  Baytown  (1968)  Vice  Chair- 
man 

N.  L.  Barker,  Paris,  Alternate 
G.  W.  Cleveland,  Austin  (1968) 

Floyd  A.  Norman,  Dallas,  Alternate 
John  L.  Otto,  Galveston  (1968) 

James  D.  Murphy,  Fort  Worth,  Alternate 
E.  P.  Hall,  Jr.,  Fort  Worth  (1969) 

Mylie  E.  Durham,  Jr.,  Houston,  Alternate 
Walter  Walthall,  San  Antonio  (1969) 

Joe  T.  Nelson,  Weatherford,  Alternate 
Charles  Max  Cole,  Dallas,  (1969) 

R.  D.  Moreton,  Houston,  Alternate 
J.  C.  Terrell,  Stephenville  (1969) 

Jack  M.  Partain,  San  Antonio,  Alternate 
R.  W.  Kimbro,  Cleburne  (1969) 

J.  E.  Miller,  Dallas,  Alternate 


EXECUTIVE  BOARD 

Ex  Officio:  President,  Vice  President,  President- 
Elect,  Secretary,  Treasurer,  Speaker  of  the  House  of 
Delegates,  Vice  Speaker  of  the  House  of  Delegates, 
Trustees,  Councilors,  Texas  Delegates  and  Alternates 
to  AMA,  Council  on  Medical  Jurisprudence,  and 
Chairmen  of  Councils. 


COUNCIL  ON  ANNUAL  SESSION 

Dennis  M.  Voulgaris,  Chairman,  Wharton  (1969) 
John  Meadows,  Jr.,  San  Antonio  (1963) 

John  W.  Chriss,  Corpus  Christi  (1969) 

Alice  Smith,  Dallas  (1968) 

O.  A.  Fly,  Jr.,  Houston  (1969) 

Guy  T.  Denton,  Jr.,  Dallas  (1970) 

Roy  H.  Baskin,  Jr.,  Waco  (1970) 


Committee  on  General  Arrangements  for  Annual 
Session  (special) 

Bobby  Jones,  Chairman,  Houston 

O.  A.  Fly,  Jr.,  Vice  Chairman,  Houston 
W.  Tom  Arnold,  Houston 

William  M.  Sherrill,  Houston 
Herbert  C.  Allen,  Houston 
John  K.  Glen,  Houston 
C.  C.  Shullenberger,  Houston 
Joseph  T.  Ainsworth,  Houston 
Jasper  H.  Arnold,  Houston 
Homer  A.  Taylor,  Houston 
E.  Trowbridge  Wolf,  Houston 
Elizabeth  D.  Talley,  Houston 

Committee  on  Scientific  Exhibits  (standing) 

Nathan  Cedars,  Chairman,  Stephenville  (1969) 
John  A.  Welty,  Harlingen  (1968) 

Charles  C.  Jones,  Jr.,  Kerrville  (1968) 

Walter  Long,  Austin  (1970) 

W.  L.  Carrington,  Mexia  (1970) 

Don  C.  Spencer,  Texarkana  (1969) 

P.  W.  Voltz,  Jr.,  San  Antonio  (1969) 

Sam  A.  Vickers,  Texarkana  (1970) 

Frank  M.  Rivers,  Houston  (1968) 


Committee  on  Technical  Exhibits  (special) 

Alice  Smith,  Dallas 
Charles  B.  Dryden,  Wichita  Falls 
E.  Trowbridge  Wolf,  Houston 
Herman  E.  Dustin,  Houston 


COUNCIL  ON  CONSTITUTION  AND  BY-LAWS 

Robert  Mayo  Tenery,  Chairman,  Waxahachie 
(1969) 

Stephen  R.  Lewis,  Galveston  (1968) 

Jack  B.  Lee,  San  Antonio  (1969) 

Milton  V.  Davis,  Dallas  (1968) 

Eugene  L.  Slataper,  Houston  (1969) 

R.  B.  Johns,  Abilene  (1970) 

Tom  M.  Oliver,  Waco  (1970) 

(Ex  officio  members:  Speaker  and  Vice  Speaker  of 
the  House  of  Delegates) 


COUNCIL  ON  MEDICAL  EDUCATION  AND  HOSPITALS 

Weldon  G.  Kolb,  Chairman,  La  Marque  (1969) 

John  W.  Lanius,  Dallas  (1968) 

Bryan  V.  Williams,  Houston  (1970) 

Jack  M.  Partain,  San  Antonio  (1968) 

J.  G.  Rodarte,  Temple  (1969) 

H.  Frank  Connally,  Jr.,  Waco  (1970) 

Charles  A.  LeMaistre,  Austin  (1968) 


Committee  for  AMA  Education  and  Research 
Foundation  (standing) 

Nelson  L.  Schiller,  Chairman,  Austin  (1970) 
Edward  S.  Crocker,  Houston  (1968) 
Douglas  B.  Black,  Lamesa  (1968) 

Cecil  M.  French,  San  Angelo  (1969) 

Webb  DeTar,  Victoria  (1969) 

Marie  D.  Gordon,  San  Antonio  (1970) 
Vacancy  (1970) 

Vacancy  (1969) 

Vacancy  (1968) 
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Committee  on  Health  Careers  (standing) 

John  Bonnet,  Chairman,  Temple  (1970) 

Margie  B.  Peschel,  Fort  Worth  (1970) 

Winton  L Coleman,  Victoria  (1968) 

Maurice  E.  Dyer,  Amarillo  (1968) 

Russell  L.  Deter,  El  Paso  (1969) 

C.  B.  Knox,  Brownfield  (1969) 

A.  P.  Thaddeus,  San  Antonio  (1970) 

John  B.  Gunn,  Dallas  (1968) 

Robert  G.  McCorkle,  Houston  (1969) 

May  Owen,  Fort  Worth  (Emeritus  Member) 

Committee  on  Liaison  with  Medical  Schools  (standing) 

L.  Bonham  Jones,  Chairman,  San  Antonio  (1969) 
Frank  Harrison,  Dallas  (1969) 

May  Owen,  Fort  Worth  (1970) 

Henry  Renfert,  Jr.,  Austin  (1970) 

Charles  W.  Yates,  Rosenberg  (1970) 

William  D.  Nicholson,  Freeport  (1968) 

G.  S.  Ahern,  Corpus  Christ!  (1968) 

W.  W.  Goldman,  Jr.,  Arlington  (1969) 

Jack  A.  Haley,  Houston  (1968) 

F.  C.  Pannill,  San  Antonio  (ex  officio) 

Charles  C.  Sprague,  Dallas  (ex  officio) 

Truman  G Blocker,  Jr.,  Galveston  (ex  officio) 

James  R.  Schofield,  Houston  (ex  officio) 

Committee  on  Hospital  Accreditation  (standing) 

Ray  L.  Shepperd,  Chairman,  Burnet  (1969) 

R.  E.  Speegle,  Garland  (1970) 

William  F.  Ross,  San  Benito  (1969) 

Drue  0.  D.  Ware,  Fort  Worth  (1970) 

A.  F.  Herff,  Jr.,  San  Antonio  (1968) 

James  L.  Robins,  Plainview  (1968) 

Joe  D.  Crawford,  Jacksonville  (1970) 

Vacancy  (1969) 

Vacancy  (1968) 


Committee  on  Nursing  Home  Accreditation  (special) 

Lloyd  J.  Gregory,  Jr.,  Chairman,  Houston 

A.  R.  Ponton,  Alpine 

Marshall  D.  Turnbull,  Abilene 

Rider  E.  Stockdale,  Jr.,  Jasper 

Bernard  Rosen,  Corsicana 

Donald  H.  Brandt,  Denison 

Phillip  L.  Day,  San  Antonio 

David  J.  Pillow,  Fort  Worth 

Vacancy 

Committee  on  Nursing  (standing) 

E.  Russell  Hayes,  Chairman,  Dallas  (1968) 
William  D.  Seybold,  Houston  (1970) 

Thomas  J.  Coleman,  Fort  Worth  (1969) 

Emmett  N.  Wilson,  Jr.,  Pearsall  (1970) 

Robert  W.  Grace,  Dallas  (1968) 

Merle  W.  Delmer,  San  Antonio  (1969) 

Virginia  H.  Boyd,  Abilene  (1970) 

Marvin  C.  Schlecte,  Lubbock  (1969) 

William  J.  Powell,  Richardson  (1968) 

Max  E.  Johnson,  Medina  (ex  officio) 

COUNCIL  ON  MEDICAL  JURISPRUDENCE 

JoeT.  Nelson,  Chairman,  Weatherford  (1968) 
Haden  E.  McKay,  Humble  (1970) 

Robert  L.  Daily,  Wichita  Falls  (1969) 


Courtney  M.  Townsend,  Paris  (1969) 
Doyle  W.  Ferguson,  Dallas  (1970) 
Daniel  B.  Powell,  Jr.,  Austin  (1969) 
Max  E.  Johnson,  Medina  (1968) 


Committee  on  Military  and  Veterans  Affairs  (standing) 

James  C.  Whittington,  Chairman,  Fort  Worth  (1970) 
James  E.  Watson,  Jr.,  Houston  (1969) 

Ivey  E.  Lamberth,  Tyler  (1968) 

Joseph  V.  Land,  Crockett  (1969) 

Thomas  G.  Glass,  Jr.,  San  Antonio  (1968) 

James  T.  Hall,  Lubbock,  (1970) 

G.  R.  Solis,  Port  Arthur  (1969) 

A.  0.  Jensen,  Denison  (1968) 

Vacancy  (1970) 

E.  A.  Rowley,  Amarillo  (ex  officio) 


COUNCIL  ON  MEDICAL  SERVICE  AND  INSURANCE 

Robert  F.  Gossett,  Chairman,  San  Antonio  (1970) 
William  E.  Sharp,  Baytown  (1968) 

William  M.  Sherrill,  Houston  (1968) 

Alford  R.  Hazzard,  Austin  (1970) 

Walter  A.  Brooks,  Quanah  (1969) 

John  L.  Jackson,  III,  Wichita  Falls  (1969) 

Porter  K.  Mason,  Dallas  (1968) 

Committee  on  Association  Insurance  Programs 
(standing) 

Laurance  N.  Nickey,  Chairman,  El  Paso  (1969) 
Donald  S.  Gibbs,  Fort  Worth  (1969) 

Charles  W.  Klanke,  Houston  (1969) 

Joseph  T.  Painter,  Houston  (1968) 

B.  H.  McVicker,  Lufkin  (1968) 

C.  W.  Castle,  Liberty  (1968) 

E.  Peter  Garber,  Galveston  (1970) 

George  V.  Pazdral,  Somerville,  (1970) 

Perry  W.,  Nadig,  San  Antonio  (1970) 

Committee  on  Professional  Insurance  (standing) 

A.  W.  Bronwell,  Chairman,  Lubbock  (1968) 

R.  E.  Read,  Lufkin  (1968) 

Bill  Robins,  Houston  (1970) 

William  F.  Pipes,  San  Antonio  (1970) 

Frank  L.  Bynum,  Fort  Worth  (1970) 

Robert  W.  Paret,  Del  Rio  (1969) 

David  M.  Shelby,  Pasadena  (1969) 

James  S.  Bussell,  Marlin  (1969) 

E.  R.  Mickle,  Midland  (1968) 

Committee  on  Health  Insurance  (standing) 

Jack  L.  Eidson,  Chairman,  Weatherford  (1968) 

Ernest  A.  Maxwell,  Dallas  (1970) 

Norman  West,  Hillsboro  (1970) 

Mario  E.  Ramirez,  Roma  (1970) 

John  Douglas,  Austin  (1969) 

John  Q.  Thompson,  Temple  (1968) 

H.  Carl  Messerschmidt,  Jr.,  Baytown  (1969) 

Vacancy  (1969) 

Vacancy  (1968) 

Appointees  of  Hospitals-lnsurance-Physicians  Joint 
Advisory  Committee 

(Subcommittee  of  Committee  on  Health  Insur- 
ance) 

Charles  D.  Bussey,  Dallas  (1968) 


Volume  64,  March,  1968 


P-73 


H.  Carl  Messerschmidt,  Jr,,  Baytown  (1968) 

Vacancy  (1968) 

Committee  on  Liaison  with  Blue  Shield  of  Texas 
(standing) 

Harvey  Renger,  Chairman,  Hallettsville  (1969) 

Mylie  E.  Durham,  Jr.,  Houston  (1970) 

Olin  B.  Gober,  Temple  (1968) 

Dewey  W.  Johnston,  Fort  Worth  (1969) 

Denton  Kerr,  Houston  (1970) 

Robert  W.  Kimbro,  Cleburne  (1969) 

Wayne  V.  Ramsey,  Jr.,  Abilene  (1968) 

Alvin  0.  Severance,  San  Antonio  (1968) 

John  T.  Binion,  Dallas  (1970) 

Committee  on  Workmen's  Compensation  and 
Industrial  Health  (standing) 

Edward  F.  Thomas,  Chairman,  Amarillo  (1970) 
Robert  J.  Potts,  Dallas,  (1970) 

Ralph  Liles,  Houston  (1968) 

William  H.  Yates,  Port  Arthur  (1969) 

J.  R.  Bailes,  Texarkana  (1968) 

Jesse  G.  Burdick,  Pasadena  (1970) 

G.  V.  Launey,  Dallas  (1969) 

William  0.  Hargrove,  Fort  Worth  (1969) 

Vacancy  (1968) 

Committee  on  Liaison  with  Texas  Hospital  Association 
(special) 

Robert  Mayo  Tenery,  Chairman,  Waxahachie 
Mylie  E.  Durham,  Jr.,  Houston 
James  A.  Hallmark,  Fort  Worth 
E.  A.  Maxwell,  Dallas 
Harvey  Renger,  Hallettsville 

R.  W.  Kimbro,  Cleburne 

L.  Rodney  Rodgers,  Houston 

COUNCIL  ON  PUBLIC  RELATIONS  AND  PUBLIC 
SERVICE 

J.  T.  Ainsworth,  Chairman,  Houston  (1970) 

Benjamin  M.  Primer,  Sr.,  Austin  (1968) 

0.  E.  Harper,  Abilene  (1969) 

Don  G.  Harrel,  Dallas  (1968) 

Paul  H.  Mitchell,  Corsicana  (1969) 

Billy  B.  Markette,  San  Antonio  (1970) 

Durwood  E.  Neal,  Fort  Worth  (1968) 

Committee  on  Aging  (standing) 

Frederick  G.  Dorsey,  Chairman,  Houston  (1970) 

C.  J.  Ruilmann,  Austin  (1968) 

Edward  J.  Lefeber,  Galveston  (1968) 

Elizabeth  Gentry,  Austin  (1970) 

John  M.  Church,  Fort  Worth  (1969) 

A.  Bryan  Spires,  Jr.,  Taylor  (1969) 

S.  C.  Arnette,  Jr.,  Lubbock  (1969) 

Arnott  DeLange,  Dallas  (1970) 

Vacancy  (1968) 


Committee  on  Disaster  Medical  Care  (standing) 

Ben  A.  Merrick,  Chairman,  Dallas  (1970) 

J.  L.  Johnson,  Amarillo  (1969) 

Robert  A.  Dennison,  Jr.,  Austin  (1970) 
Charles  R.  Queen,  Edinburg  (1969) 

Felix  A.  Walters,  Nederland  (1968) 

Harry  E.  Preble,  Houston  (1970) 


T.  June  Melton,  Midland  (1968) 

William  S.  Moore,  San  Antonio  (1968) 
Robert  J.  Turner,  III,  Fort  Worth  (1969) 


Committee  on  Medicine  and  Religion  (standing) 

Grant  F.  Begley,  Chairman,  Fort  Worth  (1968) 
Edwin  Goodall,  Breckenridge  (1970) 

Robert  F.  Boverie,  El  Paso  (1969) 

Joseph  F.  Peters,  Jr.,  Alvarado  (1968) 
Charles  H.  Frank,  Paris  (1970) 

R.  L.  Campbell,  Corsicana  (1969) 

J.  R.  Maxfield,  Jr.,  Dallas  (1970) 

Vacancy  (1968) 

Vacancy  (1969) 

Milford  0 Rouse,  Dallas  (ex  officio) 

Travis  Smith,  Abilene  (ex  officio) 

Howard  0.  Smith,  Marlin  (ex  officio) 


Committee  on  Transportation  Safety  (standing) 
Otto  Lippmann,  Chairman,  Austin  (1968) 
Heinrich  Lamm,  Harlingen  (1968) 

William  H.  Neil,  Fort  Worth  (1968) 

Charles  H.  Wilson,  Wichita  Falls  (1969) 

J.  Elbert  Loveless,  Lubbock  (1969) 

Bernard  T.  Fein,  San  Antonio  (1970) 

W.  R.  Hubler,  Corpus  Christi  (1969) 

Dean  C.  Kipp,  Dallas  (1970) 

George  J.  Ehni,  Houston  (1970) 


Committee  on  Public  Health  (standing) 

Sam  A.  Nixon,  Chairman,  Floresville  (1969) 
Lorence  W.  Feller,  Fredericksburg  (1968) 
Charles  A.  Pigford,  Houston  (1968) 

W,  V.  Bradshaw,  Jr.,  Fort  Worth  (1969) 

J.  E.  Peavy,  Austin  (1969) 

Ivan  W.  Kuhl,  McAllen  (1970) 

L.  S.  Thompson,  Jr.,  Dallas  (1968) 

Nina  Mae  Sisley,  Corpus  Christi  (1970) 
Charles  M.  Parker,  Wichita  Falls  (1970) 
John  R.  Hall,  Houston  (ex  officio) 


Committee  on  Rural  Health  (standing) 

E.  W.  Schmidt,  Chairman,  Pecos  (1968) 
J.  G.  Sanders,  Bremond  (1968) 

Dennis  W.  Short,  Commerce  (1969) 

M.  S.  Horine,  Port  Lavaca  (1969) 

Arlys  W.  Bing,  Houston  (1968) 

Joel  H.  Johnson,  Brenham  (1970) 
Eugene  R.  Foster,  Gorman  (1969) 
Vacancy  (1970) 

Vacancy  (1970) 


Committee  on  School  Health  (standing) 

A.  G.  Arrant,  Chairman,  Abilene  (1968) 
John  W.  Stack,  Mesquite  (1969) 

Percy  E.  Luecke,  Jr.,  Dallas  (1970) 
Charles  D.  McMillan,  Paris  (1968) 

George  C.  Hudson,  Corpus  Christi  (1968) 
Robert  S.  Ray,  Seguin  (1970) 

Walter  Reifsiager,  Jr.,  Austin  (1969) 
Howard  G.  Purnell,  Houston  (1970) 
Edwin  L.  Rippy,  Dallas,  (ex  officio) 

E.  E.  Addy,  Cisco  (ex  officio) 

A.  W.  Pierce,  Wichita  Falls  (1969) 
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COUNCIL  ON  SCIENTIFIC  ADVANCEMENT 

J.  E.  Miller,  Chairman,  Dallas  (1968) 
Herbert  C.  Allen,  Jr.,  Houston  (1968) 
John  W.  Middleton,  Galveston  (1968) 

E.  E.  Anthony,  Jr.,  Fort  Worth  (1970) 
Robert  E.  Leslie,  El  Campo  (1969) 
Frederick  C.  Lowry,  Austin  (1969) 

N.  C.  Hightower,  Temple  (1970) 


Committee  on  Athletics  (standing) 

Dan  Spivey,  Chairman,  Lufkin  (1970) 
Harry  W.  Slade,  Waco  (1969) 

Louis  Levy,  Fort  Worth  (1969) 

W.  Cone  Johnson,  Temple  (1968) 
Horace  H.  Trippet,  Waco  (1968) 
William  D.  Furst,  Odessa  (1968) 

W.  D.  Bailey,  Jr.,  Jasper  (1969) 
Thane  T.  Sponsel,  Houston  (1970) 
Walter  I.  Hess,  Lubbock  (1970) 


Committee  on  Cancer  (standing) 

John  F.  Thomas,  Chairman,  Austin  (1968) 
Tom  B.  Bond,  Fort  Worth  (1968) 

William  S.  Brumage,  Austin  (1970) 

A.  K.  Morris,  Baytown  (1970) 

R.  A.  Stevenson,  Jr.,  Victoria  (1969) 

B.  L.  Aronoff,  Dallas  (1968) 

H.  A.  Wood,  Longview  (1969) 

William  L.  Lemon,  Fort  Worth  (1969) 
Robert  D.  Moreton,  Houston  (1970) 


Committee  on  Cardiovascular  Diseases  (standing) 

John  R.  Derrick,  Chairman,  Galveston  (1969) 
Faber  F.  McMullen,  Jr.,  Houston  (1968) 

O.  Brandon  Hull,  Lubbock  (1968) 

J.  Morris  Horn,  Dallas  (1968) 

Byron  W.  Wright,  Dumas  (1970) 

Grover  L.  Bynum,  Jr.,  Austin  (1970) 

Silas  Grant,  Hillsboro  (1969) 

William  J.  Block,  San  Antonio  (1969) 

Thomas  W.  Inmon,  Temple  (1970) 

Joe  0.  Arrington,  Jr.,  Lubbock  (ex  officio) 
William  S.  Brumage,  Austin  (ex  officio) 


Committee  on  Maternal  Health  (standing) 

J.  Alan  Alexander,  Chairman,  Houston  (1969) 
Morris  E.  Malakoff,  Laredo  (1970) 

J.  S.  Lancaster,  Austin  (1969) 

H.  T.  Hutchinson,  Galveston  (1968) 

Matthew  H.  Talty,  Jr.,  Houston  (1968) 

Charles  Flowers,  Houston  (1969) 

Robert  P.  McDonald,  Fort  Worth  (1970) 

Warren  T.  Kable,  Jr.,  Wichita  Falls  (1970) 

Karl  K.  Birdsong,  Fort  Worth  (1969) 

James  T.  Downs,  III,  Dallas  (1968) 

Henry  C.  McGrede,  Jr.,  Longview  (1970) 
Maxwell  V.  Parker,  San  Antonio  (1969) 

Vacancy  (1970) 

Vacancy  (1968) 

Vacancy  (1968) 

Peggy  Joyce  Whalley,  Dallas  (ex  officio) 

Carl  F.  Moore,  Jr.,  Austin  (ex  officio) 

Col.  Charles  E.  Gibbs,  Lackland  AFB  (ex  officio) 
R.  E.  Moon,  San  Angelo  (ex  officio) 


Peter  M.  Marcuse,  Houston  (pathology  consultant) 
Charles  H.  Williams,  Houston  (anesthesiology 
consultant) 


Committee  on  Mental  Health  (standing) 

Charles  H.  Brown,  Chairman,  Wichita  Falls  (1969) 
George  Constant,  Victoria  (1968) 

H.  L.  McCauley,  Jr.,  Fort  Worth  (1970) 

James  H.  Kreimeyer,  Rusk  (1970) 

Wade  H.  Lewis,  San  Antonio  (1968) 

Howard  M.  Burkett,  Dallas  (1969) 

Harry  K.  Davis,  Galveston  (1968) 

Thelma  E.  Frank,  Corpus  Christ!  (1969) 

Frank  P.  Schuster,  Jr.,  El  Paso  (1970) 

Holland  C.  Mitchell,  Waco  (ex  officio) 

Jaime  Quintanilla,  Amarillo  (ex  officio) 

Winston  Cochran,  Beaumont  (ex  officio) 


Committee  on  Nuclear  Medicine  (standing) 

Elbert  DeCoursey,  Chairman,  San  Antonio,  (1969) 
Joseph  E.  Gardner,  Corpus  Christ!  (1968) 

Edward  B.  Best,  Temple  (1969) 

Gordon  W.  Jones,  Lufkin  (1969) 

Ralph  S.  Clayton,  El  Paso  (1970) 

John  E.  Ballard,  San  Angelo  (1970) 

Robert  W.  McConnell,  Dallas  (1970) 

Vacancy  (1968) 

Vacancy  (1968) 


Committee  on  Nutrition  (standing) 

Per  H.  Langsjoen,  Chairman,  Temple  (1969) 
Harold  L.  Dobson,  Houston  (1970) 

Larry  0.  Riedel,  Victoria  (1969) 

D.  J.  Sibley,  Austin  (1968) 

Robert  S.  Nelson,  Houston  (1970) 

Charles  M.  Manhoff,  San  Antonio  (1970) 
Marvin  Siperstein,  Dallas  (1968) 

Vacancy  (1969) 

Vacancy  (1968) 


Committee  on  Rehabilitation  (standing) 

Edward  M.  Krusen,  Chairman,  Dallas  (1968) 
Oscar  Selke,  Houston  (1969) 

Ridings  E.  Lee,  Dallas  (1968) 

Ira  Budwig,  El  Paso  (1970) 

Robert  A.  Murray,  Temple  (1969) 

George  B.  Barnes,  Corpus  Christ!  (1968) 
Arthur  M.  Jansa,  Houston  (1970) 

Lamar  P.  Collie,  Jr.,  San  Antonio  (1969) 
Vacancy  (1970) 


Committee  on  Tuberculosis  (standing) 

David  McCullough,  Chairman,  San  Antonio  (1969) 
Sam  Topperman,  Tyler  (1970) 

Richard  F.  Allison,  Dallas  (1970) 

Albert  G.  Randall,  Austin  (1968) 

John  A.  Wiggins,  Jr.,  Fort  Worth  (1968) 

H.  M.  Anderson,  San  Angelo  (1969) 

George  E.  Thannisch,  Lufkin  (1969) 

Walter  C.  Brown,  Corpus  Christ!  (1970) 

Vacancy  (1968) 
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OTHER  SPECIAL  COMMITTEES 

Special  Committee  on  Abortion  Laws  in  Texas 

(reports  to  Council  on  Medical  Jurisprudence) 

Hugh  W.  Savage,  Chairman,  Fort  Worth 

James  T.  Downs,  III,  Dallas 

Van  D.  Goodall,  Clifton 

Hiram  P.  Arnold,  Houston 

C.  E.  Oswalt,  Jr.,  Fort  Stockton 

Edgar  W.  Santa  Cruz,  San  Antonio 

Gray  E.  Carpenter,  El  Paso 

Robert  D.  Rice,  Tyler 

C.  Forrest  Jorns,  Houston 

Special  Committee  on  Title  XIX 

(reports  to  Council  on  Medical  Jurisprudence) 

Charles  Max  Cole,  Chairman,  Dallas 

H.  W.,  Anderson,  Jr.,  Fort  Worth 

Frederick  J.  Bonte,  Dallas 

Robert  F.  Gossett,  San  Antonio 

Silas  W.  Grant,  Hillsboro 

Ernest  A.  Maxwell,  Dallas 

Joseph  T.  Painter,  Houston 

Daniel  B.  Powell,  Jr.,  Austin 

Robert  W.  Shirey,  Hillsboro 

A.  H.  Daniell,  Brownfield 

James  D.  Murphy,  Fort  Worth  (ex  officio) 

Howard  R.  Dudgeon,  Jr.,  Waco  (ex  officio) 

G.  V.  Brindley,  Jr.,  Temple  (ex  officio) 

Robert  A.  Murray,  Temple  (consultant) 

Special  Committee  on  Usual,  Customary  and 
Reasonable  Fees 

(reports  to  Council  on  Medical  Service  and 
Insurance) 

Elgin  W.  Ware,  Jr.,  Chairman,  Dallas 
James  M.  Anthony,  Dallas 
G.  V.  Brindley,  Jr.,  Temple 
Tom  B.  Bond,  Fort  Worth 
Charles  Max  Cole,  Dallas 
Dolphus  E.  Compere,  Fort  Worth 
Milton  V.  Davis,  Dallas 
Guy  K.  Driggs,  Dallas 
E.  Frank  Dunton,  Dallas 
Everett  C.  Fox,  Dallas 
John  W.  Freese,  Fort  Worth 
Robert  F.  Gossett,  San  Antonio 
James  A.  Hallmark,  Fort  Worth 
Jack  F.  Hardwick,  Fort  Worth 
M.  T.  Jenkins,  Dallas 
Dewey  W.  Johnston,  Fort  Worth 
Robert  W.  Kimbro,  Cleburne 
Porter  K.  Mason,  Dallas 
Laurance  N.  Nickey,  El  Paso 
Joseph  T.  Painter,  Houston 
Jack  M.  Partain,  San  Antonio 
Joseph  F.  Peters,  Jr.,  Alvarado 
Harold  T.  Pruessner,  Corpus  Christ! 

George  J.  Race,  Dallas 
Fred  C.  Rehfeldt,  Fort  Worth 
James  H.  Sammons,  Baytown 


Alvin  W.  Sears,  Dallas 
Thomas  L.  Shields,  Fort  Worth 
William  R.  Sibley,  Jr.,  Abilene 
Andrew  B.  Small,  Dallas 
Courtney  M.  Townsend,  Paris 
Jesse  E.  Thompson,  Dallas 
Jack  L.  Smith,  Beaumont 
J.  L.  Jenkins,  Jr.,  Galveston 
Sam  N.  Key,  Jr.,  Austin 
Wilbert  E.  Scott,  Amarillo 
P.  C.  Talkington,  Dallas 
Richard  D.  Cole,  Lubbock 
Leroy  D.  Lockhart,  LaMarque 
William  C.  Smyth,  Tyler 
Sheridan  S.  Evans,  McAllen 


SCIENTIFIC  SECTION  OFFICERS 

Digestive  Diseases 

Cecil  0.  Patterson,  Chairman,  Dallas 
Belton  G.  Griffin,  Secretary,  Houston 

General  Practice 

Donald  S.  Kennady,  Chairman,  New  Braunfels 
Robert  S.  Ray,  Secretary,  Seguin 

Internal  Medicine 

Joel  E.  Reed,  Chairman,  Houston 
Robert  E.  Stevens,  Secretary,  San  Antonio 

Nervous  and  Mental  Diseases 

Alfred  H.  Hill,  Chairman,  San  Antonio 
Israel  H.  Schuleman,  Secretary,  Houston 

Obstetrics  and  Gynecology 

Ted  H.  Forsythe,  Chairman,  Lubbock 
William  H.  Nash,  Secretary,  San  Antonio 

Ophthalmology 

Harl  D.  Mansur,  Jr.,  Chairman,  Wichita  Falls 
James  L.  Mims,  Secretary,  San  Antonio 

Otolaryngology 

H.  E.  Maddox,  III,  Chairman,  Houston 
Edward  A.  Newell,  Secretary,  Dallas 

Pathology 

Bruce  D.  Fallis,  Chairman,  Dallas 
Franz  Leidler,  Secretary,  Houston 

Pediatrics 

Howard  E.  LeBus,  Chairman,  Temple 
P.  Clift  Price,  Secretary,  Austin 

Public  Health 

Hal  J.  Dewlett,  Chairman,  Dallas 
John  B.  Bryson,  Secretary,  Belton 

Radiology 

Joe  C.  Rude,  Chairman,  Austin 
Jack  Reynolds,  Secretary,  Dallas 

Surgery 

Jesse  E.  Thompson,  Chairman,  Dallas 
Fred  B.  Aurin,  Secretary,  Fort  Worth 
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TEXAS  MEDICINE 


Where 
will  you  be 

May  2-5 
1968? 


hysicians  who  are  in  Houston  on  May 
2-5,  1968,  will  have  the  opportunity  to 
attend  one  of  the  nation’s  finest  medical 
meetings — the  101st  Annual  Session  of 
the  Texas  Medical  Association. 

Both  the  specialist  and  the  general  prac- 
titioner will  find  topics  of  value  and  in- 
terest. 

Thirty-seven  guest  speakers  plus  150 
special  and  TMA  mem^ber-speakers  will 
participate  in  12  scientific  section  pro- 
grams as  well  as  those  sponsored  by  27 
related  groups  and  7 TMA  committees. 


There  will  also  be  13  refresher  courses,  10 
curbstone  consultations,  3 color  television 
presentations,  2 general  meetings,  12 
medical  films,  and  190  exhibits,  plus  the 
First  Annual  TMA  Physicians’  Art  Ex- 
hibit. 

In  addition  to  the  limitless  dining  and 
entertainment  facilities  of  Houston,  golf 
and  tennis  tournaments  will  be  held,  a 
tour  of  NASA’s  Manned  Spacecraft  Cen- 
ter is  scheduled,  and  the  Houston  Astros 
will  be  playing  in  the  Astrodome. 

Make  your  plans  now  to  be  in  Houston, 
May  2-5,  1968. 


exas  Medical  Association 

101st  Annual  Session«May  2-5,1968*HOUSTON 
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Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 
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THIS  MONTH  IN 


SCIENTIFIC  ARTICLES 

50  Early  Radiologic  Signs 
Of  Bronchial  Rupture 


REYNOLDS 


Jack  Reynolds  is  professor  of  ra- 
diology, in  charge  of  the  Section 
of  Diagnostic  Radiology  at  The 
University  of  Texas  Southwestern 
Medical  School,  Dallas,  and  a fel- 
low of  the  American  College  of 
Radiology.  His  co-author,  Edward 
E.  Christensen,  is  assistant  pro- 
fessor of  radiology  at  Southwest- 
ern and  chief.  Section  of  Diagnos- 
tic Radiology  at  Parkland  Memori- 
al Hospital. 


61  Cranial  Arteritis 

Harold  Beasley  of  Fort  Worth  is  a past  president  of 
the  Texas  Ophthalmological  Association,  a diplo- 
mate  of  the  American  Board  of  Ophthalmology,  and 
a fellow  of  the  American  College  of  Surgeons. 


69  Cleft  Palate:  Auditory 
And  Otologic  Findings' 

James  L.  Smith  is  assistant  pro- 
fessor of  otolaryngology  at  Baylor 
University  College  of  Medicine  and 
practices  otolaryngology  in  Hous- 
ton. He  is  a graduate  of  The  Uni- 
versity of  Texas  Medical  Branch 
and  served  an  internship  at  Brooke 
Army  Hospital  in  San  Antonio  and 
a residency  at  The  University  of 
Texas  Medical  Branch  Hospitals. 
A board  certified  otolaryngologist,  he  has  written 
articles  in  the  field  of  otolaryngology. 


72  Bromide  Intoxication  Continues  To  Occur 

t 

David  J.  Muller  is  director  of  psy- 
chiatry at  John  Peter  Smith  Hos-  | 
pital.  Fort  Worth.  A graduate  of  t 
Georgetown  University  School  of  ' 
Medicine,  Washington,  D.C.,  he  | 
completed  his  psychiatric  residen-  > 
cy  at  Georgetown  University  Medi-  * 
cal  Center  and  is  a diplomate  of  ^ 
the  American  Board  of  Psychiatry,  i 
He  has  practiced  in  US  Public  ^ 
Health  Service  Hospitals  and  formerly  was  deputy  , 
chief  of  the  psychiatric  service.  Clinical  Research  i 
Center,  Fort  Worth. 


MULLER 


74  Neurologic  Findings  I 

In  Infectious  Mononucleosis  J 

A diplomate  of  the  American  Board  1 
of  Internal  Medicine,  Joe  L.  Koch  J 
practices  internal  medicine  and  I 
hematology  in  Beaumont.  He  is  a 7 
graduate  of  Rice  University  in  ^ 
Houston  and  of  The  University  of  f 
Texas  Medical  Branch  in  Galves-  I 
ton;  served  an  internship  at  the  I 
University  of  Miami  in  Miami,  Fla.;  S 
and  served  a residency  and  fellow-  I 
ship  in  hematology  at  The  University  of  Texas 
Medical  Branch  in  Galveston.  He  has  written  arti-  »- 
cles  on  hematology  and  on  internal  medicine.  | 

78  Solitary  Cystic  Metastatic  I 

Carcinomas  in  the  Brain  S 

Minoru  Suzuki,  a graduate  of  Keio  ? 
University  School  of  Medicine,  Tok-  4 
yo,  took  residencies  at  the  Mai- 
lory  Institute  of  Pathology,  Boston,  L 
and  the  Hospital  of  the  University  T 
of  Pennsylvania,  Philadelphia.  Re-  [' 
turning  to  Japan,  he  served  two  ^ 
years  on  the  Atomic  Bomb  Cas-  j 
ualty  Commission.  He  now  is  an  j. 
associate  professor  of  pathology  1 
at  Baylor  University  College  of  Medicine,  Houston,  | 
and  is  certified  by  the  American  Board  of  Pathology 
(pathologic  anatomy  and  clinical  pathology).  Drs.  ] 
Joyce  S.  Davis  and  Erwin  R.  Rabin,  co-authors,  are  t 
both  assistant  professors  of  pathology  at  Baylor. 
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87  Clinicopathologic  Conference 

Presenting  this  month’s  clinicopathologic  confer- 
ence from  Baylor  University  College  of  Medicine  in 
Houston  are  Scott  O’Neil,  clinical  instructor  of 
medicine;  Herbert  L.  Fred,  associate  professor  of 
medicine:  Richard  E.  Borreson,  assistant  professor 
of  medicine;  Philip  Johnson,  professor  of  medicine; 
and  Ferenc  Gydrkey,  professor  of  pathology.  Dr. 
Fred  is  editor  for  the  current  series  of  clinicopatho- 
logic  conferences  from  Baylor. 


EDITORIALS 

37  Spirited,  Informative  Debate 
Expected  in  House  of  Delegates 

Charles  Max  Cole 

39  New  Anesthetic  Agents,  Methods 
Used  in  Otolaryngology 

Claude  C.  Cody,  III 

40  Texas’  Medicaid  Recipients 
Cannot  Be  Billed  Directly 

Dick  Cason 

40  Communications  to  TEXAS  MEDICINE 

41  Questions  and  Answers 

49  Our  Annual  Session  in  Houston 

Howard  R.  Dudgeon,  Jr. 


DEPARTMENTS 

43  ASSOCIATION  NEWS 

44  PERSONALS 

99  GENERAL  NEWS 

111  HIGHLIGHTS  OF  COMING  MEETINGS 

116  MEDICINE  AND  THE  LAW 

121  POSTGRADUATE  COURSES 

122  MEDICINE  IN  LITERATURE 

123  RECENT  DEATHS 


SPECIAL  ARTiCL^ 

94  Here’s  Houston 

Looking  for  diversions  to  while  away  those  idle  mo- 
ments during  the  1968  annual  session?  “Here’s 
Houston”  describes  the  delights  that  await  the 
visitor  in  this  modern  megalopolis.  A tantalizing 
potpourri  of  learning,  culture,  and  pure  entertain- 
ment is  yours  for  the  taking  in  Houston. 


ON  THE  COVER 

At  the  focal  point  is  the  Texas  Medical  Associa- 
tion’s annual  session  in  Houston  May  2-5,  drawing 
physicians  from  all  parts  of  the  state  into  conflu- 
ence with  one  another  and  with  eminent  out-of- 
state  guests.  There  they  will  learn  of  medicine’s 
latest  advances,  some  that  can  be  used  today  and 
some  that  show  promise  for  tomorrow.  See  page 
99  for  details,  and  mail  your  hotel  reservation 
card,  page  103,  today. 


NEXT  VlOrTH 

A symposium  on  recent  application  of  fluorescent 
techniques  to  microbiological,  cytological,  and  tissue 
specimens;  articles  on  multiple  myeloma,  bursitis, 
lupus  erythematosus,  paraduodenal  hernia,  ulcera- 
tive proctitis,  and  vaginal  profile;  and  a message  of 
challenge  will  appear  in  the  May  issue  of  Texas 
Medicine. 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $5  per  year  for  members;  $9  for  nonmembers; 
$10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 
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USE  ‘POLYSPORIN’. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 

for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  N.Y. 


brand 


POLYSPORr^ 

POLYMYXIN  B-BACfTRAdi 

OINTMENT ; 

Wp  prevent  infection  i| 
iHims,  and  obrasioiif^ 
aid  in  heoliitg. 


j 


on 

on 

the^^other 

GAG^Tablets  ElixirV^V^ 
‘~'2^or  ^ron  j^eficiency  Qy^nemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


FERROUS 


on 

GLUCONATE 
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snouid  me  panenrs  welfare  come  firsi? 


Yes,  but  — 

But  what  about  the  hospital’s  welfare?  The  hospital  is  a 
business,  as  well  as  a place  where  humans  come  to  be  healed. 
Just  what  is  the  best  business  welfare  the  hospital  can  have? 

Could  it  be  Blue  Cross/ Blue  Shield? 


Does  the  hospital  — or  the  doctor  — ever  question  Blue 
Cross/ Blue  Shield’s  ability  to  pay?  Isn’t  it  true  that  a Blue 
Cross/ Blue  Shield  I.D.  card  is  “better  than  a credit  card” 
for  the  hospital  and  the  doctor,  as  well  as  for  the  patient? 


Wouldn’t  it  be  wonderful  if  everyone  had  Blue  Cross/ 
Blue  Shield?  (By  the  way,  do  yoiil) 


BLUE  CROSS  "BLUE  SHIELD 


GROUP  HOSPITAL  SERVICE.  INC. 


GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 


OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  • DALLAS,  TEXAS  75222 
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Weighing 
on  his 
mind, 
too 


TABLETS 

EQuagesic 

(meprobamate  and 
etboheptazine  citrate  with 
aspirin) 

® 

Contraindications:  History  of  sensitivity  or  severe  in- 
tolerance to  aspirin  or  meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  iactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child- 
bearing age  only  when  the  physician  judges  its  use 
essential  to  the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recom- 
mended for  patients  1 2 years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  may  result  in  dependence  or  habituation  in 
susceptible  persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reactions  in- 
cluding epileptiform  seizures.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  If  drowsiness,  ataxia  or  visual 
disturbances  (impairment  of  accommodation  and  visual 
acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution 
patients  against  operating  machinery  or  driving.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal  levels,  and 
hyperventilation  are  reported.  Give  cautiously  to  patients 
with  suicidal  tendencies.  Treat  attempted  suicide  (has  re- 
sulted in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  immediate  gastric  lavage  and  appropriate 
supportive  therapy  (CNS  stimulants  and  pressor  amines 
as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally 
cause  nausea,  vomiting,  epigastric  distress,  and  rarely 
dizziness.  Overdosage  may  result  in  CNS  depression 
(drowsiness  and  iightheadedness)  or  CNS  stimulation  and 
salicylate  intoxication  (requires  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  keto- 
acidosis and  dehydration,  and  observation  for  hypopro- 
thrombinemic  hemorrhage  [usually  requires  whole  blood 
transfusions]).  Meprobamate  may  cause  drowsiness,  ataxia 
and  rarely  allergic  or  idiosyncratic  reactions.  These  re- 
actions, sometimes  severe,  can  develop  in  patients  receiving 
only  1 to  4 doses  who  have  had  no  previous  contact  with 
meprobamate.  Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchymoses, 
peripheral  edema  and  fever  have  been  reported.  If  allergic 
reaction  occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  in- 
clude angioneurotic  edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  such  as  with  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leucopenia, 
usually  transient,  have  been  reported  following  continuous 
use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis,  and  hemolytic  anemia 
have  been  reported;  almost  always,  in  the  presence  of 
known  toxic  agents. 

Composition:  150  mg.  meprobamate,  75  mg.  ethohep- 
tazine citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 

When  pain  evokes  anxiety  ancJ  tension, 
thereby  heightening  patient  discomfort, 
a simple  analgesic  may  only  touch  on 
part  of  the  problem. 

This  single-prescription,  non-narcotic 
product,  however,  usually  provides 
effective  analgesia  and  helps  put  the 
patient's  mind  at  ease. 


TTuidiiane 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

, • BRONCHIECTASIS 


Each  tablet  contains: 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  L.AW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  oj  ethical  pharmaceuticals  since  1856 


To  fightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 
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''All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely;  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 


rounds...for  Regroton 


chlorthalidone  50  mg. 
reserpine  0.25  mg. 


when  you  want  to  provide  the  combined 
benefits  of  two  accepted  agents 
in  the  treatment  of  mild  to  moderate 

hypertension.  (Contraindications:  history  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.) 

when  you  want  to  prescribe  therapy 
that  is  generally  well  tolerated. 

(However,  adverse  reactions  may  occur.  For  a complete  listing, 
please  refer  to  the  full  prescribing  information  which  is  sum- 
marized below.) 

when  your  patient  wants  an  easy-to- 

remember  and  reasonably  priced 
■ 

regimen.  (One  tablet  a day  usually  costs  about  a dime.) 


Indications:  Hypertension.  Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  Warning:  With  the  administration  of  enteric- 
coated  potassium  supplements,  which  should  be  used  only  when 
adequate  dietary  supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery  for  these  lesions  has  frequently 
been  required  and  deaths  have  occurred.  Discontinue  coated 
potassium-containing  formulations  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  1 week  before  electroshock  therapy,  and  if  depression 
or  peptic  ulcer  occurs.  Use  in  pregnancy:  Regroton  should  be  used 
in  pregnant  patients  or  in  women  of  childbearing  potential  only 
when,  in  the  judgment  of  a physician,  its  use  is  deemed  essential  to 
the  welfare  of  the  patients;  adverse  reactions  (thrombocytopenia, 
hyperbilirubinemia,  altered  carbohydrate  metabolism,  etc.)  are  po- 
tential problems  in  the  newborn.  Precautions:  Antihypertensive 
therapy  with  Regroton  should  always  be  initiated  cautiously  in  post- 
sympathectomy patients  and  in  patients  receiving  ganglionic  block- 
ing agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one- 
half.  To  avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic  or  adrenergic  drugs 
or  other  supportive  measures  as  indicated.  Because  of  the  possibil- 
ity of  progression  of  renal  damage,  periodic  kidney  function  tests 
are  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  po- 
tassium depletion  should  occur  during  therapy,  Regroton  should 
be  discontinued  and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take  particular  care  in  cir- 
rhosis or  severe  ischemic  heart  disease  and  in  patients  receiving 


corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gall- 
stones (biliary  colic  may  be  precipitated).  Bronchial  asthma  may 
occur  in  susceptible  patients.  Adverse  Reactions:  The  drug  is  gen- 
erally well  tolerated.  The  most  frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diarrhea,  constipation,  muscle  cramps, 
headache,  dizziness  and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression,  bradycardia  and  ec- 
topic cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyperuricemia, 
lassitude,  restlessness,  transient  myopia,  impotence  ordysuria, 
orthostatic  hypotension  which  may  be  potentiated  when  chlorthali- 
done is  combined  with  alcohol,  barbiturates  or  narcotics,  leuko- 
penia, aplastic  anemia,  skin  rashes,  thrombocytopenia,  agranulo- 
cytosis, nasal  stuffiness,  increased  gastric  secretions,  nightmare, 
purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic  atrophy 
and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the  skin, 
a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deafness, 
anorexia,  and  pancreatitis  when  epigastric  pain  or  unexplained 
G.l.  symptoms  develop  after  prolonged  administration.  Jaundice, 
xanthopsia,  paresthesia,  photosensitization  and  necrotizing  angi- 
itis are  possible.  Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Pink,  single-scored  tablets  in  bottles  of  100  and  1000. 
For  details,  see  complete  Prescribing  Information.  (B)46-600-B 
Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 

Regroton®  Geigy 
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Help  the  Needy! 


A patient  of  advancing  years  may  appear  to  “have  everything,”  but  may  well 
be  in  need— medically . You  know  the  symptoms.  She’s  tired  most  of  the  time. 
Though  there’s  nothing  wrong  with  her  organically,  she  suffers  from  general 
malaise.  Lassitude  has  become  her  way  of  life  . . . vague  aches  and  pains  her 
major  concern. 

Such  a patient  has  entered  the  “Mediatric  Age”— that  stage  of  her  life  in 
which  she’s  an  ideal  candidate  for  MEDIATRIC.  This  preparation  provides 
the  anabolic  benefits  of  gonadal  steroids,  plus  a gentle  mood  uplift  and  the 
nutritional  support  she’s  apt  to  need.  MEDIATRIC  is  intended  to  help  keep 
her  more  alert  and  active,  and  relieve  general  malaise  ...  to  help  restore  that 
sense  of  physical  and  emotional  well-being  that  the  elderly  deserve  to  enjoy. 
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The  estrogen  component  in  MEDIATRIC  is  PREMARIN®  (conjugated  estrogens-equine),  the 
orally  active,  natural  estrogen  so  widely  prescribed  for  its  physiologic  and  metabolic  benefits. 
The  combination  of  estrogen  and  inethyltestosterone  can  help  maintain  anabolic 
balance  to  forestall  premature  degenerative  changes  related  to  estrogen  deficiency. 
MEDIATRIC  also  supplies  a small  amount  of  methamphetamine  HC I to  provide  a gentle 
mood  uplift,  and  nutritional  supplements  specially  selected  to  meet  the  needs  of  the  aging. 


contraindication:  Carcinoma 
of  the  prostate,  due  to 
methyltestosterone  component. 
warning:  Some  patients  with 
pernicious  anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of  response 
predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious 
anemia  patients  are  essential  and 
recommended. 

SIDE  effects:  In  addition 


to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may 
occur. 

SUGGESTED  DOSAGES:  Male  and 
female— I Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous 
stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 
week  rest  period— Withdrawal 


bleeding  may  occur  during  this 
1 week  rest  period). 

In  the  male:  A careful  check  should 
be  made  on  the  status  of  the  prostate 
gland  when  therapy  is  given  for 
protracted  intervals. 
supplied:  No.  752— MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000. 
No.  252— MEDIATRIC  Capsules,  in 
Ijottles  of  30,  100,  and  1,000. 

No.  910- MEDIATRIC  Liquid,  in 
bottles  of  16  fluidouncesand  1 gallon. 


Each 

MEDIATRIC 
Tablet  or 
Capsule 
contains: 

Each  15  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC 

Liquid 

contains: 

Conjugated  estrogens-equine  (PREMARIN®) 

0.25  mg. 

0.25  mg. 

M e thy  1 tes  tos  terone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HCl 

1 .0  mg. 

1 .0  mg. 

Cyanocobalamin 

2.5  meg. 

1 .5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 

— 

Thiamine  HCl 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

— 

Riboflavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCl 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsiccated 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

(Contains 

15%  alcoholf) 
fSome  Loss 

Unavoidable 

Mediabic  tablets  • capsules  * liquid 
Steroid-nutritional  compound 


AYERST  LABORATORIES  • New  York,  N.  Y.  10017  • Montreal,  Canada  esi? 
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Synirin  provides  prompt  barbiturate  potentia- 
tion of  aspirin  without  limiting  the  therapeutic 
usage  of  aspirin.  Both  pentobarbital  and  aspirin 
begin  their  action  together  promptly  and  last 
4 or  5 hours.  There  is  no  accumulation. 


Solireiner 

A JUNIOR  COLLEGE 
AND 

HIGH  SCHOOL 

OFFERING 

Three  programs  for  boys  whose  parents 
desire  the  highest  type  of  educational 
opportunity  for  them; 

1.  Accelerated  Honors  Program,  a 
unique  educational  opportunity  open 
to  qualified  high  school  juniors  who 
wish  to  complete  2 years  of  high 
school  and  2 years  of  college  in  3 
years. 

2.  Standard  Junior  College  Department 
offering  degree  programs  in  Engi- 
neering, Business  Administration, 
Pre-law,  Pre-medical,  and  Liberal 
Arts. 

3.  College  Preparatory  Department. 

(Grades  9-12) 

Applications  now  being  received  for  9 
week  Summer  School  (June  5 until 
August  6)  and  school  year  beginning 
in  September. 


For  information,  write  or  phone 
The  Registrar, 


Box  TM,  Kerrville,  Texas  78028. 
Telephone:  (512)  Clearwater  7-8412. 
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What  can  be  done 
for  Susan  Jane 


To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 


cases,  Parepectolin  may  be  all  the  therapy 


Each  fluid  ounce  of  creamy  white  suspension  contains; 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (Vi  grain)  15  mg.  per  fluid 
ounce. 


warning:  may  be  habit  forming 

Pectin (2*72  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


§ 

RORER 


removes  the  mental  blur 


that  clouds  vision 


SOIFOION 

Each  tablet  or  capsule  contains 

PHENOBARBIT.AL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID  ® (See  P D R ) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  (yellow,  uncoated  tablets  “P”) 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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'HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6831 


*SAN  ANTONIO  SAN  PEDRO  MANOR,  616  West  Russell,  PE  2-5181 


^AUSTIN  FRANCIS  RETIREMENT,  INC.,  6909  Burnet  Road,  GL  2-5719 


♦LONGVIEW  HIGHLAND  PINES.  INC.,  1100  North  4th  St.,  PL  3-7661 


CONVALESCENT 
CARE  AT  ITS  FINEST 
FOR  ALL  ADULTS! 


Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy  , 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super-  ' 
vision  of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the  , 
physician. 

For  further  information,  including  ' 
statement  of  policies  and  rates,  con-  ' 
tact  C.  B.  Francis. 


*AII  four  homes  are  accredited  by 
the  Joint  Council  for  the  Accredita- 
tion of  Hospitals. 

^Certified  for  Medicare 

^Certified  for  Medicaid 


C.  B.  FRANCIS 
PRESIDENT 


First  Vice  President 
American  Nursing  Home  Association 

and 

Past  President 
Texas  Nursing  Home  Association 

C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 
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TEXAS  MEDICINE 


b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia, 

DECLOMYCIN 

DEMEmYLCHLORTEraACYCLINE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare). Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively, 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


491-7—6046 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 


(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects 
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Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORlNYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weighlj 
(increase  or  decrease),  changes  in  I 
cervical  erosion  and  cervical  secretiony 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervousness 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodol 
sum,  hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  disi 
proved) : thrombophlebitis,  pulmonaryj 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T^  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  — an  original  steroid  from 

SYNTEX® 

LABORATORIES  INC. .PALO  ALTO.  CALIF 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  NorinyI-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Cervical  mucus  at  midcvcle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Untreated  Patient 


Norinyl-1  Patient 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


(norelhiiidtone  Img  c mesiranol  O Oiirng) 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension.  Be- 
cause of  the  possibility  of  progn 
Sion  of  renal  damage,  periodic 
determination  of  the  BUN  is  indi 
cated.  Discontinue  if  the  BUN  ris 
or  liver  dysfunction  is  aggravatei 
Hepatic  coma  may  be  precipitate 
Electrolyte  imbalance,  sodium  ai 
or  potassium  depletion  may  occi 
If  potassium  depletion  should  oc 
cur  during  therapy,  Hygroton  she 
be  discontinued  and  potassium 
supplements  given,  provided  the 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 

Now  she 
shows  them 
in  public. 


Hygroton’  Geigy 

chlorthalidone 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed 
Hygroton— to  get  rid  of 
the  edema. 

And  you  found  that 
Hygroton  is  not  only 
effective;  it  frequently 
costs  less  than  other 
equivalent  therapy. 

A nice  way  to  treat  the 
Mrs.  Larsons  in  your 
practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
A summary  of  the  pre- 
scribing information  is 
shown  below. 


patient  does  not  have  marked  oli- 
guria. 

Take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease  and 
In  patients  receiving  corticoste- 
roids, ACTH,  or  digitalis.  Salt  re- 
striction is  not  recommended. 
Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 
weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypo- 


tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage;  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  Information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HY-5576R 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 

Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate.  8 mg.;  and  acetamin- 
ophen. 500  mg. 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Sing  let  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


panied by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


Nothing  else  F ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  itN 


helps  restore  normal  motility  and  tone 


CANTIL 

(mepenzolate  bromide) 


Diarrhea  and  other  symptoms  of  common 
G.l.  disorders  can  often  he  curbed  with  Cantil 
(mepenzolate  bromide),  bringing  welcome  relief 
to  the  harassed  patient.  Relatively  specific  for 
the  hyperactive  colon,  it  helps  reduce 
diarrhea,  pain  and  spasm  with  minimal  effect 
on  other  viscera.  Cantil  (mepenzolate  bromide) 
is  indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenteritis, 
diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
LAKESIDE  properties.  Side  effects  are  usually  mild. 


CONTRAINDICATIONS:  Sensitivitv  lo  Cantil®  (mepenzolate  bromide),  glau- 
coma, G.l.  or  G.U.  obstruction,  toxic  megacolon.  WARNINGS:  Possibility  ol 
adverse  reactions  in  advanced  severe  ulcerative  colitis  and  atypical  agitated 
reactions  to  phenobarbital  in  the  elderly  (Cantil  with  Phenobarbital), 
PRECAUTIONS:  Cantil  is  of  adjunctive  use  only;  treatment  of  the  underlying 
condition  is  indicated,  be  it>organic  or  functional.  Observe  caution  in  conditions 
known  to  be  incompatible  with  atropine-like  drugs,  e.g.,  open-angle  glaucoma 
or  prostatic  hypertrophy.  ADVERSE  EFFECTS:  Dry  mouth;  blurred  vision; 
constipation;  nausea;  vomiting;  bloating;  dizziness;  urinary  retention.  All  are 
anticholinergic  effects  and  usually  tolerable.  Habituation  and  idiosyncratic 
reactions  to  phenobarbital  (Cantil  with  Phenobarbital)  are  possible,  as  is 
generalized  rash,  DOSAGE:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phenobarbital  may 
be  prescribed  if  sedation  is  requited.  HOW  SUPPLIED:  CANTIL  (mepenzolate 
bromide)— 25  mg.  pet  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL— containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg.  mepenzolate  bromide.  Bottles 
of  100  and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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PLAN  TO  HEAR  THESE  TWO  PROMINENT  TEAM  PHYSICIANS! 


THERODORE  A.  FOX,  M.D. 

Associate  Professor 

Orthopaedic  Surgery 

Research  and  Educational  Hospitals 

University  of  Illinois  College  of  Medicine 

Chicago 

Team  physician  for  the  Chicago  Cubs 
(baseball)  and  the  Chicago  Bears  (foot- 
ball). 


ROBERT  K.  KERLAN,  M.D. 

Assistant  Clinical  Professor  of 
Orthopaedic  Surgery 
University  of  Southern  California 
School  of  Medicine 
Los  Angeles 

Team  physician  for  the  Los  Angeles  Dod- 
gers (baseball)  and  the  Los  Angeles  Lak- 
ers (basketball) 


Texas  Society  of  Athletic 


Friday,  May  3, 1968 
Houston 

These  two  men  will  be  guest 
speakers  at  the  101st  Annual 
Session  of  the  Texas  Meciical 
Association,  May  2-5,  in  Hous- 
ton, anid  will  appear  on  the  pro- 
gram of  the  Texas  Society  of 
Athletic  Team  Physicians.  See 
the  March  1968  issue  of  TEXAS 
MEDICINE  for  full  details  and 
plan  now  to  attend. 

Team  Physicians 


Android 

(thyroid-androgen)  tablets 


© 


Effectiveness  confirmed  by  another  double  blind  study* 


l.SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75X 


**‘Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study”  - Montesano,  Evangelista:  Clinical  Medicine,  April  2966. 

CONTRAINDICATIONS-Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  low. 

Choice  of  4 strengths 


of  reproductive  organs  in 
, hypertension  unless  the 


Android 


Each  yellow  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100,  500,  1000. 


Android-HP  Android-X  Android-Plus 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


Write  {or  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St.,  Los  Angeles.  Calil.  90057 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethin)(t  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid 50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen— only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  in  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month.  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc* 
tive  organs  or  mammary  glands. 


WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  white  tablet  conZams: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 

Available:  Bottles  of  60,  500. 
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You  won't  have  to  wait  for  these  results  to  come  back  from  the  lab. 

Because  now  you  can  do  blood  chemistry  tests  in  your  own  office.  With 
Diagnostest*  reagents  and  instruments.  You  get  accurate,  precise  results 
in  minutes.  And  we  teach  your  nurse  or  medical  assistant  to  do  the  tests. 
The  system  can  be  used  to  measure  hemoglobin,  glucose,  cholesterol, 
urea  nitrogen,  total  bilirubin  and  uric  acid.  Write  today  for  full  details. 

•Trademark  of  The  Dow  Chemical  Company 


Diagnostic  Products  Sales,  The  Dow  Chemical  Company,  Midland,  Michigan  48640. 


An  anorectic  will  help  her  lose  weight- 
hut  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 


That’s  why  Abbott  offers 
you  a pill  plus  a program. 


The  Product 


For  smooth  appetite 
contivl  plus  mood 
elevation 

For  patients  who  cant 
take  plain  amphetamine 


DESOXYN*  Gradumef 

a a 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

5 mg.  10  m 

DESBUTAt  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

FRONT 

DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

FRONT  : 

E2' 


The  Program 


Weight  Control  Booklet  Specifically  written  to  help  your  patients  under- 
stand why  they  are  overweight,  and  what  they  can 
do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 


Ihv  ! 

»f  ' 

rtnitroiiinff  < 

i 


Food  Diary 


Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 


Picture  Menu  Booklet 


Please  see  Brief  Summary 
on  next  page. 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  8oi444 


Ask  Your  Abbott  Man  For  Free  Supplies 


Brief  Summary 
DESOXYN*Gradumet® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DKSBU 1 AK  10  Graduniet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DKSHU  FAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  di,sease,  hyper- 
thyroidism, old  age,  or  those 
sensitive  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  psychic  dependence. 
Careful  supervision  is  necessary  to 
avoid  chronic  intoxication  and 
drug  dependence. 

Amphetamine  side  efTects  such 
as  headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  e.x- 
cessive  sedation  with 
Desbutal  is  often  transient. 

801444 
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WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  elhicat  pharmaceuticals  since  1856 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 


( LTR23 I 


^aAomiit 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients: 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . . 0.60% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


T/aiomcAt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  ...0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


VdSOflUsf 


•Vasomisl-  ^ 


(ANTIHISTAMINIC) 


VdSOIttist 

<amtihistaminic» 

DCCOWOiaiTAXTAfw 
: AKTIHI8TA>«J«C 


'*«*»»  SoloSS, 


0.1}J 


T' 


laboratory 

mAwawA.  Wi.A.-Tif 


(PLAIN) 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA.  ARK.-TEX. 


HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 

Our  Integrity  is  Your 
Guarantee 


To  fightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D..  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCaU,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
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When  relief  means  so  much  in  keeping  your  G.U.  patient  comfortable 


There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy’’  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602. 

1961;  (2)  Renner,  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 

Clin.  Med.  7;499-502,  1960;  (5)  Strauss  B.:  Clin.  Med.  4:307-310, 1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  . 5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 


^ CiaNAI- 


PHARMACeUTICA 
CHICAGO,  ILLINOI' 


S . INC 
e □ 6 A O 


MANUFACTURERS  OF  UR/CEUT/CAL®  SPECIALTIES 

• CYSTOSPAZ®  • URISEDAMINE®  • UTRASUL®  Tablets  and  Suspension 


PRINTED 


. S.  A. 


FEB  1967 


for 

the 

retarded 

or 

disturbed 


FOUNDED  IN  1940 


...of  all  ages 

THE  BROWN  SCHOOLS  for  mentally 
retarded  and  emotionally  disturbed 
persons  from  infancy  to  maturity. 

□ Older  retarded  persons  (21  years 
and  over)  $325  monthly  tuition. 

□ Retarded  children  (infancy  to  21 
years)  $325  monthly  tuition. 

□ Emotionally  disturbed  children  and 
adolescents  (5-18  years)  $425  month- 
ly tuition  plus  $110  per  month  indi- 
vidual therapy. 

(Psychiatric  care  is  available  for  other 
ages  if  indicated.) 

...the  Brown  Schools  provide: 

an  experienced,  professional  staff 
working  as  a team  to  form  a plan  of 
living  and  learning  for  each  student  to 
help  him  realize  his  fullest  potential,  in 
one  of  six  specialized  residential  cen- 
ters. 

For  further  information,  write  for 
a detailed  catalogue  today. 

Registrar.  Dept.  K-1 
P.O.  Box  4008, 

Austin,  Texas  78751 


Paul  L.  White,  M.D.,  Medical  & Psychiatric  Director 
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400,000  units  of  potassium  penicillin  V per  teaspoonful 

New. . .V-  Cillin  K®,  Pediatric,  250  mg. 


Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest, Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


Now. . .twice  as  much  as  before  in  each  teaspoon 
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AS  THE  TIME  draws  near  for  the  1968  Annual 
Session  of  the  TMA  House  of  Delegates  in  Houston 
it  is  becoming  apparent  that  both  the  reference 
committee  hearings  and  the  debate  sessions  on  the 
floor  of  the  House  of  Delegates  will  be  spirited  and 
informative. 

Those  who  attended  the  1967  Annual  Session  in 
Dallas  will  recall  that  the  House  of  Delegates  dead- 
locked on  the  question  of  endorsement  of  liberalized 
abortion  laws  in  Texas.  After  several  recount  votes 
including  a secret  ballot  the  issue  was  finally  de- 
ferred pending  a study  in  depth.  In  June  Dr.  How- 
ard R.  Dudgeon,  Jr.,  President  of  TMA,  appointed 
a special  committee  to  make  this  study  and  the  com- 
mittee is  submitting  its  report  at  the  forthcoming 
session.  A resolution  for  proposed  action  will  be 
presented  before  the  House  of  Delegates.  Only  dele- 
gates will  have  a vote  on  this  proposed  action  but 
any  member  of  the  Texas  Medical  Association  may 
attend  the  reference  committee  hearing  at  which 
the  report  will  be  discussed  and  may  express  his 
opinion  regarding  it. 

Another  matter  over  which  there  will  certainly 
be  differences  of  opinion  is  the  desirability  of  com- 
pulsion in  vaccination  programs  in  school.  There  is 
no  serious  challenge  to  the  desirability  of  the  ad- 
ministration of  measles  vaccine  to  children  but  the 
Committee  on  School  Health  is  recommending  that 
it  be  required  for  entry  into  the  first  grade  of 
public  schools.  At  the  1967  Annual  Session  the 
House  of  Delegates  approved  a recommendation  that 
tuberculin  testing  be  made  mandatory  for  all  chil- 
dren entering  public  school  for  the  first  time  and 
again  on  advancement  to  the  high  school  level.  There 
has  been  considerable  discussion  of  this  recommen- 
dation during  the  past  year  and  the  Council  on  Sci- 
entific Advancement  now  suggests  reconsideration 
of  the  resolution.  Full  information  on  these  subjects 
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will  be  aired  at  reference  committee 
hearings. 

The  State  Legislature  is  not  in  session 
this  year  so  consideration  of  legislation  will 
not  be  as  heavy  as  it  is  in  years  in  which 
the  Legislature  meets.  However,  as  everyone 
knows,  the  US  Congress  continues  to  be  ac- 
tive in  the  medical  fields  and  there  un- 
doubtedly will  be  resolutions  in  reference  to 
the  various  medical  programs  of  the  federal 
government.  The  major  programs  are  Medi- 
care, Medicaid  (or  Title  XIX  as  it  is  often 
referred  to),  regional  medical  programs 
(heart  disease,  cancer,  and  stroke)  the 
O.E.O.  health  programs,  and  the  comprehen- 
sive health  planning  activities  provided  for 
under  public  law  89-749.  Various  committees 
will  have  reports  on  these  medical  programs. 

The  Texas  Medical  Association  has  had 
under  study  for  some  time  a retirement  pro- 
gram which  it  can  offer  to  its  members 
under  the  provisions  of  the  Keogh  Act.  This 
plan  has  been  approved  by  the  Executive 
Board  of  the  TMA  and  will  be  before  the 
House  of  Delegates  for  final  approval.  It  is 
anticipated  that  participation  in  the  retire- 
ment program  will  be  possible  in  the  next 
few  months. 

Only  a few  By-Laws  changes  are  being 
proposed  at  this  session.  The  most  far-reach- 
ing changes  involve  the  automatic  loss  of  of- 
fice by  an  officer  or  committee  member  of 
the  Association  if  he  misses  two  consecutive 
regular  meetings  of  the  committee  or  board 
of  which  he  is  a member.  This  proposal  was 
presented  at  the  1967  Annual  Session  but 
action  on  it  was  deferred.  The  Council  on 
Constitution  and  By-Laws  has  studied  it  for 
a year  and  resubmits  these  changes  with  one 
alteration.  In  the  1967  version,  the  Presi- 
dent of  the  Association  was  exempt  from  the 
attendance  requirement.  The  Council  now 
proposes  that  the  President  not  be  exempt 
and  that  he  too  lose  office  on  failure  of  at- 
tendance at  scheduled  meetings. 

Many  will  remember  the  extended  hearing 
on  the  subject  of  osteopathy  at  the  1967 
session.  This  hearing  was  attended  by  osteo- 
paths on  invitation  of  the  Association,  and 
the  ultimate  result  was  the  adoption  of  the 


following  statement ; “Doctors  of  Osteopathy 
who  practice  scientific  medicine  on  an  ethi- 
cal basis  are  not  cultists.”  The  Board  of 
Councilors  has  ruled  that  when  this  situation 
prevails,  an  M.D.  may  consult  with  a D.O. 
on  the  care  of  patients.  A number  of  situa- 
tions arising  in  different  communities  have 
kept  this  subject  current  and  the  House  of 
Delegates  will  expect  to  receive  an  up-to-date 
report  and  perhaps  contemplate  additional 
action. 

The  House  of  Delegates  will  meet  Thurs- 
day morning.  May  2,  at  10:30  a.m.,  in  the 
Shamrock  Hilton  Hotel  in  Houston  at  which 
time  it  will  receive  all  the  official  new  busi- 
ness of  the  past  year.  This  will  include  the 
reports  referred  to  here  and  many  others. 
At  2 : 30  p.m.  on  the  same  day  reference  com- 
mittees will  hold  open  hearings  on  these 
reports.  Any  member  of  the  Texas  Medical 
Association,  regardless  of  whether  he  is  a 
delegate,  not  only  may  but  is  urged  to  attend 
one  or  more  of  these  reference  committee 
hearings  and  express  his  views  on  the  sub- 
jects under  consideration.  He  should  in  fact 
feel  an  obligation  to  do  so  if  he  has  informa- 
tion which  will  be  of  assistance  to  the  refer- 
ence committee  and  the  members  of  the 
House  of  Delegates.  An  agenda  of  subjects 
being  considered  by  each  reference  commit- 
tee will  be  prominently  displayed  on  the 
door  of  the  meeting  room,  and  the  chairman 
of  the  committee  will  attempt  to  give  time 
designations  for  consideration  of  controver- 
sial subjects  in  order  that  interested  persons 
may  know  when  to  appear.  After  the  open 
hearings  the  reference  committees  will  for- 
malize their  own  reports  and  submit  them  to 
the  House  of  Delegates  the  following  even- 
ing, May  3,  at  7 :30  p.m.  The  House  of  Dele- 
gates may,  of  course,  adopt,  reject,  or  modify 
in  whatever  way  it  wishes  the  various  rec- 
ommendations of  the  reference  committees. 
It  is  at  this  session  that  the  most  spirited 
debate  is  likely  to  occur.  Again  any  member 
of  the  Texas  Medical  Association  may  be  in 
attendance  at  the  session  but  only  delegates 
have  the  privilege  of  the  floor  and  of  voting. 

— Charles  Max  Cole,  M.D.,  Dallas, 
Speaker,  TMA  House  of  Delegates. 
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New  Anesthetic  Agents,  Methods 
Used  in  Otolaryngology 

IN  RECENT  YEARS  THERE  has  been  an 
increasing  tendency  to  use  different  types 
of  general  anesthesia  in  various  otolaryn- 
gological  procedures,  particularly  for  endo- 
scopy, diagnostic  laryngoscopy,  broncho- 
scopy and  esophagoscopy  which  formerly 
were  always  done  under  local  anesthesia, 
even  in  infants.  The  newer  types  of  intra- 
venous anesthesia  in  combination  with  mus- 
cle relaxants,  administered  by  a competent 
anesthesiologist,  now  allow  the  otolaryngolo- 
gist to  perform  a much  more  thorough  exam- 
ination safely  and  with  much  less  trauma 
and  anxiety  to  the  patient.  In  performing 
the  various  endoscopic  procedures  it  has 
been  my  practice  to  first  carefully  apply 
local  anesthetic  to  the  patient’s  throat,  phar- 
ynx, larynx,  and  trachea  just  as  one  would 
do  in  carrying  out  a local  anesthetic.  The 
patient  receives  moderately  heavy  sedation 
the  night  before  surgery,  and  one  hour  be- 
fore surgery  more  sedative  is  given.  The 
additional  local  anesthesia  further  augments 
relaxation  under  the  basal  anesthetic  which 
the  anesthesiologist  is  administering  by  in- 
travenous drip  infusion.  It  is  always  import- 
ant that  plenty  of  oxygen  is  administered 
along  with  the  anesthetic  agent.  Surgery  on 
the  larynx  itself,  such  as  removing  tumors 
and  stripping  the  cords,  is  usually  followed 
by  bronchoscopic  examination  to  note  the 
character  of  the  tracheobronchial  tree  in 
order  to  aspirate  any  blood,  secretions  or 
mucus  which  may  have  collected  in  the 
anesthetized  lower  tracheobronchial  tree. 
The  increasing  use  of  fiber  optics  as  light 
carriers  for  laryngoscopy,  bronchoscopy  and 
esophagoscopy  has  added  tremendously  to 
illumination  without  the  risk  of  burning  out 
light  bulbs  or  clouding  the  illumination  with 
bloody  secretions.  This  one  factor,  along 
with  better  general  anesthetic,  has  improved 
my  endoscopic  surgery  tremendously. 

This  carries  over  into  other  phases  of 
otolaryngology.  There  was  a time  when  ton- 


sillectomy on  adults  was  always  performed 
under  local  anesthesia.  With  improved  gen- 
eral anesthesia  techniques,  both  intravenous 
and  inhalation,  we  now  can  perform  tonsil- 
lectomy on  adults  while  they  are  asleep. 
There  is  much  less  mental  trauma  to  the  pa- 
tient and  the  doctor  can  do  a much  better 
overall  surgical  procedure.  First  we  put  the 
patient  to  sleep  and  then  apply  local  anes- 
thetic to  the  tonsils  and  adenoids.  This  has 
three  advantages : it  permits  good  hemosta- 
sis; the  patient  requires  considerably  less 
anesthetic  for  sustained  relaxation ; and 
there  is  much  less  postoperative  pain  than  is 
present  when  no  local  anesthetic  is  used. 

With  careful  premedication,  competent 
anesthesia  techniques,  atraumatic  surgical 
procedures  and  the  security  of  a recovery 
room,  we  believe  that  surgical  results  are 
excellent  from  the  standpoint  of  the  surgeon, 
the  patient  and  the  anesthetist. 

Last,  but  not  least,  is  the  almost  universal 
use  of  intratracheal  anesthesia.  With  almost 
all  types  of  anesthesia  today,  when  one  of 
the  inhalation  anesthetic  agents  is  used  an 
intratracheal  tube  is  carefully  placed  for  its 
administration.  It  is  important  that  this  be 
done  atraumatically  and  smoothly  without 
causing  any  pressure.  For  this  reason  all 
sizes  and  shapes  of  intratracheal  tubes  are 
available.  A small  plastic  tube  can  be  placed 
even  in  a newborn  infant  if  the  size  is  ap- 
propriate. Some  intratracheal  tubes  have  an 
inflatable  cup  to  allow  the  tube  to  fit  snugly 
and  yet  close  off  and  protect  the  airway 
from  extraneous  secretions,  blood  or  pus 
which  may  seep  down  from  the  operative 
field.  With  the  properly  fitted  tube  in  place, 
the  anesthetist  has  complete  control  over  the 
patient’s  breathing.  During  sinus  surgery, 
when  material  containing  much  blood  and 
pus  enters  the  hypopharyngeal  area,  we  are 
especially  grateful  for  a well-fitted  intratra- 
cheal tube  that  can  be  placed  well  out  of  the 
operative  field.  Laryngeal  surgery,  which 
requires  an  anesthetic  agent  given  through 
a tracheostomy  via  the  intratracheal  tube, 
can  be  made  smoother  with  the  continuous 
anesthetic  agent  being  supplied  and  at  the 
same  time  keeping  a dry  tracheobronchial 
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tree.  There  was  a time  when  all  laiyngec- 
tomies  were  always  done  under  local  anes- 
thetic in  an  effort  to  keep  the  tracheobron- 
chial tree  dry,  but  with  newer  techniques 
and  newer  agents  and  the  inflatable  cup  on 
the  intratracheal  tube,  one  can  perform  a 
much  more  satisfactory  procedure  with  the 
patient  asleep.  In  the  same  sense,  in  aryte- 
noidectomy  procedures  the  intratracheal  tube 
is  placed  through  the  larynx  to  immobilize 
and  fix  the  larynx  in  a strongly  abducted  po- 
sition to  make  the  arytenoids  more  accessi- 
ble. Smooth,  deep  general  anesthesia  with  a 
clean  trachea  allows  for  a better  operative 
result. 

Thus,  the  advances  in  anesthesiology  have 
led  to  more  sophisticated  techniques  in  oto- 
laryngological  surgery. 

— Claude  C.  Cody,  III,  M.D.,  Houston. 

Texas’  Medicaid  Recipients 
Cannot  Be  Billed  Directly 

THE  UNITED  STATES  Congress  now  has 
authorized  direct  billing  of  the  medically 
needy  under  the  Title  19  program.  However, 
this  group  presently  is  not  covered  in  the 
Texas  Title  19  program.  The  four  groups 
covered  in  this  state  under  Title  19  (Old 
Age  Assistance  recipients,  the  blind,  the 
totally  and  permanently  disabled,  and  fam- 
ilies with  dependent  children)  cannot  be 
billed  directly  for  services  rendered,  under 
the  provisions  of  the  federal  law. 

We  find  that  confusion  is  prevalent  in 
the  Department  of  Health,  Education  and 
Welfare  in  Washington.  Secretary  John  W. 
Gardner  has  resigned  and  his  successor  has 
not  been  named.  The  Food  and  Drug  Admin- 
istration has  been  urging  the  Congress  to 
push  for  generic  drugs ; when  generic  chlor- 
amphenicol became  available  from  a number 
of  manufacturers,  the  Food  and  Drug  Ad- 
ministration discovered  that  the  generic 
drug  was  not  satisfactory. 


In  spite  of  this  confusion,  we  physicians 
in  Texas  should  not  depart  from  sound 
ideas.  We  should,  wherever  possible,  use  the 
direct  billing  and  individual  responsibility 
plans.  Accepting  the  assignment  is  “easy,” 
but  this  does  not  lead  to  the  best  in  medical 
care.  The  “easy”  assignment  way  makes  it 
easy  for  government  bureaucracy  to  impose 
closed  panels  and  a fixed  fee  schedule.  The 
Medicare  Newsletter  of  Jan.  31,  1968,  re- 
ports that  all  medical  bills  are  now  pro- 
cessed by  computer. 

Now  that  the  computer  has  the  fees  pro- 
grammed, will  increased  fees  be  honored 
when  the  government  raises  the  cost  of  do- 
ing business;  raising  the  minimum  wage, 
raising  the  Social  Security  tax,  raising  ex- 
cise and  income  taxes,  requiring  more  re- 
ports? Texas  physicians,  please  consider  the 
Individual  Responsibility  Program! 

—Dick  Cason,  M.D.,  Hillsboro. 
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Dallas  County  Society  Provides 
Continuing  Immunizations  Program 

Dallas  is  one  of  the  communities  which,  in 
cooperation  with  the  Public  Health  Service, 
has  been  conducting  a continuing  program 
of  immunizations  for  several  years.  When 
measles  vaccine  became  available,  it  was 
promptly  included. 

In  November  1967  the  Dallas  County  Med- 
ical Society  conducted  one  of  the  most  mas- 
sive immunization  education  programs  in  its 
history.  This  was  the  second  phase  of  an 
educational  effort  which  started  in  1965. 

A tremendous  number  of  man-hours  were 
expended.  The  medical  society  received  the 
cooperation  of  many  groups,  including  the 
Dallas  County  Junior  Chambers  of  Com- 
merce, Dallas  County  public  school  officials. 
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industrial  public  relations  directors,  and  the 
news  media.  Two  complete  radio  programs 
were  developed  and  devoted  entirely  to  the 
topic  of  immunization.  Many  public  service 
spots  were  utilized,  and  several  of  the  news- 
papers carried  feature  articles. 

Every  elementary  school  in  Dallas  County 
used  posters  on  bulletin  boards  regarding 
immunization,  and  measles  in  particular.  We 
utilized  the  “Peanuts”  comic  strip  character 
for  this  effort.  Some  600  posters  were  used. 

Over  1,500  industrial  firms  in  Dallas 
County  were  sent  posters  and  educational 
materials  for  their  clock-out  locations  and 
bulletin  boards.  Many  firms  asked  for  addi- 
tional materials ; some  4,000  posters  were 
used. 

Large  color  posters  concerning  immuniza- 
tion were  distributed  over  the  city  by  medi- 
cal service  representatives  and  Dallas  Coun- 
ty Jaycees.  Over  400  posters  were  placed  in 
groceiy  and  drug  stores.  Many  banks  and 
drug  chains  asked  for  posters  as  well. 

Sixty  thousand  bank  staffers  were  used, 
and  over  100,000  staffers  were  used  by  phy- 
sicians in  statements. 

Both  the  city  and  county  health  depart- 
ments held  additional  immunization  clinics 
during  this  time.  A list  of  the  regular  clinics 
held  by  the  health  department  was  published 
in  both  of  the  large  metropolitan  news- 
papers. 

During  the  1966-67  educational  effort,  the 
city  health  department  gave  over  21,000 
measles  immunizations.  The  county  health 
department  in  1967  alone  gave  1,503.  From 
a limited  survey  carried  out  by  the  Dallas 
County  Medical  Society  it  was  estimated 
that  the  private  physicians  gave  almost  one- 
half  million  immunizations  in  1967,  and  ap- 
proximately 10  percent,  or  30,000  to  50,000 
Avere  for  measles.  During  1967  the  city 
health  department  gave  216,727  immuniza- 
tions and  the  county  gave  21,358. 

The  program  did  not  end  with  specific 
dates,  but  is  being  continued  on  an  orderly 
basis. 

— Oscar  Marchman,  Jr.,  M.D.,  Dallas, 

President,  Dallas  County  Medical  Society. 


QUESTIONS 

IMA 

AND 

ANSWERS 

Direct  Billing  for 
Military  Dependents 


Are  physicians  allowed  to  bill  directly  under  the 
military  dependents'  medical  care  program? 

Direct  payments  to  the  beneficiary  or  the  spon- 
sor now  are  authorized  under  this  program.  This  pro- 
vision was  obtained  at  a conference  between  repre- 
sentatives of  the  Texas  Medical  Association  and  Brig. 
Gen.  Norman  E.  Peatfield,  Executive  Director  of  the 
Office  for  Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services  (OCHAMPUS),  at  a meeting  in 
August,  1967.  Thus,  the  physician  now  has  the  highly 
desirable  option  of  either  billing  the  patient  directly, 
or  taking  an  assignment  for  services  rendered. 

A maximum  fee  schedule  no  longer  is  used  to  re- 
imburse physicians  for  services  under  this  program. 
Payments  are  now  authorized  to  physicians  on  the 
concept  of  “usual,  customary,  and  reasonable  fees.” 

If  the  physician  chooses  to  bill  the  patient  directly, 
he  can  assist  the  patient  by  providing  him  with  an 
itemized  statement.  The  Attending  Physicians  State- 
ment (IRP  Form)  also  may  be  used  by  the  physidan 
to  provide  the  necessary  information.  The  patient 
must  supplement  that  information,  and  then  he  can 
secure  reimbursement  from  the  Office  for  Civilian 
Health  and  Medical  Program  of  the  Uniformed  Serv- 
ices, Denver,  Colo.  The  patient  will  receive  payment 
for  the  portion  of  the  fee  permitted  under  the  benefits 
of  the  government  program,  and  on  the  basis  of  the 
concept  of  usual,  customary,  and  reasonable  fees. 

— C.  LINCOLN  WILLISTON, 
Austin,  Executive  Secretary, 
Texas  Medical  Association. 
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hen  the  road  back  to  good 
health  Is  long  and  expensive... 

Your 

Texas  Medical  Association 

MAJOR  MEDICAL  PROGRAM 

can  be  of  great  help. 
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DOCTOR-SPOUSE-CHILDREN 
UP  TO  $15,000  FOR  EACH 
ILLNESS  OR  ACCIDENT. 
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ADMINISTERED  BY 

Charles  0.  Finley  & Company 

1905  N.  LAMAR  BLVD.,  AUSTIN.  TEXAS 


UNDERWRITTEN  BY 

Lumbermens 
Mutual  Casualty  Co 
CHICAGO.  ILLINOIS 
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TEXAS  MEDIC  WE 


ASSOCIATION  NEWS 


Council  Selects  Annuity  Administrator, 
Seeks  IRS  Approval  of  Retirement  Plan 


Members  of  the  Council  on  Medi- 
cal Service  and  Insurance  and  other 
officials  of  Texas  Medical  Associa- 
tion have  continued  their  efforts  to 
complete  a well-rounded  retirement 
program,  which  qualifies  under  the 
Keogh  Act,  for  Association  members. 

The  Council  has  announced  se- 
lection of  Bankers  Life  Insurance 
Company  of  Des  Moines,  Iowa,  as 
the  insurance  company  to  handle 
the  fixed  income  (annuity)  portion 
of  the  TMA  Retirement  Plan  and 
Trust. 

The  company  was  selected  fol- 
lowing thorough  review  of  programs 
from  several  companies.  Twelve  ma- 
jor companies  had  been  invited  to 
bid:  four  responded  and  offered  pro- 
grams. Names  of  these  companies 
were  omitted  from  the  proposals, 
and  their  programs  were  submitted 
to  a recognized  independent  Insur- 
ance counselor  for  review.  His  rec- 
ommendation, Bankers  Life  of  Des 
Moines,  was  adopted  by  the  Coun- 
cil on  the  basis  that  the  company 
offered  experience,  flexibility,  will- 
ingness to  adapt  to  future  condi- 
tions, and  excellent  continued  fixed 
income  benefits. 

Other  features  of  the  retirement 
plan  have  been  approved  earlier  by 
the  Council  and  the  Executive  Board, 
and  the  entire  plan  has  been  sub- 
mitted to  the  Internal  Revenue  Ser- 
vice for  approval.  A meeting,  sched- 
uled April  17  in  Little  Rock,  Ark., 
between  Association  officials  and 
an  IRS  representative,  was  to  be 
held  to  consider  approval. 

When  approved  the  plan  will  be 
available  for  full  participation  in 
1968,  and  enrollment  will  begin. 
After  enrollment  begins,  contribu- 
tions may  be  made  by  the  month, 
semiannually,  or  annually  prior  to 
the  last  day  of  the  year. 

Fees  will  be  as  follows: 

1.  Enrollment  fee  of  $35  for  each 
employer  group. 

2.  Annual  charges  to  include  Vz 
of  1 percent  of  the  market  value  of 
the  common  trust  fund  adminis- 
tered by  the  trustee  (this  fee  will 
be  taken  at  the  rate  of  1/24  of  1 
percent  each  month  and  will  be  a 
charge  against  the  fund),  $3  per 
year  for  each  annuity  contract  held 


by  the  trustee,  $6  per  participant 
per  year  for  maintaining  accounts 
(an  additional  $10  per  person  v/ill 
be  charged  when  all  or  a portion  of 
the  funds  are  invested  in  mutual 
funds),  and  $10  for  each  invest- 
ment change  directed  by  the  parti- 
cipant. 

The  minimum  annual  fee  will  be 
$50  per  year  per  employer  group. 

The  TMA  Council  on  Medical  Ser- 
vice and  Insurance  and  the  trustee 
bank  will  review  fees  and  proposed 
changes  In  management  and  ad- 
ministration of  the  retirement  plan 
in  December  of  each  year. 

In  a letter  to  Texas  physicians 
Mr.  Ben  J.  Kerr,  Jr.,  vice  president 
and  executive  trust  officer.  Mercan- 
tile National  Bank,  Dallas,  com- 
mented briefly  on  the  investment 
program  to  be  offered  by  the  bank. 

He  said  that  for  funds  entrusted 
to,  and  to  be  invested  by,  the  Mer- 
cantile an  Equity  fund  and  an  In- 
come Fund  for  collective  invest- 
ments of  funds  will  be  held  by  the 
Bank  as  Trustee.  The  Equity  Fund 
will  provide  participants  an  invest- 
ment vehicle  utilizing  a diversified 
group  of  equity  securities  for  long- 
term accumulation  of  capital  through 
ownership  in  growing  companies. 
The  income  fund  will  provide  partici- 
pants an  investment  vehicle  of  fixed 
income  securities  with  emphasis  on 
current  income  and  safety  of  prin- 
cipal. One  or  both  of  the  Mercantile 
funds  will  enable  the  participant  to 
obtain  investment  management  and 
diversification  on  a broad  scale 
which  would  not  be  available  on  an 
individual  basis. 

Mr.  Kerr  further  stated  that  funds 
would  be  invested  by  the  Mercantile 
similarly  to  funds  presently  being 
invested  for  Corporate  Pension  and 
Profit  Sharing  Funds.  At  the  present 
time,  assets  under  management  by 
the  Mercantile  in  one  or  more  col- 
rency  with  jurisdiction  over  National 
The  Mercantile  will  manage  funds 
under  the  authority  of  the  United 
States  Treasury  Comptroller  of  Cur- 
rency with  jurisdiction  over  National 
Banks. 

The  TMA  retirement  plan  is  in- 
tended to  be  flexible,  offering  the 
physician  several  methods  of  in- 


vestment to  choose  from:  balanced 
and  growth  mutual  funds,  annuities 
of  various  kinds,  US  government 
bonds,  common  trust  funds,  or  sav- 
ings accounts.  The  physician,  or  a 
member  of  this  group  can  move  his 
funds  from  one  media  to  another 
with  the  payment  of  a small  fee. 
The  various  investment  media  par- 
ticipating in  the  plan  will  maintain 
booths  at  the  TMA  Annual  Session 
in  May. 

42  TEXAS  PHYSICIANS 
TO  GET  DRAFT  NOD 

Texas  will  be  expected  to  provide 
42  doctors  of  medicine  and  2 doc- 
tors of  osteopathy  to  Armed  Forces 
Examining  and  Entrance  Stations 
beginning  July,  1968.  Texas  State 
Headquarters  of  the  Selective  Ser- 
vice System  anticipates  that  the  call 
will  be  limited  to  physicians  who  are 
completing  internship  training  at 
this  time.  Physicians  who  are  in  the 
practice  of  medicine  and  those  who 
are  engaged  In  teaching,  research, 
and  administrative  positions  are  not 
expected  to  be  included. 

The  Department  of  Defense  has 
asked  the  Selective  Service  System 
to  provide  1,070  doctors  of  medi- 
cine and  56  doctors  of  osteopathy 
for  active  duty  in  the  Army  begin- 
ning in  July  of  this  year. 

The  number  of  qualified  physi- 
cians who  have  volunteered  for  ac- 
tive duty  in  the  Army  has  not  been 
sufficient  to  replace  the  doctors 
who  began  their  two  years  of  obliga- 
tory service  in  the  summer  of  1966 
and  who  will  be  returning  to  civilian 
life  this  summer. 

Both  the  Navy  and  the  Air  Force 
have  obtained  a sufficient  number 
of  draft-eligible  physician  volunteers 
to  meet  present  requirements. 
Therefore,  they  will  not  be  partici- 
pating in  this  physician  draft.  This 
is  the  second  consecutive  year  that 
the  Air  Force  has  not  needed  to  par- 
ticipate in  the  physician  draft  to 
meet  its  requirement.  Also,  this  call 
represents  the  lowest  number  of 
doctors  requested  in  the  past  few 
years,  and  the  second  lowest  call 
in  the  past  12  years. 
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TMA  Members  Now  Eligible 
For  Credit  Union  Services 


Members  of  the  Texas  Medical 
Association  now  may  have  member- 
ship in  the  Texas  Central  Credit 
Union,  which  is  a unique  type  of 
operation.  It  was  originally  estab- 
lished in  1937  to  service  officers, 
employees,  and  directors  of  other 
credit  unions.  During  the  past  sev- 
eral years,  it  has  broadened  its 
scope  to  serve  additional  groups. 
This  year,  the  field  of  membership 
was  expanded  to  include  members 
of  the  Texas  Medical  Association 
who  do  not  have  another  credit 
union  at  their  disposal. 

Since  1937,  Texas  Central  Credit 
Union  has  grown  into  a solid,  pro- 
gressive organization  with  more 
than  3.5  million  dollars  in  assets 
used  to  provide  many  services  to 
more  than  11,000  members. 

Savings  and  Insurance:  Savings 
deposited  in  the  credit  union  earn 
life  insurance  without  additional 
charge,  for  each  dollar  in  the  mem- 
ber's share  account  up  to  $2,000, 
providing  it  was  on  deposit  before 
the  member  reached  age  70  and 
while  he  was  able  to  perform  his 
usual  duties  of  livelihood.  This 
means  that  upon  death  of  a mem- 
ber, his  beneficiary  would  receive 
the  $2,000  on  deposit  plus  an  addi- 
tional $2,000  from  the  insurance 
proceeds.  In  addition,  the  savings 
will  have  earned  a dividend  paid 
annually.  The  insurance  benefits 
may  be  obtained  for  each  member  of 
the  family  by  opening  individual  ac- 
counts in  their  name  and  depositing 
up  to  $2,000  in  each  account  On 
shares  deposited  from  ages  6 
months  through  54  years,  dollar 
for  dollar  coverage  is  provided;  on 


shares  deposited  after  age  54,  cov- 
erage decreases  gradually  until  age 
70,  after  which  deposits  earn  no  in- 
surance. Once  covered,  shares  con- 
tinue to  be  covered  as  long  as  they 
are  left  in  the  account. 

Loans:  Texas  Central  provides 
loans  to  its  members  at  rates  well 
below  those  allowed  under  the  new 
Consumer  Credit  Code  passed  by 
the  Texas  Legislature.  In  addition 
the  credit  union  provides,  without 
extra  charge,  life  insurance  to  the 
amount  of  the  loan  balance  up  to 
$10,000  on  insurable  risks  in  case 
of  death  prior  to  age  70  or  total  dis- 
ability prior  to  age  60. 

The  comparison  of  the  charges 
allowed  under  the  new  Consumer 
Credit  Code  and  those  charged  by 
Texas  Central  shows  the  savings  in 
cost  by  using  the  credit  union.  (See 
tables  of  costs  below.) 

Line  of  Credit:  Texas  Central  also 
provides  a line  of  credit  loan  to  al- 
low its  members  a service  so  that 
they  need  not  pay  the  high  cost  of 
revolving  charge  accounts.  For  ex- 
ample, a revolving  charge  account 
of  $1,200  with  monthly  payments 
of  $100  plus  charges  for  12  months 
would  cost  $103  under  the  usual 
retail  charge  agreements.  Texas 
Central  Credit  Union  will  provide  the 
same  amount  to  its  members, 
through  line  of  credit  loans,  for  a 
total  charge  of  $65,  a savings  of 
$38. 

The  line  of  credit  loan  application 
and  agreement  Is  completed  by  the 
member  up  to  $1200.  After  the  ap- 
plication and  agreement  have  been 
approved,  the  member  may  request 


an  advance  by  phoning  the  office. 
There  are  no  additional  forms  to 
complete.  The  check  will  be  mailed 
the  same  day.  When  calling  locally, 
dial  LA  8-4330.  Out-of-town  mem- 
bers may  call  directly  over  the  WATS 
line  by  dialing  1-800-492-6456  dur- 
ing regular  office  hours,  9 to  5 Mon- 
day through  Friday.  The  amount 
of  the  monthly  payments  is  de- 
tailed on  the  loan  agreement  and 
depends  upon  the  amount  of  the 
outstanding  balance.  The  interest 
charge  on  this  type  loan  is  5/6  per- 
cent of  the  unpaid  balance.  The 
normal  charge  on  a revolving  charge 
ranges  from  one  to  IY2  percent  of 
the  unpaid  balance  per  month.  The 
member  can  purchase  and  set  his 
account  up  on  a regular  30-day 
charge.  At  the  end  of  the  30  days 
he  may  call  for  an  advance  on  his 
line  of  credit  loan  and  pay  off  his 
regular  charge,  saving  one  month’s 
interest. 

How  To  Join:  All  members  of  the 
Texas  Medical  Association  are  eli- 
gible for  membership  in  TCCU.  A 
membership  card  is  completed  and 
an  Initial  deposit  of  $5  plus  25  cents 
entrance  fee  is  required.  To  obtain 
additional  information  and  forms, 
write  to  Texas  Central  Credit  Union, 
4617  N.  Central  Expressway,  Dallas, 
Texas  75205,  or  call  the  appropriate 
telephone  number. 

PERSONALS 

Dr.  Milton  W.  Talbot,  Jr.,  pedia- 
trician, has  been  elected  president 
of  the  Big  Spring  Chamber  of  Com- 
merce for  1968. 

Dr.  Haden  E.  McKay  of  Humble 
has  been  appointed  to  a three-year 
term  on  the  American  Academy  of 
General  Practice's  Committee  on 
Legislation  and  Public  Policy. 

Frankston  physician.  Dr.  Marion 
A.  King,  was  honored  by  the  William 
Foster  Masonic  Lodge  in  January 
for  50  years  service  as  a Mason. 

Dr.  Edwin  P.  Tottenham  of  Bren- 
ham  has  assumed  the  position  of 
assistant  section  chief  of  Medical 
Care  Administration  with  the  Texas 
State  Department  of  Public  Health. 
Dr.  Tottenham  is  a past  president 
of  the  Washington-Burleson  Coun- 
ties Medical  Society. 

Dr.  John  A.  Jenicek,  associate 
professor  of  anesthesiology  at  The 
University  of  Texas  Medical  Branch 
at  Galveston,  has  received  the  Le- 
gion of  Merit  award.  Dr.  Jenicek,  re- 
tired US  Army  Medical  Corps  colo- 
nel, was  formerly  chief  of  anesthesi- 
ology and  operative  service  at  Wal- 
ter Reed  Hospital,  Washington,  D.C. 
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COMPARATIVE  COST  OF  ONE-YEAR  LOANS 


Charge, 

True 

Texas  Central 

Amount 

No  Insurance 

Annual  Rate 

With  Insurance 

Savings 

$ 100 

$ 18.00 

33.23% 

$ 5.60 

$12.40 

500 

70.00 

25.84 

27.52 

42.48 

1000 

110.00 

20.31 

55.04 

54.96 

1500 

150.00 

18.46 

8236 

67.44 

2000 

190.00 

1734 

110.08 

79.92 

2500 

230.00 

16.98 

137.48 

92.52 

COMPARATIVE  COST  OF  MOTOR  VEHICLE  INSTALLMENT  LOANS 

Class  1— 

■New  Cars— -3-Year  Term 

Amount 

Charge, 

True 

Texas  Central 

Financed 

No  Insurance 

Annual  Rate 

With  Insurance 

Savings 

$3000 

$675.00 

1439% 

$434.40 

$240.60 

2500 

56230 

1439 

362.00 

20030 

2000 

450.00 

1439 

289.60 

160.40 

1500 

337.50 

14.59 

21720 

12030 

Class  2 — Cars  One  or  Two  Years  Old — ^Two  Year  Term 

$2500 

$500.00 

1920% 

$241.28 

$258.72 

2000 

400.00 

19.20 

192.88 

207.12 

1500 

300.00 

19.20 

144.72 

15528 

1000 

200.00 

1920 

%36 

103.44 
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IN 


PROFESSIONAL  LIABILITY  INSURANCE 


Professional  Protection  Exclusively  since  1899 


AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 
3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  Robert  F.  Reiman,  Representatives 
327  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1127 


Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 


early  relief  from 


At  the  recommended  Norpramin 
(desipramine  hydrochloride) 
dosage  level— initially  150  mg. 
per  day— symptomatic 
improvement  may  often 
begin  within  two  to  five 
days.  As  depression  subsides, 
daytime  activity  improves  . . . 
mood  fluctuations  lessen  . . . 
sleep  is  sounder.  Fast  onset  of 
action  and  usually  mild  side 
effects  are  significant  reasons 
for  Norpramin’s  use  in 
depression  of  any  type  . . . any 
degree  of  severity. 


LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  mental  depression  of  any  kind- 
neurotic  or  psychotic. 

CONTRAINDICATIONS:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe 
coronary  heart  disease,  epilepsy.  Should  not  be 
given  within  two  weeks  of  treatment  with  a mono- 
amine oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1)  Patients  with 
a history  of  paroxysmal  tachycardia.  (2)  Patients 
receiving  concomitant  therapy  with  thyroid,  anti- 
cholinergics or  sympathomimetics  may  experience 
potentiation  of  effects  of  these  drugs.  (3)  Safety  in 
pregnancy  has  not  been  established.  (4)  Perform 
liver  function  studies  in  patients  suspect  of  having 
hepatic  disease. 

PRECAUTIONS:  (1)  Desipramine  hydrochloride 
should  not  be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered  grave.  Sui- 
cidal ingestion  of  large  doses  may  be  fatal.  (2)  If 
serious  adverse  effects  occur,  reduce  dosage  or 
alter  treatment.  (3)  In  patients  with  manic-depres- 
sive illness  a hypomanic  state  may  be  induced.  (4) 
Discontinue  drug  as  soon  as  possible  prior  to  elec- 
tive surgery. 


ADVERSE  EFFECTS:  The  following  Side  effects  have 
been  encountered:  dry  mouth,  constipation,  dizzi- 
ness, palpitation,  delayed  urination,  agitation  and 
stimulation  (“jum  pi  ness, ’"‘nervousness,  ""anxiety," 
"insomnia”),  bad  taste,  sensory  illusion,  tinnitus, 
sweating,  drowsiness,  headache,  hypotension 
(orthostatic),  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  tremor,  allergy 
(general),  altered  liver  function,  ataxia  and  extra- 
pyramidal  signs,  agranulocytosis. 

Additional  side  effects  more  recently  reported 
include:  seizures,  eosinophilia,  confusional  states 
with  hallucinations,  purpura,  photosensitivity,  galac- 
torrhea, gynecomastia,  and  impotence.  Side  effects 
which  could  occur  (analogy  to  related  drugs)  in-  \ 
elude  weight  gain,  heartburn,  anorexia,  and  hand  i 
and  arm  paresthesias. 

DOSAGE:  Optimal  results  are  obtained  at  a dosage  , 
of  50  mg.  t.i.d.  (150  mg./day).  i 

SUPPLIED:  NORPRAMIN  (desipramine  hydro-  i 
chloride)  tablets  of  25  mg.;  bottles  of  50,  500  and  ; 
1,000;  and  tablets  of  50  mg.  in  bottles  of  30,  250,  s 
and  1,000. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


NORPRAMII\r 

(desipramine  liydrociiloride) 

improvement  often 
begins  in  2 to  5 days 


Would  you  rather  buckle  this... 


or  this? 


Published  to  save  lives  in  cooperation  with  The  Advertising  Counci 
and  the  National  Safety  Council.  For  free  copy  of  Seat  Belt  Fact 
Sheet  write:  N.S.C.,  425  No.  Michigan  Avenue,  Chicago,  III.  60611 


In  a short  time  many  of  us  will  be  on  our  way  to  Houston  for 
the  annual  session  of  the  Texas  Medical  Association.  Most  of  us 
take  the  meeting  for  granted,  not  stopping  to  think  how  much 
worry,  work  and  sweat  went  into  the  preparation.  We  go  to  the 
meeting  in  air-conditioned  cars,  drive  on  fine  four-lane  high- 
ways, have  a good  time,  learn  a little,  see  our  friends  and  then 
return  home  in  the  same  comfortable  manner. 

It  was  not  always  this  easy  to  go  to  an  annual  session. 
Often,  when  no  railroads  were  available,  the  journey  was  made 
by  horseback  or  by  buggy  on  muddy,  narrow  and  rutted  roads.  The 
journey  might  require  two  or  three  days  each  way.  The  first 
meeting  of  the  TMA  was  held  at  the  Methodist  Church  in  Austin 
on  Jan.  17,  1853,  with  35  doctors  attending.  One  of  those  pres- 
ent later  became  Governor  of  Texas. 

Preparation  for  our  1968  meeting  began  two  years  ago  when 
many  of  the  out-of-state  speakers  were  invited  to  be  on  the  pro- 
gram. The  Council  on  Annual  Session  under  the  direction  of  Dr. 
Dennis  M.  Voulgaris  of  Wharton  usually  meets  three  to  four  times 
each  year  to  plan.  Not  only  must  speakers  be  obtained  and  pro- 
grams arranged,  but  accommodations  must  be  available  for  4,500- 
4,700  people.  Last  year  in  Dallas,  4,475  attended — 2,286  being 
physicians.  Usually,  1,600-1,700  first-class  hotel  or  motel 
rooms  are  required  ; about  40  different  groups  must  have  meet- 
ing places,  and  their  programs  and  room  assignments  must  be 
worked  out  to  avoid  clash  or  overlap.  The  chairman  of  the  Com- 
mittee on  General  Arrangements  from  the  host  county  society 
has  attended  each  Council  meeting  and  has  done  most  of  the  leg- 
work  in  his  hometown.  Display  area  must  be  available  for  the  sci- 
entific exhibits,  and  for  the  many  drug  and  medical  supply  com- 
panies that  wish  to  display  their  wares. 

In  January  of  this  year  the  Council  had  a final  meeting; 
the  final  plans  were  given  to  the  Central  Office  Staff  and  they 
put  the  plans  into  action. 

The  Annual  Session  Program  was  in  the  March  issue  of  TEXAS 
MEDICINE.  Read  it  carefully  and  make  your  plans  to  be  in  Houston 
to  attend  all  the  meetings  in  which  you  have  an  interest. 


— Howard  R.  Dudgeon,  Jr.,  M.D. , 

President , 
Texas  Medical  Association. 
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EARLY  RADIOLOGIC  SIGNS 
OF  BRONCHIAL  RUPTURE 


JACK  REYNOLDS,  M.D.,  and  EDWARD  E.  CHRISTENSEN,  M.D. 


Clinical  Medicine:  Although  bronchial 
rupture  can  be  difficult  to  diagnose  im- 
mediately after  injury,  certain  radio- 
graphic  signs  indicate  the  possibility  of 
such  a lesion.  Careful  search  for,  and 
attention  to,  these  signs  in  patients 
with  chest  trauma  can  lead  to  early  diag- 
nosis and  treatment,  thereby  preventing 
the  serious  complications  which  occur 
when  repair  is  delayed. 

EACH  YEAR,  THE  NUMBER,  speed,  and  miles  traveled 
by  vehicles  on  the  nation’s  highways  increases.  Also, 
collisions  are  more  frequent,  and  occur  at  higher 
velocities.  Largely  as  a result  of  vehicular  collision, 
the  incidence  of  severe  injury  to  the  intrathoracic 
viscera  has  increased  steadily  during  the  past  three 
decades. 1 In  the  instant  following  impact,  momentum 
propels  the  pliant  bodies  of  the  occupants  against 
the  unyielding  interior  of  the  vehicle  with  great  vio- 
lence, twisting,  bending  and  compressing  the  flesh. 
Blunt  trauma  of  this  sort  can  be  more  devastating 
than  a penetrating  wound,  since  the  heart,  lungs  and 
great  vessels  are  all  subjected  to  the  widely  dissem- 
inated force.  Although  damage  is  usually  limited  to 
the  rib  cage,  pleura  or  lungs,  the  major  bronchi  are 
also  vulnerable. 

Bilateral  bronchial  rupture  is  rare.  Injury  to  the 
smaller  bronchi  serving  individual  lobes  or  segments 
is  also  uncommon.  Typically,  it  is  the  mainstem 


bronchus  which  gives  way,  perhaps  because  it  is 
firmly  fixed  centrally  and  is  less  resilient  than  the 
smaller  radicles.  Often  the  defect  lies  at  or  near  the 
junction  between  the  bronchus  and  the  trachea,  but 
the  majority  of  ruptures  occur  near  the  middle  of 
the  mainstem  bronchus. 2 

Three  types  of  bronchial  rupture  have  been  de- 
scribed.3  Simple  linear  tears  which  are  not  circum- 
ferential do  occur,  but  in  most  cases  the  bronchus  is 
severed  by  a transverse  laceration  which  passes  large- 
ly between  the  cartilaginous  rings.  When  this  occurs, 
the  severed  ends  become  separated.  The  tough  peri- 
visceral fascia  which  invests  the  bronchus  may  stay 
intact  so  that  a tubular  conduit  remains,  and  there 
may  be  little  or  no  loss  of  alignment,  but  frank  rup- 
ture with  complete  avulsion  of  the  bronchus  and  its 
connective  tissue  sheath  is  common. 1 

Bronchial  rupture  is  a serious  injury  with  an  esti- 
mated mortality  rate  of  about  30  percent.2  Although 
the  majority  survive,  statistics  show  that,  for  many 
patients,  recovery  is  never  complete,  and  they  develop 
major,  often  debilitating  complications.  It  seems  para- 
doxical that  these  morbid  complications  of  bronchial 
rupture  are  actually  the  result  of  the  normal  process 
of  tissue  repair.  In  the  bronchus,  healing  causes  ana- 
tomic distortion  and  the  deformity  interferes  with 
function.  As  healing  progresses  the  caliber  of  the 
bronchial  lumen  is  diminished,  and  usually  within 
two  or  three  weeks  the  once-patent  airway  becomes 
critically  narrowed  by  the  encroaching  granulation  tis- 
sue. If  the  process  ends  in  atresia,  the  lung  deflates 
and  remains  atelectatic.  If,  however,  occlusion  is  in- 
complete, the  lung  served  by  the  stenotic  bronchus 
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inescapably  becomes  infected.  Pathological  stricture 
must  be  expected  if  healing  occurs  in  an  uncon- 
trolled manner.  Fortunately,  if  normal  anatomic  rela- 
tions are  promptly  restored  by  surgical  anastomosis, 
local  tissue  repair  is  facilitated  and  usually  progresses 
in  an  orderly  fashion  so  that  the  lumen  retains  its  nor- 
mal patency. 

Repair:  Successful  primary  repair  of  bronchial  rupture 
has  been  practiced  for  20  years  and  is  highly  refined. 
Therefore,  the  tragically  high  morbidity  rate  cannot 
be  ascribed  to  a lack  of  technical  skill  on  the  part  of 
the  surgeon.  Instead,  the  fault  lies  in  our  ability  to 
detect  this  lesion  early,  before  pulmonary  complica- 
tions occur.  It  is  in  the  art  and  skill  of  diagnosis  that 
we  lag  behind;  as  a result,  too  many  patients  fail  to 
receive  the  proper  curative  treatment.  The  axiom 
that  the  key  to  successful  treatment  is  early  diagnosis 
is  particularly  applicable  to  cases  of  bronchial  rupture. 
In  most  of  these  patients  the  diagnosis  is  not  made 
until  the  complications  are  already  present.  At  this 
stage,  successful  bronchial  repair  often  is  still  possi- 
ble, but  delay  makes  surgical  reconstruction  of  the 
bronchus  more  difficult.  Recurrent  stenosis  is  a fre- 
quent occurrence,  and  even  if  permanent  patency  is 
restored  belatedly,  there  are  often  irreversible  changes 
in  the  diseased  lung  which  early  treatment  probably 
would  have  prevented. 

Complications:  Atelectasis  is  the  most  common  pul- 
monary complication.  If  the  bronchus  is  successfully 
repaired  shortly  after  the  onset  of  atelectasis,  the 
lung  reinflates  and,  rather  promptly,  regains  normal 
circulatory  function.  However,  when  atelectasis  has 
been  prolonged,  the  physiological  shunting  of  blood 
which  begins  when  the  lung  is  deflated  tends  to  per- 
sist after  repair.  Although  circulation  usually  im- 
proves with  time  after  the  airway  is  reestablished, 
the  lung’s  capacity  to  function  as  a respiratory  organ 
may  remain  compromised  to  some  degree. 2. 3 The 
effects  of  chronic  atelectasis  have  been  studied  by  pul- 
monary function  tests  after  bronchial  patency  is  re- 
stored.4.5  Findings  such  as  might  be  encountered  in 


a right-to-left  shunt  are  reported,  and  the  investi- 
gators noted  a lowered  vital  capacity,  diminished 
oxygen  uptake,  and  decreased  pulmonary  compliance. 

In  about  25  percent  of  the  patients  who  develop 
post-traumatic  strictures,  bronchial  occlusion  is  in- 
complete and  the  lung  does  not  become  atelectatic. 
However,  pulmonary  sepsis  is  inevitable,  and  the  re- 
sultant chronic  or  recurrent  suppurative  infection  pro- 
duces irreversible  changes  in  the  lung.  Tissue  de- 
struction and  fibrosis  may  be  so  far  advanced  by  the 
time  the  bronchial  lesion  is  detected  that  the  organ 
is  no  longer  useful,  and  pneumonectomy  rather  than 
bronchoplasty  becomes  mandatory. 

Diagnosis:  Figs.  1 and  2 illustrate  the  radiographic 
changes  which  occur  when,  as  the  result  of  delayed 
or  unsuccessful  surgical  repair,  a stricture  develops 
at  the  site  of  bronchial  disruption.  The  patient,  a 15- 
year-old  girl,  received  head  and  chest  injuries  during 
a vehicular  collision.  She  developed  atelectasis  of  the 
left  lung  about  two  weeks  after  the  injury  (Fig.  1), 
and  laminograms  of  the  mediastinum  at  that  time 
showed  obliteration  of  the  distal  portion  of  the  lumen 
of  the  left  mainstem  bronchus  (Fig.  2a.).  Belatedly, 
anastomosis  was  attempted,  but  this  proved  tech- 
nically difficult.  Patency  was  restored,  but  stenosis 
developed  at  the  site  of  the  surgical  procedure,  and 
this  was  soon  followed  by  pneumonia  which  was  re- 
sistant to  medical  management  (Fig.  2b). 6 Fig.  2 
also  shows  that  laminography  and  bronchography  can 
play  a role  in  the  management  of  patients  with  rup- 
ture of  the  bronchus.  But  since  these  procedures  are 
not  employed  unless  the  lesion  is  suspected,  the  in- 
formation they  supply  serves  mainly  to  quantitate  the 
severity  of  the  morphological  changes,  and  broncho- 
scopy remains  the  definitive  diagnostic  tool. 

Despite  the  obvious  disadvantage  of  late  repair, 
it  is  unfortunately  the  treatment  actually  received  by 
most  victims  of  bronchial  rupture,  for  the  early  signs 
of  a bronchial  lesion  are  usually  obscure  or  ambigu- 
ous. The  physician,  of  course,  is  quick  to  recognize 
the  diagnostic  implications  of  severe,  progressive  in- 
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terstitial  emphysema  of  the  neck,  or  evidence  of  ten- 
sion pneumothorax,  and  prompt  treatment  is  insti- 
tuted. But  these  dramatic,  easily  detectable  manifes- 
tations are  not  as  common  as  is  supposed.  There  was 
no  subcutaneous  emphysema  in  nearly  one-half  of  the 
cases  analyzed  by  Hood  and  Sloan, i and  tension 
pneumothorax  was  present  in  only  26  percent.  There- 
fore, the  majority  of  cases  of  bronchial  rupture  are 
atypical  by  the  usually  accepted  criteria,  and  are 
difficult  to  diagnose.  At  the  core  of  this  problem  is 
the  fact  that  severe,  nonpenetrating  chest  trauma  is 
a common  injury,  and  many  of  its  victims  exhibit 
clinical  or  roentgenologic  signs  of  dyspnea,  hemopty- 
sis, pneumothorax,  rib  fractures  or  subcutaneous 
emphysema:  but  of  the  many  who  present  with  this 
symptom  complex,  relatively  few  actually  have  a rup- 
tured bronchus,  and  lacking  unique  evidence  of  this 
lesion,  they  cannot  easily  be  distinguished  from  those 
patients  with  other  forms  of  thoracic  injury.2 


Fortunately,  some  patients  whose  bronchial  lesions 
are  not  detected  at  the  time  of  initial  evaluation  re- 
ceive a correct  diagnosis  after  a short  period  of  ob- 
servation. For  the  most  part,  they  are  being  treated 
for  pneumothorax,  and  when  the  lung  fails  to  re- 
expand despite  the  use  of  intrathoracic  catheter 
drainage,  the  clinician  suspects  that  there  may  be  a 
more  serious  injury,  and  he  renews  his  diagnostic 
efforts.  Most  patients  respond  promptly  to  treatment 
of  the  nonspecific  initial  complications  of  bronchial 
rupture,  and  as  they  appear  to  improve,  further  diag- 
nostic procedures  are  abandoned.  Thus,  in  Burke’s 
words,  “The  patient  is  peacefully  allowed  to  develop 
a bronchial  stricture  with  all  of  its  hazards.’’2 
To  reduce  the  high  incidence  of  pulmonary  compli- 
cations, we  must  find  a more  effective  way  to  detect 
the  bronchial  lesion  early  under  the  very  conditions 
which  make  this  diagnosis  most  difficult:  in  the  pres- 
ence of  nonspecific  signs  which  indicate  only  that 


Fig.  1.  A patient  with  rup- 
ture of  the  left  main  bron- 
chus showing  atelectasis  of 
the  left  lung  as  it  appeared 
about  two  weeks  following 
the  injur}’,  shortly  after  the 
bronchus  became  occluded. 
The  density  in  the  right 
lower  lung  is  a calcified 
granuloma,  of  no  clinical 
importance. 


(Figs.  1 and  2 appear  in  the  mono- 
graph, "The  Roentgenological  Aspects 
of  Nonpenetrating  Chest  Trauma"  by 
Williams  and  Bonte,  and  are  repro- 
duced through  the  courtesy  of  the 
authors  and  with  permission  of  the 
publishers,  Charles  C Thomas.) 
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some  sort  of  intrathoracic  injury  exists.  Bronchoscopy 
permits  direct  visualization  of  the  lesion  and  is  the 
most  effective  and  reliable  method  of  making  the 
diagnosis.  It  is  nearly  always  employed  to  confirm 
the  clinical  and  radiographic  diagnosis  when  the  car- 
dinal signs  of  bronchial  rupture  are  clearly  in  evidence, 
but  it  is  simply  not  practical  to  examine  all  victims 
of  blunt  chest  trauma  in  this  manner.  Some  method 
of  selection  must  be  employed,  and  certain  criteria 
have  been  proposed  which  may  prove  effective. 

Radiographic  Signs:  Early  diagnosis  is  the  goal,  and 
there  are  some  radiographic  signs  which,  when  pres- 
ent, may  be  detected  immediately.  These  signs  are 
not  inherently  diagnostic  of  bronchial  rupture,  but  if 


present  at  the  time  of  the  initial  examination,  they 
do  indicate  the  immediate  need  for  more  definitive 
diagnostic  procedures.  In  this  sense,  they  can  be  in- 
strumental in  achieving  early  repair. 

The  first  of  these  signs  is  actually  the  result  of 
a concomitant  injury,  fracture  of  the  upper  rib  cage. 
Although  such  fractures  lie  some  distance  away  from 
the  bronchus,  they  are  related  to  the  visceral  lesion, 
for  both  share  the  same  mechanism  of  injury  in- 
volving a force  applied  locally  to  the  upper  anterior 
thorax  which  results  in  regional  stresses  of  a sort 
which  are  not  produced  by  the  more  common  forms 
of  blunt  trauma  to  the  chest.  Therefore,  rib  fractures 
in  this  unusual  location  should  suggest  the  possible 
coexistence  of  an  occult  bronchial  lesion. 


Fig.  2.  Views  of  the  same  patient  shown  in  Fig.  1.  The  laminogram  of  the  major  bron- 
chi was  taken  when  atelectasis  of  the  left  lung  was  present  (a).  Complete  occlusion  of 
the  lumen  of  the  distal  portion  of  the  left  main  bronchus  is  well  demonstrated  by  this 
method.  Bronchial  anastomosis  was  attempted  25  days  after  the  injury,  and  although  a 
lumen  was  restored,  a stricture  developed  near  the  site  of  repair.  On  this  portion  of  an 
anteroposterior  chest  film  made  about  seven  months  after  the  injury  (b)  the  narrowed 
segment  is  delineated  by  contrast  material.  The  effect  of  bronchial  stenosis  is  reflected 
in  pulmonary  disease.  The  infiltration  has  a honeycomb  pattern  indicating  small  areas  of 
parenchymal  destruction. 
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It  should  be  emphasized  that  the  costal  injury 
must  conform  to  a specific  pattern  to  be  of  diagnostic 
significance.  The  sign  is  meaningful  only  if  the  frac- 
tures are  limited  to  the  upper  rib  cage,  for  only  this 
distribution  indicates  that  the  patient  sustained  local- 
ized trauma  in  a critical  area.  If  isolated  fractures  of 
the  first,  second  or  third  ribs  were  common  following 
blunt  trauma  to  the  chest,  the  value  of  this  sign 
would  be  diminished.  But  fracture  of  the  first  two  ribs 
is  unusual:  only  the  11th  and  12th  ribs  are  less 
vulnerable.'^ 

Fractures  limited  to  the  upper  rib  cage  are  seen 
without  concomitant  bronchial  rupture, s-io  and,  con- 
versely, the  bronchial  lesion  is  often  encountered  in 
the  absence  of  rib  damage  in  young  patients.  While 
these  inconsistencies  must  be  considered,  they  do 
not  negate  the  usefulness  of  the  sign  in  assessing 
the  extent  of  injury.  In  the  analysis  of  90  cases  of 
bronchial  rupture,  Burke^  found  that  the  distribution 
of  costal  injury  was  distinctive  in  those  with  broken 
ribs,  for  in  91  percent  of  these  patients,  the  fractures 
were  localized  to  the  upper  rib  cage  on  the  side  of 
the  ruptured  bronchus.  As  might  be  expected,  the 
incidence  of  rib  fractures  was  highest  among  the 
adults  of  this  series.  Distinctive  fractures  were  pres- 
ent in  every  patient  over  30  years  of  age,  and  Burke 
concluded  that  “the  only  patients  who  rupture  a bron- 
chus without  fracturing  a rib  are  children  or  young 
adults.’’  While  this  has  not  always  been  true  in  our 
experience,  exceptions  are  rare,  and  it  is  both  rea- 
sonable and  practical  to  consider  this  unique  fracture 
pattern  as  an  integral  part  of  the  pathological  complex 
which  characterizes  bronchial  rupture  in  the  adult. 

It  is  regrettable  that  fractures  of  the  anterior  or 
lateral  portions  of  the  first  three  ribs  are  often  diffi- 
cult to  see.  Their  detection  may  require  careful  scruti- 
ny, and  sometimes  special  techniques  are  needed  to 
define  them.  The  fracture  may  be  obscured  by  the 
shadow  of  adjacent  ribs,  the  clavicle  or  the  scapula. 
However,  local  changes  which  take  place  as  a result 
of  the  fracture  offer  indirect  evidence  of  the  bony 
lesion.  A small,  localized  extrapleural  hematoma  is 


formed  at  the  fracture  site,  and  this  forces  the 
periphery  of  the  subadjacent  radiolucent  lung  away 
from  the  inner  aspect  of  the  rib.  Thus,  a layer  about 
3 to  6 mm.  wide  is  formed  which  resembles  local 
thickening  of  the  pleura  (Fig.  3).  It  is  easily  over- 
looked or  regarded  as  an  insignificant  finding,  but  on 
the  standard  chest  film  it  often  provides  the  only 
clue  that  a fracture  exists,  and  the  diagnostician 
should  consciously  search  for  this  sign  in  all  cases 
of  chest  trauma.  If  the  initial  films  fail  to  demon- 
strate the  upper  ribs  to  best  advantage,  or  if  signs 
of  fracture  are  equivocal,  “coned  down’’  views  of  the 
area  of  interest  should  be  obtained.  The  hematoma 
which  accompanies  fractures  of  the  anterior  aspect  of 
the  second  or  third  ribs  is  best  shown  in  the  oblique 
projection.il  Evidence  of  bony  displacement  offers 
reliable  proof  of  recent  fracture,  but  displacement  is 
rarely  marked  in  the  upper  rib  cage,  and  when  it 
does  occur,  the  distal  fragment  is  usually  shifted  di- 
rectly backward  so  that  no  separation  or  angulation 
is  evident  on  the  standard  frontal  view.  However,  the 
lordotic  projection  is  ideally  suited  to  demonstrate 
the  abnormality  in  bony  alignment  since  it  provides  an 
axial  view  of  the  upper  ribs  (Fig.  4). 

Because  early  radiographic  evidence  of  mediastinal 
emphysema  is  seen  in  many  patients  with  bronchial 
rupture,  the  various  roentgenologic  features  of  this 
complication  deserve  careful  consideration. 12  This 
sign,  detected  following  blunt  trauma,  often  indicates 
significant  intrathoracic  injury,  and  it  may  give  the 
only  suggestion  of  bronchial  injury.  Therefore,  it  be- 
hooves the  radiologist  to  be  aware  of  the  many  guises 
of  pneumomediastinum  and  of  the  subtle  ways  in 
which  it  is  sometimes  manifest. 

Bronchial  rupture  is  by  no  means  the  leading  cause 
of  mediastinal  emphysema.  Air  can  be  introduced 
into  this  region  as  the  result  of  injury  to  the  neck, 
and  following  perforation  of  the  stomach  or  intestine 
air  may  enter  the  retroperitoneal  tissues  and  ascend 
to  the  thorax,  but  these  are  rare  causes.  Surgery  in 
the  cervical  region  is  usually  accompanied  by  in- 
sufflation of  the  subadjacent  tissues.  Many  cases  of 
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Fig.  3. a.  This  film  was  obtained  just  after  the  patient  sustained  bilateral  fractures  of 
the  first  ribs.  The  linear  bony  defect  at  the  fracture  sites  is  barely  visible,  even  on  the 
original  roentgenogram.  However,  the  extrapleural  hematoma  produced  by  each  frac- 
ture is  clearly  seen,  giving  the  appearance  of  localized  pleural  thickening.  This  sign, 
when  detected  following  blunt  chest  trauma,  should  prompt  the  radiologist  to  search 
carefully  for  a subtle  defect  in  the  first  rib.  b.  The  film  taken  10  months  later  shows 
that  the  fractures  are  healed  and  the  hematomas  have  resolved. 
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Fig.  4.  Three  views  of  a patient  with  fracture  of  the  right  first  rib.  On  the  standard 
posteroanterior  chest  film  (a),  the  fracture,  per  se,  is  barely  visible,  but  the  adjacent 
extrapleural  hematoma  (vertical  arrows)  provides  indirect  evidence  of  its  presence. 
Fracture  of  the  first  rib  often  can  be  demonstrated  by  a simple  “coned  down”  view 
(b),  but  sometimes  the  lordotic  projection  (c)  is  more  definitive  since  it  is  more  likely 
to  show  displacement  and  loss  of  alignment. 


pneumomediastinum  arise  as  a complication  of  pul- 
monary interstitial  emphysema. i3  This  type  of  pneu- 
momediastinum has  been  described  as  an  aftermath 
of  nonpenetrating  chest  trauma.  Rupture  of  the  eso- 
phagus permits  air  to  escape,  but,  typically,  the  dis- 
tribution of  the  air  produces  a pattern  which  is 
different  from  that  seen  in  the  more  common  forms 
of  mediastinal  emphysema. n 

Despite  its  useful  diagnostic  implications,  mediasti- 
nal emphysema  is  often  unrecognized  unless  it  is 
complicated  by  subcutaneous  emphysema  or  pneu- 
mothorax.In  its  commonest  form,  in  which  the  air 
is  confined  to  the  mediastinum,  it  produces  few 
symptoms:  not  infrequently  the  auscultatory  signs  de- 
scribed by  Hammanis  are  not  present.  The  ease  with 


which  it  is  perceived  on  the  chest  film  depends  upon 
the  amount  of  air,  its  anatomic  distribution,  and,  of 
course,  on  the  technical  quality  of  the  roentgenogram. 
In  the  severely  injured  patient,  the  films  are  frequent- 
ly of  limited  diagnostic  value.  Standard  chest  tech- 
niques designed  to  demonstrate  the  lung  are  usually 
employed.  As  a result,  the  mediastinum  is  depicted 
only  in  profile.  It  appears  uniformly  opaque,  and 
none  of  its  internal  anatomic  features  are  visible.  On 
such  a film,  even  a voluminous  pneumomediastinum 
is  difficult  to  detect,  and  the  characteristic  fine  linear 
radiolucent  pattern  may  be  virtually  impossible  to  see. 

Even  when  present  in  small  amounts,  air,  once 
having  entered  the  interstices  of  the  mediastinum, 
tends  to  become  disseminated  along  fascial  planes.i3 
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Fig.  5.  This  patient  suffered  trauma  to  the  head  and  anterior  chest.  Clinically,  the 
effects  of  cerebral  injury  appeared  to  predominate,  and  a skull  fracture  is  evident  in 
the  posterior  parietal  region.  The  signs  of  pneumomediastinum,  as  demonstrated  on 
the  anteroposterior  view  of  the  chest  (a),  are  subtle;  interstitial  air  can  be  seen  faintly 
delineating  the  right  margin  of  the  aortic  arch,  a sign  which  could  be  overlooked. 
However,  on  the  lateral  skull  film  (b),  air  can  be  seen  clearly  in  the  fascial  plane  of 
the  retropharyngeal  soft  tissues. 


Fascial  layers  divide  the  mediastinum  into  compart- 
ments, and  these  partitions  extend  upward  into  the 
neck. 15  The  middle  and  posterior  mediastinal  com- 
partments communicate  with  each  other  and  each  is 
confluent  above  with  its  corresponding  cervical  com- 
partment. Some  air  may  dissect  upward  into  the  cer- 
vical compartment  directly  above  the  middle  medias- 
tinal compartment  through  the  potential  space  which 
underlies  the  perivisceral  fascia  of  the  neck.  However, 
a cleavage  plane  is  most  easily  formed  above  the 
posterior  mediastinal  compartment  into  the  retrovis- 
ceral  space  of  the  neck  which  lies  just  anterior  to 
the  prevertebral  fascia.  Air  usually  seeks  this  avenue 
of  escape. 16 

Here,  deep  in  the  retropharyngeal  tissues,  it  may 
not  be  clinically  apparent,  but  it  is  easily  detected 
on  lateral  films  of  the  neck,  for  it  forms  a distinct 
linear  radiolucent  shadow  along  the  anterior  aspect 
of  the  cervical  spine.  Unlike  the  air  which  lies  deep 
in  the  interstices  of  the  mediastinum,  it  is  in  an  ana- 
tomic region  which  is  easily  penetrated  by  x-rays, 
and  it  is  not  obscured  by  the  few  overlying  soft  tissue 
structures.  Therefore,  lateral  roentgenograms  of  the 
cervical  soft  tissues  often  provide  evidence  of  medias- 
tinal emphysema,  even  when  direct  signs  of  intra- 
thoracic  free  air  are  not  visible  on  the  chest  roent- 
genogram. Usually,  a separate  film  of  the  neck  is 


needed  for  optimal  demonstration  of  the  sign,  and  it 
should  be  obtained  in  all  patients  in  whom  the  diag- 
nosis of  pneumomediastinum  is  suspected  but  not 
confirmed.  The  soft  tissues  of  the  upper  cervical 
region  are  often  well  demonstrated  on  the  lateral 
skull  film,  and  this  sometimes  leads  to  the  diagnosis 
of  an  unsuspected  intrathoracic  lesion  in  patients 
being  examined  for  head  injuries  (Fig.  5). 

Even  when  it  is  evident  that  a victim  of  chest 
trauma  has  mediastinal  emphysema,  the  clinical  sig- 
nificance of  the  findings  still  may  be  moot,  for  the 
specific  nature  of  the  underlying  lesion  often  defies 
radiographic  detection.  However,  under  certain  cir- 
cumstances, there  may  be  a way  to  determine  the 
source  of  the  aberrant  air  on  the  basis  of  its  anatomic 
location,  and  thus  to  distinguish  the  pattern  produced 
by  bronchial  rupture  from  that  associated  with  more 
common  but  less  serious  lesions.  If  there  is  a large 
volume  of  air  widely  distributed  throughout  the  medi- 
astinum, no  clues  to  its  initial  location  are  likely  to 
remain,  but  in  the  more  limited  forms  of  pneumome- 
diastinum, there  are  certain  features  which,  if  they 
can  be  demonstrated,  should  suggest  the  etiology. 

Pulmonary  interstitial  emphysema  is  probably  the 
most  common  cause  of  pneumomediastinum,  and 
since  blunt  chest  trauma  can  cause  this  disorder,  it 


Volume  64,  April,  1968 


57 


Fig.  6.  An  oblique  view  of  a patient  with 
pneumomediastinum.  Air  entered  this  region 
as  the  result  of  spontaneous  pulmonary  in- 
terstitial emphysema.  As  evidence  of  its 
origin,  a sleeve  of  air  can  be  seen  surround- 
ing the  left  pulmonary  artery,  and  charac- 
teristically, there  is  no  air  beneath  the  peri- 
bronchial fascia.  In  this  case,  however,  the 
sign  lacks  specificity  because  air  is  also 
widely  distributed  throughout  other  portions 
of  the  mediastinum. 


is  important  to  try  to  differentiate  it  from  the  medias- 
tinum emphysema  associated  with  bronchial  injury. 
This  condition  is  produced  by  rupture  of  the  so-called 
marginal  alveoli  whose  bases  rest  against  the  con- 
nective tissue  stroma  of  the  lung  and  surround  the 
bronchi,  bronchioles,  and  blood  vessels.  In  interstitial 
emphysema  of  the  lung,  the  air  which  reaches  the  me- 
diastinum is  derived  only  from  those  marginal  alveoli 
which  abut  on  the  intrapulmonary  perivascular  sheath. 
Air  does  not  enter  the  fascial  plane  beneath  the  peri- 
bronchial sheaths  deep  within  the  lungs  because  there 
is  no  pressure  gradient  between  the  bronchi  and  the 
alveoli  which  surround  them.  However,  under  certain 
circumstances,  the  pressure  within  hyperexpanded 
perivascular  alveoli  may  exceed  that  which  exists 
within  the  adjacent  perivascular  sheath.  Rupture  of 
the  alveolar  bases  occurs  in  response  to  this  gradient, 
and  air  escapes  into  the  space  beneath  the  perivas- 
cular sheath,  thus  gaining  access  to  the  interstitial 
tissues  of  the  lung.  If  air  leakage  continues,  small 
bubbles  are  formed,  coalesce  in  the  fascial  plane 
which  surrounds  the  vessels  and,  following  the  path 
of  least  resistance,  the  air  begins  to  stream  toward 
the  hilus  and  into  the  mediastinum. 

In  patients  with  pneumomediastinum  caused  by 
pulmonary  interstitial  emphysema,  radiographic  evi- 
dence of  this  highway  to  the  hilus  and  mediastinum 
can  sometimes  be  seen  on  films  of  good  quality  which 
are  purposely  exposed  to  demonstrate  mediastinal 
structures.  Under  such  conditions,  a thin  radiolucent 
sleeve  can  be  detected  about  the  pulmonary  vessels 
in  the  root  of  the  lung.  Such  vessels,  when  seen  on 
end,  appear  circumscribed  by  a fine  ring  of  air  (Fig. 
6).  Of  diagnostic  importance,  however,  is  the  fact 
that  the  bronchi  in  the  same  region  are  not  surround- 
ed by  air,  and  therefore,  the  outer  surface  of  the 
walls  of  the  major  bronchi  cannot  be  seen. 


When  this  pattern  of  gas  distribution  is  observed 
in  a patient  with  overt  pneumomediastinum,  the  ra- 
diologist has  reason  to  believe  that  the  air  which 
insufflates  the  mediastinum  is  derived  from  the  lung. 
Therefore,  as  an  indicator  of  the  probable  source  of 
the  air,  this  sign  provides  indirect  evidence  that  the 
bronchi  and  esophagus  are  intact.  However,  in  the 
presence  of  an  advanced,  voluminous  pneumomedias- 
tinum, this  distinction  cannot  be  made  with  assurance, 
and  should  a sleeve  of  air  be  seen  about  the  bronchi 
as  well  as  the  vessels,  it  must  be  assumed  that  the 
mediastinal  emphysema  could  have  its  origin  in  a 
ruptured  bronchus.  For,  typically,  a diffuse  mediastin- 
al insufflation  does  occur  following  bronchial  rupture 
with  complete  avulsion,  and  its  pattern  is  nonspecific. 
In  this  form  of  bronchial  rupture,  the  initial  chest 
film  will  occasionally  show  partial  obliteration  or  an- 
gulation of  the  injured  bronchus,  and  this  sign  may  be 
helpful  in  marking  the  site  of  the  lesion. 

Rarely,  the  location  and  distribution  of  air  in  the 
mediastinum  may  offer  positive  evidence  of  bronchial 
rupture.  This  sign,  although  transitory  and  difficult 
to  demonstrate,  is  likely  to  be  present  during  the 
period  immediately  following  injury  which  causes  par- 
tial or  even  complete  transection  of  the  bronchial 
wall,  yet  leaves  intact  the  strong,  resilient  sheath  of 
connective  tissue  which  surrounds  the  bronchus.  Un- 
der these  conditions,  the  peribronchial  sheath  forms  a 
barrier  which  prevents  air  from  escaping  the  imme- 
diate area.  Therefore,  the  air  which  does  pass  through 
the  defect  in  the  bronchial  wall  remains  inside  this 
investing  membrane  and  becomes  insinuated  between 
the  outer  surface  of  the  bronchial  tube  and  the  peri- 
bronchial fascia  to  form  a sleeve  of  air  about  the 
fractured  mainstem  bronchus. 2 Since  the  investing 
fascia  is  rather  loosely  attached  to  the  surface  of 
the  trachea  and  major  bronchi,  the  subfascial  space 
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forms  a natural  cleavage  plane.  Thus,  air  may  become 
widely  disseminated  until  it  surrounds  the  entire 
intramediastinal  portion  of  the  tracheobronchial  tree, 
still  confined  beneath  the  fascial  sheath. 

Whether  this  sleeve  of  air  surrounds  only  a short 
segment  of  bronchus  near  the  site  of  rupture  or  ex- 
tends to  involve  more  distant  portions  of  the  airway, 
this  form  of  pneumomediastinum  is  unlike  the  com- 
mon varieties  in  which  gas  surrounds  the  arteries, 
veins  and  other  mediastinal  structures.  The  distribu- 
tion of  air  is  sharply  localized  to  the  periphery  of 
the  bronchial  tree  (Fig.  7),  and  presents  a distinctive 
radiographic  appearance  when  successfully  demon- 
strated on  film  (Fig.  8).  The  air  is  seen  as  a fine 
radiolucent  stripe  which  delineates  the  outer  margins 
of  the  bronchial  walls  in  a mediastinum  which  is 
otherwise  devoid  of  aberrant  gas.  This  sign,  when 
present,  may  provide  the  only  roentgenographic  clue 
to  the  existence  of  rupture  without  complete  avulsion, 
a common  and  otherwise  occult  bronchial  injury. 

This  sign,  in  its  purest  form,  has  considerable 
specificity,  for  the  fact  that  the  air  is  confined  to  the 
anatomic  region  of  the  bronchus  strongly  suggests 


Fig.  7.  Diagram  illustrates  the  sleeve  of  air 
surrounding  the  left  mainstem  bronchus  fol- 
lowing transection  of  this  structure.  Air  is 
confined  to  the  periphery  of  the  tracheo- 
bronchial tree  by  the  peribronchial  fascia. 


Fig.  8.  In  this  patient  with  mediastinal  em- 
physema, the  oblique  profection  of  the  med- 
iastmum  shows  the  left  mainstem  bronchus. 
The  outer  surface  of  the  bronchial  wall  is 
delineated  by  a sleeve  of  air  which  is  con- 
fined to  this  tissue  plane  by  the  peribronchi- 
al fascia  (arrows).  Since  the  regional  vessels 
are  not  circumscribed  by  air  beneath  the 
perivascular  fascia,  the  finding  suggests  that 
the  source  of  the  aberrant  air  is  not  the 
lung  (pulmonary  interstitial  emphysema), 
and  that  it  may  have  escaped  via  a defect  in 
the  bronchus. 
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its  origin  and,  therefore,  the  nature  of  the  lesion. 
A similar  pattern,  however,  can  be  produced  by  a 
laceration  of  the  neck  and  is  often  seen  following 
cervical  surgery  (thyroidectomy,  tracheostomy).  Thus 
it  is  not  a unique  sign,  and  it  has  other  faults  as 
well.  It  is  difficult  to  demonstrate,  particularly  when 
the  volume  of  air  is  small  and  surrounds  only  a short 
segment  of  the  bronchial  tree.  Also,  the  roentgen 
changes  frequently  are  equivocal,  so  that  one  cannot 
be  sure  that  the  observed  mediastinal  air  is  strictly 
localized  to  the  peribronchial  region. 

Nevertheless,  a knowledge  of  the  anatomic  dis- 
tribution of  the  air  in  mediastinal  emphysema  can  be 
of  great  diagnostic  importance,  and  every  reasonable 
effort  should  be  made  to  obtain  films  which  optimally 
demonstrate  the  mediastinal  structures,  and  the 
major  bronchi  in  particular.  The  severely  injured  pa- 
tient’s condition  may  prevent  the  use  of  elaborate 
diagnostic  techniques,  but  it  is  nearly  always  possible 
to  obtain  a simple  anteroposterior  view  of  the  chest 
using  high  kilovoltage  and  a moving  grid.  The  method 
of  Andrus,!"  employing  the  oblique  view  with  steep 
angulation  of  the  tube,  provides  an  excellent  demon- 
stration of  the  Carina  and  both  major  bronchi  which 
are  projected  free  of  overlying  structures.  Laminogra- 
phy  occasionally  is  useful,  but  it  often  results  in  the 
loss  of  fine  anatomic  detail. 

Conclusion:  Following  bronchial  rupture,  the  local 
tissue  response  to  injury  causes  narrowing  of  the 
bronchial  lumen.  In  most  cases  this  can  be  prevented 
if  surgical  anastomosis  is  performed  early,  but  local 
stricture  followed  by  serious  pulmonary  disease  is 
almost  inevitable  unless  the  bronchial  lesion  is  quick- 
ly discovered  and  promptly  repaired. 

Early  treatment  is  predicated  upon  early  diagnosis, 
but  unfortunately  many  victims  of  bronchial  rupture 
present  with  little  to  indicate  the  serious  nature  of 
their  lesions.  Frequently,  those  signs  which  are  pres- 
ent are  ambiguous  and  the  injury  is  judged  to  be  triv- 
ial. As  a result,  the  incidence  of  pulmonary  compli- 
cations is  tragically  high. 

There  are  certain  nonspecific  signs  which,  when 
encountered  following  chest  trauma,  should  suggest 
the  possibility  of  a bronchial  lesion,  thus  pointing 


the  way  to  early  diagnosis  and  cure.  Useful  clues 
can  be  found  in  the  distinctive  pattern  of  rib  fracture 
which,  characteristically,  is  produced  at  the  time  of 
the  bronchial  injury:  and  in  those  patients  with  me- 
diastinal emphysema,  the  manner  in  which  the  air 
is  distributed  can  provide  meaningful  diagnostic  in- 
formation. 
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CRANIAL  ARTERITIS 


HAROLD  BEASLEY,  M.D. 

Case  Reports:  Cranial  arteritis  can  cause 
permanent  visual  impairment,  but 
prompt  treatment  can  prevent  or  mini- 
mize the  damage.  Although  the  present- 
ing symptoms  often  are  deceiving,  diag- 
nosis is  not  difficult;  the  general  physi- 
cian needs  to  be  alert  to  the  ocular  mani- 
festations, and  the  ophthalmologist  to 
the  systemic  symptoms,  to  insure  early 
detection  and  treatment. 

CRANIAL  ARTERITIS  is  also  known  as  temporal  arte- 
ritis and  giant  cell  arteritis;  the  latter  term  is  preferred 
by  pathologists.  It  is  classified  as  one  of  the  necrotiz- 
ing angiitides,  and  although  the  etiology  of  the  disease 
is  not  known,  it  is  thought  to  be  an  immune  reaction 
involving  the  elastic  lamina.  Pathologically  it  is  more 
similar  to  allergic  granulomatous  angiitis,  and  signifi- 
cantly unlike  the  other  necrotizing  angiitides,  it  is 
usually  nonfatal.i 

Because  visual  impairment,  ranging  from  a minor 
defect  to  complete  blindness,  can  occur,  and  because 
there  is  an  appropriate  laboratory  test  and  adequate 
therapy  for  this  disease,  it  is  essential  that  it  be  recog- 
nized and  diagnosed  early  by  the  general  physician 
and  the  ophthalmologist. 

Prompt  diagnosis  can  be  made  only  if  the  general 
physician  is  aware  of  the  ocular  manifestations  and  if 
the  ophthalmologist  is  aware  of  the  systemic  symp- 
toms and  findings. 

Hutchinson  is  usually  credited  with  the  first  descrip- 
tion of  cranial  arteritis  in  1890,2  but  it  was  reported 
by  a tenth  century  oculist  whose  name  was  Ali  ibn 
Isa. 3 Horton^  at  the  Mayo  Clinic  was  the  first  to 


describe  it  in  detail  and  define  it  as  a significant 
syndrome  in  1932. 

Symptoms:  General  features  of  the  classical  disease 
are  malaise  and  fever,  headaches,  tender  scalp,  jaw- 
ache,  anemia  and  sometimes  weight  loss,  and  tender, 
painful  temporal  arteries.s-s  Usually  it  occurs  in  pa- 
tients between  the  ages  of  54  and  84.9  The  ocular 
signs  and  symptoms  usually  occur  one  to  four  weeks 
after  the  onset  of  the  disease  and  are  present  in  about 
55  percent  of  cases.  The  most  prominent  ocular  symp- 
tom is  loss  of  vision,  which  can  occur  in  three  ways. 
The  most  frequent  cause  of  visual  loss  is  ischemic 
optic  neuritis.19’  ^ These  patients  appear  with  some 
edema  of  the  nerve  head  and  a few  hemorrhages  and 
exudates  around  the  discs,  but  the  discs  are  pale 
rather  than  hyperemic.  The  second  type  of  visual  loss 
results  from  arterial  occlusion  which  clinically  appears 
as  an  idiopathic  occlusion  of  the  central  retinal  artery. 
In  cranial  arteritis  there  is  a good  chance  that  the 
other  eye  will  become  involved  in  two  to  three  weeks. 
A third  type  of  visual  loss  is  due  to  branch  arterial 
closures,  which  cause  an  ischemic  retinitis.  These 
patients  often  complain  of  sensitivity  to  light  because 
of  mild  iritis, 12  and  extraocular  muscle  palsies  are  not 
infrequent,  especially  palsy  of  the  lateral  recti.  There 
are  no  diagnostic  field  defects,  although  there  is  a 
suggestion  that  in  temporal  arteritis  lower  field  defects 
are  more  common  than  upper  field  defects.  Vertigo, 
tinnitus,  hearing  loss,  hepatosplenomegaly,  and  arth- 
ritis are  other  findings  reported  less  frequently. 

The  pathological  picture  is  characterized  by  either 
complete  or  partial  obliteration  of  the  lumen  of  the 
vessel  by  connective  tissue  and  round  cells;  the  elas- 
tica  is  fragmented  or  folded,  and  the  media  are  infil- 
trated with  round  cells.  Giant  cells  usually  are  found 
just  outside  the  elastic  lamina. 

It  has  been  emphasized  by  Simmons  and  Cogan9 
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that  cranial  arteritis  may  not  be  present  in  its  dra- 
matic classical  form,  but  in  an  obscure  form  which 
usually  is  not  diagnosed  until  irreversible  ocular  dam- 
age has  occurred.  They  have  emphasized  the  follow- 
ing facts  about  this  disease: 

1.  The  classic,  dramatic  symptoms  of  the  temporal 
arteritis  syndrome  may  be  entirely  lacking  or  so  mini- 
mal that  only  in  retrospect  can  significance  be  at- 
tached to  them.  For  example,  the  disease  often  pre- 
sents as  simple,  quiet,  ischemic  blindness. 

2.  The  symptoms  and  signs  may  not  appear  until 
long  after  the  ocular  phase  of  the  disease,  thus  being 
of  no  value  in  diagnosis  and  therapy  of  the  ocular 
damage. 

3.  The  classic  temporal  artery  signs  such  as  nodu- 
larity, pulselessness,  tenderness,  and  thickening  are 
not  necessarily  present. 

4.  The  patient  may  present  with  misleading  symp- 
toms which  are  so  totally  deceiving  that  even  the 
keenest  diagnostician  is  not  alerted  to  the  possibility 
of  temporal  arteritis. 

Treatment:  Cortisone  was  first  tried  in  the  treatment 
of  cranial  arteritis  in  1950,  and  there  is  no  doubt  that 
it  is  effective  in  controlling  the  arteritis  and  preventing 
visual  loss  in  many  cases,  but  steroids  usually  will  not 
restore  blindness  which  has  already  occurred. Once 
the  diagnosis  has  been  made,  the  patient  should  be 
hospitalized  so  that  the  steroid  dosage  can  be  con- 
trolled and  the  patient  can  be  observed  frequently. 
An  initial  dose  of  300  mg.  of  cortisone,  or  its  equiva- 
lent, is  given  the  first  day  and  the  dosage  is  then 
reduced  in  accordance  with  the  behavior  of  the  sedi- 
mentation rate,  which  is  a reliable  guide  to  therapy. 
It  may  be  necessary  to  continue  steroid  therapy  for 
weeks  or  months,  depending  on  the  activity  of  the 
disease.  If  vision  has  already  been  lost  in  one  eye, 
there  is  some  urgency  to  initiating  steroid  therapy 
along  with  anticoagulants.  When  visual  loss  is  immi- 
nent, oxygen  may  be  of  value  and  should  be  adminis- 
tered in  high  concentration. 


When  ocular  manifestations  are  the  initial  signs  and 
symptoms,  the  disease  must  be  differentiated  from 
(1)  the  aortic  arch  syndrome,  (2)  occlusion  of  the 
internal  carotid  artery,  (3)  aneurysm  of  the  ophthal- 
mic artery,  and  (4)  actual  idiopathic  thrombotic  occlu- 
sion of  the  central  retinal  artery. 

Case  Reports:  The  protean  nature  of  this  disease  and 
the  importance  of  early  diagnosis  and  therapy  in  pre- 
venting visual  loss  is  illustrated  in  the  review  of  seven 
cases  seen  during  a 14-month  period. 

Case  1:  A 66-year-old  white  woman  had  suffered 
pain  in  her  face  and  jaws  for  about  four  weeks.  She 
felt  extreme  pain  when  chewing  her  food,  and  she  had 
severe  shooting  pains  about  the  head  and  eyes.  Her 
scalp  was  tender  and  she  said  that  her  hair  felt 
sore.  She  had  a temperature  elevation  daily  to  about 
101°  to  102°  F.,  and  mild  anemia  (hemoglobin  10 
gm./lOO  cc.).  She  was  hospitalized  on  Jan.  27  about 
four  weeks  after  her  initial  complaint.  She  had  not 
had  visual  symptoms  during  this  period.  On  Feb.  7 
she  had  a sudden  loss  of  vision  in  both  eyes.  After 
three  of  four  hours  she  regained  some  vision  in  the 
right  eye.  Her  visual  acuity  at  this  time  was  limited 
to  counting  fingers  with  the  right  eye,  but  there  was 
no  light  perception  in  the  left.  The  sedimentation  rate 
(Wintrobe)  was  65  mm. /hr.  uncorrected  and  35 
mm/hr.  corrected.  The  right  fundus  appeared  to  be 
normal,  but  in  the  left  there  was  minimal  edema  of 
the  nerve  head  nasally.  There  were  no  hemorrhages 
or  exudates.  Visual  field  examination  revealed  an  in- 
ferior field  defect  in  the  right  eye,  but  examination 
was  not  possible  in  the  left  eye  because  of  no  light 
perception.  Cortisone  therapy  was  instituted  immedi- 
ately, and  because  of  the  impending  visual  failure, 
anticoagulants  and  oxygen  were  also  given.  A biopsy 
of  the  temporal  artery  was  deferred  at  this  time  be- 
cause it  seemed  better  judgment  to  start  the  anti- 
coagulants than  to  get  a biopsy  specimen.  After  one 
week  of  cortisone  and  anticoagulant  and  oxygen  ther- 
apy, the  patient’s  vision  remained  the  same  (counting 
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fingers  at  three  feet)  in  the  right  eye,  but  she  had 
some  return  of  vision  in  the  left,  with  the  visual  acuity 
being  perception  of  hand  motion. 

Case  2:  A 67-year-old  white  woman  was  seen  on 
May  12,  1965,  for  a routine  refraction;  her  vision  was 
correctable  to  20/20  in  each  eye.  In  September  1965, 
while  she  was  out  of  the  city,  occlusion  of  the  central 
retinal  artery  developed  in  the  left  eye.  The  patient 
remembered  that  prior  to  this,  the  temporal  arteries 
were  dilated  and  tender.  She  had  noticed  a gradual 
loss  of  vision  in  the  right  eye  for  the  past  three  weeks. 
At  this  time  she  could  count  fingers  with  the  right  eye 
but  had  no  light  perception  in  the  left.  The  vision  was 
so  poor  that  visual  fields  could  not  be  tested.  There 
was  no  record  of  a sedimentation  rate  having  been 
done,  but  a biopsy  of  the  temporal  arteries  revealed 
giant  cell  arteritis.  Steroids  were  given  for  two  weeks 
with  no  improvement  in  vision.  Actually,  the  visual 
acuity  deteriorated  to  appreciation  of  hand  motion  in 
the  right  eye.  Examination  of  the  fundi  in  December 
1966  revealed  bilateral  optic  atrophy. 

Case  3:  A 77-year-old  white  man  was  first  seen  on 
Nov.  19,  1965,  because  of  sudden  loss  of  vision  in  the 
left  eye  about  24  hours  prior  to  examination.  His 
vision  with  glasses  at  this  time  was  20/40  in  the  right 
eye,  and  no  light  perception  in  the  left.  His  temporal 
arteries  were  palpable  and  tender,  but  he  had  no 
other  signs  or  symptoms  of  cranial  arteritis.  The  left 
optic  nerve  was  pale  with  a few  small  flame  hemorr- 
hages superior  to  the  disc.  Visual  fields  were  examined 
and  the  field  in  the  right  eye  was  normal  to  a 2 mm. 
white  target.  There  was  no  field  in  the  left  eye.  The 
Wintrobe  sedimentation  rate  was  30  mm. /hr.,  and 
this  patient  also  had  a positive  Wassermann  reaction. 
A biopsy  of  the  temporal  artery  revealed  giant  cell 
arteritis,  and  steroids  were  started.  One  month  later 
his  vision  in  the  right  eye  with  glasses  was  20/30, 
but  there  was  still  no  light  perception  in  the  left  eye. 
Examination  of  the  left  fundus  revealed  that  the  nerve 


was  atrophic  without  edema.  The  right  fundus  was 
normal. 

Case  4:  A 69-year-old  white  woman,  first  seen  on 
Aug.  23,  1965,  had  decreased  vision  in  both  eyes  of 
two  weeks'  duration.  She  also  complained  of  severe 
intermittent  frontal  and  occipital  headaches.  The  vis- 
ion with  her  glasses  was  20/25  in  the  right  eye  and 
20/50  in  the  left.  Visual  fields  were  done  with  a 5 mm. 
white  target  and  inferior  defects  were  found  in  both 
eyes.  The  fundus  findings  consisted  of  papilledema 
and  hemorrhages  adjacent  to  the  left  disc,  but  the 
right  was  normal.  She  had  mild  anemia  with  a red 
blood  cell  count  of  3,300,000  per  cu.  mm.  and  hemo- 
globin of  8.5  gm./lOO  cc.  Cranial  arteritis  was  not 
diagnosed  until  Oct.  5,  at  which  time  her  visual  acuity 
had  deteriorated  to  no  light  perception  in  the  right  eye 
and  only  light  perception  in  the  left.  The  sedimenta- 
tion rate  at  this  time  was  40  mm. /hr.,  and  a biopsy 
of  the  temporal  artery  revealed  giant  cell  arteritis. 
Cortisone  therapy  was  instituted  but  the  patient’s  vis- 
ion did  not  improve.  General  improvement  was  noted, 
however,  after  cortisone  was  given  for  three  weeks. 

Case  5:  A 59-year-old  white  woman,  first  seen  on 
Oct.  15,  1965,  had  sudden  loss  of  vision  in  the  left 
eye  three  weeks  previously  and  sudden  loss  of  vision 
in  the  right  eye  24  hours  previously.  Her  vision  with 
glasses  was  20/70  in  each  eye  and  the  fundi  appeared 
normal.  Visual  field  examination  showed  bilateral  in- 
ferior defects.  On  Oct.  20,  the  vision  in  the  right  eye 
had  deteriorated  to  counting  fingers,  and  to  20/100 
in  the  left,  and  papilledema  with  small  flame-shaped 
hemorrhages  temporal  to  each  disc  were  present.  The 
patient  was  hospitalized  at  this  time,  and  the  sedi- 
mentation rate  (Wintrobe)  was  44  mm. /hr.  A biopsy 
of  the  temporal  artery  revealed  giant  cell  arteritis,  and 
steroids  were  started.  One  month  later  the  vision  in 
the  right  eye  was  unchanged  and  acuity  in  the  left  eye 
was  20/40.  The  papilledema  had  subsided  and  there 
was  minimal  optic  atrophy  in  both  eyes.  On  Jan.  10, 
1966,  the  vision  in  the  right  eye  was  still  limited  to 
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counting  fingers,  and  in  the  left  was  20/30.  The  field 
defect  in  each  eye  was  the  same. 

Case  6:  A 59-year-old  white  woman  had  glaucoma 
with  tension  controlled  with  pilocarpine  and  Eppy,  and 
field  loss  consisting  of  a fiber  bundle  defect  in  the 
right  eye  associated  with  moderate  cupping  of  the 
right  disc.  In  September  1966,  there  was  a sudden 
onset  of  chills  and  fever,  headache,  and  sore  scalp. 
Her  general  physician  referred  her  for  an  eye  evalua- 
tion, even  though  there  had  been  no  visual  loss  or 
other  eye  symptoms.  Vision  in  the  right  eye  was  20/60 
and  in  the  left  eye  20/20  with  correction,  but  the  visu- 
al loss  was  explained  on  the  basis  of  glaucomatous 
field  changes.  Her  glaucoma  was  controlled.  The  Win- 
trobe  sedimentation  rate  was  47  mm. /hr.  Cortisone 
was  started,  and  after  two  weeks  all  of  her  arteritis 
symptoms  had  disappeared.  A maintenance  dosage  of 
cortisone  was  continued  for  five  months  to  prevent  a 
return  of  symptoms.  The  patient  had  no  loss  of  vision, 
and  on  Jan.  12,  1967,  the  sedimentation  rate  was  15 
mm. /hr.  (Wintrobe). 

Case  7:  A 76-year-old  white  man  was  first  seen  on 
Aug.  22,  1966.  He  had  lost  vision  suddenly  in  the  left 
eye  two  months  previously.  Two  weeks  before  his  first 
visit,  he  had  severe  headaches  and  pain  on  chewing. 
A sedimentation  rate  at  this  time  was  49  mm. /hr. 
(Wintrobe).  Vision  with  glasses  was  20/60  in  the  right 
eye,  and  no  light  perception  in  the  left.  The  visual  loss 
in  the  right  eye  was  due  to  cataract.  The  right  visual 
field  was  normal.  Examination  of  the  right  fundus  re- 
vealed incipient  cataract  with  normal  retina  and  disc. 
The  media  in  the  left  eye  were  clear  and  there  was  a 
small  flame  hemorrhage  just  temporal  to  the  disc. 
Cortisone  therapy  was  started  and  the  patient's  gen- 
eral symptoms  were  relieved,  but  the  vision  was  not 
improved.  Biopsy  of  the  temporal  vessels  revealed 
giant  cell  arteritis.  In  October  1966  optic  atrophy  was 
observed  in  the  left  eye. 

Conclusion:  Cranial  arteritis  is  a disease  of  multiple, 
bizarre,  often  confusing  signs  and  symptoms.  It  must 


be  recognized  and  diagnosed  early  so  that  therapy 
can  be  instituted  and  blindness  can  be  averted.  It  is 
not  hard  to  diagnose  if  the  practitioner  has  it  in  mind. 
A good  rule  of  thumb  is  to  suspect  cranial  arteritis  if 
there  are  vague  signs  and  symptoms  associated  with 
general  malaise  or  severe  headache  in  any  person 
over  55  years  of  age.  If  a patient  over  55  years  of  age 
has  a sudden  arterial  occlusion  in  one  eye  or  unex- 
plained failing  vision,  this  disease  must  be  ruled  out. 
A high  sedimentation  rate  associated  with  these  signs 
and  symptoms  suggests  cranial  arteritis.  It  can  be 
confirmed  with  biopsy  of  the  temporal  artery.  Steroid 
therapy  will  almost  always  improve  or  completely  stop 
general  symptoms  and  it  usually  will  prevent  further 
visual  loss,  but  it  rarely  restores  vision  already  lost. 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-Banthme-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


• in  diagnosis 

• in  treatment 


Pro-Banthine...., 

propantheline  bromide 


calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Ban  thine  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthine  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph^  ^ repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Ban  thine.  The  duodenum 
was  intubated.  Pro-Banthine  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
uahzation  was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 

Contraindications:  Glaucoma  or  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 
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Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89:438-443  (Sept.)  1967. 
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‘‘Breathing’s 
a snap  again 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate )— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.L 

DiliietapirExtentabs 

(Dimetane®  [brompheniramine  maleatel,  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  resj)i- 
ratory  illnesses,  such  as  the 
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CLEFT  PALATE:  AUDITORY 
AND  OTOLOGIC  FINDINGS 


JAMES  L SMITH,  M.D. 

Clinical  Medicine:  Of  87  patients  with 
cleft  palates,  not  referred  because  of  ear 
complaints,  26  had  a loss  of  20  decibels 
or  more  in  one  or  both  ears.  The  high  in- 
cidence of  middle  ear  pathology  in  chil- 
dren with  cleft  palates  is  a situation  re- 
quiring combined  efforts  of  both  family 
physician  and  otolaryngologist.  Periodic 
otologic  examination,  including  audio- 
logic survey,  needs  to  be  provided. 

NORMAL  SPEECH  and  correction  of  dental  deformi- 
ties have  been  the  criteria  of  successful  rehabilitation 
in  efforts  to  repair  the  cleft  palate  by  velopharyngeal 
closure.  The  status  of  hearing  in  patients  with  cleft 
palate,  however,  has  been  recognized  but  too  often 
neglected.  Statistical  surveys  indicate  a diminution  in 
auditory  acuity  that  differs  from  25  to  90  percent.i.  2 

The  problem  does  not  lend  itself  well  to  statistical 
evaluation.  Computing  an  average  auditory  threshold 
for  whole  groups,  as  Goetzinger  and  his  co-workers 
have  done,  is  unrealistic  and  minimizes  the  problem. 3 
If  in  any  given  population,  one  of  five  persons  has  a 
30  decibel  loss  and  the  other  four  are  normal,  an  av- 
erage hearing  loss  of  six  decibels  would  be  indicated, 
and  this  would  have  no  particular  significance.  The 
problem  seems  different,  however,  when  one  consid- 
ers that  20  percent  of  the  population  is  handicapped. 
Determining  an  actual  incidence  of  hearing  loss  is  dif- 
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ficult  since  each  cleft  palate  clinic  from  which  statis- 
tics are  derived  differs  from  others  by  nature  of  the 
member  personnel.  Since  no  clinic  population  is  truly 
homogeneous,  an  error  is  built-in,  so  to  speak.  Also, 
no  general  agreement  exists  as  to  the  amount  of  loss 
that  constitutes  a handicap.  For  these  reasons,  no 
attempt  will  be  made  at  statistical  comparison  with 
other  clinics. 

Pathogenesis:  Hearing  loss  in  patients  with  cleft  pal- 
ate is  usually  caused  by  serous  otitis  media,  often 
with  chronic  adhesive  otitis  and  sometimes  with  mas- 
toiditis, to  a greater  degree  than  would  be  expected 
in  the  general  population.  Presumably  these  disorders 
develop  because  of  poor  eustachian  tube  function. 
The  cleft  allows  food  to  be  regurgitated  into  the  naso- 
pharynx; the  food  subsequently  irritates  the  sur- 
rounding tissues.  The  resulting  edema  blocks  the 
eustachian  tube.  Defective  nasal  physiology  also  con- 
tributes to  eustachian  tube  malfunction  and  is  found 
often  in  patients  with  cleft  palates.  The  most  common 
nasal  problem  is  a narrowed  nasal  airway  which  has 
a demonstrable  correlation  with  aural  disease. 

In  most  instances  of  eustachian  tube  malfunction 
a more  direct  relation  to  palatal  disorder  can  be 
shown:  the  tensor  veli  palatini  and  levator  veli  pala- 
tini muscles  are  believed  to  open  the  tube,  although 
the  other  pharyngeal  muscles  also  probably  are  in- 
volved. The  cleft  palate  prevents  normal  insertion  of 
these  muscles  and  their  usual  action  on  the  tube 
mouth.  We  must  reevaluate,  however,  any  theories 
about  eustachian  tube  function  when  we  see  patients 
with  unclosed  palates  who  have  never  had  any  mid- 
dle ear  difficulties. 

Although  new  surgical  approaches  have  been  de- 
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veloped  and  more  attention  is  now  being  given  to 
speech  therapy,  many  cleft  palate  centers  still  fail  to 
include  studies  of  aural  disorders  and  resultant  hear- 
ing deficiency  in  the  concept  of  total  care.  Often, 
only  patients  with  obvious  middle  ear  infections  are  re- 
ferred: and  treatment  is  not  integrated  into  the  total 
therapeutic  program. 

Most  patients  in  the  series  under  consideration,  as 
well  as  in  other  studies,  have  had  serous  otitis  media 
which  often  develops  silently.  In  many  patients  the 
only  symptom  is  that  of  hearing  loss.  Hearing  loss 
can  be  a handicap  in  school,  and  the  patient’s  fam- 
ily and  associates  may  be  unaware  of  the  deficiency. 
The  appearance  of  the  tympanic  membrane  may 
cause  only  the  physician  trained  in  otologic  examina- 
tion to  suspect  the  difficulty.  Even  then  the  condition 
must  often  be  confirmed  by  pure  tone  audiometric 
studies.  Any  physician  (general  practitioner,  pediatri- 
cian, or  plastic  surgeon)  who  assumes  the  care  of  a 
child  with  cleft  palate  is  responsible  for  seeing  that 
proper  periodic  otologic  and  audiologic  surveys  are 
made  in  order  to  diagnose  early  any  disease  develop- 
ing in  the  middle  ear. 

Management;  Treatment  of  recurrent  serous  otitis 
media  in  the  child  with  cleft  palate  is  a subject  of 
sharp  disagreement  in  professional  groups.  For  a pa- 
tient with  nasal  allergy  the  same  measures  are  used 
that  would  be  recommended  for  any  allergic  child.  If 
the  allergy  is  a product  of  repeated  infections  with 
resultant  middle  ear  fluid,  the  same  treatment  given 
to  pediatric  patients  without  cleft  palates  should  be 
employed  although  possibly  more  conservatively. 

Tonsillectomy  and  adenoidectomy,  when  selectively 
used  and  correctly  performed,  have  proved  worth- 
while as  deterrents  to  recurrent  ear  infections.  Pre- 
viously, however,  some  have  doubted  the  wisdom  of 
these  surgical  procedures,  particularly  adenoidec- 
tomy, for  a child  with  cleft  palate.  Some  investigators 
have  believed  that  these  operations  can  produce  in- 
creased nasality  and  consequently  further  deteriora- 
tion of  speech. 5-8  other  workers,  however,  in  care- 
fully controlled  series  have  found  little  evidence  of 
more  than  temporary  hypernasality.9-i2  All  physicians 
are,  of  course,  aware  of  this  postoperative  problem  in 
normal  children,  which,  in  rare  cases,  has  required 
extensive  speech  therapy  for  correction. 

We  would  expect  hypernasality  to  be  more  serious 
in  patients  with  cleft  palates;  but  in  well  controlled 
series  the  incidence  has  been  slight  in  terms  of  the 


total  number  of  patients.  Because  the  adenoids  be- 
come atrophied  about  the  time  of  puberty,  it  would 
be  logical  to  expect  increased  nasality  as  the  patients 
approach  adulthood  if  adenoids  are  essential  to  velo- 
pharyngeal closure.  No  such  result  has  been  ob- 
served. All  methods  of  combating  serous  otitis  media 
should  be  available  to  the  patient  with  cleft  palate,  in- 
cluding tonsillectomy  and  adenoidectomy  when  more 
conservative  methods  are  inadequate.  Lateral  bandec- 
tomy  or  adenoidectomy,  often  tried  in  prevention  of 
recurrent  serous  otitis,  has  had  little  success.13  |f 
the  etiologic  agent  is  generalized  mucosal  irritation 
and  edema  from  infected  adenoids  instead  of  pure 
mechanical  blocking  from  enlarged  adenoids,  the  lim- 
ited procedure  probably  would  not  benefit  the  patient. 
And,  if  either  good  speech  or  satisfactory  hearing  must 
be  sacrificed,  hearing  is  more  important  to  overall  de- 
velopment of  the  child. 

An  additional  measure,  with  or  without  tonsillec- 
tomy and  adenoidectomy,  is  wide  myringotomy  with 
thorough  aspiration  of  middle  ear  fluid;  however,  in 
most  children  this  operation  is  difficult  to  perform 
without  general  anesthesia.  The  rapid  stab  type  myrin- 
gotomy, usually  sufficient  for  acute  otitis  media  with 
bulging  tympanic  membrane,  is  totally  inadequate  in 
serous  otitis  media  because  a different  kind  of  dis- 
order is  involved.  A wide  incision  with  aspiration  of 
the  middle  ear  fluid  is  necessary  for  removal  of  the 
extremely  thick  fluid. 

In  difficult  recurrent  cases  polyethylene  tubes  are 
inserted  through  the  myringotomy  opening  and  left 
in  place  for  several  weeks  or  months.  In  follow-up  stud- 
ies some  children  have  required  insertion  of  tubes 
several  times  during  childhood;  but  normal  hearing 
was  ultimately  achieved.  Parents  of  a patient  must  be 
made  to  realize  the  long-range  program  involved  and 
to  expect  periodic  recurrences.  Only  through  parental 
understanding  and  cooperation  can  the  necessary 
long-term  program  of  aural  hygiene  be  provided  and 
maintained. 

Clinical  Material:  In  the  Texas  Medical  Center,  a cleft 
palate  team  has  been  formed  to  function  in  a con- 
sultant capacity  only.  The  group  is  composed  of  one 
or  more  representatives  of  each  of  several  disciplines: 
plastic  surgery,  otolaryngology,  pediodontia,  audiol- 
ogy, prosthodontia,  speech  pathology,  orthodontia, 
and  social  service.  The  group  as  such  has  no  treat- 
ment facilities.  Patients  are  referred  to  them  for  a 
total  work-up,  after  which  recommendations  are  made 
to  the  referring  physician.  Since  the  program  has  in- 
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eluded  otologic  and  audiologic  surveys  as  part  of  the 
routine  study,  the  team  has  processed  111  patients. 

For  this  study,  patients  were  considered  to  have 
some  hearing  deficit  who  showed  a loss  of  20  or 
more  decibels  in  the  speech  frequencies  by  the  Inter- 
national Standards  Organization  (ISO)  scale  in  one 
or  both  ears.  Although  this  is  not  a disabling  handi- 
cap, this  loss  is  sufficient  to  cause  difficulty  in  some 
situations,  especially  in  the  classroom.  The  goal  is 
normal  hearing.  Scarred  but  intact  tympanic  mem- 
branes in  a patient  with  normal  hearing  was  not  con- 
sidered pathological  since  no  handicap  existed. 

Of  the  111  patients,  87  had  cleft  palates.  Types 
of  palatal  disorders  among  the  different  classes  of 
clefts  were  not  compared  since  the  number  in  each 
category  was  too  small  to  be  significant.  Most  patients 
had  previously  undergone  some  type  of  repair  proce- 
dure, therefore  reliable  comparison  could  be  made 
between  results  with  repaired  and  with  unrepaired 
palates. 

The  other  24  patients  had  some  form  of  palatal 
disorder  besides  a cleft,  most  commonly  either  a short 
palate  or  a palate  with  some  paralysis  without  any 
other  neurological  findings.  Speech  defects  constitut- 
ed the  reason  for  their  evaluation  by  the  team.  These 
24  patients  have  been  included  in  the  study  since 
the  actual  mechanism  involved  in  eustachian  tube 
dysfunction  likely  would  be  the  same  in  both  popu- 
lations. 

Of  the  87  patients  with  cleft  palates,  26  had  a 
loss  in  one  or  both  ears  of  20  decibels  or  more.  Sev- 
enteen had  a loss  of  30  decibels  or  more.  Of  the  pa- 
tients without  clefts,  12  had  a loss  of  20  decibels  or 
more;  and  9 a loss  of  30  decibels  or  more.  Of  the  en- 
tire series,  38  (34  percent)  had  a conductive  hearing 
deficit  in  one  or  both  ears  of  20  decibels  or  more. 

This  incidence  is  lower  than  that  cited  in  other 
published  series,  but  again  it  is  to  be  remembered 
that  not  one  of  these  patients  was  referred  because 
of  ear  complaints.  The  34  percent  figure  is  perhaps  a 
better  representation  of  total  hearing  damage  in  pa- 
tients with  palatal  disease  than  that  of  groups  in 
which  the  otology  service  maintains  an  active  function 
in  the  operation  of  the  clinic;  because  if  cases  of  cleft 
palate  from  private  practice  were  included,  the  major- 
ity, because  of  the  nature  of  the  practice,  would  be 
shown  to  have  aural  disorders. 

In  the  group  under  study,  then,  one  of  three  was 
found  to  suffer  some  degree  of  hearing  loss,  mostly 
of  a correctable  type.  More  than  half  of  these  affected 


had  only  untreated  serous  otitis  media,  although 
chronic  mastoiditis  was  more  frequent  among  them 
than  would  be  predicted  in  the  general  population. 
There  were  two  cases  of  bilateral  congenital  auditory 
atresia;  and  one  patient  had  unilateral  atresia.  The 
idea  that  middle  ear  disease  in  cleft  palate  runs  its 
course  before  adulthood,  proposed  by  Goetzinger  and 
associates,  seems  to  be  unsubstantiated,  since  this 
idea  was  predicated  upon  a seemingly  erroneous  ap- 
proach:3  an  average  auditory  threshold  for  the  popu- 
lation has  no  significance  to  an  affected  individual. 
And,  the  fact  that  some  patients  with  serous  otitis 
media  reach  adult  life  without  significant  residual 
hearing  loss  has  no  meaning  during  the  earlier  pe- 
riod of  speech  development  and  the  school  years  for 
either  patient  or  parents. 

Summary;  The  high  incidence  of  middle  ear  disease 
in  children  with  cleft  palates  can  only  be  reduced  by 
combining  the  efforts  of  all  professional  persons  who 
treat  these  patients.  Even  though  an  ideal  team  may 
be  impractical  or  impossible  in  many  areas,  the 
child’s  physician  can  provide  a proper  periodic  oto- 
logic examination,  including  an  audiologic  survey.  In 
turn,  the  otolaryngologist  must  be  available  for  con- 
sultation and  also  to  explain  to  the  child’s  parents 
that  long-term,  often  discouraging,  care  is  necessary 
to  correct  aural  deficiency  and  prevent  recurrence. 
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BROMID€  INTOXICATION 
CONTINUES  TO  OCCUR 


DAVID  J.  MULLER,  M.D. 

Case  Reports/ Review:  Five  cases  of  bro- 
mide intoxication,  four  caused  by  Ner- 
vine and  one  by  Sleep  tablets,  are  de- 
scribed. To  prevent  this  dangerous  con- 
dition, bromides  should  be  made  avail- 
able only  by  prescription.  Physicians 
should  be  alert  to  diagnostic  symptoms, 
report  cases  and  opinions  to  their  medi- 
cal societies  and  to  the  FDA,  and  inform 
the  public  of  the  dangers  of  bromides. 

THE  CLINICAL  PICTURE  of  chronic  bromide  intoxica- 
tion is  well  known.  Numerous  articles  and  case  re- 
ports on  the  subject  have  been  published. In  brief, 
the  common  signs  and  symptoms  usually  seen  when 
blood  bromide  levels  exceed  150  mg./lOO  ml.  consist 
of  any  combination  of  headache,  lethargy,  dizziness, 
ataxia,  mental  confusion,  hallucinations,  delusions, 
dermatitis,  mydriasis, 4 slurred  speech,  ptosis  and  a 
diffuse  slowing  of  the  electroencephalogram.  Treat- 
ment involves  sedation  when  required,  and  various 
medications  and  procedures  which  will  promote  the 
excretion  of  bromide.  These  include  oral  ammonium 
chloride^  (6  to  12  gm.  a day),  mercurial  diuretics, 6 
hemodialysis  in  severe  cases,  continuous  gastric  suc- 
tion," removal  of  some  cerebrospinal  fluid  and,  sur- 
prisingly enough,  electroshock  therapy. ^ 

Despite  the  many  warnings  about  the  potential  tox- 
icity of  preparations  containing  bromide,®  ’i®  many 
still  are  available  without  a prescription  and  cases  of 
intoxication  continue  to  be  seen. 

Five  cases  are  presented;  they  were  seen  during 
July  1966-June  1967  on  a psychiatric  service  in  a 


city-county  general  hospital.  The  prevention  of  this 
form  of  acute  brain  syndrome  will  be  discussed  and 
recommendations  made. 

Case  Reports:  Case  1:  A 35-year-old  white  housewife 
was  transferred  from  a private  hospital.  She  was  to- 
tally disoriented,  hallucinating  and  would  undress  in 
the  ward  dayroom.  Bilateral  ptosis  was  present  and 
her  speech  was  slurred.  She  interpreted  the  proverb, 
"Two  heads  are  better  than  one,"  by  saying,  “There 
will  be  fussing  and  fighting.”  The  blood  bromide  level 
was  245  mg./ 100  ml.  It  was  learned  that  she  had 
been  taking  undetermined  amounts  of  Nervine  tab- 
lets. Ammonium  chloride,  Mercuhydrin  and  chlor- 
promazine  were  given.  Eight  days  after  admission  she 
thought  she  saw  her  husband  dead  outside  her  room 
window.  Nine  days  after  admission  the  bromide  level 
was  150  mg./lOO  ml.,  and  two  days  later  she  was 
discharged  almost  fully  recovered. 

Case  2:  A 55-year-old  white  housewife  was  admit- 
ted with  a two-week  history  of  flu-like  symptoms. 
There  was  loss  of  appetite,  difficulty  swallowing, 
weakness  and  inability  to  walk.  She  had  been  taking 
Nervine  and  other  medications  in  indeterminate 
amounts.  On  examination  she  was  disoriented,  le- 
thargic, hallucinating  and  delusional.  She  felt  that 
people  were  keeping  secrets  from  her.  Her  blood  bro- 
mide level  was  344  mg./lOO  ml.  Ammonium  chloride 
and  high  fluid  intake  were  begun.  Eight  days  later 
the  bromide  level  was  225  mg./lOO  ml.  After  four 
more  days  she  was  asymptomatic  and  was  dis- 
charged. 

Case  3:  A 53-year-old  white  housewife,  transferred 
from  a private  hospital  where  she  had  been  for  ten 
days  after  taking  a full  bottle  of  Nervine,  was  dis- 
oriented, lethargic  and  having  frightening  hallucina- 
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tions.  She  said  that  both  she  and  her  husband  had 
died.  Her  speech  was  thick.  She  was  careless  in  her 
personal  appearance.  Initial  bromide  level  in  the 
blood  was  322  mg./lOO  ml.  After  ammonium  chloride 
was  begun,  this  level  fell  to  233  mg./lOO  ml.  within 
six  days.  Four  days  later  she  was  discharged,  with 
minimal  disorientation  still  present. 

Case  4:  A 32-year-old  white  housewife  was  admitted 
to  the  intensive  treatment  unit  of  the  hospital.  She 
was  extremely  confused,  foaming  at  the  mouth,  and 
had  slurred  speech.  She  had  been  ingesting  exces- 
sive amounts  of  several  medications  including 
Nervine.  A bromide  level  of  320  mg./lOO  ml.  was  dis- 
covered. Ammonium  chloride  and  a mercurial  diuretic 
were  given.  Three  days  later,  when  she  became  un- 
manageable because  of  her  delirium,  she  was  trans- 
ferred to  the  psychiatric  service.  Her  symptoms 
cleared  completely  within  six  days  of  her  initial  admis- 
sion, and  when  discharged  her  blood  bromide  level 
was  182  mg./lOO  ml.  Additional  ammonium  chloride 
was  prescribed. 

Case  5:  A 62-year-old  white  housewife  was  admitted 
with  a two-week  history  of  mental  confusion,  slurred 
speech,  difficulty  walking  and  seeing  spiders  at  night 
all  over  her  room.  She  had  been  taking  various  med- 
ications including  Sleep  tablets  which  contain  bromide. 
She  was  lethargic  and  disoriented  on  the  ward.  There 
were  frightening  hallucinations  in  which  she  saw  de- 
ceased members  of  her  family.  Her  initial  blood  bro- 
mide level  was  240  mg./lOO  ml.;  the  serum  barbitu- 
rate level  was  zero  and  serum  salicylate  level  was  0.5 
mg./lOO  ml.  After  four  days  of  ammonium  chloride, 
mercurial  diuretics  and  thioridazine  therapy  her  blood 
bromide  level  had  fallen  to  53  mg./lOO  ml.  She  was 
discharged  after  ten  days,  completely  free  of  signs 
and  symptoms. 

Discussion:  It  is  of  interest  that  all  five  patients  were 
housewives  and  that  all  were  white,  even  though  the 
county  has  a considerable  Negro  and  Latin  American 
population. 

Four  patients  were  intoxicated  by  Nervine  and  the 
other  by  Sleep  tablets.  In  only  one  case  (case  3)  was 
there  any  suicidal  aspect.  Other  commonly  available 
bromide-containing  compounds  are  Bromo-Seltzer  and 
Nytol.io 

I found  only  one  case  of  death  from  bromide  intoxi- 
cation reported  in  the  English-language  medical  lit- 
erature.n Massive  overdosage  usually  leads  quickly 
to  emesis.  In  addition,  however,  a colleague  reports 
the  case  of  a man,  apparently  delirious,  who  jumped 
out  of  an  upper  story  window  to  his  death.  It  was 
learned  that  he  had  been  taking  large  amounts  of 


Nervine,  and  his  blood  bromide  level  was  165 
mg./ 100  ml. 12  All  five  of  the  patients  that  we  saw 
went  through  stages  in  which  a similar  event  might 
have  occurred. 

While  the  overall  reported  incidence  of  bromide  in- 
toxication is  relatively  low,  one  wonders  how  many 
milder  cases  occur  and  are  not  diagnosed.  In  this 
era  of  overcrowded  and  understaffed  mental  health 
facilities,  every  effort  should  be  made  to  decrease  the 
incidence  of  such  a readily  preventable  condition. 

As  others  have  already  written, lo  bromide-con- 
taining preparations  should  be  made  available  by 
prescription  only.  Bromides  are  dangerous  enough  to 
require  this  minimal  restriction.  The  Food  and  Drug 
Administration  has  thus  far  allowed  bromides  to  be 
sold  over-the-counter  in  response  to  the  public  de- 
mand for  a readily  available  sedative. i3  Certainly  there 
are  less  dangerous  sedatives  which  could  meet  such  a 
demand.  It  is  true  that  directions  for  proper  use  are 
present  on  each  container,  but  too  many  people  think 
that  any  medication  not  requiring  a prescription  is 
relatively  innocuous.  Unfortunately  this  is  not  true. 
Physicians  should  remain  alert  to  the  possibility  of 
bromide  intoxication  and  report  their  cases  and  opin- 
ions on  this  subject  to  the  Food  and  Drug  Adminis- 
tration. The  public  also  should  be  kept  alert  to  the 
dangers  of  bromides. 
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NEUROLOGIC  FINDINGS 
IN  INFECTIOUS 


MONONUCLEOSIS 


JOE  L KOCH,  M.D. 

Case  Report:  The  classic  triad  of  pharyn- 
gitis, lymphadenopathy,  and  splenomeg- 
aly has  long  been  known  in  infectious 
mononucleosis.  However,  when  unusual 
complications  occur  with  this  disease 
they  tend  to  overshadow  the  above  triad, 
and  the  diagnosis  of  this  disease  may 
escape  detection.  A case  of  infectious 
mononucleosis  with  a multiplicity  of 
symptoms  associated  with  severe  neuro- 
logical disturbance  is  presented. 

CASE  HISTORY:  The  patient,  an  18-year-old  white  man 
was  admitted  to  Baptist  Hospital  of  Southeast  Texas 
on  Jan.  14,  1966.  For  four  days  prior  to  admission  he 
had  had  an  intermittent  fever  which  had  risen  once 
to  105  F. 

On  the  second  day  of  the  patient’s  febrile  episode, 
he  was  seen  by  his  family  physician  in  his  office.  The 
physician  thought  the  patient  was  dehydrated  and 
gave  him  1,000  cc.  of  5 percent  dextrose  in  water.  A 
microscopic  examination  of  the  urine  at  that  time 
showed  3-5  red  blood  cells  per  high  powered  field, 
but  on  examinations  in  the  two  days  following  and 
prior  to  admission,  this  concentration  of  blood  was 
not  observed.  During  the  four-day  interval  the  patient 
had  anorexia  but  did  not  complain  of  nausea,  vomit- 


ing, diarrhea,  constipation,  or  abdominal  pain.  On  the 
day  prior  to  admission  to  the  hospital  he  did  complain 
of  a slight  headache  above  the  supraorbital  ridge  bila- 
terally: but  he  denied  any  neck  stiffness,  blurry  or 
spotty  vision,  or  ringing  or  buzzing  in  his  ears.  On  the 
day  of  admission  he  complained  for  the  first  time  of 
a very  slight  sore  throat  and  of  some  minimal  aching 
in  the  calves  of  his  legs.  The  remainder  of  his  medical 
history  contributes  no  further  significant  information. 

On  admission  to  the  hospital  he  appeared  to  be  a 
young  muscular  male  who  was  acutely  ill.  His  pulse 
was  100  and  regular  with  a blood  pressure  of  110/70 
nm.  of  mercury,  respirations,  18/minute,  and  temper- 
ature 100  F.  orally.  Physical  examination  showed  a 
minimal  amount  of  purulent  drainage  in  the  posterior 
pharyngeal  area  with  slight  redness  and  induration  of 
the  pharynx.  No  nuchal  rigidity  was  present.  The  chest 
was  clear  to  auscultation  and  percussion;  and  exami- 
nation did  not  indicate  any  heart  abnormalities  of 
rhythm,  rate,  size,  or  sounds.  Abdominal  examination 
showed  a liver  edge  palpable  4 cm.  below  the  right 
costal  margin  that  was  not  tender  and  was  smooth, 
and  a spleen  tip  approximately  2 cm.  below  the  left 
costal  margin.  Genital  and  rectal  findings  were  those 
of  a normal  adult  man  with  a left  varicocele,  but  with 
no  hernia,  testicular  tenderness,  or  enlarged  prostate. 
The  neurological  examination  showed  no  impairment 
of  the  cranial  nerves,  or  of  light,  touch,  pain,  or  vibra- 
tory sense.  No  pathologic  reflexes  were  present,  and 
the  deep  tendon  reflexes  were  physiologic  and  equal 
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bilaterally.  There  was  considerable  shotty  cervical  and 
inguinal  lymphadenopathy,  but  no  axillary  or  epitro- 
chlear  nodes  were  present. 

Initial  laboratory  studies  carried  out  during  patient 
hospitalization  included  urinalysis:  specific  gravity, 
1.025,  albumin,  sugar,  and  microscopic,  negative;  and 
complete  blood  count  (CBC):  hematocrit,  35  percent, 
hemoglobin,  13  gm./lOO  cc.,  white  cells,  4,100/cu. 
mm.  with  a differential  of  polymorphonuclear  leuko- 
cytes, 45  percent,  stabs,  9 percent,  eosinophils,  4 per- 
cent, lymphocytes,  36  percent,  monocytes,  66  per- 
cent, with  many  of  the  lymphocytes  appearing  “atypi- 
cal.” Febrile  agglutinations  for  typhoid,  paratyphoid, 
Proteus,  Brucella,  histoplasmosis,  and  cold  agglutinins 
were  all  reported  as  negative,  with  an  antistreptolysin 
(ASO)  titer  of  166  Todd  units.  The  Wampole  mononu- 
cleosis test  was  positive  with  ox-cell  hemolysin  titer 
of  1:1,920.  There  was  an  elevation  of  the  glutamic 
oxaloacetic  transaminase  of  70  Karmen  units/ml., 
with  a prothrombin  time  of  90  percent,  and  an  alka- 
line phosphatase  of  10  King-Armstrong  (KA)  units/ 
100  cc.  Blood  cultures  on  two  occasions  were  reported 
as  negative  after  24  hours.  Chest  x-ray  did  not  show 
any  localized  pulmonary  infiltrate  or  pulmonary  effu- 
sion. The  heart  and  mediastinal  outlines  appeared 
normal.  An  electrocardiogram  indicated  an  auricular 
rate  of  95,  ventricular  rate  of  95,  QRS  interval  of 
0.04-second,  with  a complete  atrioventricular  (AV) 
block. 

The  patient's  course  over  the  ensuing  four  days  of 
hospitalization  was  that  of  a continual  spiking  fever 
in  excess  of  103  F.  daily,  and  on  the  fourth  hospital 
day  104  F.  orally.  Because  of  the  unrelenting  nature 
of  the  fever  and  the  electrocardiographic  changes  of 
heart  block,  on  the  fifth  hospital  day  the  patient  was 
begun  on  adrenocorticosteroids  in  the  form  of  16  mg. 
of  methylprednisolone  daily  in  divided  doses.  His  fever 


responded  promptly;  by  the  second  day  of  therapy  he 
was  afebrile  and  remained  so  until  discharge  on  the 
eighth  hospital  day.  His  electrocardiogram  was  repeat- 
ed on  the  third  day  of  medication  and  showed  a nor- 
mal sinus  rhythm. 

Following  discharge  from  the  hospital  he  was  main- 
tained on  “house  arrest”  and  adrenocorticosteroids 
in  a descending  schedule  over  a period  of  six  weeks, 
after  which  the  adrenocorticosteroids  were  ceased 
completely.  His  activity  schedule  was  gradually  in- 
creased to  the  point  where  he  was  allowed  to  take 
short  walks  in  the  immediate  vicinity  of  his  home. 
However,  despite  warnings  to  the  contrary,  he  in- 
creased his  physical  activities  beyond  this  point,  es- 
sentially returning  to  his  usual  routine  of  being  a 
vigorous  young  teenager. 

After  approximately  one  week  of  the  increased  ac- 
tivity, he  first  noticed  a little  clumsiness  in  the  use  of 
his  right  hand  and  some  unsteadiness  in  his  feet, 
particularly  when  turning  on  his  right  foot.  A few  days 
later  he  developed  a moderate  headache,  some  asso- 
ciated weakness  in  his  grip,  and  weakness  in  the  use 
of  the  right  foot  and  right  hand. 

The  patient  was  readmitted  to  the  hospital  on  April 
12,  1966.  Upon  examination,  his  chest  showed  dis- 
tinct dullness  to  percussion.  Breath  sounds  were  ab- 
sent in  the  right  lateral  and  posterior  chest  from  the 
seventh  rib  downward.  His  liver  and  spleen  tips  were 
still  palpable  as  before,  but  there  was  considerable 
change  in  his  neurological  status.  His  speech  seemed 
slurred,  and  he  had  some  difficulty  in  forming  words. 
He  had  a mild  right  lower  facial  palsy  but  had  no 
other  facial  nerve  abnormality.  The  right  upper  ex- 
tremity was  distinctly  weak,  predominantly  the  right 
hand  and  to  a lesser  degree  the  upper  arm  and  shoul- 
der; and  the  use  of  the  extremity  was  obviously  clum- 
sy. The  right  foot  was  characterized  by  weakness  to 
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dorsiflexion,  but  no  reflex  differential  or  pathological 
reflexes  were  present.  One  examiner  at  this  time 
thought  there  was  also  a slight  cyanosis  of  the  fingers 
and  toes. 

Laboratory  work  was  done  on  readmission.  A CBC 
showed  hemoglobin,  13.8  gm./lOO  cc.;  hematocrit, 
40  percent;  white  cells,  6,010/cu.  mm.  with  a differen- 
tial of  polymorphonuclear  leukocytes,  64  percent, 
stabs,  1 percent,  basophils  1 percent,  lymphocytes, 
28  percent  (none  thought  to  be  atypical),  monocytes 
6 percent.  Blood  urea  nitrogen  (BUN)  was  16  mg./ 
100  cc.  Urinalysis  showed  specific  gravity  to  be  1.021; 
albumin,  sugar,  acetone,  and  microscopic,  all  nega- 
tive; and  reaction,  alkaline.  Febrile  agglutinins  were 
again  negative,  and  the  ox-cell  hemolysin  titer  re- 
ported as  1:480.  Other  values  were  calcium,  10.6  mg./ 
100  cc.;  phosphorus,  3.7  mg./lOO  cc.;  potassium,  4.2 
mEq. /liter;  sodium  140  mEq. /liter;  glutamic  oxaloa- 
cetic transaminase  14  units;  and  glutamic  pyruvic 
transaminase,  5 units.  Skin  test  for  tuberculosis,  his- 
toplasmosis, coccidioidomycosis,  and  blastomycosis 
were  all  negative  in  48  hours. 

Chest  x-ray  on  admission  showed  a very  large  right 
pleural  effusion  that  extended  along  the  right  lateral 
wall  to  the  level  of  the  fifth  rib  posteriorly.  The  remain- 
der of  the  chest  was  free  of  any  infiltrate  or  masses. 
Skull  x-rays  were  interpreted  as  being  normal,  and  an 
electroencephalogram  indicated  generalized  slow  cere- 
bral activity  well  within  normal  limits. 

On  the  day  of  admission  a lumbar  puncture  was 
performed  with  opening  pressure  of  140  ml.  of  fluid, 
the  fluid  being  clear  and  colorless.  Laboratory  analy- 
sis of  the  blood  produced  a protein  of  54  mg./ 100  cc., 
sugar  of  44  mg./lOO  cc.,  and  2 white  blood  cells/cu. 
mm.  both  of  which  were  lymphocytes:  but  no  red 
blood  cells  were  seen.  There  were  negative  Gram  and 
India  ink  stains.  A thoracentesis  was  performed  re- 
moving 500  cc.  of  serosanguineous  fluid  that  was 
negative  for  malignancy  on  cell  block.  Cultures  of  the 
spinal  fluid  and  pleural  fluid  for  tuberculosis  and  bac- 
teria were  all  subsequently  negative.  An  electrocardio- 
gram showed  no  essential  change  from  the  previous 
normal  electrocardiogram. 

The  patient’s  subsequent  course  was  completely 
uneventful.  He  remained  afebrile  throughout  the 
course  of  his  hospitalization,  gradually  improving  in 


all  neurological  difficulties  until  his  discharge  17  days 
later.  Repeated  chest  x-rays  throughout  the  course  of 
his  hospitalization  exhibited  a decrease  in  the  amount 
of  pleural  effusion  present.  Upon  discharge  from  the 
hospital  the  patient  was  again  placed  on  “house  ar- 
rest” which  he  rigidly  maintained,  and  he  was  followed 
at  biweekly  intervals  over  a three-month  period.  At  the 
end  of  this  time  no  further  evidence  of  neurological 
residual  impairment  existed.  Chest  x-ray  was  com- 
pletely clear.  No  medications  were  given  during  his 
second  hospitalization  and  his  follow-up  outpatient 
program. 

Discussion;  Since  the  first  case  of  infectious  mononu- 
cleosis with  central  nervous  system  involvement  was 
reported  in  1931  by  Epstein  and  Damashek,i  there 
have  been  numerous  reviews  and  isolated  case  re- 
ports. The  neurological  disturbances  have  been  pro- 
tean in  nature  with  a wide  spectrum  of  involvement. 
At  one  end  of  the  spectrum  would  be  the  patient  with 
a partial  right  oculomotor  nerve  palsy  who  recovered 
rapidly  as  reported  by  NellhausS;  at  the  other  end 
would  be  a severe  degenerative  brain  syndrome,  rapid- 
ly fatal,  which  appeared  in  the  20-year  survey  by  Dol- 
gopol  and  Husson  in  1949.3  within  the  spectrum  are 
the  complications  of  meningitis,  encephalitis,  peri- 
pheral neuropathy,  meningismus,  polyneuritis,  and 
mental  confusion. 4,  5 

The  encephalitic  complications  in  this  patient,  al- 
though successfully  overcome,  were  nevertheless  indic- 
ative of  a severe  and  variable  neurological  involve- 
ment. 

Fortunately,  the  neurological  complications  that 
may  occur  with  infectious  mononucleosis  are  relatively 
rare  involving  probably  less  than  1 percent  of  the  total 
cases.  In  a ten-year  survey  of  cases  of  infectious 
mononucleosis,  Milne  described  none  with  neurologi- 
cal complications.^  In  1943  Halcrow  and  others  de- 
scribed an  epidemic  of  296  cases,  but  only  two  pa- 
tients had  evidence  of  neurological  disorder.^  In  an- 
other epidemic  report  by  Wechsler  nine  patients  suf- 
fered headache  with  nuchal  rigidity  and  one  had  a 
brachial  neuritisS;  while  in  a group  of  80  cases  re- 
viewed by  Dunnet,  only  one  developed  neurological 
manifestations.^  Despite  relatively  rare  occurrence, 
the  neurological  complications  of  infectious  mononu- 
cleosis were  the  cause  of  death  in  7 of  16  patients 
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who  died  as  reported  in  the  review  by  Dolgopol  and 
Husson.3  Isolated  cases  with  residual  neurological 
impairment  have  been  reported. 10-12  Fortunately,  as 
in  this  case,  most  recover  within  varying  periods  of 
time.i 

The  laboratory  evidence  of  infectious  mononucle- 
osis in  this  case  was  restricted  to  the  elevation  of  the 
ox-cell  hemolysin  and  the  electrocardiogram  on  the 
first  admission,  and  to  the  ox-cell  hemolysin  and  the 
chest  x-ray  on  the  second  admission,  with  the  spinal 
fluid  and  electroencephalogram  remaining  normal. 
This  is  in  accord  with  the  variability  of  the  disease. 
Previous  attempts  to  correlate  focal  electroencephalo- 
graphic  changes  and  spinal  fluid  abnormalities  have 
met  with  little  or  no  success.  Bercel  was  able  to  corre- 
late electroencephalographic  changes  with  the  clinical 
course  in  patients  with  cerebral  complications  who 
recovered  and  who  did  not  present  any  spinal  fluid 
abnormality, 13  whereas  gross  abnormalities  of  the 
spinal  fluid  cells,  pressure,  and  albumin  with  a poorly 
correlated  degree  of  electroencephalographic  change 
was  reported  by  Gautier-Smithu  and  Karpinski.i® 
Initial  efforts  to  isolate  the  heterophil  antibody  in  the 
spinal  fluid  were  unsuccessful. 12.  le,  17  However,  in 
1948  Silberstein  and  co-workers  were  able  to  demon- 
strate the  heterophil  antibody  in  the  cerebral  spinal 
fluid  of  patients  with  infectious  mononucleosis  and  an 
associated  neurological  disorder.is  There  was  no  at- 
tempt made  to  isolate  the  antibody  in  the  patient 
under  consideration  since,  like  the  ubiquitous  nature 
of  the  disease,  a finding  of  a heterophil  titer  in  the 
spinal  fluid  remains  inconsistent. 

Of  side  interest,  this  patient  had  a multiple  system 
involvement  as  exhibited  by  his  pleural  effusion  and 
heart  block.  Myocarditis,  pericarditis,  rhythm  distur- 
bances, and  various  ST  segment  and  T wave  distur- 
bances have  been  reported  previously.i9-2i  However, 
a review  of  the  literature  fails  to  reveal  a previous 
report  of  complete  heart  block  associated  with  infec- 
tious mononucleosis. 

Summary:  A review  of  the  literature  regarding  infec- 
tious mononucleosis  demonstrates  the  high  degree  of 
variability  of  the  neurological  manifestations  of  the 
disease.  The  poor  correlation  between  the  severity  of 
these  disorders  with  the  clinical  course,  prognosis, 
and  laboratory  findings  in  the  disease  can  also  be 


seen.  Data  on  incidence  of  neurological  manifestations 
are  evident  from  personal  experience  with  a case  of 
infectious  mononeucleosis  with  a multiple  system 
involvement. 
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SOLITARY  CYSTIC  METASTATIC 


CARCINOMAS  IN  THE  BRAIN 


MINORU  SUZUKI,  M.D.;  JOYCE  S.  DAVIS,  M.D.;  and  ERWIN  R.  RABIN,  M.D. 


Case  Report:  Three  cases  of  solitary, 
cystic  metastatic  carcinoma  in  the  brain 
are  reported.  In  two  patients  the  primary 
carcinomas  were  in  lungs,  and  cystic  in- 
tracranial metastases  were  found  only  in 
the  cerebellum.  The  third  patient  had  a 
primary  tumor  in  a breast,  and  a large 
cavitary  metastatic  lesion  in  the  left 
frontal  lobe  remained  silent  until  death 
with  widespread  metastases  elsewhere 
in  the  body.  When  a solitary  cystic  lesion 
in  the  brain  is  suspected  or  found  clini- 
cally, with  or  without  a known  primary 
neoplasm  elsewhere,  metastatic  carci- 
noma should  be  considered  among  the 
differential  diagnoses,  especially  in  el- 
derly patients. 

THE  LUNG  AND  THE  BREAST  are  the  two  most  com- 
mon primary  sites  for  metastatic  carcinomas  of  the 
brain.  Metastatic  tumors  in  the  brain  are  frequently 
multiple  and,  although  they  commonly  contain  small 
areas  of  necrosis,  cystic  or  cavitary  changes  are  un- 
common. Recently  we  have  seen  three  patients  who, 
at  necropsy,  had  metastatic  carcinoma  appearing  as 
a solitary  cystic  lesion  in  the  brain.  In  one  of  these 
patients,  the  primary  neoplasm  was  clinically  undiag- 
nosed. This  report  emphasizes  that  a solitary  cystic 
lesion  in  the  brain  found  radiologically  or  at  surgery 
does  not  necessarily  rule  out  the  possibility  of  metas- 
tatic neoplasm. 


Case  Reports:  Case  1:  A 67-year-old  Negro  man  had 
chronic  cough  with  copious  amounts  of  sputum  for 
an  unknown  period.  About  six  weeks  prior  to  admis- 
sion he  suddenly  developed  severe  headache  and  in- 
voluntary jerking  movements  of  the  left  arm.  On  ad- 
mission to  the  Ben  Taub  General  Hospital,  the  pa- 
tient was  semicomatose  and  had  a positive  Babinski 
sign  on  the  left.  The  results  of  cell  count,  protein, 
glucose,  and  chloride  determinations,  and  serological 
test  for  syphilis  on  the  cerebrospinal  fluid  taken  at 
admission  were  normal.  Roentgenograms  of  the  chest 
revealed  a slight  enlargement  of  the  left  upper  me- 
diastinum and  pneumonic  shadows  in  the  right  upper 
lobe,  but  no  evidence  of  pulmonary  tumor.  Lateral 
and  anteroposterior  roentgenograms  of  the  skull  and 
carotid  angiograms  showed  no  pathologic  intracranial 
lesions.  The  patient  remained  comatose  and  died  on 
the  fifth  hospital  day. 

At  autopsy  the  left  lung  revealed  a firm  grayish 
white  mass  of  5 cm.  in  the  largest  dimension  with  ill- 
defined  borders  at  the  hilum,  narrowing  the  lumen  of 
main  bronchus  of  the  left  upper  lobe.  Histologically 
the  left  hilar  mass  was  a poorly  differentiated 
squamous  cell  carcinoma  arising  from  the  bronchus 
and  infiltrating  adjacent  pulmonary  parenchyma  of 
the  left  upper  lobe,  but  there  was  no  evidence  of  me- 
tastasis in  the  hilar  lymph  nodes.  The  upper  lobe  of 
the  right  lung  showed  a scarred  area  of  fibrocaseous 
granuloma  consistent  with  old  tuberculosis  and  a 
large  area  of  recent  confluent  necrotizing  broncho- 
pneumonia. Externally,  the  brain  revealed  asymmetry 
of  the  cerebellar  hemispheres  caused  by  distension  of 
the  left  side.  Section  of  the  cerebellum  showed  a large 
cyst,  6 cm.  in  the  greatest  dimension,  replacing  al- 
most the  entire  white  matter  of  the  left  hemisphere 
and  compressing  the  cerebellar  nuclei,  vermis,  pedun- 
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cle  and  fourth  ventricle  (Fig.  1).  The  inner  surface  of 
the  cyst  was  smooth  except  for  occasional  areas  of 
slight  granular  protrusions.  Microscopic  sections  of 
the  cyst  wall  showed  clusters  of  tumor  cells  (Fig.  2) 
which  were  sharply  demarcated  from  adjacent  cere- 
bellar tissue  and  identical  with  the  squamous  cell 
carcinoma  of  the  left  lung.  The  tumor  tissue  was  neg- 
ative for  mucin  by  mucicarmine  stain.  There  was  no 
other  site  of  metastasis  either  in  the  brain  or  in  the 
remainder  of  the  body. 

Case  2:  A 52-year-old  Negro  man  complained  of 
general  malaise,  dizziness  and  staggering  gait  for  ap- 
proximately six  to  ten  days  prior  to  admission.  At 
admission  the  patient  was  lethargic  and  had  slurred 
speech  but  otherwise  no  localizing  neurologic  abnor- 
malities were  noted.  Roentgenograms  of  the  chest 
showed  enlargement  of  the  right  hilum  by  nodular 
densities  interpreted  as  a bronchogenic  carcinoma. 
At  admission  the  cerebrospinal  fluid  pressure,  cell 
count  and  glucose  level  were  normal,  but  its  total 
protein  level  was  178  mg./lOO  ml.  The  patient  devel- 
oped symptoms  indicative  of  aspiration  pneumonia 
and  died  on  the  fourth  hospital  day. 

At  autopsy  the  right  lung  revealed  a firm  gray  mass 
arising  from  the  main  bronchus  of  the  middle  lobe, 
3 cm.  in  the  greatest  dimension.  The  brain  showed  a 
cystic  mass,  2.5  cm.  in  diameter,  in  the  right  cere- 
bellar hemisphere.  It  contained  gelatinous  material, 
and  there  was  an  adjacent  area  of  partially  necrotic 
gray  tumor  tissue  (Fig.  3).  No  other  tumor  mass  was 
found  in  the  central  nervous  system.  Histologically, 


Fig.  1.  A well  circumscribed  cystic  lesion 
(case  1)  replaces  almost  the  entire  white 
matter  of  one  cerebellar  hemisphere  and 
compresses  the  fourth  ventricle. 


Fig.  2.  Clusters  of  poorly  differentiated 
squamous  carcinoma  cells  line  the  inner  sur- 
face of  the  cystic  lesion  shown  in  Fig.  1.  Ad- 
jacent granular  layer  of  the  cerebellar  cor- 
tex (lower  right)  is  compressed  by  tumor 
tissue.  Red  blood  cells  are  seen  in  the  lumen 
of  the  cyst  (left).  Hematoxylin  and  eosin, 
X 60. 


Fig.  3.  A cystic  lesion  in  one  cerebellar 
hemisphere,  case  2.  The  cyst  shows  adjacent 
partially  necrotic  tumor  tissue. 
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the  pulmonary  and  cerebellar  tumors  were  identical, 
were  classified  as  a poorly  differentiated  squamous 
cell  carcinoma,  and  were  similar  to  those  seen  in 
case  1.  Hilar  lymph  nodes  of  the  right  lung  also  con- 
tained tumor  cells.  The  tumor  was  negative  for  mucin. 

Case  3:  A 73-y6ar-old  Negro  woman  underwent  a 
radical  mastectomy  for  carcinoma  of  the  left  breast 
about  ten  weeks  prior  to  death.  The  resected  breast 
specimen  revealed  a poorly  differentiated  infiltrating 


Fig.  4.  A cavitary  lesion  in  the  left  frontal 
lobe,  case  3,  destroyed  its  white  matter  and 
shows  a ragged  inner  surface. 


adenocarcinoma  with  metastasis  to  axillary  lymph 
nodes.  On  admission  to  the  Ben  Taub  General  Hospi- 
tal the  patient  appeared  mentally  obtunded  and  com- 
plained of  pain  in  the  left  leg,  but  there  were  no  local- 
izing neurologic  signs  or  symptoms.  Multiple  subcutan- 
eous tumor  nodules  were  noted.  Exploratory  laparo- 
tomy revealed  widespread  metastatic  tumor  nodules  in 
the  liver  and  peritoneum.  Radiologically,  plain  skull 
roentgenograms  and  metastatic  bone  survey  were 
negative.  A brain  scan  with  i^’^^Hg-chlormerodrin  in 
the  anteroposterior  and  lateral  views  revealed  a dif- 
fuse area  of  increased  concentration  in  the  left  frontal 
region,  interpreted  as  an  area  of  infarct  rather  than 
metastatic  tumor  because  of  relatively  low  concentra- 


Fig.  5.  Thick  layer  of  poorly  differentiated 
adenocarcinoma  cells  lining  the  inner  layer 
of  the  cavitary  lesion  shown  in  Fig.  4.  The 
metastatic  tumor  tissue  is  sharply  demar- 
cated from  adjacent  cerebral  parenchyma. 
Hematoxylin  and  eosin,  X 77. 


80 


TEXAS  MEDICINE 


tion  of  the  radionuclide  in  the  lesion.  The  patient  died 
suddenly  on  the  20th  hospital  day. 

At  autopsy  large  thromboemboli  were  found  in  the 
pulmonary  arteries  bilaterally.  Tumor  nodules  were 
present  in  the  skin,  liver,  peritoneum,  lungs,  adrenals 
and  thyroid.  Horizontal  section  of  the  brain  showed  a 
large  cavitary  lesion  in  the  left  frontal  lobe,  replacing 
the  white  matter  and  measuring  6 cm.  in  the  greatest 
dimension  (Fig.  4).  The  inner  surface  of  the  lesion 
was  ragged  and  soft.  Histologic  sections  taken  from 
the  wall  of  the  cavity  revealed  a thick  layer  of  tumor 
cells  (Fig.  5)  which  were  well  demarcated  from  adja- 
cent cerebral  tissue  and  identical  with  the  primary 
carcinoma  of  the  left  breast  resected  ten  weeks  pre- 
viously. The  tumor  was  negative  for  mucin.  The  dura 
mater,  which  is  a common  site  for  metastatic  mam- 
mary carcinoma,  was  free  of  tumor.i  The  left  frontal 
lobe  was  the  sole  site  of  metastasis  in  the  central 
nervous  system. 

Comment:  Metastatic  carcinomas  as  a group  are  now 
the  most  common  intracranial  neoplasm  in  the  au- 
topsy series  of  many  hospitals,  exceeding  primary 
gliomas  in  incidence.  When  solitary  cystic  lesions  in 
the  brain  are  suspected  radiologically  or  found  at 
surgery,  especially  in  the  absence  of  clinically  evident 
primary  neoplasms  elsewhere,  various  diseases  of  the 
brain  such  as  cystic  glioma,  infarct  with  liquefactive 
necrosis,  abscess,  parasitic  infection  and  congenital 
malformation  are  considered  among  differential  diag- 
noses. Necrosis  is  common  in  cellular  metastatic  tu- 
mors in  the  brain,  but  large  cystic  or  cavitary  changes 
are  uncommon.  Baker  stated  in  his  review  of  114 
cases  of  metastatic  tumors  to  the  nervous  system 
that  mucin-producing  metastatic  carcinomas  appear- 
ing grossly  cystic  and  containing  gelatinous  material 
were  occasionally  found  in  the  cerebellum. i None  of 


the  carcinomas  in  the  present  cases  were  of  the  mu- 
cinous type. 

In  case  1 the  primary  tumor  of  the  lung  was  dis- 
covered only  at  autopsy  and  the  cerebellar  lesion  ap- 
peared grossly  like  a cystic  astrocytoma.  In  view  of  a 
sudden  onset  of  neurologic  symptoms  in  the  first  pa- 
tient, a cystic  enlargement  of  the  cerebellar  lesion 
was  probably  rapid.  In  case  2 the  cerebellum  was  also 
the  only  site  of  metastasis  in  the  nervous  system. 
Baker  also  stated  that  when  the  metastasis  takes 
place  only  in  the  cerebellum  it  seems  to  be  more  fre- 
quently solitary  than  multiple,  but  this  occurrence 
may  possibly  be  due  to  a relatively  small  overall  vol- 
ume of  cerebellum  compared  with  cerebrum,  allowing 
multiple  metastatic  nodules  to  sometimes  coalesce 
with  each  other,  producing  the  appearance  of  a sin- 
gle nodule.  In  an  autopsy  series  of  85  cases  of  intra- 
cranial metastases  from  primary  bronchogenic  carci- 
nomas studied  by  Flavell,  26  cases  (31  percent)  were 
solitary  and  8 cases  (9  percent)  had  the  metastasis 
only  in  the  brain. 2 In  case  3,  the  cavitary  lesion  of 
the  left  cerebrum  resembled  an  infarct  or  abscess  of 
the  frontal  lobe  at  gross  postmortem  inspection.  It 
had  been  clinically  interpreted  also  as  an  infarct  rath- 
er than  a metastatic  tumor  by  the  radioisotopic  brain 
scan.  The  third  patient’s  cerebral  lesion  destroyed  a 
large  area  of  frontal  lobe  white  matter,  but  she  did 
not  have  localizing  neurologic  signs  or  symptoms. 
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Chances  are  she’ll  be  fever-free 
in  less  than  48  hours... 
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Erythrocin- Sulfas 

ERYTHROMYCIN- 

TRISULFAPYRIMIDINES, 

ABBOTT 


FOR  RAPID  CLINICAL  RESPONSE 

In  a recent  series  of  clinical  studies,  Erythrocin-Sulfas 
was  used  to  treat  516  febrile  cases  of  suspected 
bacterial  infection.  Of  these,  85.5%  were  completely 
afebrile  within  hours. 

FOR  WIDE  BACTERIAL  COVERAGE 

Among  the  total  of  661  patients  (febrile 
and  afebrile)  who  could  be  evaluated,  the 
clinical  cure  rate*  was  92.2% 

FOR  OPTIMAL  PATIENT  ACCEPTANCE 

Three  forms  were  used  in  the  studies,  prescribed 
according  to  the  age  and  personal  preferences  of 
individual  patients: 


Erythrocin®  ethyl  succinate-Sulfas  Granules 
erythromycin  ethyl  succinate-trisulfapyrimidines 
for  oral  suspension 

Erythrocin®  ethyl  succinate-Sulfas  Chewable 
erythromycin  ethyl  succinate-trisulfapyrimidines 
chewable  tablets 

Erythrocin®  stearate- Sulfas  Filmtab® 

erythromycin  stearate-trisulfapyrimidines  tablets 

*Clinically  cured  included  patients  with  complete 
symptomatic  relief  and  those  who  had  partial 
symptomatic  relief  within  72  hours  with  subsequent 
clinical  cure.  «03446 


Please  see 
Brief  Summary 
on  next  page. 
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BRIEF  SUMMARY  FOR 

Erythrocin- Sulfas 

Indications  For  mixed  infections  which  are 
more  susceptible  to  the  combination  than  to 
either  agent  alone.  These  may  include  sus- 
ceptible gram-positive  and /'or  gram-negative 
mixed  infections.  Not  recommended  in  the 
treatment  of  infections  expected  to  respond 
to  full  therapeutic  doses  of  the  antibiotic  or 
sulfonamide  alone. 

Contraindications  Known  hypersensitivity  to 
erythromycin  or  sulfonamides.  Because  of  the 
possibility  of  kernicterus  with  sulfonamides, 
do  not  use  in  pregnancy  at  term,  in  premature 
or  in  newborn  infants  during  first  week  of  life. 

Warnings  As  with  other  forms  of  sulfonamide 
therapy,  use  only  after  critical  appraisal  in 
patients  with  liver  or  kidney  damage,  urinary 
obstruction,  or  blood  dyscrasias.  Deaths  have 
been  reported  from  hypersensitivity  reactions 
and  blood  dyscrasias  following  use  of  sulfon- 
amides. Perform  blood  counts  and  liver  and 
kidney  function  tests  when  used  inter- 
mittently or  for  long  periods. 

Precautions,  Side  Effects  Use  sulfonamides 
with  caution  in  patients  with  a history  of 
allergy,  including  asthma.  Mild  allergic  reac- 
tions (such  as  urticaria  and  other  skin  rashes) 
may  occur.  Serious  allergic  reactions  have 
been  extremely  infrequent;  if  encountered 
appropriate  countermeasures  (e.g.  epine- 
phrine, steroids,  etc.)  should  be  administered 
and  the  drug  withdrawn.  Assure  adequate 
fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  In  pro- 
longed therapy,  or  when  high  dosage  is  used, 
maintain  an  alkaline  urine.  If  oliguria  occurs, 
discontinue  therapy.  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting 
may  occur  with  erythromycin;  generally 
improved  by  reduction  of  dosage. 

If  overgrowth  of  nonsusceptible  organism 
occurs,  withdraw  the  drug  and  institute 
appropriate  treatment. 

Adverse  Reactions  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomit- 
ing, diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash, 
urticaria,  injection  of  the  conjunc- 
tiva  and  sclera,  petechiae,  purpura,  I 

hematuria  and  crystalluria.  803446 
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counteract  constipating  effect  of  iron)  100  mg 
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anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn^t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 

LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 

483.7-6062 


84 


TEXAS  MEDICINE 


BEAT  YOURSELF 

(and  your  family)  TO  THE_^ 


Fort  ^orth  Clinical  Symposium 


■ The  Fort  Worth  Clinical 
Symposium  represents  the 
consolidation  of  three  well- 
established  meetings — the 
Spring  Seminar  of  the  Tar- 
rant County  Academy  of 
General  Practice,  the  An- 
nual Southwest  Regional 
Cancer  Conference  and  the 
Post-graduate  Symposium 
of  the  Tarrant  County  Heart 
Association. 

The  meeting,  sponsored  by 
the  Fort  Worth  Academy  of 
Medicine,  is  one  you  won’t 
want  to  miss.  Send  your 
registration  card  in  today. 


(Send  To:  Fort  Worth  Clinical  Symposium,  3025  Cockrell  St.,  Fort  Worth,  Texas  76109) 


NAME_ 


ADDRESS 


CITY. 


MAKE  RESERVATIONS  (The  Inn  Of  The  Six  Flags)  For 


ARRIVING:  DATE 


TIME_ 


MAKE  MY  RESERVATIONS  FOR  (Please  Check): 

□ The  Golden  Palace  Dinner  & Show  (Saturday,  June  1) 

□ Ladies  Fashion  Brunch  at  Neiman-Marcus  (Saturday,  June  1 

□ The  Golf  Tournament  (Friday,  Saturday,  and  Sunday) 

Q Tickets  to  Dallas-Fort  Worth  Spurs  Baseball  Game  (Sat.  or  Sun. 

□ Tour  of  Fort  Worth  Art  Centers  and  Museums 

□ Tickets  to  Six  Flags  Over  Texas 


To  RENOWN  SPEAKERS 

OVER  20  HOURS  OF  SCIENTIFIC  PROGRAMS 


REGISTRATION  CARD 


b 


CLINICOPATHOLOGIC 

CONFERENCE 


SCOTT  O’NEIL,  M.D.;  HERBERT  L FRED,  M.D.;  RICHARD  E.  BORRESON,  M.D.; 
PHILIP  JOHNSON,  M.D.;  and  FERENC  GYORKEY,  M.D. 


A 36-year-old  service  station  employee 
was  in  apparent  good  health  until  a few 
minutes  after  eating  fresh  vegetables 
and  a fruit  drink.  He  became  severely 
nauseated,  began  vomiting,  and  had  ab- 
dominal pain.  About  24  hours  later  he 
began  having  frequent,  loose,  volumi- 
nous bowel  movements  composed  of 
light-colored  feces  without  mucus  or 
blood.  Progressive  weakness  occurred. 
Three  days  after  onset  of  symptoms  the 
patient  was  pronounced  in  shock  and 
was  admitted  to  the  hospital.  Examina- 
tion on  admission  showed  a weak,  lethar- 
gic, well  nourished  man  with  a normal 
temperature.  Within  seven  days  after 
onset  of  symptoms  the  patient  died. 

CLINICAL  PROTOCOL:  A 36-year-old  white  service 
station  employee  was  in  his  usual  state  of  excellent 
health  until  three  days  before  admission  when,  10-15 
minutes  after  a lunch  of  fresh  vegetables  and  a fruit 
drink,  he  experienced  the  abrupt  onset  of  severe  nau- 
sea, vomiting,  and  abdominal  pain.  The  vomitus  con- 
tained undigested  food  but  no  blood.  The  abdominal 
pain  was  cramping,  poorly  localized,  and  unaffected 
by  vomiting.  About  24  hours  later,  he  began  to  have 
frequent,  loose,  voluminous  bowel  movements  com- 
posed of  light-colored  feces  without  mucus  or  blood. 


Progressive  weakness  developed.  His  private  physi- 
cian gave  him  antiemetics  and  sedation  without  re- 
lief of  symptoms. 

Just  before  admission  to  the  Houston  Veterans  Ad- 
ministration Hospital,  the  patient  was  found  by  his 
private  physician  to  be  in  “shock”  with  a normal  tem- 
perature, a blood  pressure  of  60/40  mm.  of  mercury, 
and  an  unobtainable  pulse.  Volume  expanders,  vaso- 
pressors, and  steroids  were  administered  with  only 
minimal  effect  on  the  patient’s  general  condition. 

The  patient  was  a city  dweller  and  consumed  mu- 
nicipal water.  His  family  had  eaten  the  same  food 
without  ill  effects.  Past  medical  history,  family  history, 
and  system  review  were  not  otherwise  contributory. 
The  patient  specifically  denied  previous  gastrointesti- 
nal symptoms. 

Physical  examination  on  admission  showed  a weak, 
lethargic,  well  nourished  man  with  a normal  tempera- 
ture, a pulse  of  120  regular  beats  per  minute,  and 
a blood  pressure  of  70/0  mm.  of  mercury.  His  skin 
and  mucous  membranes  were  dry.  His  abdomen  was 
diffusely  tender  to  direct  palpation,  but  there  was  no 
rebound  tenderness.  Bowel  sounds  were  decreased. 
Rectal  examination  showed  green,  guaiac-negative 
stool.  There  were  several  scars  over  his  back  related 
to  previous  shrapnel  wounds,  but  the  remainder  of  the 
physical  examination  was  within  normal  limits.  Spe- 
cifically, there  was  no  evidence  of  peripheral  vaso- 
constriction, icterus,  enlarged  abdominal  organs,  or 
increased  intracranial  pressure. 

The  hematocrit  value  was  48.5  percent.  The  total 
leukocyte  count  was  12,450/cu.  mm.  with  a normal 
differential  count.  Urinalysis  showed  a trace  of  pro- 
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tein,  12-15  white  blood  cells  per  high  power  field,  and 
no  bilirubin.  Blood  serology  was  nonreactive.  The  blood 
sugar  concentration  was  normal.  Initial  serum  sodium 
value  was  125  mEq. /liter;  potassium,  2.5  mEq. /liter; 
carbon-dioxide  combining  power,  20  mEq. /liter;  and 
chloride,  96  mEq. /liter.  The  blood  urea  nitrogen 
(BUN)  was  55  mg./lOO  cc.;  serum  creatinine,  2.7 
mg./ 100  cc.  The  next  day  the  serum  sodium  concen- 
tration increased  to  140  mEq. /liter  but  fell  to  127 
mEq. /liter  on  the  day  of  death.  The  carbon  dioxide 
combining  power  dropped  from  the  original  value  to 
14  mEq. /liter  at  the  time  of  death.  Serum  potassium 
concentration  also  dropped  to  1.8  mEq. /liter  but  sub- 
sequently rose  to  normal  values.  The  BUN  level  rose 
steadily,  reaching  89  mg. /1 00  cc. 

Further  examination  of  the  urine  showed  a signifi- 
cant increase  in  coproporphyrins  on  two  occasions 
but  no  porphobilinogen.  Stool  culture  yielded  numer- 
ous Pseudomonas  organisms.  Wet  mounts  of  two  sep- 
arate specimens  of  fresh  stool  showed  no  ova  or  para- 
sites. Blood  culture  was  sterile.  Spinal  fluid  examina- 
tion gave  normal  results.  Electrocardiogram  was  con- 
sistent with  electrolyte  disturbance.  Chest  roentgeno- 
gram showed  calcification  in  a right  hilar  node  but  was 
otherwise  unremarkable.  A plain  abdominal  roentgeno- 
gram showed  gas-filled  loops  of  large  and  small  bowel 
consistent  with  paralytic  ileus. 

Initial  therapy  consisted  of  saline  and  bicarbonate 
given  intravenously.  Vasopressors  were  necessary  to 
support  the  patient’s  blood  pressure  throughout  the 
remainder  of  his  life.  Nausea,  vomiting,  abdominal 
pain,  and  diarrhea  persisted.  The  day  after  admission 
the  patient  showed  a flaccid  quadriplegia  which  was 
attributed  to  hypokalemia;  potassium  was  added  to 
his  intravenous  fluids,  and  his  weakness  partially  abat- 
ed. At  this  time  the  patient  further  complained  of 
severe  burning  and  tingling  sensations  that  involved 
his  face  and  distal  extremities  and  required  narcotics 
for  relief.  About  the  same  time,  several  areas  of  ery- 
thema and  desquamation  appeared  on  the  skin  over 
his  trunk.  Proctoscopic  examination  performed  the 
day  after  admission  under  conditions  of  considerable 


difficulty,  revealed  only  red,  granular,  friable  rectal 
mucosa.  The  patient  remained  afebrile.  Terminally,  his 
urine  output  fell  dramatically  and  he  developed  ab- 
dominal distention  with  absent  bowel  sounds.  Just 
before  death  he  exhibited  signs  of  acute  left  ventricu- 
lar failure.  These  were  believed  related  to  overhydra- 
tion resulting  from  the  volume  of  fluid  necessary  to 
act  as  a menstruum  for  the  vasopressor  therapy. 

Clinical  Discussion:  Dr.  Scott  O’Neil:  Since  this  case  is 
about  nine  years  old,  the  roentgenograms  have  been 
destroyed,  and  we  will  not  be  able  to  review  them 
today.  We  are  told  that  the  roentgenogram  of  the 
chest  showed  calcification  in  a right  hilar  node  and 
that  the  plain  abdominal  roentgenogram  revealed  gas- 
filled  loops  of  large  and  small  bowel,  consistent  with 
a paralytic  ileus.  I suppose  the  kidneys  were  normal  in 
size,  but  with  the  paralytic  ileus  and  overlying  bowel 
gas,  it  might  have  been  impossible  to  make  an  accu- 
rate statement  about  the  renal  outlines. 

One  of  the  first  things  to  consider  in  this  patient  is 
an  acute  vascular  accident  in  the  upper  part  of  the 
abdomen.  The  type  of  pain  described  and  the  abrupt- 
ness with  which  it  began  suggest  that  possibility. 
Against  such  diagnosis,  however,  is  the  patient’s 
young  age,  the  lack  of  leukocytosis  and  of  blood  in 
the  vomitus  and  stool,  and  the  failure  of  fever  or  signs 
of  peritonitis  to  develop.  Moreover,  I doubt  that  a 
person  with  an  acute  vascular  catastrophe  in  the  ab- 
domen could  wait  three  days  before  being  admitted  to 
the  hospital.  I have  seen  patients  in  this  age  group 
who  had  intestinal  necrosis,  apparently  unrelated  to 
thrombotic  occlusion  or  atherosclerotic  disease  of  any 
type.  Although  the  nonthrombotic  type  of  intestinal 
necrosis  is  possible  in  this  case,  I doubt  it  for  the 
reasons  I just  gave. 

Several  types  of  acute  gastroenteritis  deserve  con- 
sideration. Perhaps  most  likely  would  be  an  entero- 
cytopathogenic  human  orphan  (ECHO)  virus  or  Cox- 
sackie  virus.  The  absence  of  fever  and  the  normal 
total  leukocyte  count  are  consistent  with  a viral  dis- 
order. The  patient’s  failure  to  respond  to  the  intra- 
venously administered  fluids  could  be  attributed  to 
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myocarditis  that  occurs  commonly  with  systemic  viral 
infection.  Also,  the  great  increase  in  urinary  copropor- 
phyrins could  be  related  to  the  hepatitis  accompany- 
ing systemic  viral  disease.  Diarrhea  could  explain  all 
of  the  electrolyte  disturbances.  Nevertheless,  such 
viral  diseases  rarely  are  fatal.  Almost  as  unlikely  as  a 
cause  of  death  is  the  gastroenteritis  of  Salmonella  or 
Shigella. 

There  are  several  other  disorders  that  we  should 
consider  under  the  heading  of  gastroenteritis.  One  of 
them  is  pseudomembranous  enterocolitis.  This  dis- 
order usually  is  found  at  the  hospital  rather  than  at 
the  service  station  because  of  its  association  with  anti- 
biotic therapy  and  its  tendency  to  occur  after  surgical 
procedures  or  massive  injury.  It  can  also  occur  as  a 
complication  of  several  medical  diseases,  particularly 
myocardial  infarction  and  severe  pneumonia.  This  dis- 
ease could  also  cause  the  red  appearance  of  the  rectal 
mucosa  that  was  seen  on  proctoscopic  examination. 
Although  a pseudomembrane  when  seen  is  of  diag- 
nostic importance,  I believe  it  is  absent  more  often 
than  it  is  present.  The  stool  culture  grew  a Pseudom- 
onas organism,  probably  a contaminant.  I would  antic- 
ipate that  Pseudomonas  septicemia  would  be  associ- 
ated with  a great  deal  more  toxicity  than  this  patient 
showed. 

Finally,  under  the  heading  of  acute  gastroenteritis, 
is  the  subject  of  food  poisoning.  There  are  many  dif- 
ferent organisms  and  toxins  associated  with  food  poi- 
soning and  the  disease  is  normally  self-limited.  Sta- 
phylococcal food  poisoning  hardly  ever  lasts  more  than 
24  hours,  and  I found  no  reference  to  deaths  associ- 
ated with  this  disorder.  Clostridium  perfringens  food 
poisoning,  like  staphylococcal  enterotoxin  poisoning, 
is  generally  a self-limited  disease,  and  it  rarely  causes 
vomiting.  Usually,  it  is  associated  with  nausea  but 
little  else  and  passes  off  in  12-16  hours. 

There  is  a highly  fatal  variant  of  clostridial  infection 
of  the  bowel,  enteritis  necroticans.  In  such  cases, 
Clostridium  welchii  infection  is  associated  with  gan- 
grenous changes  in  the  small  bowel  mucosa  and  gas 


in  the  portal  vein.  This  was  particularly  frequent  in 
Germany  after  World  War  II.  Now,  some  cases  are 
being  reported  from  New  Guinea  where  the  natives 
have  a pork  feast  at  certain  intervals.  When  the  pigs 
are  killed  there  is  a decided  rise  in  this  type  of  illness, 
and  it  is  frequently  fatal.  The  natives  refer  to  it  as 
“pig-bel”  because  of  its  association  with  the  belly 
following  the  eating  of  the  pigs. 

I do  not  think  that  gastroenteritis  is  the  diagnosis 
in  the  patient  under  discussion.  None  of  the  sporadic 
viral  or  bacterial  forms  fit  well;  we  have  no  precipitat- 
ing factors  associated  with  pseudomembranous  enter- 
ocolitis; and  enteritis  necroticans  can  be  dismissed  in 
the  absence  of  signs  of  peritonitis. 

Acute  hemorrhagic  pancreatitis  is  another  possibil- 
ity, despite  the  absence  of  apparent  biliary  tract  dis- 
ease and  alcoholism.  We  see  many  patients,  espe- 
cially children  and  teenagers,  with  pancreatitis  who 
do  not  have  these  two  classical  predisposing  factors. 
Although  pancreatitis  is  a cause  of  sudden  abdominal 
pain,  nausea,  and  vomiting,  it  is  not  a likely  cause  of 
diarrhea.  Indeed,  1 find  diarrhea  one  of  the  most  diffi- 
cult things  to  correlate  with  the  diagnosis  of  pancrea- 
titis. Hypotensive  shock  could  produce  diarrhea,  al- 
though I have  not  seen  anything  quite  like  this  in 
pancreatitis. 

I think  the  most  likely  diagnosis  is  heavy  metal 
poisoning.  Three  metals  come  to  mind  here,  and  the 
easiest  to  dismiss  is  lead.  Acute  lead  poisoning  is 
unusual,  and  we  are  assured  that  this  man  was  in  a 
perfect  state  of  health  prior  to  becoming  ill.  A person 
with  lead  poisoning  would  probably  present  a past 
history  of  abdominal  pain  and  some  peripheral  neu- 
rologic disturbance.  Consistent  with  lead  poisoning, 
but  not  really  definitive,  is  the  increased  amount  of 
coproporphyrins  in  the  urine.  Lead  poisoning  is  fre- 
quently associated  with  high  levels  of  urinary  copro- 
porphyrin, but  it  is  also  associated  with  anemia  and 
basophilic  changes  in  the  red  cells,  neither  of  which 
this  man  had. 
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Severe  gastroenteritis  associated  with  renal  insuf- 
ficiency would  bring  mercury  poisoning  to  mind.  How- 
ever, mercury  is  not  commonly  utilized  except  in  sui- 
cide, and  I saw  nothing  in  the  history  that  would  lead 
me  to  think  that  this  man  was  suicidal.  Furthermore, 
in  mercury  poisoning,  I would  anticipate  severe  burn- 
ing pain  in  the  throat  and  chest  together  with  ulcera- 
tions in  the  mouth  and  other  mucous  membranes. 
These  findings  were  not  described  in  our  patient. 

I favor  arsenic  poisoning  in  today’s  case.  Arsenic  is 
frequently  used  in  homicide  cases  though  not  as  com- 
monly as  in  previous  years.  One  of  the  reasons  is  that 
arsenic  is  no  longer  used  in  embalming  processes. 
Previously,  it  was  quite  convenient  to  kill  someone 
with  arsenic,  because  arsenic  was  used  in  the  em- 
balming process.  Such  a practice  would  cover  up  all 
possible  traces  of  the  crime. 

The  usual  type  of  arsenic  involved  in  homicide  is 
rat  powder  or  white  arsenic  (arsenous  dioxide).  It  is 
usually  administered  with  food.  Several  of  the  symp- 
toms in  our  patient,  particularly  the  severe  abdominal 
pain,  nausea,  vomiting,  and  copious  diarrhea,  are 
compatible  with  arsenic  poisoning.  It  is  a truism 
among  pathologists  that  in  any  person  who  develops 
this  symptom  complex  and  dies  within  a couple  of 
weeks,  arsenic  poisoning  should  be  considered  strong- 
ly. Arsenic,  like  mercury,  is  a direct  irritant  to  the  gas- 
trointestinal tract,  and  blood  is  common  in  the  vomi- 
tus,  stool,  or  both.  Shock,  convulsions,  and  coma  also 
are  common;  and  death  often  occurs  from  one-half 
week  to  three  weeks  after  onset  of  symptoms.  The 
more  prolonged  the  illness,  the  more  prominent  are 
the  renal  manifestations  of  the  disease,  but  acute 
renal  failure  as  a feature  of  arsenic  poisoning  is  by 
no  means  rare. 

Dr.  Herbert  L.  Fred:  I agree  with  Dr.  O’Neil’s  analysis 
of  this  case  and  would  like  to  emphasize  one  addi- 
tional point  about  arsenic  poisoning.  In  the  patient 
with  severe  acute  gastroenteritis,  and  particularly 
when  shock  co-exists,  the  roentgenographic  demon- 
stration of  unexplained  opaque  material  in  the  upper 
gastrointestinal  tract  is  excellent  presumptive  evi- 
dence of  arsenic  poisoning. i 

Today’s  case  reminds  me  of  a patient  who  was 


admitted  to  the  hospital  several  years  ago  in  shock 
with  acute  gastroenteritis.  The  nature  of  his  illness 
was  obscure  until  he  developed  peripheral  neuritis 
three  weeks  later.  At  that  point  he  was  given  a week- 
end pass  to  go  home.  Immediately  after  eating  his 
first  meal  at  home,  he  again  developed  acute  gastro- 
enteritis with  shock  and  died  soon  thereafter.  Necrop- 
sy revealed  evidence  of  arsenic  poisoning.  No  attempt 
was  made  to  find  the  murderer. 

Dr.  Richard  E.  Borreson:  In  the  case  under  discussion 
the  abdominal  roentgenogram  was  made  four  days 
after  the  onset  of  symptoms. 

Dr.  Philip  Johnson:  Arsenic  poisoning  was  an  epidemic 
disease  in  Oklahoma  about  the  time  this  patient  was 
seen.  Was  he  from  Oklahoma? 

Dr.  Borreson:  He  was  from  Huntsville,  Tex. 

Dr.  Johnson:  Vegetables  sprayed  with  arsenic  trioxide 
can  be  a source  of  arsenic  poisoning.  I would  empha- 
size, too,  that  coproporphyrins  may  appear  in  the 
urine  as  a result  of  arsenic  poisoning. 

Pathological  Findings:  Dr.  Ferenc  Gybrkey:  The  autop- 
sy was  performed  two  hours  after  death,  with  the  con- 
sent of  the  patient’s  wife.  There  were  1,500  ml.  of 
clear  ascitic  fluid  and  moderate  bilateral  hydrothorax 
(750  ml.  on  each  side).  Other  abnormal  findings  were 
essentially  limited  to  the  liver,  brain,  and  kidneys. 

The  liver  weighed  2,140  gm.;  it  was  pale,  tan,  and 
soft  (Fig.  1).  The  microscopic  hepatic  changes  were 


Fig.  1.  Cross  section  of  the  liver.  The  pallor 
of  the  parenchyma  is  distinct. 
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Fig.  2.  Microscopic  appearance  of  the  liver. 
Many  of  the  vacuoles  seen  in  the  hepatic 
cells  contain  lipid,  demonstrated  with  the 
oil  red  0 stain.  Hematoxylin  and  eosin, 
118X.  Insert,  oil  red  0 315X. 

nonspecific,  consisting  of  prominence  of  the  bile  ducts 
and  moderate  fatty  change,  with  fairly  abundant  lipo- 
fuchsin  pigment  and  moderate  lymphocytic  infiltra- 
tion in  the  portal  spaces  (Fig.  2).  The  kidneys  grossly 
were  unremarkable.  Histologically,  however,  they 
showed  ectasia  of  the  proximal  convoluted  tubules, 
heme  casts  and  degenerated  tubular  cells  in  the  col- 
lecting tubules,  and  severe  capillary  congestion  (Fig. 
3).  Submucosal  edema  and  endothelial  cell  prolifera- 
tion of  the  submucosal  vessels  were  noted  in  the  small 
and  large  bowel.  The  brain  weighed  1,580  gm.  and 
showed  a cerebellar  pressure  cone  and  bilateral  ten- 
torial herniations.  The  brain  sections  confirmed  cere- 
bral edema  (Fig.  4). 

The  gross  and  microscopic  studies  provided  no  an- 
swer to  the  patient’s  basic  disease  nor  a satisfactory 
explanation  of  his  death.  We  were  faced  with  a case  of 
a 36-year-old  man  in  excellent  health  who,  15  min- 
utes after  eating  fresh  vegetables  and  drinking  soda 
pop,  developed  severe  nausea,  vomiting,  and  abdomi- 
nal pain,  went  into  shock,  oliguria,  and  anuria,  and 
died  within  seven  days. 

The  physician  in  charge  was  told  by  the  patient’s 
relatives  of  the  possibility  of  homicide  by  poisoning. 
Toxicologic  tests  carried  out  on  fresh  liver  tissue  re- 
vealed 5 mg.  of  arsenic  per  100  gm.  of  tissue,  whereas 
0.01  mg.  is  the  upper  limit  for  normal  liver  arsenic 
content.  When  this  finding  was  presented  to  the  pa- 
tient’s wife,  she  confessed  that  she  had  fed  her  hus- 
band rat  poison  in  his  soda  pop. 

The  degree  of  arsenic  toxicity  is  reflected  by  the 
level  of  arsenic  in  vital  tissues  and  may  be  explained 
in  biochemical  terms;  trivalent  arsenic  has  an  affinity 
for  thiols,  and  many  enzymes  possess  the  thiol  group 
as  an  integral  part  of  their  active  centers.  The  com- 
bination of  arsenic  with  thiol  inactivates  these  en- 
zymes. Among  the  enzyme  systems  inhibited  by  in- 
organic arsenite  are  keto-acid  oxidations;  aldehyde 


Fig.  3.  Convoluted  tubules  of  the  kidney 
containing  degenerated  tubular  cells  and 
heme  casts.  Hematoxylin  and  eosin,  94X. 


Fig.  4.  Microscopic  appearance  of  the  cere- 
bellum, showing  edema.  Hematoxylin  and 
eosin,  103X. 


oxidations;  and  succinic,  malic,  and  lactic  dehydro- 
genases. Many  trivalent  organic  arsenicals  have  even 
a wider  range  of  activity  and  inhibit  pyruvate  metabo- 
lism, succinate  oxidation,  glucose  oxidation,  amino 
acid  oxidation,  monoamine  oxidation,  fatty  acid  oxi- 
dation, and  several  hydrolytic  enzymes  including  acid 
phosphatases. 

Final  Diagnoses: 

Acute  arsenic  poisoning. 

Focal  centrilobular  hepatocellular  degeneration. 

Acute  renal  tubular  necrosis. 

Cerebral  edema. 

Ascites. 

Hydrothorax,  bilateral. 
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Ilssue^  healing  nicely. 
M anxiety  slaws 
his  steps  toward  paanvepy. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


Indications:  For  use  in  management  of  anxiety  and  tension  occurring 
alone  or  as  accompanying  symptom  complex  to  medical  and  surgical 
disorders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
sleep  through  antianxiety  and  related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity  to  meprobamate. 
Important  Precautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
1 has  sometimes  resulted  in  epileptiform  seizures. 

I Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs ; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported,  if  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria,  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg, /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Epiiil 

(mepmliaiiiiite) 


Professionally  posed. 


HOUSTON  — a city  where  yesterday’s  daydream 
emerges  today  in  concrete  and  steel.  Texas’  largest 
city  and  the  nation’s  sixth  largest,  Houston  has  liter- 
ally brought  the  mountain  to  Mohammed  in  its 
short  131-year  history.  Although  50  miles  inland,  in 
the  early  1900’s  the  people  of  Houston  decided  that 
the  town  should  become  a seaport.  Forthwith  its  citi- 
zens proceeded  to  dig  a “big  ditch’’  down  Buffalo 
Bayou  to  Galveston  Bay.  Fifty  miles  long,  300  feet 
wide,  and  36  feet  deep,  it  is  known  today  as  the  Hous- 
ton Ship  Channel  and  has  made  Houston  the  third 
largest  seaport  in  the  nation.  The  industries  situated 
on  the  channel  banks  and  the  freighters  which  ply  its 
waters  account  for  a third  of  the  Houston  economy. 
Apart  from  its  importance  to  the  industrial  growth  of 
the  city,  the  channel  is  also  a major  tourist  attraction. 
The  M/V  Sam  Houston,  sightseeing  boat  for  the  navi- 
gation district,  annually  carries  40,000  visitors  up  and 
down  the  channel. 

Houston  will  draw  another  phenomenon  to  its 
shores  on  May  2-5 — the  101st  Annual  Session  of  the 
Texas  Medical  Association,  with  an  anticipated  4,500 
guests.  Approximately  100  scientific  and  business 


meetings  will  be  held  in  a five-day  period  beginning 
May  1.  On  Saturday,  15  scientific  meetings  will  take 
place  at  one  time  in  addition  to  business  meetings. 
The  Woman’s  Auxiliary  to  the  Texas  Medical  Associa- 
tion also  will  hold  its  annual  convention  to  coincide 
with  that  of  TMA. 

“From  cow  pasture  to  moon’’  is  a phrase  that  is 
used  to  describe  the  five-year  transformation  of  a 
Clear  Lake  saitgrass  ranch  into  the  nation’s  lunar 
launch  pad.  Selected  in  September,  1961,  the  site  of 
the  $200  million  National  Aeronautics  and  Space  Ad- 
ministration Manned  Spacecraft  Center  is  now  the 
control  center  for  all  US  manned  space  flights  as  well 
as  the  training  center  for  the  nation’s  astronauts. 
From  650  employees,  the  staff  has  grown  to  more  than 
10,000.  More  than  170  space-related  industries  call 
Houston  home,  along  with  their  63,000  employees. 
Each  Sunday  afternoon  the  center  is  open  for  drive- 
through  tours,  and  documentary  films  and  lectures 
are  available  to  the  public. 

Sports  Offerings:  Frustrated  by  the  vagaries  of  their 
climate — the  wind,  the  heat,  and  the  humidity — Hous- 
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Visitors  view  exhibit  at 
National  Aeronautics  and 
Space  Administration 
Manned  Spacecraft  Center, 
open  to  visitors  every 
Sunday  from  1 to  5 p.m. 


ton  baseball  fans  decided  to  eliminate  two  annoying 
regulars,  the  game  called  on  account  of  rain  and  the 
sunburned  nose  acquired  while  waiting  for  the  final 
out.  They  built  a giant  plastic  bubble,  the  Astrodome, 
seven  miles  from  downtown  Houston.  The  stadium’s 
$4.5  million  air-conditioning  system  keeps  the  temper- 
ature at  a pleasant  72  F.  and  the  humidity  at  50  per- 
cent year-round,  while  the  comfortable  fans  enjoy  the 
excitement  on  the  playing  field  and  the  antics  of  the 
spectacular  $2,000,000  scoreboard. 

The  Astrodome — 208  feet  high — is  tall  enough  to 
contain  the  18-story  Shamrock  Hilton  Hotel,  headquar- 
ters of  this  year’s  TMA  Annual  Session.  The  versatile 
Astrodome  is  also  the  site  of  football  games,  circuses, 
rodeos,  bullfights,  boxing,  soccer,  and  polo  matches. 
On  nights  not  filled  with  TMA  activities  TMA  physi- 
cians and  their  families  may  wish  to  view  the  Houston 
Astros,  National  League  baseball  club,  playing  the  St. 
Louis  Cardinals  on  May  2,  or  the  Atlanta  Braves  on 
May  3,  4,  and  5. 

Medical  Center:  Another  Houston  accomplishment  is 
Houston’s  Texas  Medical  Center,  a teaching  and  re- 
search complex  dedicated  to  rendering  the  finest  care 
to  the  sick  and  disabled,  and  offering  quality  educa- 
tion for  future  physicians.  The  Texas  Medical  Center 


GEMINI  V 


SPACECRAFT 
aOWK  BY  COOPER 
AND  CONRAD  AlfGUST 
21-29  19BS  fOR  120 
REVOLUTIONS  LAST- 
ING 190  HOURS  &56 
MINUTES 


Observation  deck  at  the  Port  of  Houston 
Turning  Basin  allows  visitors  to  watch  ships 
loading  and  unloading  in  the 
nation’s  third  largest  port. 


Surrounded  by  a sea  of  automobiles 
(there  is  space  for  30,000)  is  the 
Astrodome,  scene  of  spectacular  events. 
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Stately  Lovett  Hall, 
the  Administration 
Building  of  Rice  Univer- 
sity, is  cornerstone  of 
the  quiet  campus  with 
its  old  world  Mediter- 
ranean charm. 


Laaw  <***’*» 


includes  ten  major  hospitals  and  clinics,  three  medical 
schools,  and  three  research  institutes.  Examples  of 
Texas  Medical  Center  components  are  Baylor  Univer- 
sity College  of  Medicine:  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute;  Texas  Wo- 
man’s University  College  of  Nursing:  The  University  of 
Texas  Dental  Branch;  The  University  of  Texas  Gradu- 
ate School  of  Biomedical  Sciences;  Texas  Medical  Cen- 
ter Library:  Texas  Institute  for  Rehabilitation  and  Re- 
search; and  Ben  Taub  General,  Hermann,  Methodist, 
St.  Luke’s  Episcopal,  and  Texas  Children’s  hospitals. 

Founded  in  1946,  the  Center  employs  more  than 
11,000  persons  and  has  an  annual  budget  of  more 
than  $92  million.  The  teaching  and  research  complex 
covers  175  acres.  Almost  $125  million  has  gone  into 
the  construction  of  existing  buildings,  not  including 
the  price  of  the  land.  In  1966,  108,645  patients  were 
admitted  to  the  various  hospitals;  and  745,371  out- 
patients were  treated  at  the  Center.  While  it  was  de- 
signed for  humanitarian  purposes,  the  Texas  Medical 
Center  has  brought  Houston  to  the  international  fore- 
front of  medical  training  and  research. 

Industry:  Two  New  York  real  estate  promoters,  J.  K. 
and  A.  C.  Allen,  founded  Houston  on  a 6,642-acre 
site  in  1836,  barely  four  months  after  the  Battle  of 
San  Jacinto.  In  a New  York  paper  the  Allen  brothers 
announced,  “When  the  rich  lands  of  this  country  shall 
be  settled,  a trade  will  flow  to  Houston  making  it  the 
greatest  interior  commercial  emporium  of  Texas.” 

The  Allens  could  not  imagine  how  prophetic  their 
words  would  be.  Today  Houston  leads  the  Southwest 
in  population,  industrial  markets,  payroll,  retail  sales, 
bank  deposits,  oil,  gas,  chemicals,  per  capita  income, 
and  construction. 

Industrially  the  Houston  area  produces  half  the  na- 


Jesse  H.  Jones  Hall  for  the 
Performing  Arts,  home  of  the 
Houston  Symphony  Orchestra  and 
the  Houston  Grand  Opera, 
is  symbol  of  Houston’s  culture. 

tion’s  synthetic  rubber  and  as  much  as  75  percent  of 
various  petrochemical  products,  about  a third  of  Tex- 
as’ oil  refining  output,  and  approximately  half  of  the 
oil  industry's  specialized  tools  and  equipment. 

The  Arts:  The  author  James  Street  wrote  of  Houston, 
“Its  pulse  beats  so  fast  that  last  month  already  is  his- 
tory and  last  year  almost  is  antiquity.”  Within  ten 
years  Houston  leaped  from  14th  to  6th  place  in  popu- 
lation size  among  the  nation’s  cities.  It  has  also  taken 
giant  strides  in  the  arts.  In  1838,  two  years  after 
the  city  was  founded,  the  first  theatrical  performance 
in  the  Republic  of  Texas  was  staged  in  Houston.  In 
succeeding  years,  some  of  the  world's  greatest  artists 
appeared  on  the  Houston  stage.  This  artistic  excel- 
lence persists  fed  by  broad-based  popular  support. 
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Informative  and  enter- 
taining celestial  shows 
are  everyday  occurrences 
at  Houston’s  new  Burke 
Baker  Planetarium, 
located  in  beautiful 
Hermann  Park. 


Both  traditional  and  contemporary 
exhibits  of  paintings  and  other 
art  forms  make  up  the 
permanent  collection  of 
Houston’s  Museum  of  Fine  Arts. 

The  Houston  Symphony  Orchestra  is  Houston’s 
most  popular  musical  activity.  More  than  half  of  its 
annual  budget  of  $850,000  is  earned  by  paid  attend- 
ance. Composer-pianist-conductor  Andre  Previn  cur- 
rently leads  the  90-piece  orchestra,  which  presents 
nearly  130  performances  each  season,  performances 
ranging  from  subscription  concerts  to  free  open  air 
concerts  in  Hermann  Park.  The  Symphony's  perma- 
nent home  and  that  of  Houston’s  Grand  Opera  Associ- 
ation is  the  magnificent  Jesse  H.  Jones  Hall  for  the 
Performing  Arts,  described  by  one  observer  as  “per- 
fect proof  of  the  contention  that  architecture  is  frozen 
music.” 

The  Houston  Grand  Opera  Association  schedules  21 
performances  of  5 operas  every  season.  World  famous 
performers  and  local  artists  alike  head  the  casts. 


Houston  is  a city  of  contrast  in  a state  of  contrast. 
Knowing  that  pleasure  boats  outnumber  horses  in  Tex- 
as, and  that  metropolitan  Houston  has  more  horses 
than  any  other  place  in  the  state,  it  is  not  so  difficult 
to  imagine  first  and  second  generation  wildcat  oilmen 
and  cattlemen  flocking  to  the  art  gallery,  the  theater, 
and  the  ballet. 

Houston’s  Museum  of  Fine  Arts  has  a permanent 
collection  valued  at  $9  million.  It  operates  on  a $470,- 
000  annual  budget.  Sculpture  and  paintings  from  the 
Italian  and  Spanish  Renaissance  periods,  Indian  art  of 
the  Southwest,  and  Greek  and  Egyptian  handiwork  re- 
flect the  catholic  taste  of  the  Museum  of  Fine  Arts, 
while  the  Contemporary  Arts  Association  is  given  en- 
tirely to  avant-garde  art  in  all  forms.  The  University  of 
St.  Thomas’  Fine  Arts  Department,  the  Art  League  of 
Houston,  Artists’  Guild  of  Houston,  and  the  Conserva- 
tive Arts  Club  round  out  the  fare. 

Houston  is  second  only  to  New  York  in  the  number 
of  live  theatrical  performances  given  annually.  The 
oldest  of  Houston’s  four  professional  playhouses  is 
Nina  Vance’s  Alley  Theatre,  recipient  of  the  largest 
Ford  Foundation  grant  ever  awarded  a theater.  In  addi- 
tion to  its  scheduled  plays,  the  Alley  sponsors  a year- 
round  apprentice  program  meeting  Actors’  Equity  re- 
quirements, a special  class  in  stagecraft  for  adults, 
and  a full  range  of  classes  for  children.  Other  Houston 
theaters  include  Houston  Music  Theatre,  Theatre, 
Inc.,  and  Houston  Theatre  Center. 

Houston  has  four  nonprofit  organizations  dedicated 
to  ballet.  The  Houston  Foundation  for  Ballet  presents 
performances  with  the  Houston  Symphony  and  the 
Opera  Association.  Other  troupes  are  the  Allegro  Ballet 
of  Houston,  a semi-professional  company,  the  Greater 
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Houston  Civic  Ballet  Company,  and  the  Houston 
Youth  Ballet. 

Eleven  institutions  of  higher  learning  can  be  found 
in  Houston.  Besides  medical  facilities,  educational  in- 
stitutions include  Rice  University,  the  University  of 
Houston,  Texas  Southern  University,  Houston  Baptist 
College,  and  the  University  of  St.  Thomas. 

Sight-Seeing:  Houston  is  a sightseer’s  paradise.  Beside 
the  lazy  San  Jacinto  River  named  for  the  blue  hya- 
cinths (jacintos)  \which  dot  its  surface,  stretches  the 
historic  San  Jacinto  Battleground,  site  of  the  Texas 
military  victory  that  gained  independence  from  Mex- 
ico. Now  a state  park,  the  battleground  includes  the 
San  Jacinto  Monument,  which  at  570  feet  is  the  tallest 
masonry  shaft  in  the  world. 

The  battleship  Texas  is  moored  at  the  base  of  the 
monument.  Veteran  of  two  world  wars  and  a dozen 
campaigns,  it  was  presented  to  the  State  of  Texas  by 
the  United  States  Navy  and  has  become  a floating 
museum. 

Historical  Houston  is  evident  at  Allen’s  Landing 
Park,  site  of  Houston’s  founding  131  years  ago,  and 
in  Sam  Houston  Historical  Park,  where  restored  hous- 
es and  stores  mirror  the  Houston  of  pre-Civil  War 
days.  At  Bayou  Bend  Museum  can  be  found  a collec- 
tion of  17th,  18th,  and  early  19th  century  furnishings 
from  the  home  of  Miss  Ima  Hogg,  daughter  of  Texas’ 
first  native-born  governor. 

In  the  midst  of  the  city,  Hermann  Park  offers  a 
refuge  for  picnickers,  bird-watchers,  and  nature  lovers. 
It  is  also  the  home  of  the  Hermann  Park  Zoo,  the 
Burke  Baker  Planetarium,  and  the  Museum  of  Natural 
Science,  which  exhibits  everything  from  prehistoric 
fossils  to  slightly  used  space  capsules. 

One  of  the  more  unusual  attractions  in  the  Houston 
area  is  the  German  Village  located  only  a few  minutes 
from  NASA  Manned  Spacecraft  Center.  The  Village 
complex  hosts  a bakery,  restaurant,  delicatessen,  gift 
shop,  German  hair  styling  salon,  and  beer  garden. 
There  is  nightly  dancing  and  entertainment  by  an  old- 
fashioned  "oom-pah-pah”  band. 

Old  Market  Square  in  downtown  Houston  echoes 
the  gas  light  era  and  features  more  than  20  clubs, 


restaurants,  and  shops.  The  Square  is  the  site  of 
some  of  the  city’s  oldest  commercial  structures  and 
was  once  the  hub  of  trade  and  commerce  for  pioneer 
Houston. 

For  those  who  prefer  (after  June  1)  a purely  mod- 
ern touch  there  is  Houston’s  answer  to  Six  Flags  Over 
Texas,  air-cooled  Astroworld  amusement  park,  located 
directly  across  from  the  Astrodome.  Or  a quick  spin 
down  to  Galveston’s  West  Beach  brings  one  to  Sea- 
Arama  Marineworld,  the  only  place  of  its  kind  between 
the  East  and  West  Coasts,  presenting  sea  creatures 
in  their  natural  habitats. 

No  visitor  to  Houston  should  neglect  the  unique 
self-guided  tour  of  the  Anheuser-Busch  Brewery.  An 
exciting  ride  on  a five-story  outside  escalator  starts  the 
visit,  animated  panels  explain  each  process  through- 
out the  plant,  and  the  trip  ends  with  a sampling  of 
your  favorite  Anheuser-Busch  product. 

Restaurants:  "New  Orleans  has  the  reputation;  Hous- 
ton has  the  cuisine,”  boasted  Camille  Bermann  of 
Maxim’s,  Inc.  Houston’s  myriad  restaurants  do  indeed 
offer  an  unending  variety  of  the  world’s  finest  special- 
ty foods.  Be  your  favorite  Belgian,  Chinese,  East  In- 
dian, French,  German,  Italian,  Japanese,  Jewish,  Mex- 
ican, Polynesian,  or  Swiss  cookery,  Houston  has  the 
restaurant  you  desire. 

The  Greater  Houston  Restaurant  Directory  recom- 
mends these  restaurants  within  easy  access  of  the 
Shamrock  Hilton:  Look’s  Sir  Loin  Inn,  buffet  luncheons 
and  the  finest  quality  steaks;  Gaido’s  Restaurant,  fa- 
mous for  seafood  since  1911;  Kaphan’s  Restaurant, 
aristocrat  of  seafood  and  steaks  for  33  years;  El  Chico, 
authentic  Mexican  and  American  dishes;  Valian’s  Res- 
taurant, pizza,  Italian  spaghetti,  shish  kebab,  salads, 
seafoods,  steaks,  and  oyster  bar;  and  the  Warwick 
Hotel,  prime  ribs  and  steaks  in  an  old  world  setting. 

Other  restaurants  offering  excellent  dining  fare  and 
their  specialties  are  Trader  Vic’s  (Polynesian  food), 
Tokyo  Gardens  Restaurant  (Japanese  food),  Los 
Troncos  (international  cuisine),  Hofbraugarten  Restau- 
rant (German  food),  Timmy  Chan  Restaurant  (Chi- 
nese), the  Safari  Restaurant  (East  Indian),  La  Bastille 
(Belgian),  Chez  Orleans  Restaurant  (French  and  Cre- 
ole), and  San  Jacinto  Inn  (seafood  and  chicken). 
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TMAs  101st  Annual  Session  To  Bring 
Nation's  Medical  Leaders  to  Houston 


Under  one  roof,  the  Shamrock 
Hilton  Hotel  in  Houston,  some  of 
the  nation’s  most  accomplished 
men  of  medicine  will  assemble  May 
2-5  to  discuss  current  knowledge 
and  theories  on  virtually  any  state 
of  health  or  disease  which  could 
affect  the  patient  of  a Texas  physi- 
cian. Some  4,500  Texas  physicians 
will  gather  in  Houston  on  these 
dates  to  attend  the  Texas  Medical 
Association  101st  Annual  Session. 

Guest  Speakers:  Thirty-seven  guest 
speakers  complemented  by  331 
other  program  participants  will 
amass  to  provide  Texas  physicians 
with  the  state’s  largest  and  most 
awesome  medical  and  scientific 
program. 

Guest  speakers  include  notables 
in  many  medical  fields:  W.  A.  D. 
Anderson  of  Miami,  pathology;  Nel- 
son J.  Bradley,  Park  Ridge,  III.,  psy- 
chiatry; Edward  L.  Compere,  Chi- 
cago, orthopedic  surgery;  John  J. 
Conley,  New  York,  head  and  neck 
surgery;  Eric  Denhoff,  Providence, 
R.I.,  pediatrics  (cerebral  palsy); 
Theodore  A.  Fox,  Chicago,  orthope- 
dic surgery;  Edward  A.  Gall,  Cincin- 
nati, pathology;  Alexander  Gotts- 
chalk,  Chicago,  cancer  research; 
Robert  B.  Greenblatt,  Augusta,  Ga., 
endocrinology;  D.  Lloyd  Griffiths, 
Manchester,  England,  orthopedic 
surgery;  Howard  P.  House,  Los  An- 
geles, otology;  Charles  E.  Miff,  Bal- 
timore, ophthalmology;  Garth  L. 
Jarvis,  Washington,  D.C.,  obstetrics 
and  gynecology. 

Also,  Arthur  H.  Keeney,  Philadel- 
phia, ophthalmology;  Robert  K.  Ker- 
lan,  Los  Angeles,  orthopedic  sur- 
gery; J.  Roderick  Kitchell,  Philadel- 
phia, Pa.,  internal  medicine;  David 
J.  Lehman,  Jr.,  Fort  Lauderdale, 
Fla.,  teenage  problems;  Morton  H. 
Maxwell,  Los  Angeles,  internal  medi- 
cine (renovascular);  Harry  Medovy, 
Winnipeg,  Canada,  pediatrics; 
Charles  Neumeister,  Minneapolis, 
proctology;  William  C.  North,  Mem- 


phis, Tenn.,  anesthesiology;  Richard 
M.  Peters,  Chapel  Hill,  N.C.,  thor- 
acic and  cardiovascular  surgery; 
Theodore  R.  Pfundt,  Omaha,  Neb., 
pediatrics;  G.  Ray  Ridings,  Dallas, 
radiology;  Max  S.  Rittenbury, 
Charleston,  S.C.,  general  surgery; 
Roscoe  R.  Robinson,  Durham,  N.C., 
internal  medicine  (nephrology);  John 
T.  Sessions,  Jr.,  Chapel  Hill,  N.C., 
internal  medicine;  Jay  T.  Shurley, 
Oklahoma  City,  psychiatry;  Peter  V. 
Siegel,  Washington,  D.C.,  federal  air 
surgeon;  Norman  J.  Sissman,  Palo 
Alto,  Calif.,  pediatrics;  James  H. 
Sterner,  formerly  of  Rochester,  N.Y., 
and  now  of  Houston,  occupational 
health;  Daniel  B.  Stone  of  Iowa 
City,  internal  medicine  (diabetes); 
Richard  L.  Sutton,  Jr.,  Kansas  City, 
Mo.,  dermatology;  William  R.  Wad- 
dell, Providence,  R.I.,  surgery;  and 
Mr.  Kenneth  A.  Wells,  New  Bruns- 
wick, N.J.,  director  of  research  for 
the  Boy  Scouts  of  America. 

In  addition,  featured  speakers  for 
the  General  Meeting  Luncheons  on 
Friday,  May  3,  and  Saturday,  May  4, 
will  be  the  President  of  the  Ameri- 
can Medical  Association,  Dr.  Milford 
0.  Rouse  of  Dallas,  and  the  editor  of 
The  Indianapolis  News,  M.  Stanton 
Evans. 

Members  of  the  Fifty  Year  Club 
and  the  Council  on  Annual  Session, 
as  well  as  the  chairman  of  the  Com- 
mittee on  General  Arrangements  will 
be  honored  at  the  General  Meeting 
Luncheon  on  Friday,  May  3.  Dr. 
Rouse  will  be  featured  guest  speak- 
er. Announcements  of  scientific  ex- 
hibit awards  and  recognition  of  sen- 
ior authors  of  exhibits  will  be  made, 
and  the  winners  of  the  first  annual 
art  exhibition  will  be  announced. 

The  General  Meeting  Luncheon, 
Saturday,  May  4,  will  feature  an  ad- 
dress by  Mr.  Evans.  Other  program 
features  will  include  honoring  of  the 
members  of  the  Past  Presidents  As- 
sociation, the  1967-68  TMA  officers, 
and  presidents  of  allied  health  pro- 


fessions and  paramedical  groups; 
recognition  of  Anson  Jones  Award 
winners;  and  installation  of  Dr. 
George  V.  Brindley,  Jr.,  of  Temple, 
as  President  of  the  Texas  Medical 
Association. 

General  Meetings:  Two  Genera!  Meet- 
ings, one  on  Friday  from  10  to  12 
a.m.,  the  other  on  Saturday  from 
2 to  5 p.m.,  will  feature  presenta- 
tions aimed  at  the  general  practi- 
tioner, though  they  should  also 
prove  of  interest  to  the  specialist. 

On  Friday  the  topics  and  speakers 
will  be  injuries  of  the  hand,  a tele- 
vision presentation  moderated  by 
Dr.  Robert  J.  Wise;  things  in  veins, 
the  panorama  of  embolism.  Dr.  Ed- 
ward A.  Gall;  and  orthopedic  causes 
of  abdominal  pain.  Dr.  D.  Lloyd  Grif- 
fiths. 

Saturday  topics  and  speakers  will 
be  problems  of  respiration  therapy, 
a television  presentation  moderated 
by  Dr.  William  C.  North  of  Mem- 
phis, Tenn.;  the  role  of  computers 
in  the  care  of  acutely  ill  patients.  Dr. 
Richard  M.  Peters;  a survey  of  re- 
cent advances  in  anatomic  pathol- 
ogy; Dr.  W.  A.  D.  Anderson;  pre- 
school evaluation  to  discriminate 
potential  learning  difficulties.  Dr. 
Eric  Denhoff;  and  newer  concepts  in 
the  management  of  menopause.  Dr. 
Robert  B.  Greenblatt. 

The  television  presentations  will 
each  be  one  hour  long  while  the 
individual  presentations  will  be  ap- 
proximately 30  minutes  each.  Both 
meetings  will  take  place  in  the  Em- 
erald Room  of  the  Shamrock  Hilton 
Hotel.  Dr.  Howard  R.  Dudgeon  of 
Waco  will  preside  at  the  Friday 
meeting;  Dr.  Harvey  R.  Bell  of  Pal- 
estine at  the  Saturday  meeting. 

Refresher  Courses:  Thirteen  refresh- 
er courses  on  topics  ranging  from 
barbiturate  addiction  to  baseball  in- 
juries will  be  held  on  Friday  and  Sat- 
urday, May  3 and  4,  in  meeting 
rooms  in  the  Shamrock  Hilton  Ho- 
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GENERAL  NEWS 


Workshop  Speakers  Clarify 
Utilization  Review  Principles 


tel.  Each  refresher  course  will  con- 
sist of  approximately  45  minutes  of 
lecture  and  30  minutes  of  questions 
and  answers.  The  courses  are  de- 
signed primarily  for  the  physician 
in  general  practice  but  are  also  of 
value  to  the  specialist.  No  tickets 
are  required  for  attendance. 

Related  and  Specialty  Societies; 
Twenty-seven  related  and  specialty 
societies  will  meet  in  conjunction 
with  the  Texas  Medical  Association 
and  will  present  their  own  special 
programs  on  a variety  of  medical 
subjects.  Special  conferences  and 
p.'ograms  are  scheduled  by  8 com- 
mittees of  the  Texas  Medical  Asso- 
ciation in  addition  to  the  12  regular 
scientific  sections  which  will  be  pre- 
sented on  Friday  and  Saturday  by 
the  Association. 

Ten  curbstone  consultations,  in- 
formal round-table  discussions  on 
medical  topics,  will  be  held  on  Fri- 
day evening.  Scientific  and  techni- 
cal exhibits,  a physicians’  art  ex- 
hibit, and  sports  events  also  will 
be  attractive  features  of  the  Annual 
Session,  as  will  three  medical  color 
television  presentations  sponsored 
by  Smith,  Kline,  and  French. 

The  Woman’s  Auxiliary  to  the 
Texas  Medical  Association  will  also 
be  holding  its  Golden  Anniversary 
simultaneously  with  headquarters  in 
the  Warwick  Hotel. 

Advance  Programs:  Advance  pro- 
grams of  the  Texas  Medical  Associ- 
ation’s 101st  Annual  Session  have 
been  mailed  to  Texas  physicians, 
and  a detailed  program  appeared 
in  the  March  issue  of  Texas  Medi- 
cine. "Here’s  Houston,”  an  article 
highlighting  the  places  of  interest  in 
the  convention  city,  appears  on 
page  94. 

A preview  of  issues  to  be  dis- 
cussed by  the  House  of  Delegates, 
TMA  policy-making  body,  is  on  page 
37. 

To  make  housing  reservations, 
complete  the  hotel  or  motel  reser- 
vation card  on  page  103. 

And  circle  May  2-5  on  your  cal- 
endar, the  dates  Houston  will  be 
medical  headquarters  for  Texas  phy- 
sicians. 


Three  Texas  physicians  and  a 
hospital  administrator  discussed 
procedures  and  problems  involved 
in  implementing  functions  of  utili- 
zation review  committees  in  hospi- 
tals at  a utilization  review  workshop 
sponsored  by  Blue  Cross-Blue  Shield 
of  Texas  Feb.  28  in  Austin.  This 
workshop  was  one  of  a series  of 
similar  workshops  scheduled 
throughout  Texas  during  the  spring 
and  summer  of  1968. 

Each  workshop  features  an  ad- 
dress by  an  official  of  Blue  Cross- 
Blue  Shield,  a talk  by  Dr.  Pruett 
Watkins  of  Austin,  private  physician 
and  consultant  to  the  Texas  State 
Department  of  Health;  and  talks  by 
a physician  and  by  a hospital  ad- 
ministrator from  the  area  where  the 
workshop  is  being  held.  Following 
the  speeches  a question  and  answer 
session  completes  the  program. 

Speakers  for  the  Austin  workshop 
were  Dr.  Ernest  A.  Maxwell  of  Dal- 
las, associate  medical  director.  Blue 
Cross-Blue  Shield,  Dr.  John  Koos  of 
San  Marcos,  representing  the  medi- 
cal staff  of  Hays  Memorial  Hospital 
in  San  Marcos;  and  Mr.  Bob  Scott, 
administrator.  Hays  Memorial  Hos- 
pital. 

Dr.  Watkins:  "At  least  20  percent  of 
the  certified  hospitals  in  Texas  have 
non-operative  utilization  review 
plans.  Something  must  be  done  if 
many  of  the  hospitals  in  this  state 
are  not  to  suffer  financial  loss  and 
if  their  medical  staffs  are  not  to 
suffer  considerable  embarrassment,” 
Dr.  Pruett  Watkins  cautioned. 

In  an  effort  to  impress  the  audi- 
ence with  the  benefits  of  an  effec- 
tive utilization  review  committee. 
Dr.  Watkins  listed  such  results  of 
effective  functioning  as  (1)  an  in- 
creased awareness  of  the  problem 
of  unnecessary  utilization;  (2)  more 
effective  means  of  discharge  and 
transfer  of  long-stay  cases  to  ap- 
propriate facilities;  (3)  discourage- 
ment of  unnecessary  admissions; 
(4)  greater  availability  of  hospital 
beds  and  an  improvement  in  bed 
turnover;  (5)  improvement  in  the 
quality  of  hospital  charting;  (6) 
elimination  of  questionable  emer- 
gencies; (7)  provision  of  better  un- 
derstanding of  fiscal  intermediary 
problems;  (8)  development  of  more 
equitable  and  efficient  admission 
and  discharge  procedures;  (9)  pos- 
sible elimination  of  the  need  for 
building  additional  hospitals  and/or 


additional  wings  for  beds;  (10)  re- 
duction of  hospital  costs;  (11)  im- 
provement in  the  quality  of  patient 
care;  and,  most  important,  (12) 
bringing  about  of  the  public  im- 
pression that  doctors  themselves 
are  attempting  to  do  something 
about  hospital  costs. 

Dr.  Watkins  also  listed  several 
requisites  of  an  effective  utilization 
review  committee.  Among  the  char- 
acteristics were  (1)  a sympathetic 
administrator,  (2)  a fair  and  un- 
biased committee  chairman,  (3)  a 
fair  and  understanding  third  party 
who  accepts  his  gains  as  a co-bene- 
ficiary of  the  plan  but  who  realizes 
utilization  review  is  strictly  a phy- 
sician’s activity,  (4)  hospital  staff 
members  who  have  a fair  knowledge 
and  understanding  of  what  the  com- 
mittee is  trying  to  accomplish  and 
at  what  the  committee  is  aiming,  (5) 
committee  members  with  a firm  be- 
lief in  the  benefits  of  health  care  of 
the  American  public  by  voluntary 
medicine;  and  (6)  committee  mem- 
bers willing  to  devote  time  and  ef- 
fort to  insuring  success  of  the  proj- 
ect. 

“First  and  most  important,  the 
operation  of  the  utilization  review 
plan  is  the  responsibility  of  the 
medical  profession,”  Dr.  Watkins 
continued. 

Dr.  Watkins  went  on  to  explain 
the  difference  between  utilization 
review  and  recertification.  Recerti- 
fication, he  said,  is  a requirement 
of  the  Social  Security  Administration 
and  the  fiscal  intermediary.  It  in- 
volves the  patient’s  personal  physi- 
cian directly  and  requires  him  to 
certify  the  necessity  of  further  in- 
patient hospitalization.  Initial  certi- 
fication is  on  the  14th  day. 

Utilization  review,  on  the  other 
hand,  has  a stipulated  period  of 
time  which  is  referred  to  as  the  pe- 
riod of  extended  duration.  At  the  ex- 
piration of  this  time,  a member  of 
the  utilization  review  committee 
must  review  a patient’s  case  within 
seven  days.  The  reviewer  must  make 
a determination,  taking  into  account 
the  opinion  of  the  patient’s  physi- 
cian and  considering  the  medical 
necessity  for  further  hospitalization. 

Experience  in  working  with  utili- 
zation review  has  taught  physicians 
several  things,  among  them  that 
utilization  review  can  be  beneficial 
and  that  new  methods  will  need  to 
be  developed  to  relieve  members  of 
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the  utilization  review  committee  of 
time  pressures,  Dr.  Watkins  con- 
cluded. 

Dr.  Koos;  Dr.  John  Koos  of  San 
Marcos  presented  a “How  I Do  It’’ 
speech  on  hospital  rules — how  they 
affect  practice  and  how  physicians 
relate  to  them.  He  described  how 
his  practice  and  hospital  duties  have 
been  handled  in  San  Marcos  since 
the  beginning  of  utilization  review. 

The  key  to  success  of  the  pro- 
gram in  San  Marcos,  according  to 
Dr.  Koos,  has  been  the  performing 
of  a minimum  amount  of  laboratory 
work  on  Medicare  patients.  When- 
ever possible,  this  work  has  been 
channeled  to  San  Antonio  or  to  Aus- 
tin and  therefore  expenses  for 
Hays  Memorial  Hospital  in  San 
Marcos  have  been  cut  considerably. 
Also,  Dr.  Koos  noted,  an  excellent 
record  librarian  gets  all  the  informa- 
tion needed  by  the  committee,  and 
committee  members  merely  say 
“yes”  or  “no”  to  whether  a patient 
may  continue  to  stay  in  the  hospi- 
tal. 

In  practical  terms,  the  problem 
is  this:  “Grandmother  lives  with 
daughter  and  has  for  many  years. 
Grandmother  has  a heart  problem, 
is  hospitalized,  and  improves.  Dur- 
ing hospitalization  the  family  has 
realized  that  perhaps  the  home 
doesn’t  really  have  enough  room 
for  grandmother,  and  they  would 
really  rather  not  take  her  back. 
Where  is  she  to  go  and  who  is  to 
say?  In  San  Marcos,  we  go  to  the 
daughter,  tell  her  that  grandmother 
is  well  and  must  leave  the  hospital. 
Usually,  she  does.” 

Dr.  Koos  said  that  physicians  in 
San  Marcos  sometimes  leave  much 
of  their  laboratory  work  undone  by 
the  time  of  hospitalization.  By  chan- 
nelling this  extra  laboratory  work  to 
the  larger  cities  previously  men- 
tioned, a low  physician-patient  ratio 
can  be  maintained,  utilization  re- 
view can  be  effectively  accom- 
plished, and  patient  care  can  be 
greatly  improved. 

Mr.  Scott:  The  problems  of  utiliza- 
tion review  from  an  administration 
level  were  outlined  by  Mr.  Bob 
Scott,  administrator  at  Hays  Me- 
morial Hospital  in  San  Marcos. 

The  initial  problem  faced  by  the 
hospital,  according  to  Mr.  Scott,  was 
how  to  go  about  complying  with  the 
Medicare  requirement  of  utilization 
review.  “We  had  never  heard  of 
utilization  review.  Where  were  we 
going  to  start?”  The  final  San  Mar- 
cos plan  was  very  similar  to  a plan 
used  in  Pennsylvania,  which  had 
been  studied  with  care  by  hospital 
personnel. 


“All  plans  won’t  work  for  all  hos- 
pitals,” Mr.  Scott  noted.  A compos- 
ite committee  representing  all  ne- 
cessary departments  should  be 
formed  to  study  the  matter  and  to 
submit  a plan.  Seeing  what  other 
hospitals  have  done  can  help  to 
formulate  a plan  right  from  the  in- 
dividual situation. 

The  Hays  Memorial  committee 
submitted  a plan  to  Blue  Cross.  A 
change  was  requested.  The  plan 
was  submitted  to  the  federal  gov- 
ernment. Some  portions  were  re- 
jected. A consultant  from  the  Texas 
State  Department  of  Health  came  to 
San  Marcos  to  help  iron  out  diffi- 
culties. Finally,  a suitable  workable 
plan  was  formulated. 

Mr.  Scott  emphasized  that  utili- 
zation review  can  be  used  to  bene- 
fit the  hospital.  “Utilization  review 
plans  must  meet  minimum  require- 
ments, but  they  can  go  further.” 
The  Hays  Memorial  utilization  re- 
view committee  meets  once  a 
month  to  look  over  records.  A larg- 
er hospital  might  find  more  fre- 
quent meetings  more  suitable.  The 
case  method  of  review  is  used  at 
San  Marcos.  Automatically  10  per- 
cent of  the  cases  in  the  hospital  are 
reviewed.  Also,  10  percent  of  the  re- 
certification cases  are  reviewed.  At- 
tending physicians  are  consulted, 
and  their  opinions  are  usually  fol- 
lowed. Records  are  kept  of  commit- 


tee activities.  A good  record  librar- 
ian is  absolutely  necessary,  Mr. 
Scott  believes. 

In  addition  to  meeting  monthly, 
committee  members  look  at  all  pa- 
tients who  have  been  in  the  hospital 
24  hours  or  less,  all  Medicare  or 
Medicaid  patients  who  have  been  in 
the  hospital  more  than  30  days,  all 
patients  who  have  been  in  the  hos- 
pital more  than  10  days,  and  all 
emergency  admissions.  These  ac- 
tivities go  considerably  beyond  the 
requirements  of  Medicare. 

Dr.  Maxwell:  Serving  as  workshop 
moderator.  Dr.  Ernest  Maxwell  had 
some  closing  comments  to  make. 
Primarily  he  made  three  distinct 
points:  (1)  utilization  review  is  a 
legal  requirement  and  must  be 
abided  by;  (2)  utilization  review 
should  apply  to  all  patients,  not  just 
Medicare  patients:  and  (3)  utiliza- 
tion review  should  be  under  the  con- 
trol of  physicians. 

Discussion  Session:  As  called  for  by 
the  program,  an  informative  ques- 
tion and  answer  session  followed 
the  speech  presentations.  A sample 
utilization  review  plan,  sample  min- 
utes of  a utilization  review  commit- 
tee meeting,  and  a copy  of  the  Con- 
ditions for  Participation  for  Ex- 
tended Care  Facilities  were  distrib- 
uted at  the  meeting  and  will  be  dis- 
tributed at  the  other  workshops  in 
the  state. 
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sage carried  by  268  posters  in  Texas  as  a public  service  by  39  outdoor  advertis- 
ing companies  during  January  and  February.  Sponsors  were  Texas  Medical  Asso- 
ciation and  Texas  Ophthalmological  Association.  An  educational  grant  from  Alcon 
Laboratories,  Inc.,  helped  to  underwrite  printing  cost.  Left  to  right,  are  Joe  Edd 
Minton  of  Lytle,  medical  sales  representative  of  Alcon  Laboratories,  Inc.;  Steve 
Price  of  Austin,  Alford  Outdoor  Advertising  Co.,  Inc.;  Dr.  Otto  Lippmann  of 
Austin,  past  president,  Texas  Ophthalmological  Association;  and  C.  Lincoln  Willis- 
ton  of  Austin,  Executive  Secretary,  Texas  Medical  Association.  News  releases  and 
radio-television  spot  announcements  were  also  used  in  the  educational  campaign. 
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TEXAS  MEDICAL  ASSOCIATION 


101st  ANNUAL  SESSION 


THURSDAY-SUNDAy^ 


MAY  2-5.  1968 


HOUSTON 


f. 


FEATURING 


34^  GUEST  SPEAKERS 


plus  150  special  and  TMA-member  speakers 


13iREFRESHER[C0URSES 


Friday:  8:30  to  9:45  a.m^^FSaturday:  3:30  to  5 p.m. 


12,  SCIENTIFIC,  SECTIONS 


Friday:  2:30  to  5 p.m.  Saturday:  9-11:30  a.m. 

Digestive  Diseases,  General  Practice,  Internal  Medicine,  Nervous  and 
Mental  Diseases,  Obstetrics  and  Gynecology,  Ophthalmology, 
Otolaryngology,  Pathology,  Pediatrics,  Public  Health,  Radiology, 
and  Surgery 


2 GENERAL  MEETINGS 


Friday:  10  a.m.  to  12  Noon  Saturday:  2 to  5 p.m. 


190  SCIENTIFIC  AND  TECHNICAL  EXHIBITS 
plus  Physicians'  Art  Exhibit 


FILM  PROGRAM 


Friday:  10  a.m.  to  1 p.m^jj^  Saturday:  2 to  4:30  p.m. 


3 MEDICAL  COLOR  .TELEVISION . PRESENTATIONS 


[Sponsored  by  Smith,  Kline  & French  Laboratories] 


10  CURBSTONE  CONSULTATIONS 


■ Friday:  5 to  6:30  p.m. 

Informal  round-table  discussions  on  medical  topics 


27  RELATED  & SPECIALTY  SOCIETY  MEETINGS 


tThursday  thru  Sunday! 


SPECIAL  PROGRAMS 


1.  Texas  Academy  of  General  Practice  Seminar  (AAGP  credit) 
May  2:  12:30  to  5 p.m. 

2.  Symposium  on  Alcoholism 
May  2:  8 p.m. 

3.  Second  Texas  Conference  of  Physicians  and  Nurses 
"Coronary  Care  Units.”  May  1:  9 a.m.  to  5 p.m. 

4.  Symposium  on  Cardiovascular  Diseases 
May  2:  8:30  a.m.  to  4 p.m. 

5.  Demonstration  of  Disaster  Environmental  Simulator 
May  2:  10  to  10:30  a.m. 

6.  Conference  on  Health  Careers 

May  2:  9 a.m.  to  3 p.m. 

7.  Panel:  The  Hippie  Syndrome. 

May  2:  8 p.m. 

8.  Symposium  on  Isotopes  in  Every  Day  Practice 
May  4:  2 to  5 p.m. 

9.  Conference  on  Physicians  and  Schools 
May  2:  8 a.m.  to  4:30  p.m. 

10.  Symposium  on  Rheumatic  Diseases 
May  2:  1:30  to  5 p.m. 


MAKE  YOUR 
HOTEL  AND  MOTEL 
RESERVATIONS  NOW 

Physicians  and  guests  are 
urged  to  make  their  hotel  or 
motel  reservations  at  an  early 
date.  Reservation  requests 
shouid  be  sent  to  the  TMA 
Housing  Bureau  at  the  Sham- 
rock Hilton  Hotel,  indicating 
first,  second,  and  third  prefer- 
ences. As  far  as  possible, 
preferences  will  be  honored 
and  confirmation  of  reserva- 
tions will  be  sent  directly  to 
the  individual  making  the  re- 
quest. 

HOTELS 

1.  Shamrock  Hilton  Hotel 

(TMA  Headquarters) 

2.  Warwick  Hotel 

(Auxiliary  Headquarters) 

3.  Hotel  Plaza 

MOTELS 

4.  Towers  Motor  Hotel 

(TMA  Co-Headquarters) 

5.  Holiday  Inn — Central 

6.  Ramada  Inn — Domed 

Stadium 

7.  Sheriton  Oaks  Motel 

8.  Tidelands  Motor  Inn 

9.  White  House  Inn 
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TEXAS  MEDICAL  ASSOCIATION 
ANNUAL  SESSION  MAY  2-5,  1968 


34  GUEST  SPEAKERS 


W.  A.  D.  Anderson,  M.D. 

Miami,  pathology 

Nelson  J.  Bradley,  M.D. 

Oes  Plaines,  III.,  psychiatry 
(treatment  of  addictions) 

John  J.  Conley,  M.D. 

New  York,  head  and  neck  surgery 
(otology) 

Eric  Denhoff,  M.D. 

Providence,  pediatrics 
(cerebral  palsy) 

Theodore  A.  Fox,  M.D. 

Chicago,  orthopaedic  surgery 

Edward  A.  Gall,  M.D. 

Cincinnati,  pathology 

Alexander  Sottschallc,  M.D. 
Chicago,  cancer  research 

Robert  B.  Greenblatt,  M.D. 
Augusta,  Ga.,  endocrinology 

David  Lloyd  Griffiths,  F.R.C.S. 
Manchester,  England, 
orthopaedic  surgery 

Howard  P.  House,  M.D. 

Los  Angeles,  otology 

Charles  E.  Illff,  M.D. 

Baltimore,  ophthalmology 


Garth  L.  Jarvis,  M.D. 

Washington,  D.C., 
obstetrics  and  gynecology 

Arthur  H.  Keeney,  M.D. 
Philadelphia,  ophthalmology 

Robert  K.  Kerlan,  M.D. 

Los  Angeles,  orthopaedic  surgery 

James  Roderick  Kitchell,  M.D. 
Abington,  Pa.,  internal  medicine 

David  J.  Lehman,  M.D. 

Ft.  Lauderdale,  teenage  problems 

Morton  H.  Maxwell,  M.D. 

Los  Angeles,  internal  medicine 
(renovascular) 

Charles  Neumelster,  M.D. 

Minneapolis,  proctology 

William  C.  North.  M.D. 

Memphis,  anesthesiology 

Richard  M.  Peters,  M.D. 

Chapel  Hill,  N.C.,  thoracic  and 
cardiovascular  surgery 

Theodore  Pfundt,  M.D. 

Omaha,  Neb.,  pediatrics 

G.  Ray  Ridings,  M.D, 

Dallas,  radiology 

Max  S.  Rittenbury,  M.D. 
Charleston.  S.C.,  general  surgery 


Roscoe  R.  Robinson.  M.D. 

Durham,  N.C.,  internal  medicine 
(nephrology) 

John  Turner  Sessions,  Jr.,  M.D. 

Chapel  Hill,  N.C.,  internal  medicine 

Jay  T.  Shurtey,  M.D. 

Oklahoma  City,  psychiatry 

Peter  V.  Siegel,  M.D. 

Washington,  D.C..  federal  air  surgeon 

James  H,  Sterner,  M.D. 

Rochester,  N.Y.,  occupational 
medicine 

Richard  L.  Sutton,  Jr.,  M.D. 

Kansas  City,  Mo.,  dermatology 

William  R.  Waddell.  M.D. 

Denver,  surgery 

Mr.  Ken  Wells 

New  Brunswick,  N.J.,  Director  of 
Research,  Boy  Scouts  of  America 


SPECIAL  LUNCHEON  SPEAKER 

Milford  O.  Rouse,  M.D. 

President 

American  Medical  Association 
Dallas 
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the  spasm 
‘ reactors 
n your  practice 
deserve 


each  tablet,  capsule  or  eachDonnatal  each 

6 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


yoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.3111  mg. 

tropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0682  mg. 

lyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0196  mg. 

ihenobarbital  (14  gr.)  16.2  mg. 

Warning:  may  be  habit  forming) 

(Va  gr.)  32.4  mg. 

(%  gr.)  48.6  mg. 

Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 

AHj^OBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


TWDWAY5 
TO««IVE 

Y^UR  PATIENTS 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 

45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  havetoeat45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
fherapeutic  amounfs  of  the  B-complex  vitamins.  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak. 
Write  "30  " for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  wifh  C capsules  gives  your  pafient  a month's 
supply  at  a very  reasonable  cost.  Also  the  economy  size 
of  100.  Available  at  pharmacies  on  your  prescription  or 
recommendation. 

A H.  Robins  Company,  Richmond,  Va.  23220. 


GENERAL  NEWS 


MEDICAL  PERSONNEL 
DISCUSS  ACCREDITATION 

More  than  374  physicians,  hospi- 
tal administrators,  medical  record 
librarians,  and  their  guests  met  in 
Austin  March  2 to  discuss  the  many 
faceted  problem  of  obtaining  ac- 
creditation from  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals. 

The  two  main  stumbling  blocks 
to  attaining  accreditation  appear  to 
be  lack  of  enthusiasm  on  the  part 
of  the  medical  staff  for  keeping  de- 
tailed medical  records,  and  a short- 
age of  nurses.  “Medical  records  re- 
flect the  quality  of  care  of  the  hos- 
pital,” said  Dr.  Hugh  F.  Rives  of 
Jacksonville.  “This  is  the  hardest 
requirement  to  meet  and  the  one  on 
which  most  hospitals  fail." 

Accreditation  is  an  “unknown  en- 
tity” to  the  medical  practitioner,  ex- 
plained Dr.  Drue  0.  D.  Ware  of  Fort 
Worth.  It  is  usually  accompanied  by 
a natural  fear  of  the  unknown.  With 
accreditation  comes  new  demands 
on  the  physician  and  resentment 
that  he  may  be  judged  by  men  who 
have  never  practiced  medicine.  Dr. 
John  D.  Porterfied  of  Chicago,  chair- 
man of  the  Joint  Commission,  com- 
mented that  there  is  “a  direct  corre- 
lation between  the  bitterness  of 
criticism  and  the  depth  of  ignorance 
about  the  Joint  Commission.” 

Dr.  Howard  R.  Dudgeon  of  Waco, 
Texas  Medical  Association  President 
and  moderator  of  the  morning  ses- 
sion, suggested  four  ways  in  which 
Texas’  nursing  shortage  might  be 
alleviated:  (1)  by  offering  two-year 
nursing  programs  in  junior  colleges; 
(2)  by  offering  refresher  courses  for 
ex-nurses,  married  but  able  to  work 
part  time;  (3)  by  raising  salaries; 
and  (4)  by  training  persons  in  a 
specialty,  such  as  surgery,  enabling 
them  to  perform  a single  set  of 
tasks  well. 

For  the  past  16  years,  the  chief 
motivation  for  hospitals  seeking  ac- 
creditation from  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals 
has  been  the  desire  to  provide  bet- 
ter patient  care.  While  this  is  still 
true,  both  legal  and  economic  pres- 
sures may  soon  be  brought  to  bear 
on  those  institutions  which  are  not 
accredited  by  the  Joint  Commission. 

Speaking  at  the  biennial  meeting, 
sponsored  by  TMA  and  Texas  Asso- 
ciation of  Medical  Record  Librarians 
and  conducted  by  Texas  Hospital 
Association,  Mr.  C.  Dean  Davis  of 
Austin,  legal  counsel  for  THA, 
warned  that  charitable  immunity 
and  governmental  immunity  for 
health  care  facilities  “are  being  at- 


tacked on  several  fronts.”  The 
standards  of  the  Joint  Commission 
are  frequently  being  accepted  by 
the  courts  as  the  minimum  for 
sound  patient  care,  particularly  in 
malpractice  suits. 

Furthermore,  in  Texas  the  quality 
of  medical  care  has  long  been 
gauged  by  the  standard  in  each  lo- 
cale. The  trend  in  other  states,  ac- 
cording to  Mr.  Davis,  is  away  from 
the  “locale  standard”  and  toward 
the  more  general  standards,  such 
as  the  Joint  Commission’s  stand- 
ards. 

Mr.  Davis  also  warned  that  the 
time  may  come  when  Medicare  pay- 
ments will  be  withheld  from  those 
hospitals  which  are  not  accredited 
by  the  Joint  Commission.  In  Cali- 
fornia the  attorney  general  recently 
noted  “for  most  purposes  only  ac- 
credited hospitals  may  participate  in 
the  Medi-Cal  program  (Title  XIX).” 
In  addition,  the  federal  licensing  of 
clinical  laboratories  engaged  in  in- 
terstate commerce  excepts  labora- 
tories accredited  by  the  Joint  Com- 
mission from  further  investigation. 

The  Joint  Commission  on  Accred- 
itation of  Hospitals  presently  is  en- 
gaged in  a review  of  the  standards 
for  accreditation.  The  revised  stand- 
ards will  be  published  in  1969. 

Other  speakers  at  the  meeting 
and  their  topics  were  Dr.  H.  R.  Gad- 
dy, Jr.,  of  Georgetown,  “The  Small 
Hospital  and  Accreditation”;  Mr. 
Roderic  M.  Bell  of  Dallas,  “The 
Physical  Plant  and  Accreditation”; 
Mr.  John  M.  Shaw  of  Garland,  “Fire 
and  Disaster  Planning”;  and  Dr. 
William  F.  Ross  of  San  Benito,  “Dry 
Run  Surveys:  A Valuable  Tool  in 
Meeting  Accreditation  Standards.” 

HEALTH  DEPARTMENT 
IMMUNIZING  INFANTS 

In  an  effort  to  raise  the  levels  of 
immunity  in  Texas  communities, 
the  Texas  State  Department  of 
Health  has  instituted  the  Statewide 
Infant  Immunization  Maintenance 
Program.  Diphtheria,  pertussis,  tet- 
anus, measles,  polio,  and  smallpox 
are  included. 

The  program  has  been  approved 
by  the  Texas  Medical  Association. 
Cards  are  being  mailed  to  parents 
of  newborn  and  one-year-old  chil- 
dren. These  cards,  when  returned 
by  parents  or  physicians,  indicate 
the  immunization  status  of  each 
child.  Follow-up  will  be  done  through 
a combination  of  clinic  record 
searches,  telephone  calls,  and  field 
visits. 


Data  processing  equipment  was 
used  to  prepare  the  mailings  set  for 
March  1. 

Immunization  activity  of  this  type 
was  previously  performed  by  13 
local  projects,  10  of  which  have  now 
merged  into  a statewide  program. 
The  remaining  three  are  Dallas, 
Houston,  and  San  Antonio.  They 
will  operate  independently,  but  in  a 
cooperative  effort  with  the  state. 

BLUE  CROSS-BLUE  SHIELD 
NAMES  NEW  PRESIDENT 

Mr.  Tom  L.  Beauchamp,  Jr.,  for- 
mer member  of  the  Dallas  City 
Council,  has  been  appointed  presi- 
dent of  Blue  Cross-Blue  Shield  of 
Texas;  the  position  was  left  vacant 
by  the  death  on  Aug.  30,  1967,  of 
Walter  R.  McBee  who  had  directed 
the  vast  hospital-medical  prepay- 
ment plans  and  the  affiliated  life 
insurance  operation  since  1941. 

Mr.  Beauchamp  has  served  as 
senior  staff  counsel  for  Blue  Cross- 
Blue  Shield  since  1943;  he  is  a 
graduate  of  The  University  of  Texas 
at  Austin  with  bachelor  of  business 
administration  and  bachelor  of  laws 
degrees,  and  a member  of  the  State 
Bar  of  Texas  and  the  Dallas  Bar  As- 
sociation, and  a former  executive 
with  the  State  Department  of  Insur- 
ance. He  is  a past  chairman  of  the 
official  board  of  White  Rock  Method- 
ist Church;  past  president  of  the 
White  Rock  Kiwanis  Club;  past  lieu- 
tenant governor  of  Kiwanis  Interna- 
tional; member  at  large.  Circle  Ten, 
Boy  Scouts;  director.  East  and 
South  Dallas  Chamber  of  Com- 
merce; director,  Dallas  Crime  Com- 
mission; and  a member  of  the  in- 
surance committee  of  the  Dallas 
Chamber  of  Commerce. 


“It’s  sort  of  a broad  spectrum  drug. 
It  causes  every  side  effect 
known  to  science.” 
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UT  AT  SAN  ANTONIO 
NEARING  COMPLETION 

Construction  at  The  University  of 
Texas  Medical  School  at  San  An- 
tonio is  now  approaching  comple- 
tion. The  school  was  created  by  an 
act  of  the  56th  Texas  Legislature. 

The  medical  school  building,  cost- 
ing approximately  $12,000,000,  has 
been  under  construction  since 
March,  1966,  and  should  be  fin- 
ished in  May,  1968.  The  structure 
spans  432,000  sq.  ft.  of  space  and 
includes  student  laboratories,  study 
spaces,  lecture  halls,  auditorium,  li- 
brary, faculty  offices,  research  lab- 
oratories, and  support  facilities.  Ad- 
jacent to  the  school  is  the  516-bed, 
15  million  dollar  Bexar  County 
Teaching  Hospital,  now  under  con- 
struction and  on  the  same  comple- 
tion schedule. 

Sixty-six  full-time  faculty  mem- 
bers have  been  recruited  for  the 
new  school.  Some  are  presently  on 
site,  and  others  will  be  moving  to 
San  Antonio  soon.  Department  chair- 
men in  anatomy,  pathology,  psy- 
chiatry, physiology  and  internal 
medicine,  surgery,  obstetrics  and 
gynecology,  anesthesiology,  micro- 
biology, pharmacology,  biochemis- 
try, and  radiology,  have  been  em- 
ployed. Only  the  pediatrics  chair- 
manship remains  to  be  filled. 

Faculty  members  hired  since  Jan. 
1,  1968,  are  Dr.  Alfonso  N.  Lopez, 
instructor  in  pathology;  Dr.  John  M. 
Lukeman,  associate  professor  of 
pathology;  Dr.  Carlos  Pestana,  as- 
sistant professor  of  surgery;  Dr.  Al- 


bert E.  Sanders,  assistant  professor 
of  surgery  and  assistant  professor 
of  anatomy;  Dr.  John  W.  Simpson, 
assistant  professor  of  obstetrics- 
gynecology;  Dr.  Howard  L.  Zauder, 
professor  and  chairman  of  anes- 
thesiology. 

Three  other  new  faculty  mem- 
bers are  Drs.  Charles  U.  Mauney 
and  Alexander  W.  McCracken,  asso- 
ciate professors  of  pathology;  and 
Dr.  Robert  J.  Young,  associate  pro- 
fessor of  laboratory  animal  medi- 
cine, and  associate  professor  of 
physiology. 

Student  enrollment  began  in  Sep- 
t mber,  1966,  when  15  entering  stu- 
dents were  registered  and  assigned 
to  the  University  medical  schools  at 
Dallas  and  Galveston;  in  1967  seven 
more  were  similarly  enrolled.  In  Sep- 
tember, 1968,  56  entering  students 
will  be  enrolled  in  San  Antonio  and 
the  other  classes  will  move  to  San 
Antonio  to  complete  their  studies. 
Additional  students  will  be  accepted 
as  transfers  to  advanced  standing  in 
the  second  and  third  year  classes, 
bringing  total  enrollment  in  Septem- 
ber to  104  students. 

A new  and  imaginative  medical 
curriculum  is  being  developed, 
which  is  designed  to  introduce  the 
student  to  clinical  experience  in  the 
first  year  and  to  permit  maximum 
latitude  in  selection  of  elective 
courses  during  the  last  year.  Em- 
phasis will  be  placed  on  the  presen- 
tation of  medicine  in  the  context  of 
modern  society,  so  that  the  student 
of  today  may  understand,  and  be 
prepared  to  handle,  the  problems  of 
tomorrow. 


CANCER  CONFERENCE 
PLANS  ARE  UNDER  WAY 

International  leaders  in  cancer 
control  met  at  the  Shamrock  Hilton 
Hotel  in  Houston  Feb.  14-17  to  dis- 
cuss plans  for  the  Tenth  Interna- 
tional Cancer  Congress  of  the  Inter- 
national Union  Against  Cancer 
(UlCC)  to  be  held  in  Houston  in 
1970. 

The  International  Congress  aims 
to  promote  cooperation  between  the 
countries  of  the  world  in  the  crucial 
campaign  against  cancer.  The  first 
meeting  of  this  type  was  held  in 
Heidelberg  in  1906. 

During  the  scientific  sessions  on 
May  22-24,  1970,  delegates  will  be 
able  to  attend  meetings  of  their 
choice  concerning  etiology  and/or 
carcinogenesis;  systematic  therapy; 
tumor  cell  biology  and  biochemistry; 
and  cancer  diagnosis,  control,  and 
management. 

Between  250  and  500  interna- 
tional commercial  and  scientific  ex- 
hibits related  to  cancer  research, 
therapy,  and  control  will  be  viewed 
in  the  convention  center.  Selected 
features  of  the  scientific  sessions 
are  expected  to  be  telecast  to  dele- 
gates in  various  hotels  in  Houston 
via  closed  circuit  television.  Simul- 
taneous translation  of  material  will 
be  in  French  and  possibly  Spanish. 

Plans  for  entertainment  include  a 
barbeque-rodeo,  special  symphony 
concert,  and  a revue  by  Texas-born 
talent  of  national  renown.  Tours  will 
acquaint  delegates,  wives,  and  visi- 
tors with  the  charm  and  history  of 
the  South-Central  Texas  area. 


Architect’s  conception  of  how  The  University  of  Texas  Medical  School  at  San  Antonio  (foreground)  and  the  connecting 
Bexar  County  Teaching  Hospital  will  look  when  completed  this  spring. 
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TEXAS  MEDICAL  ASSOCIATION 

The  101st  Annual  Session  of  the  Texas  Medical  Association  will 
take  place  May  2-5  in  Houston.  Highlights  of  the  meeting  will 
include  12  section  meetings;  12  special  programs;  2 general 
meetings  and  luncheons;  3 closed-circuit  television  programs; 
10  curbstone  consultations;  13  refresher  courses;  memorial 
service  for  deceased  physicians  and  deceased  physicians’  wives; 
scientific  and  technical  exhibits;  related  organization  meetings; 
specialty  group  meetings;  business  meetings  of  Association 
committees,  councils,  and  the  House  of  Delegates;  and  various 
entertainment  functions. 

The  Woman’s  Auxiliary  to  the  Texas  Medical  Association  will 
also  meet  May  2-5  in  Houston. 

Headquarters  for  the  two  groups  will  be  as  follows;  Shamrock 
Hilton  Hotel  and  Towers  Hotel,  TMA  coheadquarters  for  the 
Annual  Session;  Warwick  Hotel,  headquarters  for  the  Woman’s 
Auxiliary  convention.  In  addition  to  the  headquarters  hotels,  a 
partial  list  of  hotels  and  motels  where  rooms  have  been  reserved 
for  TMA  members  and  their  families  includes  Holiday  Inn- 
Central,  Hotel  Plaza,  Ramada  Inn,  Sheriton  Oaks  Motel,  Tide- 
lands  Motor  Inn,  and  White  House  Inn.  An  application  for 
housing  accommodations  appears  on  page  103  for  convenient  use 
by  physicians.  A complete  preliminary  program  of  Annual  Ses- 
sion events  appeared  in  the  March,  1968,  issue  of  Texas  Medi- 
cine, beginning  on  page  P-1. 


RELATED  SPECIALTY  SOCIETIES 

Several  organizations  will  hold  meetings  concurrently  with  the 
Texas  Medical  Association  Annual  Session  in  Houston.  These 
organizations,  whose  programs  have  also  been  published  in  the 
March,  1968,  issue  of  Texas  Medicine,  are  listed  following.  All 
meetings  are  in  the  Shamrock  Hilton  Hotel  except  where  other- 
wise noted.  Organizations  are  Texas  Academy  of  General  Prac- 
tice (seminar).  May  2;  Texas  Air-Medics  Association  and  Texas 
Chapter,  Flying  Physicians  Association,  May  2;  Texas  Associa- 
tion of  Public  Health  Physicians,  May  2;  and  Texas  Chapter, 
American  Academy  of  Pediatrics,  May  3. 

Other  organizations  meeting  in  Houston  during  the  TMA  An- 
nual Session  are  Texas  Chapter,  American  College  of  Chest 
Physicians,  May  5;  Texas  Dermatological  Society,  May  4-5 
(May  5 sessions  at  Ben  Taub  General  Hospital  and  Baylor  Uni- 
versity College  of  Medicine)  ; Texas  Diabetes  Association,  May 
5;  and  Texas  Industrial  Medical  Association,  Texas  Physical 
Medicine  and  Rehabilitation  Society,  and  Texas  Traumatic  Sur- 
gical Society,  May  2,  Towers  Hotel. 

Also  meeting  in  conjunction  with  TMA  in  Houston  are  Inter- 
national College  of  Surgeons,  Texas  Division,  May  3;  Texas 
Ophthalmological  Association,  May  3-4;  Texas  Orthopaedic  As- 
sociation, May  4,  The  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute;  Texas  Otolaryngological  Asso- 
ciation, May  3-4;  Texas  Pediatric  Society,  Executive  Board, 
May  3,  Towers  Hotel;  Texas  Proctologic  Society,  May  2;  Texas 
Society  of  Anesthesiologists,  May  4,  Jesse  H.  Jones  Library 
Building,  Texas  Medical  Center. 

Other  related  society  meetings  include  Texas  Society  of  Ath- 
letic Team  Physicians,  May  3;  Texas  Society  of  Pathologists, 
Inc.,  May  5;  Texas  Society  of  Plastic  Surgeons,  May  4,  Towers 
Hotel;  Texas  Society  for  the  Prevention  of  Blindness,  Inc., 
medical  chairmen.  May  4;  Texas  Society  of  Internal  Medicine, 
Inc.,  board  of  trustees.  May  4,  Towers  Hotel;  and  American 
Psychiatric  Association,  Texas  District  Branch,  May  4. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 

AN  INTERNATIONAL  SYMPOSIUM  ON 
DEXTRANS  will  take  place  May  19-20 
at  the  Flagship  Hotel  in  Galveston.  The 
symposium  is  sponsored  by  Texas  Heart 
Association ; Postgraduate  Education  Di- 
vision, The  University  of  Texas  Medical 
Branch;  University  of  Minnesota  Medical 
Sch<x>l ; Bio-Medical  Division,  Georgia  In- 
stitute of  Technology ; and  Council  on  Cir- 
culation, American  Heart  Association.  Re- 
searchers from  Europe  and  the  United 
States  who  have  carried  out  extensive 
studies  on  dextrans  for  20  years  or  more 
will  participate.  Major  emphasis  of  the 
symposium  will  be  placed  on  the  use  of 
dextrans  in  the  cardiovascular  field.  Speak- 
ers and  their  topics  will  include  Dr.  Wil- 
liam G.  Manax,  Minneapolis,  the  use  of 
dextrans  in  organ  transplantation ; Dr. 
Harry  Hint,  Uppsala,  Sweden,  relation- 
ships between  the  chemical  and  physico- 
chemical properties  of  dextran  and  its 
pharmacological  effects ; Dr.  Magnus  I. 
Gregersen  (Ph.D.),  New  York  City,  ef- 
fects of  artificial  expander  agents  on 
blood  viscosity;  Dr.  L.  E.  Gelin,  Goteborg, 
Sweden,  history  of  dextrans  ; Dr.  Raymond 
C.  Read,  Little  Rock,  the  role  of  hyper- 
volemia and  hemodilution  in  the  effects  of 
low  molecular  weight  dextran;  Dr.  Wal- 
ter L.  Bloom,  Atlanta,  Ga.,  coating  action 
of  dextrans ; Dr.  Richard  Lillehei,  Minne- 
apolis, experimental  and  clinical  observa- 
tions of  dextrans  in  shock ; Dr.  Benjamin 
Alexander,  New  York  City,  effect  of  dex- 
trans and  other  macromolecules  on  coagu- 
lation and  hemostasis ; Dr.  John  A.  Mon- 
crief,  San  Antonio,  specificity  of  sharply 
cut  dextran  fraction  to  inhibit  thrombus 
propagation ; Dr.  John  R.  Derrick,  Gal- 
veston, use  of  dextrans  in  ischemic  states; 
and  Dr.  M.  Mason  Guest  (Ph.D.)  and  Mr. 
Ted  Bond  (M.A. ),  effects  of  dextran  on 
microcirculatory  flow.  Contact : Texas 
Heart  Association,  P.O.  Box  25041,  Hous- 
ton 77005. 

TEXAS  HOSPITAL  ASSOCIATION  will 
hold  its  39th  annual  convention  May  19-22 
in  Dallas.  Theme  of  the  convention,  which 
will  feature  exhibits  and  section,  general 
and  business  meetings,  will  be  “A  1968 
Potpourri  of  Hospital  Problems.**  Topics 
to  be  covered  in  section  and  general  meet- 
ings will  include  management  accreditation, 
extended  care  facilities,  unit  measurement 
in  nursing,  incentive  program  for  em- 
ployees, Medicare-Medicaid,  health  care 
planning,  and  trends  in  medical  staff  or- 
ganization. Meetings  of  THA*s  committees, 
divisions,  boards,  and  house  of  delegates 
will  also  take  place.  Exhibits  and  social 
events  will  round  out  the  convention  offer- 
ings. Headquarters  hotel  will  be  the  Stat- 
ler  Hilton  Hotel,  and  meetings  and  ex- 
hibits will  be  headquartered  in  Memorial 
Auditorium.  O.  Ray  Hurst,  P.  O.  Box 
4553  Austin  78751,  is  executive  director  of 
the  association. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 


TEXAS  TUBERCULOSIS  ASSOCIATION 
will  meet  in  conjunction  with  TEXAS 
THORACIC  SOCIETY,  NATIONAL  TU- 
BERCULOSIS AND  RESPIRATORY  DIS- 
EASE ASSOCIATION,  and  AMERICAN 
THORACIC  SOCIETY,  May  18-22  in 
Houston  at  the  Rice  Hotel.  Subjects  to  be 
treated  will  include  mycotic  disease,  thor- 
acic surgery,  pulmonary  disease,  tubercu- 
losis, immunology,  mycobacterial  disease, 
pulmonary  physiology,  lung  cancer,  con- 
servation, expanding  services,  comprehen- 
sive health  planning,  financing  tomorrow’s 
expanded  programs,  help  for  people  to 
stop  smoking,  cure  for  disease  in  the  ghet- 
to, and  improving  communications  with 
patients.  Lectures,  luncheons,  roundtable 
discussions,  business  meetings,  receptions, 
and  a western  hoedown  will  be  program 
features.  Contact : Mrs.  Pauline  K.  Mat- 
this,  P.O.  Box  6158,  Austin  78702,  Exec- 
utive Director,  Texas  Tuberculosis  Asso- 
ciation. 

FORT  WORTH  CLINICAL  SYMPOSIUM 
will  be  held  for  the  first  time  May  31- 
June  2 at  the  Inn  of  the  Six  Flags  on  the 
Fort  Worth-Dallas  Turnpike.  The  three- 
day  meeting  is  sponsored  by  the  Fort 
Worth  Academy  of  Medicine  in  conjunc- 
tion with  the  Tarrant  County  Unit,  Amer- 
ican Cancer  Society;  The  Tarrant  County 
Academy  of  General  Practice ; and  the 
Tarrant  County  Heart  Association.  The 
meeting  will  combine  three  separate  meet- 
ings held  by  these  organizations : the  an- 
nual spring  seminar  of  the  Tarrant  County 
Academy  of  General  Practice,  the  23rd  an- 
nual Southwest  regional  cancer  conference, 
and  the  15th  annual  cardiac  conference. 
The  program  will  feature  ten  speakers. 
These  are  Drs.  Jack  A.  Barnett,  F.  A. 
Bashour,  and  Robert  K.  Bass,  all  of  Dal- 
las ; Drs.  Gerald  Dodd,  Nylene  E.  Eckles, 
Arthur  I.  Holleb,  and  William  O.  Russell, 
all  of  Houston  ; Dr.  E.  Grey  Dimond  of  La 
Jolla,  Calif.;  Dr.  Meyer  Friedman  of  San 
Francisco  ; and  Dr.  Henry  D.  McIntosh  of 
Durham,  N.C.  In  addition  to  scientific  pro- 
grams, social  activities  have  been  planned 
for  physicians  and  their  wives.  Dr.  E. 
Ross  Kyger,  800  Fifth  Ave.,  Fort  Worth 
76104,  is  symposium  chairman. 


SOUTH  CENTRAL  ASSOCIATION  OF 
BLOOD  BANKS  will  hold  its  tenth  annual 
meeting  at  the  Hilton  Inn  in  Dallas,  May 
16-18.  Topics  to  be  discussed  include  pres- 
ervation of  red  cells  by  freezing,  physio- 
logic considerations ; communication  with 
donors ; antibody  mediated  immune  sup- 
pression to  Rh  factor ; public  image  of 
blood  banking  ; and  blood  transfusions  and 
tissue  transplantations,  moral  and  ethical 
problems.  Dr.  John  A.  Shively  of  Houston, 
association  president;  and  Drs.  Paul  C. 
Peters  and  James  T.  Wheeler,  both  of 
Dallas,  will  participate.  Members  of  the 
medical  professions,  administrative  or 
technical  personnel,  or  members  of  biologi- 
cal or  chemical  sciences  interested  in  blood 
banking  may  attend.  Registration  fee  for 
association  members  is  $3 ; for  nonmem- 
bers, $5.  Mrs.  Elsie  Howard,  2109  Com- 
merce St.,  Dallas  75201,  is  association  ex- 
ecutive secretary. 


ST.  LUKE’S  EPISCOPAL  HOSPITAL 
will  hold  its  fourth  annual  orthopedic 
symposium  May  16-18  at  the  Shamrock 
Hilton  Hotel  in  Houston.  Subject  of  the 
meeting  will  be  “The  Shoulder.”  Registra- 
tion fee  is  $40.  For  complete  program  in- 
formation and  application,  contact  Dr. 
Arthur  Glassman,  Hermann  Professional 
Bldg.,  Houston  77025,  general  program 
chairman. 


AMERICAN  MEDICAL  ASSOCIATION 
Council  on  Environmental  and  Public 
Health,  Department  of  Environmental 
Health,  and  Division  of  Scientific  Activi- 
ties will  sponsor  the  Fifth  AMA  Congress 
on  Environmental  Health  Problems,  “Blue- 
print for  the  Future,”  April  29-30,  at  the 
Drake  Hotel  in  Chicago.  Topics  under  dis- 
cussion will  include  a roll  call  of  environ- 
mental health  reports,  a review  of  the 
Linton  report,  rationale  of  environmental 
standards,  philosophy  of  environmental 
problems,  consumer  protection  and  the  bur- 
den of  responsibility,  political  forecast,  re- 
lationship between  cultural  patterns  and 
environmental  health,  urban  design  and 
mass  transportation,  comprehensive  en- 
vironmental health  planning,  and  popular 
dynamics.  Dr.  James  H.  Sterner  of  Hous- 
ton, chairman  of  the  AMA  Council  on  En- 
vironmental and  Public  Health,  will  par- 
ticipate on  the  program.  Contact:  AMA 
Department  of  Environmental  Health,  535 
N.  Dearborn  St.,  Chicago  60610. 


SOUTHWESTERN  SURGICAL  CON- 
GRESS will  meet  for  the  20th  annual  meet- 
ing, April  22-25,  at  the  Brown  Palace  Ho- 
tel in  Denver.  The  program  will  include 
cine  clinics,  a thoracic-cardiovascular  sec- 
tion, and  a gastrointestinal-pancreas  sec- 
tion, as  well  as  the  more  general  regular 
sessions.  Several  Texas  physicians  will  par- 
ticipate on  the  program,  including  Drs.  Ed 
A.  Hanna,  J.  S.  Diamonon,  J.  P.  Barnes, 
A.  S.  Keats,  Lawrence  R.  Werschky, 
George  L.  Jordan,  and  James  F.  Hoffman, 
Jr.,  all  of  Houston  ; Drs.  Watts  R.  Webb, 
Joseph  P.  McNeill,  John  V.  Goode,  and 
Morris  J.  Fogelman,  all  of  Dallas ; Drs. 
Thomas  D.  Kirksey,  James  O’Neill,  Basil 
A.  Pruitt,  Jr.,  John  A.  Moncrief,  and  Ed- 
win M.  Sykes,  all  of  San  Antonio ; Drs. 
Edgar  J.  Poth,  David  Gold,  John  R.  Der- 
rick, and  A.  O.  Singleton,  all  of  Galveston; 
Drs.  A.  W.  Bronwell  and  Randolph  Rut- 
ledge, both  of  Lubbock ; and  Dr.  William 
Klingensmith  of  Amarillo.  Entertainment 
features  will  include  a president’s  ball,  an- 
nual members*  golf  tournament,  and  spe- 
cial programs  for  physicians*  wives.  Dr. 
Jack  A.  Barney,  301  Pasteur  Medical  Bldg., 
1111  N.  Lee,  Oklahoma  City,  Okla.  73102, 
is  secretary-treasurer  of  the  congress. 


INDUSTRIAL  MEDICAL  ASSOCIATION 
and  AMERICAN  ASSOCIATION  OF  IN- 
DUSTRIAL NURSES  will  hold  a 1968 
American  Industrial  Health  Conference 
April  22-25  in  San  Francisco.  The  scien- 
tific program  will  be  augmented  by  both 
scientific  and  technical  exhibits.  Postgrad- 
uate seminars  in  selected  areas  of  indus- 
trial medical  practice  will  also  be  presented. 
Contact:  American  Industrial  Health  Con- 
ference, 55  E.  Washington  St.,  Chicago 
60602. 


STUDENT  AMERICAN  MEDICAL  ASSO- 
CIATION has  scheduled  its  18th  annual 
meeting  in  the  Statler  Hilton  Hotel,  De- 
troit, April  23-27.  Featured  speakers  will 
include  Dr.  Milford  O.  Rouse  of  Dallas, 
President,  American  Medical  Association, 
Dr.  William  H.  Stewart  of  Washington, 
D.C.,  surgeon  general  of  the  US  Public 
Health  Service,  and  Dr.  George  E.  Burket, 
Jr.,  of  Kingman,  Kan.,  president  of  the 
American  Academy  of  General  Practice. 
Contact:  Mr.  R.  F.  Staudacher,  2635  Floss- 
moor  Rd.,  Flossmoor,  111.  60422,  executive 
director. 
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ALSO  IN  APRIL 

THIRTEENTH  DISTRICT  MEDICAL  SOCIETY,  Abilene. 
April  20,  1968.  Dr,  Charles  B.  Dryden,  Jr..  1511  Tenth 
St.,  Wichita  Falls  76309,  Councilor. 


ALSO  IN  MAY 

TEXAS  MEDICAL  ASSOCIATION  (Annual  Session). 
Houston.  May  2-5,  1968.  Mr.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

TEXAS  MEDICAL  ASSISTANTS  ASSOCIATION.  Wich- 
ita Falls,  May  16-19,  1968.  Mrs.  Patsy  Popejoy,  1004 
Brook  St.,  Wichita  Falls  76301,  General  Program  Chair- 
man. 

TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Dallas,  May  10-11,  1968.  Mrs.  Betty 
J.  Anderson,  1012  Sam  Houston  State  Office  Bldg.,  201 
E.  14th  St.,  Austin  78701,  Exec.  Sec. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Montreux,  Switzerland,  May  4-9,  1968.  Dr.  Alfred  J.  Can- 
tor, 147-41  Sanford  Ave.,  Flushing,  N.Y.  11355,  Exec. 
Officer. 

INTERNATIONAL  CONGRESS  OF  LYMPHOLOGY. 
Miami  Beach,  Fla.,  May  15-20,  1968.  Dr.  Manuel  Via- 
monte,  Jr.,  University  of  Miami  School  of  Medicine, 
Miami,  Fla.  33136,  Coordinator,  Postgraduate  Medical 
Education. 


JUNE 

AMERICAN  MEDICAL  ASSOCIATION  (Annual  Meet- 
ing), San  Francisco,  June  16-20,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  (In- 
terim Meeting),  Sausalito,  Calif.,  June  20-22,  1968.  Mrs. 
Gertrude  F.  Conroy,  1740  Broadway,  New  York  10019, 
Exec.  Dir. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Seattle, 
Wash.,  June  14-15,  1968.  Miss  Margaret  M.  Walsh,  1212 
Avenue  of  the  Americas,  New  York  10036,  Exec.  Sec. 

JULY 

POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  29-30,  1968,  concluding  session, 
San  Antonio,  Aug.  1,  1968.  Mrs.  W.  H.  Dahme,  209  Jesse 
H.-  Jones  Library  Bldg.,  Houston  77025,  Exec.  Sec. 

TEXAS  REHABILITATION  ASSOCIATION,  Fort 
Worth,  July  22-24,  1968.  Mrs.  Gene  H.  Raiford,  P.  O. 
Box  20194,  Austin  78767,  Sec.-Treas. 


AUGUST 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE, Chicago.  Aug.  17-22,  1969.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 


SEPTEMBER 

TEXAS  MEDICAL  ASSOCIATION.  Austin,  Sept.  21. 
1968.  Mr.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin 
78701,  Exec.  Sec. 

TEXAS  PEDIATRIC  SOCIETY,  Dallas.  Sept.  26-28, 
1968.  Donald  M.  Anderson,  1801  N.  Lamar,  Austin  78701, 
Adm.  Sec. 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Las  Vegas,  Sept.  13-22,  1968.  Dr.  Mac  F.  Cahal,  Volker 
Blvd.  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Atlantic  City. 
N.J.,  Sept.  16-19,  1968.  James  E.  Hague,  840  N.  Lake 
Shore  Dr.,  Chicago  60611,  Sec. 


OCTOBER 

PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Ama- 
rillo, Oct.  19,  1968.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 79106,  Exec.  Sec. 

BLACKFORD  MEMORIAL  LECTURES,  Denison,  Tex., 
Oct.  19-20,  1968.  Dr.  Donald  H.  Brandt,  213  N.  Barrett 
Ave.,  Denison  75020,  Chairman. 

OKLAHOMA  CITY  CLINICAL  CONFERENCE,  Okla- 
homa City,  Oct.  28-30,  1968.  Miss  Alma  O’Donnell,  2809 
N.W.  Expressway,  Oklahoma  City  73112,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Atlanta. 
Ga.,  Oct.  5-8,  1968.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  Nashville,  Tenn.  37219,  Sec.  Treas. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey,  4 E.  Clinton,  P.  O.  Box  10,  Joliet,  111.  60431, 
Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York,  Oct. 
21-23,  1968.  Joseph  S.  Silber,  219  E.  42nd  St.,  New  York 
10017,  Sec. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Boston,  Oct.  27-30,  1968.  Daniel  Weiss,  33  W.  60th  St., 
New  York  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS  (Clinical  Con- 
gress), Atlantic  City,  N.J.,  Oct.  14-18,  1968.  Dr.  John  P. 
North,  55  E.  Erie  St.,  Chicago  60611,  Dir. 
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AMERICAN  DIETETIC  ASSOCIATION,  San  Francisco, 
Oct.  14-18,  1968.  Mrs.  Isabel  Patterson,  620  N.  Michigan 
Ave.,  Chicago  60611.  Sec. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS, 
Washington,  D.  C.,  Oct.  19-23,  1968.  John  W.  Andes,  515 
Busse  Hwy.,  Park  Ridge,  111.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS.  New 
York  City,  Oct.  11-19,  1968.  Dr.  William  D.  Dolan,  Ar- 
lington Hospital,  Arlington,  Va.  22205,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  New  Orleans,  Oct.  17-19,  1968.  Harry  E. 
Northam,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601  Exec.  Dir. 


NOVEMBER 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov.  18-21,  1968.  Mr.  Robert  F.  Butts,  2601  Highland 
Ave.,  Birmingham,  Ala.  35205,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION.  De- 
troit, Nov.  11-15,  1968.  Dr.  B.  F.  Mattison,  1740  Broad- 
way, New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY.  Cleveland,  Ohio, 
Nov.  7-9,  1968.  Dr.  Warren  R.  Lang,  1025  Walnut  St., 
Philadelphia  19107,  Sec.-Treas. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Mazatlan,  Sinaloa,  Mexico,  Nov.  6-9,  1968.  Dr. 
James  D.  Nauman,  1603  N.  Tucson  Blvd.,  Tucson,  Ariz. 
85716,  Pres. 


DECEMBER 

PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIATION 
OF  TEXAS,  Houston,  Dec.  5-7,  1968.  Mrs.  Patty  Petti- 
grew, Kaufman,  Tex.  75142,  Sec.-Treas. 

TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  Dallas, 
Dec.  7,  1968.  Dr.  William  C.  Levin,  816  Strand,  Galves- 
ton 77550,  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION.  Boca  Raton, 
Fla.,  Dec.  9-11,  1968.  Dr.  George  H.  Yeager,  314  Medical 
Arts  Bldg.,  Baltimore  21201,  Sec. 

AMERICAN  MEDICAL  ASSOCIATION  (Clinical  Meet- 
ing), Miami  Beach,  Fla.,  Dec.  1-4,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres. 


AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  7-12,  1968.  Dr.  Stanley  E.  Huff,  636  Church 
St..  Evanston,  111.  60201,  Pres. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Dec.  1-6,  1968.  Dr.  Maurice  D.  Frazer,  5145  0 
St.,  Lincoln,  Neb.  68510,  Sec. 


JANUARY 

TEXAS  MEDICAL  ASSOCIATION.  Austin,  Jan.  18. 
1969.  Mr.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin 
78701,  Exec.  Sec. 

FIFTH  DISTRICT  SOCIETY.  San  Antonio,  January, 
1969.  Dr.  A.  F.  Clark,  Jr.,  3-F  Medical-Professional  Bldg., 
San  Antonio  78212,  Sec.-Treas. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  San  Antonio,  Jan.  27-29,  1969.  Mr.  S. 
E.  Cockrell,  Jr.,  202  W.  French  PI.,  San  Antonio  78212, 
Exec.  Dir. 

TEXAS  RADIOLOGICAL  SOCIETY.  San  Antonio,  Jan. 
24-25,  1969.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale, 
Fort  Worth  76104,  Sec. 

UNITED  CEREBRAL  PALSY  ASSOCIATION  OF  TEX- 
AS, El  Paso,  Jan.  11-12,  1969.  Mr.  Wally  Christensen, 
1008  Lavaca,  Austin  78701,  Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY.  Miami  Beach,  Fla., 
Jan.  12-17,  1969.  Dr.  John  G.  Bellows.  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Sec. 


FEBRUARY 

TEXAS  UROLOGICAL  SOCIETY,  Port  Arthur,  Febru- 
ary, 1969.  Dr.  James  L.  Petry,  3115  Procter  St.,  Port 
Arthur  77642,  Sec. 


MARCH 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  San  Antonio,  March  7-8,  1969.  Dr. 
J.  L.  Jinkins,  Jr.,  Suite  921,  200  North  Blvd.,  Galveston 
77550,  Sec.-Treas. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  10-13,  1969.  Mrs.  Irma  B.  Sher- 
wood, 1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ALLERGY,  Bal  Harbour, 
Fla.,  March  15-19,  1969.  Dr.  Paul  P.  VanArsdel,  Jr.,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle  98105, 
Sec. 
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TEXAS  MEDICINE 


San  Angelo  Medical  & Surgical  Clinic 


111  Elast  Harris  Avenue 
Dial  2-6811 

SAN  ANGELO,  TEXAS 


Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P, 

General  and  Thoracic  Surgery : 

B.  A.  Joiner,  M.D.,  F.A.C,S, 

General  Surgery: 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

General  Practice : 

Wm.  Lacey  Smith,  M.D, 


Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D.,  F.A,C,O.G. 

W,  H.  McCaw,  M.D.,  F.A.C.S.,  F.A,C.O.G. 


Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 
Robert  B.  Stell,  M.D. 

Adult  and  Pediatric  Cardiology: 
J.  L.  Read.  M.D. 


Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A.C.P. 
Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 
Administration : 

Fred  Wills 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


^Ue  7(-R,cuf.  and 

IlcuiU^^nGlinlc 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 
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MEDICINE  AND  THE  LAW 


Court  of  Appeals  Upholds  Trial  Verdict 
Of  Negligence  in  Sponge  Removal  Case 


The  Houston  Court  of  Civil  Ap- 
peals on  Jan.  4,  1968,  upheld  the 
trial  court  judgment  in  which  a jury 
found  a physician  negligent  for 
leaving  a sponge  in  his  patient  dur- 
ing surgery.  The  decision  in  the 
case  of  J.  D.  Harle  v.  George  J. 
Krchnak  (422  S.  W.  2nd  810),  re- 
affirmed most  of  the  principles  of 
medical  malpractice  that  have  been 
accepted  in  Texas  for  many  years. 
More  importantly,  the  opinion  reit- 
erated that  the  doctrine  of  res  ipsa 
loquitur,  which  in  some  instances 
allows  a jury  to  find  a physician 
guilty  of  malpractice  without  any 
expert  medical  testimony  concern- 
ing the  physician’s  negligence,  is 
inapplicable  in  Texas  to  medical 
malpractice  cases. 

Texas  malpractice  law  generally 
presumes  that  the  physician  has 
done  his  work  properly.  The  plain- 
tiff can  recover  damages  only  when 
it  can  be  shown  that  the  diagnosis 
or  treatment  was  “a  matter  of  neg- 
ligence,” not  an  error  in  judgment, 
and  that  “such  negligence  was  the 
proximate  cause  of  the  damages 
claimed  by  the  plaintiff.”  However, 
in  this  case  the  court  held  that  in 
matters  such  as  the  leaving  of  a 
foreign  object  in  the  body  of  a pa- 
tient, a different  rule  applies.  The 
court  found; 

An  exception  to  this  rule  has 
been  recognized  where  the  na- 
ture of  the  alleged  malpractice 
and  injuries  are  plainly  within 
the  common  knowledge  of  lay- 
men, as  where  the  negligence 
alleged  is  in  the  use  of  me- 
chanical instruments,  opera- 
ting on  the  wrong  portion  of  the 
body,  or  leaving  surgical  in- 
struments or  sponges  within 
the  body.  In  such  cases  the 
requirement  of  medical  testi- 
mony is  eliminated,  but  the 
necessity  of  proof  of  negli- 
gence remains.  ...  It  appears 
to  this  Court  that  once  the  fact 
is  established  that  the  doctor 
left  a foreign  object  in  the 
body  of  his  patient  without  a 
medical  reason  for  doing  so, 
the  established  rules  of  law 
governing  the  trial  of  negli- 


gence actions  should  be  ap- 
plied. If,  in  such  a case,  view- 
ing all  the  evidence  in  the  light 
most  favorable  to  the  defend- 
ant, the  only  reasonable  con- 
clusion to  be  drawn  is  that  of 
negligence,  then  a directed  ver- 
dict would  be  proper.  If,  on 
the  other  hand,  there  is  any 
evidence  raising  an  issue  of 
fact  as  to  negligence,  an  issue 
must  be  submitted  to  the  jury. 

The  question  of  whether  or  not 
the  surgeon  fulfilled  his  duty  of 
reasonable  care  in  performing  the 
operation  was  one  for  a jury.  In  this 
case,  there  was  evidence  that  the 
physician  exercised  some  degree  of 
care  since  he  made  a visual  inspec- 
tion of  the  incision  and  directed 
that  a sponge  count  be  made.  How- 
ever, the  defendant  physician  re- 
lied upon  the  sponge  count  made 
by  the  nurses  and,  basing  his  judg- 
ment on  this  count,  closed  the  in- 
cision. Later  the  nurses  discovered 
that  one  of  the  sponges  had  been 
left  inside  the  abdominal  cavity. 

The  court  pointed  out  that  there 
may  be  some  instances  when  the 
physician  would  be  justified,  and  in 
fact  under  a duty,  to  close  the  in- 
cision with  only  a cursory  sponge 
count  and  a quick  visual  inspection. 
Such  instances  might  occur  when 
the  patient  is  in  shock,  the  loss  of 
blood  is  severe,  or  the  life  or  health 
of  the  patient  depends  upon  a 


"We  hate  to  replace  you,  but  we  feel 
you'll  probably  find  something." 


speedy  closing  of  the  surgical  in- 
cision. Here,  however,  there  was  no 
evidence  that  the  count  was  hur- 
ried or  that  there  was  a medical 
reason  for  closing  the  incision  prior 
to  a careful  count. 

The  only  reasonable  conclusion 
to  be  drawn  from  the  evidence 
detailing  how  the  count  was 
made,  and  the  circumstances 
under  which  it  was  made,  is 
that  the  circulating  nurse  was 
guilty  of  negligence  in  failing 
to  properly  count  the  sponges. 
That  this  was  the  proximate 
cause  of  the  failure  to  remove 
the  sponge  from  the  body  of 
the  appellee  is  established  by 
the  testimony  of  the  appellant 
(the  surgeon)  that  he  relied  on 
the  count.  . . . Here  the  doc- 
tor was  told  that  the  sponge 
count  was  correct.  His  visual 
check  confirmed  this  informa- 
tion. As  a result,  he  closed  the 
incision,  leaving  the  sponge  in 
the  patient’s  body,  which  ne- 
cessitated the  second  opera- 
tion. The  negligent  act  led  di- 
rectly and  proximately  to  a rea- 
sonably foreseeable  result,  the 
second  operation,  and  the 
physical  pain  and  mental  an- 
guish caused  thereby. 

The  interesting  point  raised  by 
the  opinion  is  that  there  was  no 
evidence  by  any  medical  expert  that 
the  second  operation  delayed  the 
patient’s  recovery,  except  for  the  12 
hours  which  elapsed  between  the 
two  operations.  Nor  was  there  evi- 
dence that  any  permanent  damage 
was  inflicted  upon  the  patient  by 
the  second  operation.  In  fact,  the 
patient  testified  that  he  did  not  feel 
pain  immediately  following  the  op- 
eration, but  that  he  did  a day  or 
two  later,  and  that  he  became  sick 
and  vomited  after  the  second  oper- 
ation. He  further  testified  that  he 
continued  to  have  pain  and  when 
he  ate  he  got  “a  pain”  in  his  side. 
"It  just  seems  to  be  a hard  knot. 
It  just  swells  up  in  my  side.”  Yet, 
the  plaintiff  had  not  consulted  any 
doctors  about  this  condition  and  he 
offered  no  medical  testimony  at  the 
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I 

When  the  emotionally  impaired  patient  pays  an  office  call... 


ht,  s excessively 

much  more  of 
v'oiir  nurse’s  attention. 


When  not  at  your  otfice. 
she’s  constantly 
on  the  phone:  can’t  sleep 
headache,  G.l.  upset. 


She  asks  for  your  help, 
but  just  can’t  seem 
to  follow  through 
iin  your  advice. 


In  moderate  to  severe  anxiety . . . 

■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
tension,  agitation,  apprehension,  restlessness,  hypermotility 

■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 

■ Mellaril  frequently  helps  strengthen  emotional  resources 

■ Mellaril  helps  the  patient  maintain 

realistic  contact\with  environment,  closer 
harmony  with  family  tOriTlO' 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary  retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended  were  used  for  long  periods  of  — 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial- 
ly in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
• " ment  of  drug-induced  hypotension. 

__  Side  Effects:  Pseudoparkinsonism  and 

other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the 
\ mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 

t*  —ft  / on  occasion;  photosensitivity  and  other 

*1*5®  f ' allergic  skin  reactions  may  occur  but  are 

- extremely  rare. 
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— 
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Before  prescribing,  see  package  insert  for  full  prorfuct  information. 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes,' Arthritis^ and  Peripheral  Vascular  Disorders^ 


now ...  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev* 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosoge: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Anqiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:81o,  1959.  6/67  Q-706A 


a puzzle 
of  antacid 
complaints 


“my 

gassy  stomach?” 


pain?” 


a solution 
to  peptic  ulcer 

distress 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5“/o  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


“The  inconvenience  of  a cold” 


For  a cold,  nTz®  Nasai  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  NTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied;  NTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


Winthrop  Laboratories,  New  York,  N.Y.  10016  l/l/mfhro^ 
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trial  other  than  the  cross-examina- 
tion of  the  defendant  physician. 

Thus,  even  though  negligence 
was  shown,  the  court  heard  no  ex- 
pert testimony  that  this  negligence 
caused  the  plaintiff  to  suffer  any 
"damage  or  injury.”  Perhaps  it  was 
because  of  the  smallness  of  the 
judgment  (only  $1,000)  that  the 
court  allowed  the  verdict  to  stand. 
The  court  did  find  that  there  was 
“some  evidence  that  the  appellee 
suffered  physical  pain  and  mental 
anguish  prior  to  the  trial  of  the  case 
as  a direct  and  proximate  result  of 
the  second  operation  necessitated 
by  the  negligence  established.” 

It  seems  clear,  based  on  Harle  v. 
Krchnak,  that  where  negligence  on 
the  physician’s  part  is  alleged  to  be 
in  the  use  of  mechanical  instru- 
ments, operating  on  the  wrong 
portion  of  the  body,  or  leaving  sur- 
gical instruments  or  sponges  within 
the  body,  the  courts  of  Texas  will 
uphold  a judgment  against  the  phy- 
sician based  upon  physical  pain  and 
mental  anguish  suffered  by  the 
plaintiff  even  where  the  plaintiff 
does  not  offer  any  expert  medical 
testimony  to  prove  damage  or  in- 
jury. It  is  enough,  evidently,  that  a 
second  operation,  however  minor, 
to  remove  the  sponge  or  instrument 
was  performed  to  allow  the  plain- 
tiff some  recovery  from  the  physi- 
cian even  though  the  second  pro- 
cedure did  not  delay  the  healing 
process  and  did  not  add  substan- 
tially to  the  plaintiff’s  discomfort. 

—PHILIP  R.  OVERTON,  LLB., 
SAM  V.  STONE,  JR.,  LLB., 
Austin. 


“We  have  a camera  that  converts  to  a 
microscope,  a cigarette  lighter  that  be- 
comes a Hyfrecator,  a shoe  horn  that 
becomes  a speculum,  a pen  that 
becomes  a proctoscope,  a . . .’’ 


POSTCRADUATE  COURSES 


Obstetrics-Gynecology 

A postgraduate  course  in  obstet- 
rics-gynecology will  be  held  on  the 
campus  of  The  University  of  Texas 
Medical  Branch  at  Galveston,  June 
13-14.  Guest  speakers  will  be  Dr. 
Frederick  Zuspan  of  Chicago;  Dr. 
Richard  Stander  of  Cincinnati;  Dr. 
J.  G.  Moore  of  New  York;  and  Dr. 
Clark  E.  Vincent  (Ph.D.)  of  Winston- 
Salem,  N.C.  Topics  to  be  discussed 
include  the  physician’s  role  in  sex 
education,  common  obstetrical  and 
gynecological  problems,  and  recent 
advances  in  gynecology,  as  well  as 
certain  problem  cases. 

The  registration  fee  is  $25.  There 
is  no  fee  charged  for  resident,  in- 
terns, students,  nurses,  and  para- 
medical personnel  who  would  like 
to  attend.  Further  information  is 
available  from  Dr.  S.  R.  Lewis,  Di- 
rector of  Postgraduate  Education, 
The  University  of  Texas  Medical 
Branch,  Galveston  77550. 

The  University  of  Colorado  School 
of  Medicine  will  sponsor  a four-day 
postgraduate  course  in  obstetrics 
and  gynecology,  to  be  held  at  the 
Stanley  Hotel  in  Estes  Park,  Colo., 
June  17-20.  Topics  to  be  presented 
include  fetal  distress,  uterine  dys- 
function, treatment  of  ovarian  car- 
cinoma, chemotherapy,  management 
of  ovarian  masses,  and  the  role  of 
radical  surgery  for  gynecological 
malignancies. 

Three  eminent  guest  speakers 
will  participate:  Dr.  Louis  M.  Hell- 
man  of  Brooklyn,  N.Y.;  Dr.  Charles 
A.  Hunter  of  Seattle;  and  Dr.  Rich- 
ard F.  Mattingly  of  Milwaukee.  Tui- 
tion and  registration  fees  are  $80. 

For  further  information  and  a de- 
tailed program,  write  Office  of  Post- 
graduate Medical  Education,  Univer- 
sity of  Colorado  School  of  Medicine, 
4200  E.  Ninth  Ave.,  Denver,  Colo. 
80220. 


Pediatrics 

Children’s  Medical  Center  of  Dal- 
las will  present  a second  annual 
Postgraduate  Pediatrics  Seminar, 
June  7 and  8,  under  the  direction  of 
Dr.  Heinz  F.  Eichenwald.  Subjects  to 
be  discussed  include  neonatology, 
allergy,  genetics,  urology,  and  radi- 
ology. Additional  topics  will  be  pre- 
sented during  informal  discussion 


groups.  Guest  speakers  will  be  Drs. 
Mary  Ellen  Avery  and  Barton  Childs, 
both  of  Baltimore,  Md.;  Dr.  Ernest 
Heimlich  of  Torrance,  Calif.;  and 
is  Dr.  Lowell  King  of  Chicago. 

For  further  information  write  Dr. 
Kenneth  C.  Haltalin,  Department  of 
Pediatrics,  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, 5323  Harry  Hines  Blvd.,  Dallas 
75235. 

Children's  Hospital  in  Denver  will 
hold  its  Summer  Clinics  at  Vail, 
Colo.,  June  26-28.  The  guest  fac- 
ulty will  include  Dr.  Virginia  Apgar, 
The  National  Foundation;  Dr.  Louis 
K.  Diamond,  Harvard  University;  Dr. 
Robert  G.  Frazier,  The  American 
Academy  of  Pediatrics;  Dr.  Harry 
Medovy,  University  of  Manitoba:  and 
Dr.  Paul  Wehrle,  University  of  South- 
ern California. 

Seminars  and  lectures  will  all  be 
held  in  the  morning,  leaving  after- 
noons free  for  leisure  in  the  Rocky 
Mountains. 

The  fee  is  $40.  Guest  reserva- 
tions will  be  accepted  in  order  of 
receipt  of  registration  fee.  Registra- 
tion will  be  limited.  For  further  in- 
formation write  Department  of  Con- 
tinuing Education,  Children’s  Hos- 
pital, 19th  Ave.  at  Downing,  Len- 
ver,  Colo.  80218. 


Neuromuscular  Diseases 

The  Chicago-based  Cook  County 
Graduate  School  of  Medicine  will 
hold  a two-week  intensive  continuing 
education  course  in  “The  Neuromus- 
cular Diseases  of  Children  with  Spe- 
cial Emphasis  on  Management”  to 
be  given  by  Dr.  Meyer  A.  Perlstein  of 
Chicago,  June  3-14. 

This  is  an  intensive  didactic  and 
clinical  course  designed  for  pedia- 
tricians, orthopedists,  neurologists, 
psychiatrists,  and  physiatrists  inter- 
ested in  the  care  and  treatment  of 
children  with  neuromuscular  handi- 
caps. Emphasis  will  be  placed  on 
the  practical  clinical  aspects  of 
treatment  and  rehabilitation  proce- 
dures. The  course  will  include  trips 
to  demonstration  clinics  and  treat- 
ment centers. 

The  fee  for  the  course  is  $315. 
Since  registration  will  be  limited,  ap- 
plication should  be  made  as  far  in 
advance  as  possible.  For  further  in- 
formation write  Registrar,  Cook 
County  Graduate  School  of  Medicine, 
707  S.  Wood  St,  Chicago  60612. 
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MEDICINE  IN  LITERATURE 


Authors  of  Reference  Texts  Delve  into  Realms 
Of  Psychiatric  History,  Drugs,  Bodily  Denial 


Psychiatric  Drugs.  Philip  Solomon, 

ed.,  262  pp.,  illus.,  New  York, 

Grune  & Stratton,  1966,  $9.75. 

THIS  VOLUME,  a report  of  the  pro- 
ceedings of  a research  conference, 
is  divided  into  three  parts:  Mechan- 
isms of  Drug  Action,  Drugs  and  Psy- 
chotherapy, and  Present  Status  of 
Drug  Therapy.  However,  it  is  not 
what  one  would  expect  from  the 
title.  Rather  than  an  enumeration  of 
the  various  psychotropic  drugs,  their 
indications,  modes  of  action,  dos- 
age, and  side  effects,  one  finds  re- 
ports of  research  that  is  under  way 
in  the  field  of  psychopharmacology. 

Individual  variations  in  the  way 
these  drugs  are  metabolized,  along 
with  the  blood-brain  barrier  and  the 
synaptic  transmission  concept,  are 
discussed. 

The  chapter  by  Dr.  William  Sar- 
gant  of  London  on  the  use  of  drugs 
and  electroconvulsive  therapy  is 
most  interesting.  In  his  opinion, 
electrotherapy  is  still  the  best  treat- 
ment for  depressed  patients. 

One  group  of  essayists,  Drs.  Jon- 
athan O.  Cole,  Solomon  C.  Gold- 
berg (Ph.D.),  and  John  M.  Davis, 
remark  that  a clinical  psychiatrist 
would  be  "well  advised  to  learn  how 
to  use  one  or  two  of  (the  pheno- 
thiazines)  well  and  leave  the  others 
alone  until  better  data  on  their  pos- 
sible clinical  difference  may  be  ob- 
tained." 

Dr.  Nathan  Kline,  Director  of  Re- 
search, Rockland  State  Hospital, 
Orangeburg,  N.Y.,  points  out  that 
monamine  oxidase  (MAO)  inhibi- 
tors may  be  used  safely  with  oral 
amphetamines,  as  well  as  with  tri- 
cyclics. 

Much  of  the  work  reported  on  is 
braced  with  charts  and  graphs. 

ALBERT  D.  PATTILLO,  M.D., 
Austin. 


Documentary  History  of  Psychiatry. 
Charles  E.  Goshen,  904  pp..  New 
York,  Philosophical  Library,  1967, 
$20. 

THE  BOOK  covers  the  basic  writings 
of  outstanding  psychiatrists  and 


clinical  psychologists  from  the  days 
of  Hippocrates  to  Sigmund  Freud. 
Some  of  the  essays  were  translated 
from  Greek,  Latin,  French,  and  Ger- 
man. 


The  Betrayal  of  the  Body.  Alexander 
Lowen,  307  pp..  New  York,  The 
Macmillan  Co.,  1967,  $6.95. 

THE  AUTHOR  has  found  that  many 
individuals  are  afraid  of  and  have 
actually  denied  the  reality,  needs, 
and  feelings  of  their  bodies.  Through 
case  histories,  patients’  drawings 
and  the  like.  Dr.  Lowen  attempts  to 
show  why  "dissociated”  people 
have  been  compelled — in  early 
childhood — to  deny  their  bodies  in 
order  to  maintain  their  sanity,  and 
the  results  of  this  denial. 

The  Betrayal  of  the  Body  offers 
an  explanation  of  the  psychological 
mechanisms  behind  this  "dissocia- 
tion” and  outlines  a therapeutic 
program  which  takes  account  of  the 
body.  It  also  contains  insights  for 
the  layman  who  wants  to  know  more 
about  his  own  problems  and  anx- 
ieties. 


Early  Management  of  Acute  Trauma. 
Alan  M.  Nahum,  ed.,  336  pp., 
illus.,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1966,  $21. 

A SUCCINCT,  profusely  illustrated 
book.  Early  Management  of  Acute 
Trauma  deals  with  all  aspects  of  the 
care  of  the  acutely  traumatized  pa- 
tient, including  a short  chapter  on 
psychiatric  management. 


would  go  well  on  that  wall.” 


The  contributors  outline  sound, 
basic  methods  of  diagnosis  and 
management  of  injuries  of  every 
system,  rarely  bogging  down  in  ex- 
cessive detail  on  any  one  point. 
There  are  adequate  reference  guides 
at  the  end  of  each  chapter  to  per- 
mit the  reader  to  read  further  on 
topics  which  are  of  particular  in- 
terest to  him.  The  conciseness  of 
this  book  makes  it  a valuable  and 
easily  read,  comprehensive  coverage 
of  a field  of  surgery  which  is  stead- 
ily increasing  its  demands  upon  the 
physician. 

ROBERT  JACK  ORRICK,  M.D., 
Beaumont. 


Pathology,  Stanley  L.  Robbins,  ed.  3, 

1,460  pp.,  illus.,  Philadelphia,  W. 

B.  Saunders  Co.,  1967,  $20.50. 

NOT  DESIGNED  for  the  professional 
pathologist,  this  work  avoids  ency- 
clopedic coverage.  It  is  designed,  as 
in  the  past,  for  student  use  and  as 
a teaching  aid.  The  distinction  be- 
tween general  and  special  pathology 
is  emphasized  and  the  greatest 
amount  of  revision  has  been  made 
in  the  chapters  which  come  under 
the  category  of  general  pathology. 
New  chapters  have  been  added,  not- 
ably those  on  genetics,  on  disturb- 
ances in  fluid  and  blood  flow,  and 
on  the  diseases  of  the  aging.  The 
updating  is  both  able  and  pertinent. 
Many  references,  highly  selected  and 
current,  have  been  included. 


NEW  BOOKS 
IN  TMA  LIBRARY 

Brain,  L.,  and  Wilkinson,  M.:  Cervi- 
cal Spondylosis  and  Other  Disor- 
ders of  the  Cervical  Spine,  Phila- 
delphia, W.  B.  Saunders  Co., 
1967. 

Brest,  A.  N.,  and  Moyer,  J.  H.,  eds.: 
Renal  Failure,  Philadelphia,  J.  B. 
Lippincott  Co.,  1967. 

Charles,  D.,  ed.:  Progress  in  Concep- 
tion Control,  Philadelphia,  J.  B. 
Lippincott  Co.,  1967. 
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Fearnley,  G.  R.:  Fibrinolysis,  Lon- 
don, Edward  Arnold  (Publishers) 
Ltd.,  1965. 

Girard,  L.  J.,  ed.:  Corneal  and  Scleral 
Contact  Lenses,  St.  Louis,  The  C. 
V.  Mosby  Co.,  1967. 

King,  E.  R.,  and  Mitchell,  T.  G.:  A 
Manual  for  Nuclear  Medicine, 
Springfield,  III.,  Charles  C Thom- 
as, Publisher,  1961. 

Kreig,  M.:  Black  Market  Medicine, 
New  York,  Bantam  Books,  1968. 

McNeer,  G.,  and  Pack,  G.  T.:  Neo- 
plasms of  the  Stomach,  Philadel- 
phia, J.  B.  Lippincott  Co.,  1967. 

Miale,  J.  B.:  Laboratory  Medicine 
Hematology,  ed.  3,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1967. 

Moir,  J.  C.:  The  Vesico-Vaginal  Fis- 
tula, ed.  2,  London,  Bailliere  Ten- 
dall  and  Cassell,  1967. 

Morrison,  M.  C.  T.:  Basic  Principles 
of  Accident  Surgery,  London,  H. 
K.  Lewis  & Co.  Ltd.,  1964. 

Moser,  M.,  and  Goldman,  A.  G.:  Hy- 
pertensive Vascular  Disease  Diag- 
nosis and  Treatment,  Philadelphia, 
J.  B.  Lippincott  Co.,  1967. 

Moyer,  C.  A.,  and  Butcher,  H.  R.: 
Burns,  Shock  and  Plasma  Volume 
Regulation,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1967. 

Neill,  A.  S.:  Summerhill:  A Radical 
Approach  to  Child  Rearing,  New 
York,  Hart  Publishing  Co.,  1960. 

Selzer,  M.  L.,  Gikas,  P.  W.,  and 
Huelke,  D.  F.,  eds.;  The  Preven- 
tion of  Highway  Injury,  Highway 
Safety  Research  Institute,  Ann 
Arbor,  Mich.,  The  University  of 
Michigan,  1967. 

Spock,  B.:  Baby  and  Child  Care, 
New  York,  A Pocket  Cardinal  Edi- 
tion, Pocket  Books,  1967. 

Sprowls,  J.  B.,  Jr.,  ed.:  Prescription 
Pharmacy,  Philadelphia,  J.  B.  Lip- 
pincott Co.,  1963. 

The  University  of  Texas  Medical 
Branch  at  Galveston:  A Seventy- 
Five  Year  History  by  the  Faculty 
and  Staff,  Austin,  University  of 
Texas  Press,  1967. 

Van  Auken,  W.  B.  D.:  How  to  Get  the 
Best  from  Your  Physician,  Spring- 
field,  III.,  Charles  C Thomas,  Pub- 
lisher, 1967. 

Wagner,  H.  N.,  Jr.,  ed.,:  Principles  of 
Nuclear  Medicine,  Philadelphia,  W. 
B.  Saunders  Co.,  1968. 

Willeford,  G.:  Medical  Word  Finder, 
West  Nyack,  N.Y.,  Parker  Pub- 
lishing Company,  Inc.,  1967. 


DR.  C,  K,  SMITH 

Dallas  neurologist.  Dr.  Caswell 
King  Smith,  46,  died  there  on  Feb. 
22,  1968.  He  had  practiced  in  Dal- 
las since  1961. 

Dr.  Smith  was  born  on  Feb.  18, 
1922,  in  Lebanon,  Tenn.,  the  son  of 
Jay  Gould  and  Mary  Elizabeth  King 
Smith.  His  preliminary  education 
was  obtained  in  Lebanon,  and  he  re- 
ceived a bachelor  of  science  degree 
from  Georgia  Institute  of  Technol- 
ogy in  Atlanta,  in  1943.  In  1950  he 
was  graduated  from  The  University 
of  Texas  Southwestern  Medical 
School  in  Dallas.  After  interning  at 
Meadowbrook  Hospital  in  Hemp- 
stead, New  York,  he  served  a resi- 
dency in  psychiatry  at  Rockland 
State  Hospital,  Orangeburg,  N.Y., 
and  one  in  neurology  at  Veterans 
Administration  Hospital,  Boston, 
Mass.  He  did  research  work  at  Clin- 
ical Center,  National  Institutes  of 
Health,  Bethesda,  Md. 

Dr.  Smith  practiced  for  one  year 
at  Veterans  Administration  Hospital, 
Albany,  N.Y.,  and  three  years  at 
Ochsner  Foundation  Hospital,  New 
Orleans,  La. 

During  World  War  II,  Dr.  Smith 
served  in  the  US  Navy  as  a lieuten- 
ant in  the  United  States  and  in  the 
Philippine  Islands. 

He  belonged  to  Dallas  County 
Medical  Society,  Texas  Medical  As- 
sociation, American  Medical  Asso- 


DR.  SMITH 


elation,  and  Southern  Medical  Asso- 
ciation. He  also  belonged  to  Ameri- 
can Academy  of  Neurology,  South- 
ern Electroencephalographic  Society 
and  was  a diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neu- 
rology. 

A member  of  Alpha  Chi  Sigma 
chemical  fraternity,  he  belonged  to 
Phi  Chi  medical  fraternity  and  Sig- 
ma Alpha  Epsilon  social  fraternity. 

Survivors  are  a daughter,  Penel- 
ope Maedus  Smith  of  New  Orleans; 
three  sons.  Chat  Dunning,  Jay  Whit- 
worth, and  Geoffrey  King  Smith,  all 
of  New  Orleans;  and  two  brothers, 
Gould  Smith  and  Miles  Smith,  both 
of  Lebanon,  Tenn. 


DR,  G.  T.  McMAHAN 

Retired  head  of  Waco’s  Veterans 
Administration  Hospital,  Dr.  George 
T.  McMahan,  66,  died  on  Dec.  31, 
1967,  in  a Waco  hospital.  Cause  of 
death  was  congestive  heart  disease. 

Dr.  McMahan  had  been  chief  med- 
ical officer  at  the  Veterans  Admini- 
stration Hospital  since  1946,  ex- 
cept for  two  years  which  he  spent 
as  director  of  the  Veterans  Admin- 
istration Center,  Gulfport  Division, 
in  Gulfport,  Miss.  In  October,  1966, 
Dr.  McMahan  retired.  He  had  prac- 
ticed in  Burnet,  Big  Spring,  and 
Dallas,  and  served  in  the  US  Army 
Medical  Corps  at  William  Beaumont 
General  Hospital  in  El  Paso  from 
1941  to  1946.  He  attained  the  rank 
of  colonel. 

Born  on  Feb.  13,  1901,  in  Van 
Alstyne,  Tex.,  he  was  the  son  of 
Frank  E.  and  Minnie  Fowler  McMa- 
han. He  was  graduated  from  Austin 
College  in  Sherman  in  1925  and 
Baylor  University  College  of  Medi- 
cine in  1928.  His  internship  was 
served  at  Parkland  Memorial  Hos- 
pital in  Dallas  and  his  residency  at 
San  Antonio  State  Hospital  in  San 
Antonio.  He  took  postgraduate 
courses  in  neurology  and  psychiatry 
at  Columbia  University  College  of 
Physicians  and  Surgeons  in  New 
York  City. 

A diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology, 
he  belonged  to  the  McLennan  Coun- 
ty Medical  Society,  Texas  Medical 
Association,  and  American  Medical 
Association.  He  also  belonged  to 
the  American  Psychiatric  Associa- 
tion and  the  American  College  of 
Hospital  Administrators. 

A member  of  the  Waco  Rotary 
Club,  he  belonged  to  the  American 
Legion  and  Waco  Chamber  of  Com- 
merce, which  he  served  as  a board 
member  in  1960. 
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He  is  survived  by  his  wife,  Mrs. 
Ruth  McMahan  whom  he  married 
in  1947  in  Dallas.  Also  surviving 
are  a daughter,  Mrs.  Dick  Howell 
of  Santa  Ana,  Calif.;  his  father, 
Frank  E.  McMahan  of  Van  Alstyne; 
two  brothers,  Frank  McMahan  of 
Lubbock  and  Carl  McMahan  of 
Brecken ridge;  five  sisters,  Mrs.  L.  L. 
Springfield  of  Dallas,  Miss  Marie 
McMahan  of  Van  Alstyne,  Mrs. 
George  Light  of  Collinsville,  Tex., 
Mrs.  Virgil  Hood  of  Dallas  and  Mrs. 
Fred  Bandfield  of  Whitesboro,  Tex.; 
and  two  grandchildren. 


DR.  W.  F.  BIRDSONG 

Dr.  William  Floyd  Birdsong,  died 
on  Feb.  1,  1968,  at  his  home  in 
Muleshoe,  Tex.  He  had  practiced  in 
Muleshoe  since  1954. 

A graduate  of  The  University  of 
Texas  Medical  Branch  at  Galveston, 
he  interned  at  Lying-In  Hospital  of 
the  City  of  New  York  and  served  a 
residency  at  St.  Francis  Hospital, 
also  in  New  York  City.  Before  going 
to  Muleshoe,  he  had  practiced  in 
Fort  Worth,  Texon,  Lubbock,  and 
Amherst. 

Dr.  Birdsong  had  served  as  a 
captain  in  the  US  Navy  Medical  Re- 
serve Corps  from  1931  to  1941. 

Born  on  Feb.  2,  1900,  in  Peters- 
burg, Va.,  he  was  the  son  of  John 
Miles  and  Corine  Ellen  Phillips  Bird- 
song. He  received  his  preliminary 
education  in  Fort  Worth  schools, 
and  he  obtained  his  premedical  edu- 
cation at  the  University  of  Missouri, 
Columbia,  Mo.  On  Oct.  21,  1929,  he 
married  May  Pearl  Hardy  of  Fort 
Worth. 

Dr.  Birdsong  was  a member  of 
Lamb-Bailey-Hockley-Cochran  Coun- 
ties Medical  Society,  Texas  Medical 
Association,  and  American  Medical 
Association. 

While  in  Amherst,  he  had  served 
as  president  of  the  school  board  for 
five  years.  He  was  a member  of  the 
First  Methodist  Church  of  Muleshoe, 
Muleshoe  Lions  and  Rotary  Clubs, 
the  board  of  directors  of  the  Cham- 
ber of  Commerce,  the  Masonic 
lodge,  the  Toastmasters  Interna- 
tional, and  the  Bailey  County  In- 
vestors Club. 


DR.  BIRDSONG 


Survivors  include  his  wife;  three 
daughters,  Anne  of  Muleshoe,  Mrs. 
Robert  Holt  of  Amarillo,  and  Mrs. 
Pat  Leonard  of  Albuquerque,  N.  M.; 
one  son,  George  of  Muleshoe;  one 
sister,  Mrs.  Julia  Granville  of  Fort 
Worth;  three  brothers,  John,  Edgar, 
and  Peyton,  all  of  Fort  Worth;  and 
three  grandchildren,  all  of  Amarillo. 


Vagabond  Club  and  Dallas  Athletic 
Club.  He  was  a Scottish  Rite  Mason 
and  belonged  to  the  Hella  Shrine 
Temple  and  Tannehill  Masonic 
Lodge.  He  was  a lifelong  member 
of  the  Baptist  church. 

Surviving  Dr.  Shortal  is  his  wife, 
the  former  Minnie  Belle  Graham  of 
Durant,  Okla.,  whom  he  married  on 
June  14,  1935,  in  Dallas. 


DR.  W.  W.  SHORTAL 

Dallas  surgeon.  Dr.  William  W. 
Shortal,  died  Jan.  26,  1968,  in  a 
Dallas  hospital.  He  was  81. 

Born  on  July  13,  1886,  at  Rags- 
dale, Tex.,  he  was  the  son  of  Wil- 
liam Thomas  and  Prilla  Graham 
Shortal.  He  was  graduated  from  high 
school  at  Honey  Grove,  Tex.,  and 
received  his  medical  degree  from 
Baylor  University  College  of  Medi- 
cine, then  in  Dallas,  in  1909.  His 
internship  and  residency  were 
served  at  Baylor  University  Medical 
Center  in  Dallas.  He  did  postgrad- 
uate work  at  Columbia  University 
College  of  Physicians  and  Surgeons 
in  New  York  City. 

At  Baylor  University  Hospital,  he 
had  served  as  house  surgeon,  dem- 
onstrator of  anatomy,  and  associ- 
ate professor  of  surgery. 

Dr.  Shortal  served  as  a major  in 
the  US  armed  forces  during  World 
War  I.  When  he  returned  to  Dallas, 
he  became  professor  of  clinical  sur- 
gery at  Baylor.  From  1930  to  1936 
he  was  chief  surgeon  at  Texas  Scot- 
tish Rite  Hospital  for  Crippled  Chil- 
dren and  from  1920  to  1934  he  was 
chief  surgeon  for  the  Dallas  County 
Hospital  District.  In  1944  he  became 
professor  of  surgery  at  The  Universi- 
ty of  Texas  Southwestern  Medical 
School.  He  was  on  the  staffs  of 
Methodist  Hospital  of  Dallas,  and 
of  St.  Paul,  Gaston  Episcopal,  and 
Baylor  Hospitals. 

A fellow  of  the  American  College 
of  Surgeons,  he  was  a member  of 
Dallas  County  Medical  Society,  Tex- 
as Medical  Association,  American 
Medical  Association,  and  Southern 
Medical  Association.  He  was  a dip- 
lomate  of  the  American  Board  of 
Surgery. 

A charter  member  of  East  Dallas 
Rotary  Club,  he  belonged  to  The 


DR.  R.  BUCK 

Midland  physician.  Dr.  Roger 
Buck,  died  at  his  home  on  Feb.  3, 
1968.  Dr.  Buck  had  specialized  in 
obstetrics  and  gynecology  until  four 
years  ago  when  he  lost  his  sight. 
After  his  eyesight  failed,  he  learned 
Braille  and  used  tape  recorders  and 
other  devices  to  continue  extensive 
reading  and  research  to  keep 
abreast  in  the  medical  field. 

He  had  been  ward  physician  at 
the  Big  Spring  State  Hospital  for 
the  last  two  years. 

Born  on  Jan.  9,  1907,  in  Fall 
River,  Mass.,  he  was  the  son  of 
Augustus  Walker  and  Jennie  Lan- 
phear  Buck.  He  attended  Fall  River 
schools  and  Williams  College  at  Wil- 
liamstown.  Mass.  In  1933  he  was 
graduated  from  the  University  of 
Pennsylvania  School  of  Medicine  in 
Philadelphia;  then  he  interned  at 
Lankenau  Hospital,  also  in  Philadel- 
phia. He  was  in  general  practice  in 
Fall  River  from  1935  to  1943  when 
he  began  practicing  his  specialty. 
In  1953  he  moved  to  Midland. 

A fellow  of  the  American  College 
of  Surgeons,  he  belonged  to  Mid- 
land County  Medical  Society,  Texas 
Medical  Association,  American  Med- 
ical Association,  and  American  Can- 
cer Society. 

Dr.  Buck  was  a past  president  of 
the  University  Club  of  Williams  Col- 
lege, an  honorary  member  of  the 
Midland  Polo  Club,  and  a member 
of  the  Midland  Racquet  Club.  He 
belonged  to  Trinity  Episcopal 
Church. 

On  Oct.  19,  1935,  Dr.  Buck  and 
Marion  Marshall  Coward  were  mar- 
ried in  Philadelphia.  She  survives 
him  as  do  two  sons,  Alfred  Buck 
of  Austin  and  Roger  Buck,  Jr.,  of 
two  daughters. 
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Mrs.  Joel  Flather  of  Stamford, 
Conn.,  and  Ruth  Buck,  a student  at 
Trinity  University  in  San  Antonio; 
two  brothers,  Edwin  Buck  of  Garden 
City,  N.Y.,  and  Lanphear  Buck  of 
Rye,  N.Y.;  a sister.  Miss  Elizabeth 
Buck  of  Fall  River,  Mass.;  and  five 
grandchildren. 


DR.  L G.  FRIEDMAN 

Waco  pediatrician  and  electroen- 
cephalographer.  Dr.  Lillian  Gross 
Friedman,  wife  of  psychiatrist  Dr. 
Carl  Friedman,  died  of  cancer,  Jan. 
31,  1968.  She  was  48  years  old. 

The  daughter  of  William  and 
Szerena  Kline  Gross  of  Waco,  Dr. 
Friedman  received  her  bachelor  of 
arts  degree  from  Baylor  University 
in  1941  and  attended  Baylor  Uni- 
versity College  of  Medicine,  then 
in  Dallas,  for  three  years.  She  was 
licensed  to  practice  medicine  in 
May  of  1944,  having  received  her 
medical  degree  from  The  University 
of  Texas  Southwestern  Medical 
School  in  Dallas  on  March  20,  1944. 

Dr.  Friedman  served  as  a Waco 
public  school  physician  from  1950 
to  1952  and  was  attending  physi- 
cian at  the  Waco  Heart  Clinic  from 
1952  until  her  death.  She  headed 
the  Electroencephalography  Depart- 
ment at  Providence  Hospital  in 
Waco  from  1959  until  her  death. 

Dr.  Friedman  was  a member  of 
McLennan  County  Medical  Society, 
and  American  Medical  Association. 
She  was  a member  of  Texas  Medi- 
cal Association,  the  medical  staff 
of  Hillcrest  Baptist  and  of  Provi- 
dence hospitals  in  Waco.  She  was  a 
member  of  Temple  Rodef  Sholom 
and  served  on  the  United  Fund 
committees. 

In  addition  to  her  medical  activi- 
ties, Dr.  Friedman  was  an  artist  who 
received  recognition  in  several  art 
shows  and  whose  paintings  hang 
in  collections  in  several  states. 

She  married  Dr.  Carl  Friedman 
of  Jersey  City,  N.J.,  in  Austin  on 
June  6,  1943.  He  survives  her,  as 
do  two  sons,  Joe  and  Martin  Fried- 
man of  Waco;  a daughter,  Mary 
Friedman  of  Waco;  two  sisters,  Mrs. 
N.  0.  Corman  of  Dallas  and  Mrs. 


M.  A.  Mosesman  of  Baytown;  and 
a brother,  Lewis  Gross  of  Dallas. 


DR.  B.  B.  GRIFFIN 

Dr.  Balfrey  Borden  Griffin,  71, 
died  on  Feb.  10,  1968,  at  his  home 
in  Graham,  Tex.  He  had  practiced 
in  Graham  since  1926. 

Born  Oct.  15,  1896,  in  Kosse, 
Tex.,  he  was  the  son  of  Charles 
Henry  and  Margaret  Ann  Borden 
Griffin.  He  attended  Waxahachie 
High  School  and  received  a bache- 
lor of  science  degree  from  The  Uni- 
versity of  Texas  at  Austin.  In  1925 
he  was  graduated  from  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston.  He  interned  at  Scott  and 
White  Memorial  Hospital  in  Temple. 

Dr.  Griffin  and  his  late  brother. 
Dr.  E.  H.  Griffin,  owned  and  oper- 
ated the  Griffin  brothers  clinic  in 
Graham  for  many  years. 

During  World  War  I,  Dr.  Griffin 
served  as  private  first  class  in  the 
US  Army  Medical  Corps  at  Fort 
Bliss,  Tex.  He  later  served  for  20 
years  as  local  medical  examiner  for 
the  Selective  Service  System. 

He  belonged  to  Wichita-Young- 
Archer  Counties  Medical  Society, 
Texas  Medical  Association,  and 
American  Medical  Association. 

He  was  a member  and  served  as 
an  elder  of  the  First  Presbyterian 
Church  of  Graham.  He  belonged  to 
Masonic  Lodge  No.  485,  and  was  a 
Scottish  Rite  Mason. 

Survivors  are  his  wife,  Lucille,  a 
son,  Eugene  Griffin  of  Phoenix, 
Ariz.;  two  sisters,  Mrs.  T.  L.  Jones 
of  Post,  Tex.,  and  Mrs.  Lucile  Neal 
of  Dallas;  and  two  grandsons,  both 
of  Phoenix,  Ariz. 


DR.  W.  S.  WITTE 

Dr.  Wallie  Stovall  Witte,  50,  phy- 
sician at  the  Southern  Methodist 
University  Health  Center,  died  on 
Feb.  18,  1968,  in  Dallas.  He  had 
been  in  Dallas  since  1962. 

A 1942  graduate  of  Baylor  Uni- 
versity College  of  Medicine,  he  in- 
terned at  Shreveport  Charity  Hos- 
pital in  Shreveport,  La.,  and  served 


a residency  at  US  Air  Force  Hospi- 
tal, Keesler  AFB,  Biloxi,  Miss.,  while 
he  was  a captain  in  the  US  Air 
Force.  He  practiced  from  1945  to 
1962  in  Leland,  Miss.,  his  home- 
town. 

Dr.  Witte  was  born  on  May  30, 
1917,  at  Leland,  the  son  of  Dr.  K. 
L.  and  Johnnie  Long  Witte.  He  at- 
tended Virginia  Military  Institute, 
Lexington,  Va.,  and  Baylor  Univer- 
sity at  Waco. 

Dr.  Witte  belonged  to  Dallas 
County  Medical  Society,  Texas  Med- 
ical Association,  American  Medical 
Association,  and  American  Academy 
of  General  Practice;  and  was  on  the 
staff  of  Presbyterian  Hospital  of 
Dallas.  He  was  a member  of  Park 
Cities  Baptist  Church,  and  served 
on  its  board  of  deacons. 

Survivors  are  his  wife,  the  former 
Evelyn  Morris  Rhodes  of  Monroe, 
La.,  whom  he  married  on  Nov.  5, 
1942;  three  daughters,  Evelyn 
Rhodes  Witte,  Virginia  Jane  Witte, 
and  Mignonne  Kinney  Witte,  all  of 
Dallas;  a son,  Wallie  Stovall  Witte, 
Jr.,  of  Dallas;  and  a sister  Mrs. 
Walter  Swain  of  Leland,  Miss. 


DR,  V,  A.  PATE,  JR. 

Abilene  urologist.  Dr.  Virgil  Albert 
Pate,  Jr.,  53,  died  on  Jan.  15,  1968, 
in  Hendrick  Memorial  Hospital,  after 
suffering  a stroke  the  day  before. 

A native  of  Murfreesboro,  Ark.,  he 
grew  up  in  Texarkana,  Tex.,  where 
he  was  graduated  from  high  school. 
His  parents  were  Virgil  A.  and  Tula 
Smith  Pate.  He  married  Dorothy 
Dollarhide  of  Foreman,  Ark.,  on  Aug. 
16,  1939,  in  Hope,  Ark. 

He  attended  The  University  of 
Texas  and  was  graduated  from  the 
University  of  Arkansas  School  of 
Medicine  in  Little  Rock.  His  intern- 
ship was  served  at  University  Hos- 
pital, University  of  Arkansas  Medi- 
cal Center,  Little  Rock,  and  his  resi- 
dency at  Veterans  Administration 
Hospital,  Richmond,  Va.  During 
World  War  II  he  served  as  a lieu- 
tenant colonel  in  the  US  Army.  He 
was  a surgeon  in  the  European 
Theater  of  Operations  and  was 
awarded  the  Bronze  Star.  Following 
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his  residency,  he  had  practiced  urol- 
ogy in  Abilene  since  1951.  He  was 
on  the  staff  of  all  local  hospitals 
and  was  consultant  at  US  Air  Force 
Hospital,  Dyess  AFB.  Dr.  Pate  has 
been  a chief  of  the  surgical  section 
of  Hendrick  Memorial  Hospital. 

A diplomate  of  the  American 
Board  of  Urology,  he  was  a fellow 
of  the  American  College  of  Sur- 
geons. He  belonged  to  the  Taylor- 
Jones  Counties  Medical  Society,  the 
Texas  Medical  Association,  the 
American  Medical  Association,  and 
the  American  Urological  Associa- 
tion. 

A member  of  St.  Paul  Methodist 
Church  of  Abilene,  he  belonged  to 
the  Abilene  Country  Club,  Petroleum 
Club  of  Abilene,  and  the  Abilene 
Lions  Club. 

Dr.  Pate  is  survived  by  his  wife; 
a son,  Virgil  A.  Pate,  III,  a student 
at  The  University  of  Texas  South- 
western Medical  School  in  Dallas; 
four  sisters,  Mrs.  W.  E.  DeLong  of 
Texarkana,  Mrs.  James  H.  Jones  of 
Hope,  Ark.,  Mrs.  Dana  A.  Blocker  of 
Sherman,  Mrs.  Gene  Harrelson  of 
Arkadelphia,  Ark.;  and  two  brothers. 
Dr.  W.  W.  Pate  of  Shreveport,  La., 
and  James  Carter  Pate  of  Dallas. 


DR.  J.  T.  KRAMER,  JR. 

Dr.  John  Thomas  Kramer,  59, 
died  on  Feb.  7,  1968,  in  a Fort 
Worth  hospital.  He  specialized  in 
obstetrics  and  gynecology.  Cause  of 
death  was  cerebrovascular  accident. 

Dr.  Kramer  had  practiced  in  Fort 
Worth  since  1936.  He  was  graduat- 
ed from  the  University  of  Oklahoma 
School  of  Medicine  in  1935,  in- 
terned at  University  of  Oklahoma 
Hospitals,  Oklahoma  City,  and 
served  a residency  at  All  Saints 
Episcopal  Hospital  in  Fort  Worth. 
He  was  a member  of  Tarrant  Coun- 
ty Medical  Society,  Texas  Medical 
Association,  and  American  Medical 
Association.  He  was  a Mason  and 
a Shriner.  Dr.  Kramer  belonged  to 
Riverside  Baptist  Church  in  Fort 
Worth. 

Born  on  Dec.  30,  1908,  in  Tulsa, 
Okla.,  he  attended  schools  there 
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and  the  University  of  Tulsa. 

He  was  preceded  in  death  by  his 
wife.  A son,  Forrest  T.  Kramer  of 
Fort  Worth,  survives. 


DR.  J.  F.  FORD 

Brownsville  psychiatrist.  Dr.  John 
Folkner  Ford,  died  in  Mercy  Hos- 
pital there  on  Jan.  16,  1968.  He 
was  74.  Dr.  Ford,  also  a plastic 
surgeon,  had  practiced  in  Dallas 
from  1919  to  1934  and  in  New 
York  City  from  1935  to  1960,  when 
he  moved  to  Brownsville. 

Born  on  Oct.  14,  1893,  in  Dallas 
County,  he  was  the  son  of  Moultrie 
Judson  and  Mary  Ella  Folkner.  He 
was  graduated  from  East  Texas 
State  College,  Commerce,  in  1913. 
His  medical  education  was  received 
at  The  University  of  Texas  Medical 
Branch  at  Galveston.  His  internship 
was  served  at  St.  Paul  Sanitarium  in 
Dallas  and  residency  at  Bellevue 
Psychiatric  Hospital  in  New  York 
City. 

During  World  War  I,  Dr.  Ford 
served  as  captain  in  the  US  Army 
in  the  United  States  and  France. 
He  had  been  a psychiatrist  at  Belle- 
vue Psychiatric  Unit,  Bellevue  Hos- 
pital Center,  a psychotherapist  at 
the  Veterans  Administration  con- 
tract clinic.  University  Hospital,  New 
York  City,  and  a psychiatrist  at  the 
New  York  City  Night  Clinic,  1955- 
1960. 

A member  of  Cameron-Willacy 
Counties  Medical  Society,  he  be- 
longed to  the  Texas  Medical  Asso- 
ciation, the  American  Medical  As- 
sociation, the  American  Psychiatric 
Association,  the  American  Medical 
Association  of  Vienna,  Austria,  and 
the  American  Society  of  Plastic  and 
Reconstructive  Surgery. 

Dr.  Ford  belonged  to  the  Church 
of  the  Advent,  Episcopal,  and  Rio 
Grande  Lodge  81,  Ancient  Free  and 
Accepted  Masons,  Scottish  Rite  Ma- 
sons, and  Alzafar  Shrine  in  San 
Antonio.  He  served  as  consultant 
to  the  Harlingen  State  Adult  Mental 
Health  Clinic  and  was  on  the  staff 
of  Mercy  Hospital,  Brownsville. 

He  is  survived  by  his  wife,  Mrs. 


Evelyn  Bergman  Ford;  two  daugh- 
ters, Denise  Ford  of  Brownsville  and 
Dr.  Jacqueline  Ford  Mislow  of 
Princeton,  N.J.;  two  brothers.  Van 
B.  Ford  of  Denison,  Tex.,  and 
Schley  Ford  of  Texarkana;  one  sis- 
ter, Mrs.  Hettie  Blakely  of  Albuquer- 
que, N.  M.;  and  two  grandchildren. 


DR.  E.  A.  SHERRILL,  JR. 

Dr.  Ethan  Allen  Sherrill,  Jr.,  60, 
died  Feb.  7,  1968,  at  The  University 
of  Texas  M.D.  Anderson  Hospital 
and  Tumor  Institute  in  Houston.  He 
had  practiced  in  Houston  since 
1936. 

The  son  of  a physician  and  broth- 
er of  three  physicians,  he  was  born 
on  Aug.  27,  1907,  at  Big  Creek, 
Tex.  His  father.  Dr.  E.  A.  Sherrill, 
Sr.,  practiced  in  Beaumont  and  in 
Houston  for  many  years.  Dr.  E.  A. 
Sherrill,  Jr.,  attended  high  school 
in  Beaumont,  Rice  University  in 
Houston,  and  was  an  assistant  in- 
structor in  chemistry  at  Southwest- 
ern University  in  Georgetown,  Tex. 
His  medical  degree  was  received 
from  Tulane  University  School  of 
Medicine  in  New  Orleans.  He  served 
in  the  US  Army  Medical  Corps  dur- 
ing World  War  II. 

Dr.  Sherrill  was  a member  of 
Harris  County  Medical  Society,  Tex- 
as Medical  Association,  American 
Medical  Association,  Southern  Med- 
ical Association,  American  Academy 
of  General  Practice,  Texas  Academy 
of  General  Practice,  and  Harris 
County  Academy  of  Medicine.  He 
was  also  a member  of  El  Paso 
Lodge  of  Ancient  Free  and  Accepted 
Masons. 

Dr.  Sherrill  married  Catherine  E. 
Plumbley  of  Galveston  in  1932.  She 
survives  him,  as  do  a daughter, 
Anne,  a graduate  student  at  The 
University  of  Texas;  his  mother, 
Mrs.  Alice  Sherrill;  three  brothers. 
Dr.  Douglas  B.  Sherrill  of  Pasadena, 
Dr.  William  M.  Sherrill  of  Houston, 
and  Dr.  Lloyd  H.  Sherrill  of  Ozona; 
and  three  sisters,  Mrs.  Reece  Martin 
of  Beaumont,  Mrs.  D.  H.  Hawkins 
of  Lubbock,  and  Mrs.  Alice  Crow  of 
Houston. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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Togetherness.... 


. . . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity^  or  side  eff  ects^’^  and  will  not  mask  symptoms  of 

serious  organic  disorders.  ^ 1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
& Gynec.  65:311  (Feb.)  1953. 
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WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTATIN®  V Capsules 


Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 


4®S^0STATIN®  ^ 

• ®*AClCLIflE  HCl  2se  »%■ 
^ SVSTATIfj  2SO,«06 
CAPSULES 


328-8/6094 
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A simplified  approach 
to  the  practice  management 
of  hypertension 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na^  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


llHlfCLOIlllIlZIDE 


mild  to  moderate  to  severe 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 

Once  a day,  every  day 

ENDURONYL 

MEimil)lfflDE5mg,with 

DESERPIDINE  0.25  mg.  or  (F0R1E)  0.5  mg.  See  Brief  Summary  on  final  page  of  advertisement 


MILD  TO  MODERATE  TO  SEVERE 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 

P«yilNEHyDROCHl01E25mg. 

witliMEIliyClOIHI/IZlOESmg, 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON  ENDURONYi: 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  In  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  'Th\azide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Corrfra/rrd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with;  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


TM-TRADEMARK 


itors;  methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

IVarn/ngs— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians;  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/ons— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis):  also,  augmented  hypo- 
tension in  concomitarit  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  pmlonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  - PargyUne:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug,  £0'i438R 
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Sustained  circulatory,  respirator) 
and  cerebral  stimulation  for  the 


TIME  AFTER  ADMINISTRATION  (Hours) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any ) of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
pii'atory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


aged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids" 

PHILIPS  ROXANE  UBORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeroniazolTT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 
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Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion — or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows, 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 
It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 

Penetrates 
the  hairy  sites. 

In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 


Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  is 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult- to-treat  body 
areas.  A number  of  studies 
have  also  shown  that  propylene 
glycol  has  inherent  anti- 
microbial activity. 


w 


I Cosmetically 

acceptable 

for  exposed  areas. 

The  propylene  glycol  vehicle 
of  Synalar  Solution  possesses 
many  useful  cosmetic  properties. 
Clear  and  greaseless,  it  is 
not  sticky  or  messy,  will  not 
stain  clothing  or  skin. 

In  exposed  areas  of  the  body 
where  cosmetic  appeal  is 
important,  Synalar  Solution 
shows  nothing  but  results. 

Economical -a  little 
goes  a long  way. 

Because  of  the  properties 
of  propylene  glycol  and  the 
milligram  potency  of 
fluocinolone  acetonide,  a small 
quantity  of  Synalar  Solution 
goes  a long  way.  Also,  the 
prescription  price  of  a 20  cc. 
plastic  squeeze  bottle  of 
Synalar  Solution  is  surprisingly 
low.  Thus,  your  patients  obtain 
economy  with  the  proved 
efficacy  of  a potent,  truly 
advanced  topical  corticosteroid. 


Contraindications : Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  SynaJar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluocinolone  acetonide—  an  original  steroid  from 
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An  invisible  topical 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  core  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 


A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidentiaL  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth.  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 

FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  D.A.B.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 
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Sources  of 
inus  headache 


REGION  OF  SENSATION 
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Source  of 
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relief 
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Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
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tion. Sinutab  not  only  provides  an  effective 
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diate relief  of  pain  and  discomfort. 
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tin, 25  mg.  phenylpropanolamine  HCl,  and  22  mg. 
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Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


W.  S,  Lorimer,  Jr.,  M,D., 
F.A.C.S, 

R.  J.  Turner,  III,  M,D., 
F.A,C.S. 


W.  W.  Moorman,  M.D,, 
F.A.C.P. 

D,  W,  Johnston,  M.D,, 
F,A.C.P. 


CONSULTATION  BY  APPOINTMENT 


Stephen  Eppstein,  M.D,, 
A,  R,  Daniell,  M,D, 

Mrs.  Evelyn  Farr,  Business  Manager 


Colon  and  Rectal 
Surgery 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4500 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2715  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  25,  Texas 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 


Ophthalmology  and 
Otolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 
C.  B.  Marcum,  M.D.,  F.A.C.S. 

Internal  Medicine 
J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D., 


617  South  Tatar  Street 
Pasadena,  Texas  77502 


F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 
Urology 

G.  F.  DiUon,  M.D. 
Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 
B.  B.  Trotter,  M.D. 
Btcsiness  Manager 
R.  L.  Heith. 


MANUEL  G.  LAGON,  M.D. 

Diplomate  of  American  Board  of  Surgery  and  the  American  Board 
of  Colon  and  Rectal  Surgery. 


Proctology 

Colon  and  Rectal  Surgery 

909  Eighth  Avenue  ED  2-9513 

Fort  Worth,  Texas 
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Dermatology 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 

Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 

THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

Eye,  Ear,  Nose,  Throat 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St,  Abilene,  Texas 
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Gastroenterology 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

General  Surgery 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

T M A 

ANNUAL 

SESSION 

HOUST9N 

35  GUEST  SPEAKERS  2-5  68 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  646  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

12  SECTION  MEETINGS 

13  REFRESHER  COURSES 

2 GENERAL  MEETINGS 

190  EXHIBITS 

3 CLOSED-CIRCUIT  TV  SESSIONS 

10  CURBSTONE  CONSULTATIONS 
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Internal  Medicine 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  Clinical  Psychology 

*Harris  M.  Hauser,  M.D.  Joanne  Borba,  M.  A. 

*Robert  I.  Hauser,  M.D.  Robert  D.  Langston, 

Ronald  J.  Hauser,  M.D.  PH.D.,  Consultant 

Wayne  Keller,  M.D.  Psychiatric  Social  Work 

*Gerald  Ratinov,  M.D.  Ethel  M.  Feinsilver, 

M.S. 

808  Memorial  Professional  Building 

Houston,  Texas  77002 

CA  4-5041 

♦Diplomate,  American  Board  of  Psychiatry  and  Neurology 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D, 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-7181 

ILSE  HOLZ  MANNHEIMER,  M.D. 
Inoperable  and  Metastatic 

Cancer  Chemotherapy 

Available  for  Consultation  and  Treatment 
Medical  Towers,  703  Bellaire  General  Hospital,  9 

JA  3-6374  MO  6-1721 

Houston,  Texas 

J.  SHIRLEY  SWEENEY,  M.D.,  F.A.C.P. 
Practice  Limited  to 

Clinical  Evaluation  and  Management 
of  Diabetes 

410  Gilbert  Street 

Gainesville,  Texas 

Neuroiogy/ Psychiatry 

MORRIS  H.  LAMBERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

♦Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

♦Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

♦Diplomates  American  Board  of  Psychiatry  and  Neurology 
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CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

swift  5-4023 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

JEAN  M.  B.  SMITH  MOURE,  M.D. 
Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomat®  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

Neurological  Surgery 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

Ophthalmology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 

Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 
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HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 
Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 
Dallas,  Texas  RI  8-2712 


LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 
Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 
Houston,  Texas  77002 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


ORTHOPEDIC  SURGERY  CLINIC 
Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

B,  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 
Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


CHARLES  E.  GRAHAM,  M.D. 
212  South  Cottonwood  Suite  D 
Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 
AD  1-6396 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 


Drive 

Defensively. 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 


Published  to  save  lives  in  cooperation  with 


The  Advertising  Council  and  The  National  Safety  Council. 
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Otolaryngology 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

PILCHER  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78406 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 

“Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston” 

MARVIN  G.  SHEPARD,  M.D„  F.A.C.S, 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

W.  P,  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

Pathology 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm,  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  805  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 
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NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

‘5011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  0.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

Physical  Medicine 

and  Rehabilitation 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 
MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  ,IR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 
214  E.  Houston  Street.  Tyler,  Texas  75701 

Off;  LY  3-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

RadioSogy 

Thoracic  Surgery 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  la  8-6125 
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JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 

JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 

HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 

1415  Third  TU  4-1635 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

WILLIAM  W,  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

Urology 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  1.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Use  your 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  350  Films 

875  New  Journals  Each  Month 

Extensive  Reprint  Collection 

Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

AC  512  477-6704 
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Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
20th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Physicians  Wanted 

WANTED:  General  Practitioner  to  assume  well-established 

practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,500.  Interested  physicians  please 
contact  Mrs.  J.  B.  Vandiver,  Frank  Denny,  Mrs.  Ruth  Newman 
or  Leroy  Wall,  Moody,  Texas. 

NEEDED:  ORTHOPEIDIST  to  join  14-man  specialty  group. 

New  million-doUar  clinic,  city  35,000  West  Texas,  dinie  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburao  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 
Texas. 

WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 

INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 

WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  Interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities  it  offers  will  be  furnished  on  inquiring. 

WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist;  to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000 ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 

PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
ai^  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

DERMATOLOGIST:  Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine.  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 

WANTED  OTOLARYNGOLOGIST  AND/OR  OPHTHAL- 
MOLOGIST. Excellent  opportunity  in  new  clinic  with  group. 
Tremendous  drawing  area.  Accredited  open  staff  hospital. 
Town  of  15,000,  20  minutes  from  Dallas.  Unlimited  potential. 
Please  reply  to  Box  145,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
sume practice  of  43  year  old  general  practitioner  who  died 
suddenly.  $1,800  per  month  guaranteed  plus  percentage  of  income 
above  $1,800.  Office  expenses,  nurses,  aids,  etc.  paid.  20-bed, 
three  doctor,  clinic-hospital  in  Nocona,  Texas.  Deceased  doctors 
net  income  above  $2,500  per  month.  Nocona  is  city  of  4,000  with 
good  schools,  industry,  all  white  population,  nice  lake  and  golf 
course,  hunting  and  fishing,  90  minutes  from  Dallas  and  Fort 
Worth.  Contact  A.  D.  Major,  M.D.,  or  K.  J.  Wharram,  M.D., 
Major  Clinic-Hospital,  Nocona,  Texas.  Phone  area  code  817,  826- 
3371. 


ASSOCIATE  WANTED — Ear,  Nose  & Throat.  Board  eligible 
for  two-man.  Nose  & Throat  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  168,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


ASSOCIATE  WANTED — Internal  Medicine — Board  eligible  for 
eight-man  Internal  Medicine  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  169,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT.  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine.  1801 
North  Lamar  Blvd..  Austin.  Texas  78701. 

NEED  FOR  ALL  SPECIALTIES  in  Dallas,  Texas.  Northlake 
Doctors  Building : X-ray,  pharmacy,  laboratory  in  building. 
Need  for  all  specialties,  especially  internists,  ENT  men,  family 
physicians,  urologists.  Now  has  15  physicians,  10  dentists  and 
dental  specialists.  Interested  parties  may  lease  or  participate  in 
ownership.  Contact  Edwin  Burstyn,  10405  East  Northwest  High- 
way,  Dallas,  Texas  75238 

WANTED — M.D.’s  to  do  general  practice  with  surgery,  Hous- 
ton area.  Present  doctors  netting  $4,000  to  $8,000  monthly  after 
six  months  practice.  No  investment  required.  Send  resume  to 
Box  179,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

SPACE  AVAILABLE  in  busy  internist’s  clinic  for  M.D.  in- 
terested in  general  practice,  pediatrics  or  internal  medicine. 
Complete  laboratory  facilities  available.  In  San  Antonio,  Texas. 
Please  reply  to  Box  180,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

EXCELLENT  POSITION  AVAILABLE  in  45  man  multi-spe- 
cialty group.  Texas  Medical  Center.  Teaching  and  research  oppor- 
tunities available  at  Baylor  University  College  of  Medicine  and 
several  hospitals  located  across  the  street  from  our  clinic.  Must 
be  board  certified  or  board  eligible  with  a strong  interest  in 
clinical  pathology.  Starting  salary  up  to  $25,000  with  excellent 
fringe  benefits  and  retirement  program.  For  additional  informa- 
tion please  contact  Mr.  J.  A.  Bakken,  Kelsey-Seybold  Clinic,  6624 
Fannin  Street,  Houston,  Texas  77025. 

NEED  FOR  ALL  SPECIALTIES  in  Pasadena,  Texas.  Office 
space  available  in  professional  building,  adjacent  to  300-bed  hos- 
pital and  60-bed  nursing  home.  Financial  arrangements  can  be 
worked  out  on  individual  basis.  Profitable  associations  available. 
Excellent  housing  and  school  facilities  nearby.  Contact  Carroll 
Boone,  M.D.,  3344  Plainview,  Pasadena,  Texas. 

WANTED : GENERAL  PRACTITIONER  on  or  about  Septem- 
ber 1,  1968.  45  minutes  to  downtown  Houston  on  freeway,  25 
minutes  to  Galveston.  Four  and  a half  day  week,  $2,000  monthly. 
Partnership  available  after  one  year.  For  additional  information 
write  Ad-186,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PHYSICIAN  WANTED:  GP  moving  from  six  year  location. 
Choice  area  of  suburban  Houston.  Three  open-staff  hospitals  in 
neighborhood.  Office  and  equipment  available.  No  cash  needed. 
Ideal  for  GP,  internist,  pediatrician  or  OB/GYN.  Please  reply 
to  Ad-168,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTI- 
TIONER to  associate  or  otherwise  with  well-established  general 
practitioner  in  central  Texas  town.  Negotiate  salary.  Have  Medi- 
care-approved hospital  of  16  beds  and  32-bed  rest  home  complex. 
Ideal  country  outdoor  living  with  excellent  schools,  churches,  and 
near-by  recreational  facilities.  No  initial  capital  investment.  Must 
see  to  appreciate.  For  information  reply  to  Ad-187,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  


WANTED  INTERNIST  OR  GENERAL  PRACTITIONER 
interested  primarily  in  internal  medicine.  Replacement  for  one 
member  of  group  in  clinic  located  in  growing  suburb  of  south 
central  metropolitan  Texas  city.  Excellent  financial  arrange- 
ment. No  investment.  Equal  rotation  of  emergency  duty.  Please 
reply  to  Box  126,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

WANTED  GENERAL  SURGEON-GENERAL  PRACTITION- 
ER for  well-established  practice.  Association  first  year  on  salary. 
$24,000  guarantee.  Full  association  after  one  year.  Town  of 
6,000,  trade  area  10,000.  Please  reply  to  B.  O.  McDaniel,  M.D., 
708  South  1st  Street,  Muleshoe,  Texas. 


PEDIATRICIAN : Excellent  opportunity  to  join  40-year  old 
physician  in  established  pediatric  practice  in  Austin.  Willing  to 
consider  any  mutually  agreeable  affiliation  ranging  from  office 
sharing  to  full  partnership.  Please  write  Box  181,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

URGENTLY  NEEDED  to  complete  staff  in  422-bed  accredited 
GM&S  hospital,  located  in  the  heart  of  the  beautiful  Texas  Hill 
Country,  board  certified  or  eligible  orthopedic  surgeon,  two  in- 
ternists, and  one  urologist.  Salary  determined  by  training  and 
experience.  Excellent  vacation  and  sick  leave,  insurance,  retire- 
ment. and  other  fringe  benefits.  Please  write:  Director.  VA 
Hospital,  Kerrville.  Texas  78028.  An  equal  opportunity  employer. 


Volume  64,  April,  1968 


155 


OUR  72nd  YEAR 
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PERSONNEL 

BUREAU 


FORMERLY  AZNOES 


185  N.  WABASH 
CHICAGO,  ILLINOIS  60601 


Founders  of  the  counseling  service  to  the  medicol  profes- 
sion, serving  medicine  with  distinction  over  half  o century. 
TELEPHONE;  (Area  Code  312)  726-5682 


AVAILABLE  FOR  LOCUM  TENENS  from  mid-April  to  July. 
Will  consider  anywhere  in  Texas,  but  prefer  Central  Texas.  1961 
graduate  with  Texas  license.  33  year  old,  board  eligible  general 
surgeon.  For  additional  information  please  contact  Ad-185,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


LOCUM  TENENS — will  cover  your  OB/GYN  practice  any- 
where in  Texas  in  July  or  August  while  awaiting  completion  of 
my  office.  Board  eligible,  US  graduate.  Phone  AC  312,  841-1491 
or  write  AD-189,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


SITUATIONS  AVAILABLE  IN  TEXAS 

ANES:  (b)  Well  trnd,  cardio-vasc  ones;  assn  one  of  areas  finest 
hosp-grps;  300-bds;  60-men;  area  $30,000;  recommended. 

GEN  PRACT:  (t)  Assn  w FAAGP  mbr  long-est  grp;  exc  facil  in  new 
hsp;  area  $24,000;  oppor  build  fine  indep  pract;  coll  twn  30M; 
(u)  Assn  w/FAAGP  grossg  over  $100M;  exc  cl  facil  w/cmpite  xray 
& lab;  family  pract  w/lge  amt  gyn  & gen  surg;  small  amt  ob; 
some  Indus  work;  area  $20-$25,000;  Dallas,  (v)  W/surg  exper; 
assn  w'hsp  grp  est  20  yrs;  exc  facil;  excel  sal,  guar  or  draw 
against  earnings;  shid  net  $2500  mo  within  5-6  months. 

INT  MED:  (p)  Pref  w/sub-sp,  allergy;  assn  3 spec  & 3 FAAGP's; 
if  cert  $24,000;  oppor  build  fine  pract  in  coll  twn  30M;  WTex. 
(q)  Cert  or  elig;  grp  assn;  own  cl  w/lab,  xray  & outpatient  oper 
room  facil;  exc  sal  leadg  to  full  prtnr;  coll  twn  60M;  ETex. 
OB-GYN:  (e)  Assn  w/highly  regarded  obg;  prtnr  2nd  yr;  Houston. 

(t)  Multi-sp  grp  w/own  hosp;  $24,000;  early  prtnr;  nr  Ft.Worth. 
RAD:  (d)  Dir  dept  Ige  accrd  hosp;  latest  equip;  planng  to  add  Co- 
balt; dept  staffed  by  Chief  and  7 techns;  16  students  in  schl; 
expandg  city  over  150,000;  sal  or  fee  basis  own  billg. 

UROL;  (b)  Chief;  long-estab  multi-sp  grp  expandg  to  22-men;  excel 
clinic  & hosp  facil;  $22,000;  prtnr  2nd  yr;  tine  oppor  build  ex- 
ceptional pract  in  rapidly  expandg  coll  city  200,000  (c)  Assn  w/ 
15  spec  mostly  cert;  new  air-cond  clinic;  only  grp  of  spec  in  area 
300,000;  start  $25,000;  assoc  prtnr  2 yrs;  full  prtnr  5 yrs;  will 
pay  intervu  exp  for  self  and  wife,  (d)  Assn  30-man  multi-sp  grp; 
1 U in  dept;  $20,000  up;  Ige  cultural  city  w/exc  schls;  well  known 
to  us  & recommended. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE  AN 
INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 
IN  TEXAS  AND  ELSEWHERE 

GENERAL  PRACTITIONER  WANTED  for  association  with 
growing  clinic  in  Houston,  choicest  suburban  area.  Salary  $22,- 
000  fir.st  year.  Please  reply  to  Ad-188,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER — to  have  own  practice  in  mod- 
em clinic  and  privately  owned  40-bed  hospital.  Suburban  area 
30  miles  north  of  Houston.  Good  schools  and  recreational  facili- 
ties. Two  associates  with  no  professional  jealousy.  Unique  op- 
portunity with  high  income,  foidy  hour  average  work  week,  on 
call  every  third  night  and  third  week-end.  Contact  Norman  E. 
Graham.  M.D.,  Tomball  Hospital,  Tomball,  Texas  77375. 

WANTED;  GENERAL  PRACTITIONER.  PEDIATRICIAN. 
INTERNIST  on  staff  of  Denton  State  School.  Base  annual  sal- 
ary $18,000,  extra  $1,000  to  $3,000  if  board  certified,  40  hour 
week  with  ample  vacation  time,  other  fringe  benefits.  Excellent 
community  to  live.  Near  Dallas,  Fort  Worth.  Contact  Medical 
Director,  Denton  State  School,  Bo-x  368,  Denton,  Texas. 

$50,000  A YEAR  INCOME,  DOCTOR.  Join  a busy,  excellent 
general  surgical,  medical  and  industrial  practice  group  in  grow- 
ing north  Dallas.  A willingness  to  work  and  an  interest  in  the 
patient  most  important.  Scheduled  days  off,  week-ends  off, 
meeting  time  off  and  vacation  time.  Texas  license  necessary. 
Call  or  write  W.  E.  Bushman,  Business  Manager,  5414  Forest 
Lane,  Dallas,  Texas  75234,  or  phone  AC  214,  EM  3-0121. 

WANTED:  GENERAL  PRACTITIONER  to  assume  practice 
in  well  established  partnership  in  East  Texas  city  of  15,000. 
Completely  equipped  clinic  facilities  one  block  from  modern  125 
bed  hospital.  No  initial  capital  investment  necessary.  Should 
net  above  $24,000  fii-st  year  increasing  to  full  partnership  after 
two  years.  Please  reply  to  Ad-190,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED;  ONE  OR  TWO  GENERAL  PRACTITIONERS  to 
join  two  physicians.  Town  of  6,000,  area  13,000.  6.5-bed  hospital. 
Guarantee  $18,000  net.  Rotate  weekends,  holidays,  etc.  James  C. 
Price,  M.D.,  or  W.  A.  Sievers,  M.D..  Gonzales,  Texas. 


Services 


DIRECT  DIAL  ELECTROCARDIOGRAPHIC  LABORATORY, 
1428  Medical  Arts  Building-,  Dallas,  7.5201,  receives  telephone- 
transmitted  electrocardiographs  from  any  tpye  of  transmitter 
for  presentation  to  cardiologists  for  STAT  or  routine  interpre- 
tations. Authorized  dealer  of  Johnnie  Walker  transmitters 
($95.00),  receivers  ($350.00),  and  direct  write-out  electro- 
cardiograph-receiver ($750.00).  No  telephone  installation  or 
rental  fees. 


Situations  Wanted 


PATHOLOGIST:  Diplomate,  American  Board  of  Pathology  in 
pathologic  anatomy  and  clinical  pathology.  Texas  license.  Age  46. 
Desires  association  or  solo  practice.  Please  write  Ad-184,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What 
have  you  ? Write  today  1 Murray,  3305  Bryan,  Dallas,  Texas 
75204. 


FOR  SALE — 40  Simmons,  six  year  old  hospital  beds  with  either 
table  or  stands  in  mixed  colors.  Excellent  condition,  one  owner. 
Will  sell  aU,  in  a first  come,  first  served  basis,  while  they  last 
at  $65  per  set.  Call  Mrs.  Maddox  or  Mrs.  Armstrong,  Colonial 
Acres  Hospital,  Dallas,  Texas.  AX  8-3326. 


DOCTORS  OFFICE  SPACE  AVAILABLE  in  metropolitan 
area  in  west,  northwest  Houston,  Texas,  undergoing  explosive 
population  growth.  Sixty  suite  professional  building  now  under 
construction  for  completion  in  June,  1968.  A three  hundred 
(300)  bed  general  hospital  is  designed  to  connect  to  the  profes- 
sional building  by  means  of  a second  level  all-weather  walkway 
with  construction  of  hospital  to  be  completed  in  the  near  future 
after  the  professional  building.  Hospital  and  professional  budd- 
ing located  in  center  of  47  store  covered  mall  shopping  center. 
Latest  area  population  figures  reflect  250,000  middle  to  upper 
income  residents  in  Memorial  Spring  Branch  area.  For  complete 
information  call  area  code  713,  464-2711,  or  write  Memorial  City 
Medical  Center,  12345  Kingsride  Lane,  Houston,  Texas  77024. 


SAN  ANTONIO,  Texas’  newest  medical  complex,  offers  office 
space  in  the  city’s  most  admired  medical  building.  Physicians’ 
Building,  1000  North  McCullough,  newly  constructed  Spanish- 
Moorish  architecture,  mall-effect  with  custom  designed  suites. 
Participating  laboratory  and  x-ray  facilities  on  premises.  Plenti- 
ful free  parking  for  both  patients  and  doctors.  Near  all  major 
hospitals,  expressways,  and  buslines.  Five  physicians,  including 
three  busy  general  practitioners  that  can  supply  patients  to  an- 
other general  practitioner,  or  can  be  a good  source  of  referrals 
to  specialists.  Lease  with  option  to  buy.  Call  or  write  Dr.  Harold 
N.  Cooper,  1000  North  McCullough,  San  Antonio,  Texas  78212. 
Telephone  Pershing  2-7131. 


MODERN  OFFICE  FOR  GENERAL  PRACTITIONER  OR 
PEDIATRICIAN,  reasonable  rent,  available  in  Ford  Village, 
southwest  Austin.  Occupant  retired.  Dentist  next  door — across 
street  from  school.  Contact  Bert  Ford,  2405  Bowman  Avenue, 
Austin,  Texas  78703.  Telephone  GR  2-5502. 


PRACTICE  AVAILABLE.  July  1,  1968  in  Snyder.  Texas. 
General  medicine.  Gross  $61,000,  net  $34,000.  Leaving  for  resi- 
dency. Write  Dr.  G.  W.  Barclay,  Jr.,  Cogdell  Center,  Snyder, 
Texas.  Phone  673-9364. 


SAN  ANTONIO— OPPORTUNITY  FOR  GENERAL  PRAC- 
TITIONER OR  SPECIALIST  in  professional  building  with  den- 
tist. Modern  physical  plant  with  plenty  of  parking.  Excellent 
location  with  good  potential.  C.  J.  Merritt,  D.D.S.,  10127  Sahara 
Drive,  San  Antonio,  Texas  78216.  Phone  341-2536. 


Make  your  plans  now 
to  attend  the 


101st  Annual  Session 


of  the 

Texas  Medical  Association 


May  2-5,  1968 


Houston 
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Weariness 
“without  cause” 

Psychic  tension  with 
depressive  symptomatology? 

"For  weeks  I’ve  done  practically  nothing  and  I’m  al- 
ways tired.  I wake  up  tired  and  I go  to  bed  tired.  It’s 
absurd.  It’s  really  absurd.” 

When  the  patient  complains  of  fatigue,  and  you  can 
find  no  organic  cause,  you  recognize  that  it  may  serve 
her  as  a means  of  avoiding  responsibilities  or  facing 
an  emotional  problem.  It  is,  in  effect,  a psychological 
retreat  behind  a somatic  cover  of  continuous  fatigue 
—one  of  the  many  depressive  symptoms  often  asso- 
ciated with  psychic  tension. 

She  needs  counsel  and  reassurance,  and  perhaps  a 
tranquilizer  to  attenuate  excessive  tension  and  help 
restore  the  capacity  to  cope.  As  an  aid  to  successful 
management,  consider  the  value  of  Valium®  (diaze- 
pam) . As  psychic  tension  is  eased  by  Valium  therapy, 
secondary  depressive  symptoms  too  may  subside. 
The  patient  feels  more  capable,  therefore  more  hope- 
ful ; better  able  to  handle  situations  of  intense  stress. 


Before  prescribing  Valium  (diazepam),  consult  com- 
plete product  information;  a summary  follows: 
Indications : Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in:  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor  neu- 
ron disorders;  athetosis,  stiflF-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications : Known  hypersensitivity  to  drug; 
children  under  6 months  of  age;  acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings  :Not  of  value  in  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropri- 
ate treatment.  As  with  most  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driv- 
ing). When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in  dosage  of 
standard  anticonvulsant  medication;  abrupt  withdrawal 
in  such  cases  may  also  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures.  Advise 
patients  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar 
to  those  with  barbiturates  and  alcohol)  have  occurred 
following  abrupt  discontinuance.  Keep  addiction-prone 
individuals  (such  as  drug  addicts  or  alcoholics)  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  Use  of  any  drug  in  preg- 
nancy, lactation  or  in  women  of  childbearing  age  re- 
quires that  potential  benefit  be  weighed  against  possible 
hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  carefully  consider  individual  pharma- 
cologic effects  — particularly  with  known  compounds 
which  may  potentiate  action  of  Valium,  such  as  pheno- 


thiazines,  narcotics,  barbiturates,  MAO  inhibitors  and 
other  antidepressants.  Employ  usual  precautions  in  the 
severely  depressed  or  in  those  with  latent  depression; 
suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to  smallest  effec- 
tive amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation  (initially  2 to  2!4  mg  once  or 
twice  daily,  increasing  gradually  as  needed  or  tolerated) . 
Adverse  Reactions : Side  effects  most  commonly  re- 
ported: drowsiness,  fatigue  and  ataxia.  Infrequently 
encountered:  confusion,  constipation,  depression,  diplo- 
pia, dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  saliva- 
tion, skin  rash,  slurred  speech,  tremor,  urinary  reten- 
tion, vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances  and  stimulation  have  been  reported;  should 
these  occur,  use  of  the  drug  should  be  discontinued.  Be- 
cause of  isolated  reports  of  neutropenia  and  jaundice, 
periodic  blood  counts  and  liver  function  tests  are  ad- 
visable during  long-term  therapy.  Minor  changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  dur- 
ing and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 
to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d. 
in  first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders,  2.  to  10 
mg  b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
2 Vi  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated.!  See  Precautions.)  1 to  214  mg 

t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under  

6 months). 

Supplied : Valium®  (di- 
azepam) Tablets,  2 mg, 

S mg,  and  10  mg;  bottles 
of  50, 100  and  500. 
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SCIENTIFIC  ARTICLES 

40  Fluorescent  Antibodies 
Aid  Study  of  Tissues 

William  0.  Russell,  Houston,  pro- 
fessor of  pathology  and  patholo- 
gist-in-chief.  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tu- 
mor Institute,  is  guest  editor  of  a 
symposium  on  recent  applications 
of  fluorescent  techniques  to  micro- 
biological, cytological,  and  tissue 
specimens.  Contributors  are  John 
A.  Sykes,  associate  virologist,  M. 
D.  Anderson  Hospital;  J.  V.  Irons,  director  of  the 
Texas  State  Health  Laboratory:  James  Bowen,  De- 
partment of  Virology,  M.  D.  Anderson  Hospital;  Sol 
Haberman,  professor  and  chairman.  Department 
of  Microbiology,  Baylor  University  College  of  Den- 
tistry; and  G.  J.  Race,  director  of  laboratories  and 
pathologist-in-chief,  Baylor  University  Medical  Cen- 
ter, Dallas. 


RUSSELL 


54  Procainamide-Induced 
L.E.  Phenomenon 

f Warren  H.  Hunt,  III,  Longview,  is 
in  private  practice  and  specializes 
in  internal  medicine.  A graduate  of 
Tulane  University  Medical  School, 
he  interned  at  Charity  Hospital  of 
New  Orleans  and  took  his  resi- 
dency in  internal  medicine  at  Scott 
and  White  Clinic  and  Hospital, 
HUNT  Temple.  An  associate  fellow  of  the 

American  College  of  Chest  Physi- 
cians, he  also  is  active  in  the  Lions  Club.  His  hob- 
bies range  from  chess,  music,  and  history  to  ten- 
nis, boating,  and  swimming. 


56  The  Vaginal  Profile 


Wayne  F.  Baden  is  an  obstetrician 
and  gynecologist  in  the  Depart- 
ment of  Obstetrics  and  Gynecol- 
ogy at  Scott  and  White  Clinic  in 
Temple.  He  is  a graduate  of  the 
University  of  Iowa  College  of  Med- 
icine in  Iowa  City,  Iowa,  and 
served  an  internship  at  Baptist 
Memorial  Hospital  in  San  Antonio 
and  residencies  at  Methodist  Hos- 
pital in  Houston,  Methodist  Hospital  of  Dallas,  and 
Brooke  General  Hospital  in  San  Antonio.  He  has 
been  certified  by  the  American  Board  of  Obstetrics 
and  Gynecology.  Co-authors  with  Dr.  Baden  are 
Drs.  Thomas  A.  Walker  and  Jene  H.  Lindsey,  ob- 
stetricians and  gynecologists  at  Scott  and  White. 


63  Diagnosis  and  Management 
Of  Bursitis 


ROSE 


Donald  L.  Rose,  professor  of  phys- 
ical medicine.  University  of  Kan- 
sas Medical  Center,  was  a guest 
speaker  during  the  Texas  Medical 
Association’s  1967  annual  session. 


68  Clinicopathologic  Conference 

Participants  in  this  month's  clinicopathologic  con- 
ference from  Baylor  University  College  of  Medicine 
are  G.  William  Curd,  Jr.,  associate  professor  of 
medicine:  Sang  Han,  assistant  professor  of  radiol- 
ogy; Herbert  L.  Fred,  associate  professor  of  medi- 
cine; Raymond  D.  Pruitt,  professor  and  chairman, 
Department  of  Medicine,  and  vice  president  for 
medical  affairs;  Michel  E.  Kahil,  assistant  profes- 
sor of  medicine:  and  Erwin  R.  Rabin,  associate  pro- 
fessor of  pathology.  Dr.  Fred  serves  as  guest  editor 
for  this  series. 
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FEATURE  ARTICLE 

87  Texas  Physicians  Visit  Far  Away  Lands 
To  Observe  Facilities,  Give  Medical  Service 

The  accounts  of  trips  to  foreign  lands  made  by 
three  Texas  physicians  provide  interesting  reading 
for  their  colleagues  who  wish  to  take  a quick  arm- 
chair journey  away  from  home.  Drs.  Dick  Cason  of 
Hillsboro,  Norman  Halbrooks  of  Tyler,  and  Ralph 
Eichhorn  of  Houston  inspected  facilities  and  gave 
medical  aid  in  Bolivia,  Jordan,  and  Thailand. 


EDITORIALS 

33  TMA’s  Fiscal  Status:  Assets  Double, 

Dues  Stay  Low,  Services  Increase 

Byron  P.  York 


34  Research  Needed  on  Etiology 
Of  Carcinoma  of  Colon 

William  G.  Smith 
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G.  V.  Brindley,  Jr. 
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ON  THE  COVER 

The  prism’s  ability  to  arrange  light  waves  in  the 
order  of  their  wavelengths  is  familiar,  but  the  ex- 
citing phenomenon  of  fluorescence,  and  the  ways 
in  which  it  can  be  useful  to  man,  intrigue  scien- 
tists in  many  fields.  That  fluorescent  colors  shriek 
for  commercial  attention  is  not  surprising.  They  at- 
tract, they  are  exciting.  Curiously,  fluorescence 
itself  is  produced  as  energy  is  lowered:  Absorption 
of  radiant  energy  by  the  molecule  raises  the  mole- 
cule from  its  ground  state  of  excitation  to  a higher 
energy  level  which  cannot  be  maintained,  and  as 
the  molecule’s  energy  level  falls  back  to  the  ground 
state,  the  absorbed  energy  is  released  as  light. 
Fluorescence  is  the  emission  of  light  induced  by 
radiation.  Harnessed,  it  is  a useful  and  fascinating 
tool.  The  symposium  on  fluorescent  antibodies  in 
this  issue  provides  a broad  view  of  how  the  fluor- 
escent antibody  technique  can  be  used  in  today’s 
pathology  laboratory. 


NEXT  MONTH 

The  editorials  will  deal  with  blindness  resulting 
from  diabetes,  and  pulmonary  disease  related  to 
moldy  vegetable  fiber.  A pictorial  review  of  radio- 
logic  findings  in  carcinoma  of  the  kidney  is  on  the 
drawing  board,  and  other  articles  scheduled  for 
June  are  about  temporal  arteritis,  paraduodenal 
hernia,  ulcerative  proctitis,  and  the  regular  clinico- 
pathologic  conference. 
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Subscription  communications  should  be  sent  to  the  Busi- 
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bers; $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
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phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate,  8 mg.;  and  acetamin- 
ophen, 500  mg. 

panied  by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY,  INDIANAPOLIS 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Sing  let  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 
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Hospital,  doctor,  and  Blue  Cross  and  Blue  Shield  — 
acting  as  one,  have  become  so  vastly  effective  in  making 
available  to  Americans,  a health-care  program  par  excel- 
lence. Each  in  its  own  area,  strong;  but  together,  super- 
lative. We  may  well  take  for  our  motto,  “One  for  all  and 
all  for  one.”  And  all  dedicated  to  better  health  care,  for 
all  mankind. 
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Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  th( 


TIME  AFTER  ADMINISTRATION  (Hours) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II ) The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


ged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat,  if  :617  (July)  1960. 


“First  with  the  Retro-Steroids" 

PHILIPS  ROXANE  UBORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeroniazolTT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Here’s  what  you  do  to 
get  samples  of  the 

anticostive^ 

hematinic 


anticostive,  adj.  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

# Dioctyl  Sodium  Sulfosuccinate  ( to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  Bis 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  tng 

Bottles  of  60 


489-7-6063 
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• ASTHMA 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat pharmaceuticals  sirue  1856 


8 


TEXAS  MEDICINE 


vol.  3,  no.  2 


this  issue: 

•serous  otitis  media 
an  originai  articie 
by  Robert  H.  Lofgren,  M.D. 


A journal  within  a journal  published  periodically  in  the  inter- 
ests of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


nasal  allergy  + 
deviated  septum 


aerotitis 


occluded  Eustachian  tub 


adenoids  (enlarged) 


sinusitis 


Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache” instead  of  a "screaming  earache”  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thick 
glue-like  fluid  causes  immobility  of  both  the  oval 
and  round  window.  Both  conditions  return  to  nor- 
mal when  the  fluid  is  removed,  but  they  make  the 
interpretation  of  screening  audiograms  very  difficult. 

There  is  no  single  cause  for  serous  otitis.  One  fac- 
tor always  present  is  blockage  of  the  eustachian 
tube,  but  this  alone  is  not  enough  to  produce  fluid. 
There  must  also  be  an  inflammatory  reaction.  Block- 
age of  the  eustachian  tube  may  be  caused  by  many 
conditions.  In  children  the  most  common  cause  is 
enlarged  adenoids.  In  the  summer  the  next  most 
common  cause  is  allergy.  Upper  respiratory  infec- 
tions or  influenza  are  common  causes  in  the  winter. 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep- 
tal deformity  and  cleft  palate  can  all  cause  eusta- 
chian tube  obstruction.  Some  children  may  have  a 
congenitally  small  eustachian  tube,  but  fortunately 
they  usually  "grow  out  of  the  problem.” 

the  first  sign  of  a nasopharyngeal  tumor  is  often  a 
serous  otitis.  One  must  always  rule  this  out  in  any 
adult  who  later  in  life  develops  repeated  or  persist- 
ing serous  otitis.  Causes  sometimes  overlooked  are 
nasogastric  tubes  after  surgery,  simple  obesity  and 
cardiorenal  disease,  which  may  produce  congestion 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re- 
cent years  we  have  been  seeing  a new  cause— acute 
otitis  media,  where  the  patient  is  adequately  treated 
with  antibiotics  but  where  drainage  has  not  been 


established  either  through  the  eardruin  or  down  the 
eustachian  tube.  A sterile  exudate  is  left  in  the  mid- 
dle ear. 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 


,The  inflammatory  response  may  be  caused  by  a 
marked  negative  pressure  as  in  air  otitis  from  flying, 
or  it  may  be  from  a mild  bacterial  or  viral  infection 
in  the  middle  ear.  Serous  fluid  is  a good  culture 
medium  and  will  frec]uently  go  on  to  purulent  otitis 
media,  especially  if  the  original  blockage  was  caused 
by  an  infectious  process  such  as  acute  rhinitis  or 
adenoiditis.  When  the  infection  heals  there  may  be 
scarring  in  the  middle  ear  mucosa.  Mucous  glands 
I develop  in  this  tissue  and  pour  out  a thick  mucoid 
material.  This  ear  usually  looks  normal  until  a 
pneumatic  otoscope  is  used.  The  objectives  in  treat- 
ing serous  otitis  are  to  remove  the  obstructing  agent 
and  to  provide  drainage  from  the  middle  ear.  Often 
this  can  be  accomplished  by  decongestants  and  nose 
I drops.  If  large  obstructing  adenoids  are  present  they 
! should  be  removed.  Sinusitis  should  be  treated  with 
joral  decongestants  or  nose  drops,  plus  antibiotics 
i where  indicated.  Nasopharyngeal  tumors  should  be 
I treated.  Allergies  should  be  treated  wdth  antihista- 
I mines  and,  where  indicated,  by  desensitization. 

: ■ 

If  the  fluid  does  not  clear  with  medical  treatment 
within  a week  or  two,  a myringotomy  should  be 
done.  If  there  is  a question  of  active  infection  or  if 
the  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
of  acute  otitis,  cultures  are  taken.  On  adults  this  can 
be  done  in  the  office  without  anesthesia.  It  is  no 
more  painful  than  an  intravenous  needle  for  a blood 
test.  A good  safe  topical  anesthetic  has  a tremen- 
dous psychological  value  to  the  patient.  Children 
under  the  age  of  1 require  no  anesthesia.  Between 
the  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
sential although  a general  anesthetic  may  be  used  to 
avoid  the  child’s  possible  mistrust  at  follow-up  ex- 
aminations. I usually  do  the  myringotomy  at  the 
same  time  as  the  adenoidectomy  if  the  adenoids  are 
enlarged.  Once  drainage  has  been  established  with 
decongestants  or  by  myringotomy,  positive  pressure 
inflation  of  the  middle  ear  is  invaluable  in  forcing 
out  the  serous  fluid  and  keeping  it  from  reforming. 
The  patient  can  do  this  himself  by  performing  the 
Valsalva  maneuver.  This  should  be  done  several 


In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  ro  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  ro  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
rhe  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 
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dia  seen  in  young  children.  In  diese  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 

In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 


■ CICICNUCOi.  Senturia,  B.  H.  et  al.;  Middle  Ear  Effusions;  Patho- 
logic Changes  of  the  Mucoperiosteum  in  the  Experimental  Animal,  Ann. 
Otol.  71:632-648,  1962.  2.  Grahne,  B.;  Serous  Otitis  Media,  Acta  Oto- 
Laryng.  58:1-8,  1964.  3.  Sade,  J.;  Pathology  and  Pathogenesis  of  Serous 
Otitis  Media,  Arch.  Otolaryng,  84:297-305,  1966.  4.  Buckingham,  R.  A. 
and  Ferrer,  J.  L.;  Reversibility  of  Chronic  Adhesive  Otitis  Media  with  Poly- 
ethylene Tubes,  Laryngoscope  76:993-1014,  1966.  5.  Chalat,  N.  I.  and 
Lounsbury,  E.;  A Hearing  Phenomenon  and  Serous  Otitis,  Laryngoscope 
76:983-992,  1966.  6.  Shucknecht,  H.  F.;  Chronic  Otitis  Media  in  Children: 
A New  Treatment,  Clin.  Pediat.  3:718-727,  1964.  7.  Feuerstein,  S.  S.; 
Surgery  in  Serous  Otitis  Media,  Laryngoscope  76:686-708, 1966.  8.  Kapur, 
Y.  P.;  Serous  Otitis  Media  in  Children,  Arch.  Otolaryng.  79:38-48,  1964. 
9.  Silverstein,  H.,  Miller,  G.  F.,  Ir.  and  Lindemman,  R.  C.;  Eustachian  Tube 
Dysfunction  as  a Cause  for  Chronic  Secretory  Otitis  in  Children,  Laryngo- 
scope 76:259-273,  1966. 


You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with 

“The  Orange  Medicine’' 

You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINIC'SYRUP 


Each  teaspoonful  (5  mi.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  Vz  tsp.;  Children  6-12,  1 
tsp.;  Adults,  2 tsp.  Administer  every  4 hours. 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 


{Advertisement) 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

( LTR23 ) 


When  eating  fads 
of  teens  or  tots 


Lead  to  a sudden 
case  of  “trots” 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

♦Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 

r 


TUBERCULIN, TINETEST 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 


330-8/6135 


WICHITA  FAILS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Dia^osis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

J.  W.  Burleson,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
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...but  her  other  symptoms; 
depressed  mood,  insomnia, 
anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIE''"' 

AMITRIPTYLINE  HCl 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCl  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCl  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCl,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCl,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCl,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCl,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

Before  prescribing  or  administering,  read  product  circular  with 
package  or  available  on  request. 

O MERCK  SHARP  &D0HME  Division  of  Merck  & Co.  Inc. West  Point  Pa  19486 

WHERE  today’s  THEORY  IS  TOMORROW’S  THERAPY 


An  anorectic  will  help  her  lose  weight- 
bnt  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 

f ■ . 

i 


That’s  why  Abbott  offers 
you  a pill  plus  a program. 


The  Product 


For  smooth  appetite 
control  plus  mood 
elevation 


DESOXYK  Gradumef 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 


For  patients  who  can’t  DESBUTAL  10  Gradumet 

take  plain  amphetamine  10  mg.  Mettiamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


The  Program 


do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 


Food  Diary 


Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 


Picture  Menu  Booklet 


Please  see  Brief  Summary 
on  next  page. 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  8oi444 

Ask  Your  Abbott  Man  For  Free  Supplies 


5 mg.  10  mg.  15  mg. 
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FRONT  SIDE 

.a,  J 

FRONT  SIDE 
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Brief  Summary 
DESOXYN®Gradumet® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DESBU  TAL!  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  o.xidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism,  old  age,  or  those 
sensitive  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  psychic  dependence. 
Careful  supervision  is  necessary  to 
avoid  chronic  intoxication  and 
drug  dependence. 

Amphetamine  side  effects  such 
as  headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  ex- 
cessive sedation  with 
Desbutal  is  often  transient. 


801444 
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WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat pharmaceulicats  since  1856 


* HOUSTON  HERMANN  PARK  MANOR,  5600  Chenevert,  JA  3-6831 


^AUSTIN  FRANCIS  RETIREMENT,  INC.,  6909  Burnet  Road,  GL  2-5719 


LONGVIEW  HIGHLAND  PINES,  INC.,  1100  North  4th  St.,  PL  3-7661 


CONVALESCENT 
CARE  AT  ITS  FINEST 
FOR  ALL  ADULTS! 


Designed  for  the  comfort,  conve- 
nience and  privacy  of  the  individual, 
these  facilities  offer  an  atmosphere 
of  a private  home  combined  with 
considerate  professional  care. 

Every  effort  is  made  to  stimulate 
the  individual  to  live  an  active  life. 
Occupational  and  physical  therapy 
are  available.  Games,  crafts,  music 
and  reading  are  encouraged.  Reli- 
gious services  are  held  regularly. 
Admission  on  diagnosis  of  personal 
physician  and  nursing  care  on  a 24 
hour  basis  is  given  under  the  super- 
vision of  Registered  Nurses  upon 
orders  and  under  the  direction  of  the 
physician. 

For  further  information,  including 
statement  of  policies  and  rates,  con- 
tact C.  B.  Francis. 


^All  four  homes  are  accredited  by 
the  Joint  Council  for  the  Accredita- 
tion of  Hospitals. 

^Certified  for  Medicare 
*Certified  for  Medicaid 


C.  B.  FRANCIS 
PRESIDENT 


First  Vice  President 
American  Nursing  Home  Association 

and 

Past  President 
Texas  Nursing  Home  Association 

C.  B.  FRANCIS 

2303  West  North  Loop 
Austin,  Texas 
AC  512  GL  4-2725 


Volume  64,  May,  1968 
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When  it’s  time  for  Thorazine  cw^^romazme 


...can  you  depend  on  less? 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications:  Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration: 
epinephrine  effects  may  be  reversed;  dermatological  reactions: 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist):  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages):  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis; 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and  200  mg,; 
Spansule® capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg.; 
Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories,  25  mg. 
and  100  mg. 


©1967,  1968  Smith  Kline  i French  Laboratories 

Smith  Kline  & French  Laboratories,  Philadelphia 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating),| 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor-  > 
rhea,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weiglw 
(increase  or  decrease),  changes  in  ■ 
cervical  erosion  and  cervical  secretioM 
suppression  of  lactation  when  given] 
immediately  postpartum,  cholestati^ 
jaundice,  migraine,  rash  (allergic),  I 
rise  in  blood  pressure  in  susceptiblej 
individuals,  mental  depression.  I 
Although  the  following  side  effects  I 
have  been  reported  in  users  of  oral  H 
contraceptives,  no  cause  and  effect  ■ 
relationship  has  been  established:  H 
anovulation  post-treatment, 
premenstrual-like  syndrome,  chang^ 
in  libido,  changes  in  appetite,  cystiti* 
like  syndrome,  headache,  nervousneH] 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nod( 
sum,  hemorrhagic  eruption,  itching 
The  following  occurrences  have  beei 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis 
proved) : thrombophlebitis,  pulmonai 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T^  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  — an  original  steroid  fron 


SYNTEX® 


LABORATORIES  INC. .PALO  ALTO,  CALIF 


Heres  why 

NorinyH  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn* 

Spinnbarkeit  (stretchability)  of  IS  to  20  cm.  barkeit  of  1 cm.  or  less. 


Untreated  Patient 


Norinyl-J  Patient 


Spermatozoa  appear  healthy,  active,  freemoving. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup' 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil 


ized  ovum  during  secretory  phase. 


presses  glandular  and  vascular  development. 


(nofelhiitcjKjne  tmg  t mestfaJiot  OOfimg,) 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  In  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension.  Be- 
cause of  the  possibility  of  progres- 
sion of  renal  damage,  periodic 
determination  of  the  BUN  is  indi- 
cated. Discontinue  if  the  BUN  rises 
or  liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated. 
Electrolyte  imbalance,  sodium  and/ 
or  potassium  depletion  may  occur. 

If  potassium  depletion  should  oc- 
cur during  therapy,  Hygroton  should 
be  discontinued  and  potassium 
supplements  given,  provided  the 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 

Now  she 
shows  them 
in  public. 


Hygroton’  Geigy 

chlorthalidone 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed  Hygroton 
to  get  rid  of  the  edema. 

Andyoufoundthat  Hygroton 
is  not  only  usually  effective; 
it  frequently  costs  less  than 
other  equivalent  therapy. 

A nice  way  to  treat  the  Mrs. 
Larsons  in  your  practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
And  you  can’t  prescribe 
it  for  patients  with  hyper- 
sensitivity to  the  drug  or 
severe  renal  or  hepatic 
diseases.  Before  writing  it 
for  your  patients,  please 
check  the  prescribing 
information.  It’s  summa- 
rized below. 


patient  does  not  have  marked  oli- 
guria. 

Take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease  and 
in  patients  receiving  corticoste- 
roids. ACTH,  or  digitalis.  Salt  re- 
striction is  not  recommended. 
Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 
weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypo- 


tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  ciass  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability;  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HY-5908 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIH’ 

brand 

'OLYiYXil  B-BACITRACIN-NEOiYClN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y 


tlie”Librium'effect” 

(chlordiazepoxide  HCI) 


For  years,  physicians 
have  valued  Librium 
(chlordiazepoxide  HCI) 
Capsules  for  their  reliable 
calming  effect. 


(in  capsules) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets— Libritabs 
(chlordiazepoxide). 


(in  Libritabs ) 

(chlordiazepoxide) 


Before  prescribing,  please  consult 
compiete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  signifi- 
cant components  of  the  clinical 
profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about 
possible  combined  effects  with  al- 
cohol and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupa- 
tions requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psy- 
chological dependence  have  rarely 
been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those 
who  might  increase  dosage;  with- 
drawal symptoms  (including  convul- 
sions), following  discontinuation  of 
the  drug  and  similar  to  those  seen 
with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential 
benefits  be  weighed  against  its  pos- 
sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude 


ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated. 

Not  recommended  in  children  under 
six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  in- 
hibitors and  phenothiazines.  Observe 
usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage) 
have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with 
evidence  of  impending  depression; 
suicidal  tendencies  may  be  present 
and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship 
has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported. 
Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema. 


minor  menstrual  irregularities,  nau- 
sea and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally 
controlled  with  dosage  reduction; 
changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and 
after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  peri- 
odic blood  counts  and  liver-function 
tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— 
Adults:  Mild  and  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.; 
severe  states,  20  or  25  mg  t.i.d.  or 
q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and 
25  mg— bottles  of  50.  Libritabsr-M- 
(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100. 

With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguish- 
able. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutlev.  New  Jersey  07110 
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THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothen. 


BOND  RADIOLOGICAL  GROUP 

FORT  WORTH 

John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 

James  W.  Buice,  M.D.,  M.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  D.A.B.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 

R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Norman  L.  Presley,  M.D.,  M.A.C.R. 

Sanford  Reitman,  M.D.,  M.A.C.R. 

Gomer  W.  Roberts,  M.D.,  M.A.C.R. 

Herman  C.  Sehested,  M.D.,  F.A.C.R. 

Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 

DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 

Offices: 

100  Medical  Tower  Bldg.  — ED  6-8681 

1217  West  Cannon  — ED  6-8627 

Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY 

HOME 

1250  W.  Rosedale 

ED  5-5942 

Fort  Worth,  Texas 

ED  6-7905 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 

STAFF 


General  Surgery: 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery : 

E.  L.  Mahon,  Jr,,  M.D. 
Urology : 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 


Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 
J.  T.  Scogin,  M.D. 
Mary  A.  Bone,  M.D. 


Obstetrics  and  Gsmecology : 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 

L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 


Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 

SURGERY 

LOUIS  E.  GIBSON,  M.D.,  PjV.C-S.* 
OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
EAR,  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.* 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 


*Diplomate  of  the  American  Board 
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TEXAS  MEDICINE 


B and  C vitamins  aid  therapy: 
Nausea,  vomiting,  and  severe 
diarrhea  may  seriously  interfere 
with  the  digestion  and  absorp- 
tion of  nutrients.  STRESSCAPS 
capsules,  containing  therapeu- 
tic quantities  of  vitamins  B and 
C,  may  help  meet  the  needs  of 
these  patients.  In  digestive  dis- 
orders, as  in  many  stress  condi- 
tions, STRESSCAPS  vitamins 
aid  therapy.  33.-a.e... 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine 

Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 10  mg 

Vitamin  B*  (Pyridoxine  HCI)  ...  2 mg 

Vitamin  B,,  Crystalline 4 mcgm 

Vitamin  C (Ascorbic  Acid) 300  mg 

Niacinamide 100  mg 

Calcium  Pantothenate 20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100. 

LEDERLE  LABORATORIES, 

A Division  of  American  ^ 

Cyanamid  Company,  Pearl  River,  N.Y. 


STUESSCy»S" 

Stress  Formula  B+C  Vitamins  Lederle 
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Solnreiner 

A JUNIOR  COLLEGE 
AND 

HIGH  SCHOOL 

OFFERING 

Three  programs  for  boys  whose  parents 
desire  the  highest  type  of  educational 
opportunity  for  them: 

1.  Accelerated  Honors  Program,  a 
unique  educational  opportunity  open 
to  qualified  high  school  juniors  who 
wish  to  complete  2 years  of  high 
school  and  2 years  of  college  in  3 
years. 

2.  Standard  Junior  College  Department 
offering  degree  programs  in  Engi- 
neering, Business  Administration, 
Pre-law,  Pre-medical,  and  Liberal 
Arts. 

3.  College  Preparatory  Department. 

(Grades  9-12) 

Applications  now  being  received  for  9 
week  Summer  School  (June  5 until 
August  6)  and  school  year  beginning 
in  September. 

For  information,  write  or  phone 
The  Registrar, 


Box  TM,  Kerrville,  Texas  78028. 
Telephone:  (512)  CLearwater  7-8412. 
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TEXAS  MEDICINE 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 


330-8/6135 


removes  the  mental  blur 


that  clouds  vision 


SOIFOTON 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID  ® (See  P D R) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 

Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE 1 

Solfoton  (yellow,  uncoated  tablets 
100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  elhicat pharmaceulicats  since  1856 
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Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32,4  mg.  caffeine. 


Part  of 
the  fine  art 
of  medicine 


COMPOUND-65 


DARVON* 


Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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TMA’s  Fiscal  Statas:  Assets  Double, 
Dues  Stay  Low,  Services  Increase 

THE  TEXAS  MEDICAL  Association’s  accomplish- 
ments in  providing  services,  as  well  as  its  grov^h  in 
size  and  effectiveness,  are  a credit  to  the  hundreds 
of  members  whose  ability,  energy,  creativity,  and 
plain  hard  work  add  up  to  outstanding  leadership. 

Impressive  also  is  the  Association’s  financial 
growth.  In  a period  of  rapidly  escalating  costs  of 
doing  business,  TMA  has  increased  its  services  to 
physicians  and  to  the  public,  yet  its  membership 
dues  remain  among  the  lowest  of  any  state  medical 
association.  Its  fiscal  operations  have  been  in  the 
black  and  revenues  have  exceeded  expenditures  for 
the  past  14  years. 

The  Board  of  Trustees  has  ignored  one  modern 
philosophy — deficit  spending — and  has  chosen  in- 
stead to  keep  expenditures  within  the  budget,  to  al- 
low some  margin  of  income  over  expenses,  and  to 
invest  surplus  monies  to  earn  dividends  which  can 
be  applied  to  future  programs.  The  wisdom  of  this 
policy  is  evident : 

19 5U:  Revenues  amounted  to  $266,000;  the  Asso- 
ciation was  indebted  $250,000  for  a mortgage  on  the 
Headquarters  Building;  a small  investment  program 
for  the  libraiy  amounted  to  $23,000. 

1956:  Total  assets  were  $1,100,000. 

1957:  A significant  program  of  investments  was 
begun. 

1959:  The  mortgage  on  the  Headquarters  Build- 
ing was  paid  in  full. 

1967:  Revenues  amounted  to  $669,000;  assets  in 
the  Association’s  General  Fund,  Building  Fund,  and 
Contingency  Fund  were  $825,000 ; assets  in  the  Li- 
brary Fund  were  more  than  $142,000;  total  assets, 
more  than  $2,200,000,  were  approximately  twice 
those  of  1956. 

Since  1954,  advertising  revenue  from  the  journal 
has  more  than  doubled,  and  last  year  it  produced 
$126,000.  Revenue  from  exhibits  at  the  annual  ses- 
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sion  has  tripled,  and  currently  amounts  to 
about  $28,000. 

In  addition,  the  Association’s  trustees 
manage  several  trust  and  endowment  funds, 
the  largest  of  which  is  the  Dr.  S.  E.  Thomp- 
son Fund.  The  bequest  of  $542,000  was  re- 
ceived in  1958 ; its  value  now  stands  at  more 
than  1^4  million  dollars,  and  in  the  mean- 
time it  has  provided  for  752  loans  totaling 
$343,000  to  deserving  medical  students. 

The  late  Mrs.  Annie  Lee  Thompson  also 
provided  a substantial  trust  which  was  re- 
ceived in  1964;  now  valued  at  $875,000,  its 
income  (above  a fixed  sum)  may  be  used  for 
operating  the  Memorial  Library. 

The  Texas  Medical  Education  and  Re- 
search Foundation,  made  possible  through 
a gift  from  Dr.  May  Owen,  Past  President 
of  the  Association,  has  assets  of  almost 
$400,000  which  will  be  used  to  provide  loans 
to  medical  students  and  those  in  paramedical 
fields,  for  bequests  to  the  Physicians  Benevo- 
lent Fund  and  for  other  programs. 

On  the  basis  of  personal  observations  and 
the  remarks  of  many  others  throughout  the 
country,  I believe  that  our  state  Association 
stands  second  to  none  in  accomplishment.  Its 
record  is  one  of  progress  and  its  future  is 
bright.  I have  been  privileged  to  serve  as  a 
Trustee  of  the  Texas  Medical  Association  for 
the  past  12  years.  As  I leave  this  office,  I 
find  great  satisfaction  in  reporting  to  you 
that  the  financial  affairs  of  TMA  are  in  ex- 
tremely good  order. 

— Byron  P.  York,  M.D.,  Houston, 
Immediate  Past  Chairman, 
TMA  Board  of  Trustees. 

Research  Needed  on  Etiology 
Of  Carcinoma  of  Colon 

ALTHOUGH  CANCER  of  the  colon  and  rec- 
tum is  one  of  the  most  common  types  of  ma- 
lignant lesions  affecting  the  health  of  the 
nation,  little  research  is  directed  specifically 
at  discovering  its  cause.  There  is  no  ration- 
ally planned,  broad  program  of  investiga- 
tion. Probably,  this  is  because  until  recent 


years,  no  significant  observations  had  been 
published  which  pointed  to  fruitful  lines  of 
research,  or  which  suggested  that  etiologic 
factors  may  be  unique. 

Within  the  past  15  to  20  years  a number 
of  well  documented,  accurate  clinical  obser- 
vations have  been  made  regarding  familial 
multiple  polyposis  (FMP).  These  observa- 
tions suggest  that  the  disease  is  more  dy- 
namic than  had  been  suspected;  they  also 
suggest  the  utilization  of  FMP  as  a research 
tool  for  investigating  the  etiology  of  carci- 
noma of  the  colon.  Although  the  striking 
neoplastic  changes  which  occur  in  the  colonic 
epithelium,  and  which  usually  result  in  the 
development  of  carcinoma  of  the  colon,  easily 
remain  the  most  common  phenotypic  expres- 
sions of  the  mutant  gene  responsible  for 
FMP,  a variety  of  bizarre,  principally  neo- 
plastic changes  has  been  discovered  in  pa- 
tients with  FMP.  Specifically,  desmoid  tu- 
mors, osteomas,  fibromas,  sarcomas,  and 
benign  and  malignant  tumors  of  epithelial 
and  nerve  tissue  origin  have  been  observed 
(epithelial  tumors  may  be  especially  preva- 
lent in  endocrine  glands).  The  incidence  of 
noncolonic  tumors  complicating  FMP  is  so 
great  that  it  is  reasonable  to  suspect  that  all 
evidences  of  neoplastic  tendencies  in  FMP 
are  causally  related,  and  have  in  common  a 
single  mutant  gene  transmitting  an  abnor- 
mal genetic  message. 

The  spectrum  of  pathologic  changes  which 
may  be  associated  with  FMP  is  so  striking 
that  multiple  distinct  mutations  have  been 
postulated  to  account  for  all  the  different 
“syndromes.”^  There  is  so  much  variation 
and  overlapping  in  this  spectrum  of  changes 
that  the  continued  elaboration  of  new  genet- 
ically distinct  syndromes  does  not  seem  con- 
sistent with  accurate  clinical  observation 
nor  with  that  basic  scientific  tenet  which 
favors  the  simplest  explanation  for  a con- 
fusing group  of  closely  related  phenomena.^ 

The  distinction  between  single  and  multi- 
ple mutations  is  important,  for  if  the  disease 
ever  lends  itself  to  research,  it  might  be  dif- 
ficult to  determine  which  syndrome  to  begin 
with  if  multiple  distinct  mutations  are  in- 
volved.- 
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Several  other  observations  are  of  interest; 
because  of  their  rarity,  biologic  character- 
istics, and  questions  concerning  their  etiol- 
ogy, the  desmoid  tumors  associated  with 
FMP  deserve  special  comment.  Whenever 
two  rare  conditions  complicate  each  other  in 
high  incidence,  speculation  regarding  a caus- 
al relationship  is  justified.  This  association 
strongly  suggests  that  there  is  a genetically 
controlled  tendency  to  produce  desmoid  tu- 
mors, and  this  represents  a mutation  close 
to  that  which  produces  FMP.  One  also  won- 
ders if  observations  on  the  etiology  of  des- 
moid tumors  might  not  be  applied  to  FMP. 

The  association  of  desmoid  tumors  with 
pregnancy  is  well  known.  Complete  spon- 
taneous regression  of  desmoid  tumors  asso- 
ciated with  the  menarche,  menopause,  radia- 
tion castration,  testosterone  therapy  and  ad- 
ministration of  corticosteroid  agents  has 
been  reported.  In  view  of  the  rarity  of  these 
tumors,  the  number  of  such  reports  suggests 
that  complete  clinical  regression  of  desmoid 
tumors  has  been  observed  far  more  often 
than  that  observed  in  more  common  malig- 
nant tumors.  Clinical  observations  and  ex- 
perimental studies  support  a suspicion  that 
the  growth  of  desmoid  tumors  is  influenced 
by  an  agent  related  to  some  of  the  steroid 
hormones. 

The  tendency  of  desmoid  tumors  to  re- 
gress spontaneously  is  significant  when  con- 
sidered in  conjunction  with  recent  reports 
concerning  the  “spontaneous”  regression  of 
polyps  in  FMP  following  surgical  proce- 
dures. After  colectomy  and  ileorectosigmoid- 
ostomy,  the  “spontaneous”  disappearance  of 
polyps  in  a preserved  terminal  segment  of 
large  bowel  has  been  reported.  When  one 
considers  the  varied  programs  in  the  man- 
agement of  FMP  and  the  rarity  of  the  dis- 
ease, the  number  of  these  reports  suggests 
that  spontaneous  regression  of  polyps  in 
FMP  occurs  far  more  often  than  might  be 
attributed  to  a “trick  of  nature.” 

Available  evidence  supports  the  concept 
that  a single  mutant  gene  causes  neoplastic 
tendencies  in  FMP,  and  that  this  gene  pro- 


duces its  effects  by:  (1)  causing  production 
of  a carcinogenic  growth-stimulating  mole- 
cule which  is  abnormal  in  the  amount  pro- 
duced or  its  basic  chemical  properties,  or  (2) 
producing  an  alteration  in  nuclear  substance 
which  causes  more  vigorous  body  cell  re- 
sponse to  growth  stimuli  from  extraneous 
sources. 

Current  attempts  to  discover  cures  for 
cancer  may  be  characterized  by,  and  perhaps 
hampered  by,  the  massive  assault  concept. 
Stated  briefly,  this  concept  states  that  if 
enough  drugs  and  chemicals  are  utilized  in 
the  treatment  of  cancer,  eventually  the  prop- 
er remedy  will  be  found.  The  one  chemother- 
apeutic agent  (5-fluorouracil  and  deriva- 
tives) currently  available  which  offers  some 
small  hope  of  producing  regression  in  colonic 
carcinoma  was  developed  as  a result  of  a ra- 
tional understanding  of  metabolic  pathways 
within  the  cell.  The  fact  that  this  agent  is 
effective  in  cancer  of  the  colon,  however,  is 
more  a matter  of  coincidence  than  intention. 

Progress  in  the  treatment  of  a disease 
usually  follows  rather  than  precedes  an  un- 
derstanding of  its  cause.  Recently,  I have 
summarized  the  evidence  in  favor  of  utiliz- 
ing FMP  as  the  basis  of  a planned  program 
of  research  into  the  etiology  of  cancer  of  the 
colon.-  A few  broad  avenues  of  approach 
germane  to  such  a research  project  are  sug- 
gested in  this  article.  The  technology  of  var- 
ious scientific  disciplines  pertinent  to  such  a 
project  has  advanced  to  where  reasonable 
hope  of  progress  might  be  expected.  The 
time  is  appropriate  to  get  on  with  the  job  of 
investigating  the  cause  of  carcinoma  of  the 
colon. 

— William  G.  Smith,  M.D.,  El  Paso. 
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IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon  (iron  dex- 
tran  injection)  will  measurably  begin  to  raise  hemoglobin  and  a 
complete  course  of  therapy  will  effectively  rebuild  iron  reserves. 
The  drug  Is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  deficiency  may  include: 
patients  in  the  last  trimester  of  pregnancy;  patients  with  gastro- 
intestinal disease  or  those  recovering  from  gastrointestinal  sur- 
gery; patients  with  chronic  bleeding  with  continual  and  extensive 
iron  losses  not  rapidly  replenishable  with  oral  iron;  patients 
Intolerant  of  blood  transfusion  as  a source  of  iron;  infants  with 
hypochromic  anemia;  patients  who  cannot  be  relied  upon  to  take 
oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  Injection)  is  a well-tolerated 
solution  of  iron  dextran  complex  providing  an  equivalent  of  50  mg. 
in  each  cc.  The  solution  contains  0.9%  sodium  chloride  and  has 
a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5%  phenol  as  a pre- 
servative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight 
and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc.  in  infants  to 
5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly.  Initial  test 
doses  are  advisable.  The  totaf  iron  requirement  for  the  Individual 
patient  is  readily  obtainable  from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the  upper  outer  quadrant 
of  the  buttock,  using  a Z-track  technique  (with  displacement  of 
the  skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining 
of  the  skin  may  occur.  Excessive  dosage,  beyond  the  calculated 
need,  may  cause  hemosiderosis.  Although  allergic  or  anaphylac- 
toid reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection).  Urticaria,  arthral- 
gia, lymphadenopathy,  nausea,  headache  and  fever  have  occa- 
sionally been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject  only 
in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or 
other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contra- 
indicated in  patients  sensitive  to  iron  dextran  complex.  Since  its 
use  is  intended  for  the  treatment  of  iron  deficiency  anemia  only 
it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses, 
Imferon  (Iron  dextran  injection)  has  been  shown  to  produce  sar- 
coma in  rats,  mice  and  rabbits  and  possibly  in  hamsters,  but  not 
in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  follow- 
ing recommended  therapy  with  Imferon  (iron  dextran  injection) 
appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4; 
10  cc.  multiple  dose  vials. 


Each  10  cc.  vial  provides  as  much  iron  as  2 pints 
of  whole  blood.  And  use  of  IMFERON  rather  than 
whole  blood  for  iron  replacement  eliminates 
the  potential  dangers  of  hepatitis  and  whole  blood 
sensitivity  reactions.  Whole  blood,  of  course, 
should  be  used  if  clearly  indicated. 

IMFERON  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves— 
for  iron  deficient  patients  in  whom  oral 
iron  is  intolerable,  ineffective  or  impractical, 
and  in  those  who  cannot  be  relied  upon 
to  take  oral  iron  as  prescribed. 

Precise  dosage  is  easily  calculated. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


See  package  insert  for  complete  prescribing  information. 
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OUR  CHALLENGE 


The  concept  of  the  private  practice  of  medicine  is  on  trial 
today.  Inefficiency,  extravagance,  unavailability,  selfish  in- 
terests, and  health  care  of  poor  quality  for  low  income  groups 
are  the  charges. 


The  federal  government  has  become  intimately  involved  in 
every  facet  of  medical  education,  research,  and  patient  care. 
That  this  socialistic  trend  will  be  reversed  in  the  near  future 
seems  imlikely ; but  the  opportunity  and  the  responsibility  to 
modify,  constructively  change,  and  help  to  formulate  medical 
care,  education,  and  research  for  the  people  of  our  great  state 
and  our  nation  challenge  the  physicians  of  Texas.  Realistically 
and  critically  evaluated  health  care  deficits  must  be  met  by 
proposing^  effective  solutions  founded  on  an  improved  and  ex- 
panded private  practice  of  medicine.  Requests  for  federal  aid 
should  be  based  on  valid  need,  and  should  be  accepted  only  when 
adequate  funds  are  not  available  from  other  sources.  Govern- 
ment health  programs  should  be  carefully  examined.  Good  fea- 
tures should  be  utilized  to  obtain  maximum  health  care  for  the 
tax  dollar  expended,  and  poor  features  should  be  changed  by  leg- 
islation. Government  health  programs  should  be  coordinated  and 
correlated  to  substantiate  actual  need,  optimum  utilization 
and  avoidance  of  duplication. 

Ours  is  a great  challenge.  Representatives  of  our  Texas 
Medical  Association  are  working  carefully  and  actively  on  nu- 
merous committees,  studying  the  problems  associated  with  med- 
ical education,  research,  and  patient  care,  and  are  preparing 
constructive  recommendations.  Our  close  rapport  with  other 
health  related  organizations  and  state  officials  is  essential. 
With  intelligence,  courage,  cooperation,  and  determination 
much  can  be  accomplished.  ’ 
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"When  you’re  finished  with  baby, 
maybe  you  can  teii  me  what  I can  do  about  my  extra  pounds.’’ 
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Get  them  while 
they’re  easily  reversible. 

Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning-and  the 
chances  of  reversing  it  are  better-during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta« 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate.-  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients vyith  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
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seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
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with  suicidal  tendencies. 
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FLUORESCENT  ANTIBODIES 
AID  STUDY  OF  TISSUES 


WILLIAM  0.  RUSSELL,  M.D.,  Guest  Editor 

Symposium:  Reviewing  not  in  total  depth, 
but  in  broad  perspective,  the  technical 
applications  of  the  fluorescent  antibody 
technique  for  the  pathologist’s  labora- 
tory, are  specialists  in  biomedical  appli- 
cation. Sophisticated  researchers  in 
their  own  field,  they  also  are  concerned 
with  applying  their  techniques  to  the 
practical  problems  of  medical  science. 

Fluorochromes  as  Biological  Stains 

John  A.  Sykes,  M.D. 

VISIBLE  LIGHT  IS  the  part  of  the  electromagnetic 
spectrum  with  which  we  are  most  familiar,  and  covers 
the  region  from  4,000  Angstroms  to  7,000  A.,  that  is 
from  violet  to  red.  All  radiations  are  a form  of  energy 
transport  and  the  portion  of  the  spectrum  between 
the  ultraviolet,  or  about  3,250  A.,  to  x-rays,  or  about 
70  A.,  can  carry  energy  to  the  portions  of  molecules 
that  are  involved  only  in  the  emission  of  light.  Fluo- 
rescence refers  to  any  emission  of  light  induced  by 
radiation.  It  is  produced  by  the  absorption  of  energy 
by  the  molecule  which  raises  the  molecule  from  its 
ground  state  of  excitation  to  a higher  energy  level 
but  cannot  maintain  the  molecule  in  this  excited 
state.  When  the  molecule  falls  back  to  a lower  energy 
level  or  to  the  ground  state,  the  absorbed  energy  is 
released  as  light. 

The  transitions  between  the  ground  state  and  the 


different  excited  states  are  limited  by  the  laws  of 
quantum  mechanics.  This  emission  of  light  occupies 
only  10-'^  seconds.  The  wavelength  of  the  emitted 
light  is  always  longer  than  the  wavelength  of  the  ex- 
citing radiation.  Fluorescence  is  temperature  depend- 
ent: the  higher  the  temperature,  the  lower  the  fluo- 
rescence. Many  organic  substances  exhibit  primary 
fluorescence.  The  color  and  brightness  of  the  fluores- 
cence are  related  to  chemical  structure  and  the  pres- 
ence of  certain  radicals.  Radicals  such  as  — OH, 
— OCH3,  — CH2,  — NHo  and  — CN  increase  the  in- 
tensity of  the  emitted  light.  Radicals  such  as  — CO 
and  — COOH  weaken,  and  above  — C3H7  destroy, 
fluorescence.  Understandably,  many  cellular  struc- 
tures because  of  their  complex  chemical  constitution 
exhibit  primary  fluorescence;  however,  in  most  in- 
stances the  degree  is  small.  This  natural  tendency  to 
fluoresce  can  be  enhanced  by  the  addition  of  certain 
substances  known  as  fluorochromes,  which  may  be 
precipitated  by  or  combined  with  substances  present 
in  the  cell,  or  by  the  selective  concentration  of  these 
compounds  within  the  living  cell. 

In  general,  primary  fluorescence  is  not  exhibited 
by  cell  nuclei,  protoplasm  erythrocytes  and  neutral 
fat;  a pale  blue  fluorescence  is  seen  with  collagen, 
elastic  fibrils,  and  hyaline  or  elastic  cartilage;  a yel- 
lowish-white fluorescence  is  seen  from  the  argentaffin 
cells  of  the  gastrointestinal  tract,  hepatic  parenchyma, 
adrenals,  hypophysis,  and  from  the  fat  globules  in 
the  retinal  rods  and  cones  (which  may  be  due  to 
vitamin  A);  a red  fluorescence  is  visible  from  the 
sclera,  Descemet’s  membrane,  the  retina  from  chloro- 
phyll and  from  the  storage  cells  of  tubular  mucosa. 
These  are  just  a few  examples  of  primary  fluorescence, 
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and  there  is  a vast  body  of  literature,  particularly  from 
German  authors,  dealing  \A/ith  this  phenomenon. 

The  use  of  fluorochromes  to  enhance  the  natural 
fluorescence  of  different  structures  has  been  investi- 
gated with  varying  degrees  of  success  by  many  histol- 
ogists. Fluorochromes  have  been  widely  used  in  the 
biological  sciences,  perhaps  most  frequently  and  with 
greatest  success  in  plant  histology.  Fluorescence 
staining  has  been  used  with  varying  degrees  of  suc- 
cess by  hematologists  and  microbiologists,  by  virolo- 
gists and  by  pathologists.  Fluorescence  microscopy 
has  also  been  important  in  forensic  medicine  for  the 
detection  of  small  traces  of  specific  materials  and  for 
microscopic  identification  of  alkaloids,  many  of  which 
have  a characteristic  primary  fluorescence. 

Acridines  are  among  the  fluorochromes  that  have 
been  used  for  a number  of  years  in  attempts  to  ob- 
tain better  visualization  of  cell  components  and  the 
various  types  of  foreign  substances  that  can  enter 
cells.  Some  examples  of  the  applications  of  different 
fluorochromes  may  therefore  be  of  interest. 

Hagemann,  in  1937,  used  primuline  to  stain  the 
elementary  bodies  of  ectromelia  and  smallpox.  To 
demonstrate  cell  structure,  corisphosphin  combined 
with  Congo  red  or  fuchsin  was  used  by  Haitinger 
(1938).  Levaditi  (1940)  made  use  of  fluorochromes 
to  study  the  morphological  changes  induced  by  vac- 
cinia virus  in  rabbit  cornea.  Urbach  in  1954  used 
auramine  to  demonstrate  Q fever  rickettsiae  in  infect- 
ed mammalian  cells.  Breivis  and  Vasilev  described  a 
method  for  detecting  dead  cells  in  a living  cell  popu- 
lation using  a mixture  of  acridine  orange  and 
primuline.  In  1958  Neustroev  and  his  colleagues  re- 


ported the  value  of  acridine  orange  for  demonstrating 
the  presence  of  characteristic  cytoplasmic  inclusions 
in  cells  of  different  organs  of  animals  infected  with 
ornithosis  virus. 

One  of  the  fluorochromes  which  in  recent  years  has 
seen  considerable  use  by  the  pathologist  and  virolo- 
gist is  acridine  orange.  Acridine  orange,  discovered  by 
Strugger  in  1940  and  reported  by  him  to  give  differ- 
ential staining  of  RNA  and  DNA  in  mammalian  cells, 
remained  a curiosity  until  renewed  interest  in  the  acri- 
dines was  sparked  in  1954  by  Gottschewski,  who 
described  characteristic  color  reactions  between  ribo- 
nucleotides and  acridine  orange.  In  1957  Tenenbaum 
reported  the  use  of  acriflavine,  a diaminoacridine,  as 
a fluorochrome  stain  but  commented  on  the  poor 
brilliance  of  the  colors  and  the  difficulties  of  assess- 
ment with  the  low  intensity  images  obtained.  In  the 
same  year  Armstrong  and  Niven  reported  on  the  use 
of  acridine  orange  under  closely  controlled  conditions 
of  cell  fixation  and  pH  of  the  staining  solutions  and 
demonstrated  that  this  acridine,  a dimethylamino 
acridine  with  a phenol  ring  in  the  9 position,  gave 
brilliant  fluorescence  staining,  with  a red  color  impart- 
ed to  RNA  and  a yellow-green  color  to  DNA-containing 
structures.  Bertalanffy  (1958)  made  intensive  studies 
of  the  staining  reactions  obtained  with  normal  and 
malignant  cells  and  acridine  orange.  It  is  of  interest 
that  following  this  stimulation  the  Armed  Forces  In- 
stitute of  Pathology  undertook  a comparative  study 
of  acridine  orange  staining  and  the  fluorescence  mi- 
croscope with  the  Papanicolaou  stain  and  the  bright 
field  microscope.  I am  not  competent  to  judge  the 
outcome  of  that  study  and  similar  studies  carried  out 
by  others,  but  assume  that,  in  this  instance  at  least. 
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fluorescence  microscopy  did  not  offer  any  advantages 
in  diagnosis  over  the  well-tried  Papanicolaou  stain. 

In  studies  carried  out  in  our  laboratory  (Sykes  and 
Goodman,  1960)  it  was  demonstrated  that  brilliant 
differential  fluorescence  staining  of  RNA  and  DNA  was 
not  only  a function  of  the  fluorochrome  radicals  but 
also  of  their  position  on  the  molecule.  These  studies 
again  emphasized  the  importance  of  pH  control  in 
the  staining  procedure. 

In  addition  to  the  use  of  fluorochromes  as  histo- 
logical or  cytochemical  stains,  certain  of  these  sub- 
stances can  be  conjugated  with  proteins  (notably  the 
globulin  fraction  of  serum)  and  can  therefore  be  used 
as  indicators  for  antigen-antibody  reactions  permitting 
the  visualization  of  these  reactions  even  within  the 
cytoplasm  and  nuclei  of  cells.  The  fluorochromes 
most  commonly  used  for  this  purpose  are  fluorescein 
and  rhodamine;  the  latter,  often  used  in  histochemis- 
try as  a fat  stain,  here  serves  another  purpose. 

I believe  that  the  use  of  fluorochromes  as  biologi- 
cal or  histochemical  stains  has  only  just  begun.  With 
today's  advantages  of  reliable  high-intensity  sources 
of  ultraviolet  light,  the  greatly  improved  optics  of 
modern  microscopes,  the  availability  of  high-speed 
color  films  and  the  greater  knowledge  of  some  of 
the  physicochemical  factors  involved  in  fluorescence 
staining,  a broad  new  avenue  of  research  has  been 
opened. 
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Immunofluorescence  as  an  Aid 
In  Diagnostic  Microbiology 

J.  V.  Irons,  Sc.D. 

THERE  HAVE  BEEN  many  notable  advances  since 
Coons  and  associatesi  first  demonstrated  the  applica- 
tion of  immunofluorescence,  the  fluorescent  antibody 
(FA)  reaction,  in  microbiology  and  GoldmanS  suggest- 
ed the  potential  application  of  FA  techniques  in  diag- 
nostic microbiology. 

To  obtain  satisfactory  results  in  fluorescent  anti- 
body work  and  to  resolve  difficulties  with  equipment, 
one  must  become  thoroughly  acquainted  with  the 
theory  and  practice  of  fluorescence  microscopy.  To 
meet  this  need  frequent  three-day  orientation  work- 
shops are  conducted  by  the  State  Health  Department, 
in  which  many  interested  laboratorians  have  partici- 
pated. 

The  wise  use  of  labeled  antibodies  also  requires 
some  familiarity  with  the  general  methods  and  tradi- 
tions of  immunology  as  well  as  with  the  more  prac- 
tical procedures  in  the  purification  of  antigens  and 
the  production  and  fractionation  of  antisera.  Numer- 
ous references  to  applications  of  the  FA  techniques 
are  extant,  but  in  relatively  few  instances  have  these 
tests  been  refined  to  the  point  of  acceptance  as 
standard  methods,  as  noted  in  a recent  review  by 
Cherry  and  Moody.^ 

In  the  State  Health  Department’s  laboratories  some 
conjugates  are  made  while  others  are  purchased  or 
obtained  from  the  Communicable  Disease  Center 
(CDC)  laboratories.  Our  collective  experience,  as  well 
as  that  reported  from  other  laboratories,  in  the  prac- 
tical use  of  the  FA  techniques  in  identification  of  mi- 
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crobiological  agents  and  in  titration  of  antibodies  is 
reflected  herein. 

The  direct  FA  procedure  adapted  by  Moody  and  as- 
sociates'i  for  rapid  identification  of  group  A beta- 
hemolytic  streptococci  has  proved  its  worth  in  many 
laboratories.  It  is  clear  that  as  source  of  the  antigen, 
enriched  culture  is  superior  to  that  obtained  by  direct 
swab.  The  conjugate  must  be  absorbed  with  group  C 
streptococci.  A normal  rabbit  conjugate  absorbed  with 
group  A beta-hemolytic  streptococci  also  should  be 
included  in  the  controls.  This  probably  is  the  most 
widely  used  FA  test  in  diagnostic  microbiology. 

Identification  of  Neisseria  gonorrhoeae  in  exudates 
or  preferably  in  delayed  culture  is  accomplished  or 
aided  by  the  direct  FA  test  in  several  laboratories. 
Some  careful  studies  have  shown  the  general  supe- 
riority of  the  delayed  culture  FA  test.  The  test  has 
shortcomings  in  follow-up  of  treated  cases,  since  non- 
viable  organisms  may  be  encountered. 

The  diphtheria  bacillus  can  be  identified  readily  by 
the  FA  procedure,  which  unfortunately  is  of  early  pre- 
sumptive value  at  best  in  early  recognition  of  diph- 
theria. Early  enthusiasm  for  use  of  labeled  antitoxin 
for  recognition  of  toxigenic  strains  was  not  sustained, 
and  one  must  continue  to  use  the  Elek  plate  or  other 
test  to  determine  essential  toxigenicity,  since  the  non- 
toxigenic  diphtheria  bacillus  is  of  no  immediate  con- 
cern. 

In  the  pediatric  laboratory,  the  FA  test  for  detection 
of  enteropathogenic  E.  coli  as  first  shown  by  Whitaker 
and  associates^  is  surprisingly  specific  for  the  nine 
serotypes  most  commonly  found.  However,  except  in 
study  of  epidemics  (at  least  in  the  public  health  lab- 
oratory) the  FA  procedure  offers  less  advantage  since 
one  must  continue  to  do  cultures  for  Shigella  and 
Salmonella.  Excellent  results  also  have  been  reported 
in  using  the  FA  technique  to  diagnose  shigellosis  and 
find  typhoid  carriers. 

Some  good  reports  have  appeared  regarding  use  of 
the  FA  technique  as  an  aid  in  the  rapid  differential 
diagnosis  of  bacterial  meningitis.  The  rapid  identifica- 
tion of  Neisseria  meningitidis,  Hemophilus  influenzae, 
or  some  other  organism  in  spinal  fluid  can  be  of  life- 
saving importance  to  the  physician  in  instituting 
therapy. 


Recent  work  suggests  the  probable  value  both  of 
direct  and  indirect  FA  tests  in  the  study  of  smears 
from  cultures  of  mycobacteria  and  perhaps  from  spu- 
tum. Several  laboratories  are  evaluating  some  of  these 
promising  procedures.  A useful  serological  diagnostic 
test  is  a possibility. 

The  indirect  FA  procedure  particularly  is  proving  of 
value  in  syphilis  serology.  An  absorption  technique® 
which  permits  the  removal  of  nonspecific  treponemal 
antibodies  from  human  serum  has  resulted  in  an  im- 
proved procedure  designated  as  the  fluorescent  trep- 
onemal antibody  absorption  (FTA-ABS)  test.  The  ab- 
sorbing agent  is  an  extract  of  the  Reiter  treponeme 
containing  common  or  group-nonspecific  treponemal 
antigen.  We  have  found  the  new  procedure  to  be  more 
sensitive  than  the  previously  used  FTA-200  test,  while 
the  specificity  is  quite  comparable  to  that  obtainable 
with  the  treponema  pallidum  immobilizing  test  (TPI). 
Some  early  difficulties  with  the  FTA-ABS  reagents  evi- 
dently are  being  overcome.  A good  test  such  as  the 
VDRL  for  reagin  and  the  FTA-ABS  or  the  TPI  for 
treponemal  antibody  is  of  the  greatest  value  in  syph- 
ilis serology.  Several  laboratories  are  now  using  the 
FTA-ABS  as  a substitute  for  the  TPI  test. 

The  study  of  fungous  diseases  by  the  FA  technique 
has  been  hindered  by  lack  of  specific  antisera.  Nev- 
ertheless, three  cultures  of  Sporotrichum  schenkii 
were  identified  without  difficulty.  Because  of  cross 
reactions  even  after  complicated  absorptions,  the 
identification  of  Histoplasma  capsulatum  by  the  FA 
technique  must  at  present  be  considered  only  pre- 
sumptive. Troublesome  cross  reactions  also  indicate 
further  refinement  of  the  FA  procedure  before  it  can 
be  recommended  as  a diagnostic  test  for  coccidioido- 
mycosis. At  present  conventional  serological  proce- 
dures are  more  often  applied  in  suspected  histoplas- 
mosis or  coccidioidomycosis. 

Successful  use  of  a fluorescent-anticercarial  anti- 
body test  has  been  reported  for  detecting  human 
schistosome  infection.  The  indirect  FA  procedure  has 
been  successfully  applied  to  detection  of  circulating 
antibodies  to  malarial  organisms,  and  this  procedure 
is  being  applied  in  a few  laboratories  as  an  adjunct  to 
examination  of  stained  blood  films  in  the  diagnosis 
of  malaria.  In  a composite  study  conducted  by  CDC 
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and  involving  several  laboratories,  it  was  concluded 
that  the  FA  inhibition  test  was  not  a satisfactory  sub- 
stitute for  the  conventional  Sabin  and  Feldman  dye 
test  for  titration  of  toxoplasmosis  antibodies.  The  ap- 
plication of  indirect  FA  procedure  more  recently  has 
been  more  promising. 

By  means  of  the  direct  FA  procedure  in  recent 
years  numerous  cases  of  rabies  in  animals  have  been 
rapidly  diagnosed  which  would  have  been  missed  by 
reliance  on  the  historic  test  for  Negri  bodies.  In  view- 
ing the  diffuse  nature  of  the  fluorescent  staining  ma- 
terial on  many  slides,  one  can  readily  see  how  the 
Negri  bodies  could  have  been  missed.  The  FA  test 
is  quite  comparable  to  the  mouse  inoculation  test  in 
sensitivity  and  specificity,  and  the  latter  now  is  re- 
served mainly  for  aid  in  differential  diagnostic  areas, 
such  as  rabies  and  equine  encephalomyelitis,  or  ra- 
bies and  pseudo-rabies.  I should  note  that  the  FA 
technique  has  one  disadvantage  in  being  reactive  oc- 
casionally in  recently  vaccinated  animals.  The  indirect 
procedure  in  our  hands^  has  proved  valuable  as  a 
substitute  for  the  time-consuming  serum-virus  neu- 
tralization test  in  titrating  serums  from  vaccinated 
persons  in  certain  hazardous  occupation  groups  for 
antirabic  properties  as  evidence  of  acquired  resist- 
ance to  infection. 

Nasal  smears  in  suspected  early  influenza,  or 
frozen  lung  sections  in  fatal  cases,  have  been  suc- 
cessfully utilized  in  rapid  FA  identification  tests,  but 
most  laboratories  doing  viral  disease  tests  continue 
to  use  conventional  serological  tests  as  aids  in  diag- 
nosis of  influenza.  A few  laboratories  are  presently 
applying  the  indirect  FA  test  for  rubella  antibody  ti- 
tration. FA  procedures  have  been  proposed  for  several 
other  viral  diseases  but  generally  are  too  complicat- 
ed or  require  further  evaluation  for  consideration  as 
standard  tests. 

There  is  a wide  field  for  possible  application  of  the 
FA  technique  in  the  evaluation  of  diseases  in  which 
there  may  be  an  autoimmune  component.  In  the 
search  for  antinuclear  factors,  a fluorescent  antinu- 
clear test  may  be  performed  on  fresh  frozen  skin, 
where  the  nuclei  in  the  epidermis  serve  as  the  anti- 
gen. The  full  significance  of  these  tests  is  not  entirely 
clear  at  the  present  time. 

In  summary,  it  is  evident  that  despite  some 
drawbacks,  immunofluorescence  procedures  presently 
have  many  useful  applications  in  diagnostic  microbiol- 
ogy, although  relatively  few  are  considered  standard 
tests.  Many  more  applications  appear  promising,  and 
await  refinements  of  technology  and  availability  of 


reagents  prior  to  further  evaluation  as  possible  stand- 
ard tests.  Meanwhile,  training  of  more  laboratory  per- 
sonnel in  the  practical  use  of  immunofluorescence  is 
important. 
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Role  of  immunofluorescence 
Techniques  in  Viral  Oncology 

James  M.  Bowen,  Ph.D. 

SINCE  THE  INITIAL  discoveries  that  certain  animal 
tumors  were  caused  by  viruses,  a great  deal  of  atten- 
tion has  been  turned  toward  the  elucidation  of  the 
virus-mediated  malignant  transformation  of  cells.  Par- 
ticular emphasis  has  been  placed  on  the  search  for 
new  biochemical  and  immunological  characteristics  of 
the  transformed  cells.  Development  of  techniques  for 
inducing  malignant  transformation  of  cells  in  tissue 
culture  has  opened  the  door  to  the  attainment  of 
highly  specific  methods  for  the  detection  of  both 
virus-specific  and  tumor-specific  components  in  the 
transformed  cells.  One  of  the  most  sensitive  and  pre- 
cise techniques  thus  developed  is  the  immunofluo- 
rescence technique. 

The  immunofluorescence,  or  fluorescent  antibody 
(FA),  test  makes  use  of  the  property  of  certain  fluores- 
cent dyes  to  combine  in  a stable  manner  with  a spe- 
cific antibody  without  altering  the  specificity  of  com- 
bination with  the  antigen  against  which  it  was  pre- 
pared. There  are  a number  of  suitable  fluorescent 
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dyes  with  different  reactivities  and  emission  spectra, 
but  since  the  general  principles  of  the  FA  technique 
are  applicable  to  all,  only  one  dye  will  be  discussed. 
Fluorescein  isothiocyanate  is  a dye  which  combines 
with  antibody  globulin  as  well  as  other  proteins  and 
fluoresces  bright  green  when  excited  by  ultraviolet 
light.  Depending  on  the  experimental  requirement, 
one  may  carry  out  the  FA  test  in  at  least  three  ways; 

1.  In  the  direct  test,  the  antibody  globulin  is  di- 
rectly conjugated  and  used  as  the  fluorescent  re- 
agent. 

2.  In  the  indirect  test,  antigen  is  allowed  to  react 
with  nonconjugated  antibody  globulin  and  the  sub- 
sequent complex  is  stained  with  fluorescein-conjugat- 
ed immune  globulin,  prepared  against  the  nonconju- 
gated antiglobulin. 

3.  The  third  method,  less  commonly  used,  is  ap- 
plicable in  antigen-antibody  reactions  which  fix  com- 
plement. Antigen  and  antibody  are  allowed  to  react  in 
the  presence  of  complement,  then  the  combination 
is  stained  with  fluorescein-conjugated  anticomple- 
ment globulin. 

Pitfalls  which  may  be  encountered  in  the  FA  test 
usually  Me  in  two  general  areas.  Particularly  in  viral 
oncology  studies,  it  is  difficult  to  obtain  highly  puri- 
fied antigens  for  immunization.  It  is  therefore  neces- 
sary to  remove  the  undesired  antibodies  from  the  im- 
mune serum  by  absorption  with  appropriate  normal 
tissues.  Another  difficulty  results  from  conjugation  of 
nonspecific  proteins  such  as  albumin  in  the  immune 
serum  preparation.  This  difficulty  can  be  corrected 
either  by  further  purification  of  antiglobulin  or  dilu- 
tion of  conjugated  preparations  to  remove  nonspe- 
cific staining. 

By  means  of  the  FA  test,  viral  antigens  in  infected 
cells  can  be  demonstrated,  as  can  the  localization  of 
viral  coat  proteins  in  the  virus-replicating  cell.  Also, 
in  the  case  of  certain  oncogenic  viruses,  it  has  been 
shown  that  the  induced  tumor  contains  a new  antigen 
which  is  tumor-specific  rather  than  virus-specific. 
SV-40  virus,  for  example,  induces  malignant  trans- 
formation in  cells  from  a number  of  animal  species. 
The  tumor  cells,  after  several  passages  in  animals  or 
in  tissue  culture,  fail  to  show  the  presence  of  viral 
protein  but  continue  to  carry  an  intranuclear  “neo- 
antigen.” It  has  also  been  shown  by  the  FA  test  that 
a common  human  adenovirus,  when  grown  in  monkey 
kidney  cultures  contaminated  with  SV-40,  can  hybrid- 
ize resulting  in  a particle  which  carries  SV-40  genetic 
determinants  within  adenovirus  coat  protein. 


More  recently  FA  tests  have  been  used  to  show 
that  mouse  cells  undergoing  lytic  infection  with  poly- 
oma virus  also  carry  a tumor-specific  antigen.  Al- 
though the  work  is  largely  preliminary  and  there  is 
some  disagreement  among  various  workers,  a great 
deal  of  information  has  been  gathered  concerning  im- 
munological relationships  among  the  various  virus- 
induced  rodent  leukemias.  The  FA  test  appears  to  be 
particularly  useful  in  the  detection  of  replicating  leu- 
kemia viruses  in  cultured  leukemic  tissues. 

Although  not  conclusively  proven  as  yet,  much  in- 
ferential data  indicate  that  at  least  some  human  tu- 
mors may  be  caused  by  viruses.  In  our  laboratory 
and  others,  the  search  is  already  underway  for  the 
presence  of  tumor-specific  antigens  in  many  human 
malignancies.  The  preparation  of  highly  reactive  and 
specific  immunofluorescence  reagents  will  make  it 
possible  to  examine  large  numbers  of  tumor  tissues 
by  the  FA  technique. 


Dr.  Bowen,  Department  of  Virology,  M.D.  Anderson 
Hospital  and  Tumor  Institute,  Texas  Medical  Center, 
Houston  77025. 


Application  of  Immunofluorescence 
To  Study  of  Human  Tumors 
By  Rabbit  Antibody  Production  to 
Nucleoprotein  of  Human 
Malignant  Tissues 

Sol  Haberman,  Ph.D.,  and  G.  J.  Race,  M.D. 

THE  IMMUNIZATION  OF  RABBITS  with  various  human 
cancer  cell  fragments  has  led  to  the  production  of 
antibodies  that  possess  a high  degree  of  specificity 
for  certain  cancer  tissues.  The  deoxyribonucleic  acid- 
bound  proteins  (DNA-P)  showed  the  greatest  speci- 
ficity of  all  the  cell  components  tested.  These  anti- 
genic DNA-P  complexes  could  be  extracted  with  1 M. 
sodium  chloride  in  pH  8.3,  0.01  M.  glycine  buffer.i-^ 
Spectrophotometry  of  the  repurified  extracts  of  DNA 
obtained  from  both  normal  and  cancerous  tissues 
showed  similar  absorption  curves,  all  having  a maxi- 
mum ultraviolet  adsorption  at  a wavelength  of  258- 
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260  mu.  and  a minimum  of  230  m^.  which  is  typi- 
cal of  DNA.4 

Antisera  against  cancer  cell  nuclei  and  to  DNA-P 
obtained  from  cancerous  tissues  revealed  a high  de- 
gree of  selectivity  for  the  homologous  cancerous  cells; 
however,  some  cross-reactions  have  been  observed 
with  several  abnormal  tissues  heterologous  to  the 
cancer  originally  used  for  serum  production. 

Materials  and  Methods:  Preparation  of  homogenized 
tissue  particles  for  agglutination:  A well  differentiated 
hepatoma  weighing  2,000  gm.  was  obtained  imme- 
diately after  surgical  excision.  The  necrotic  tissue, 
vessels,  and  connective  tissues  were  removed  and 
the  pulp  of  the  tumor  was  pressed  through  a stain- 
less steel  sieve.  This  macerated  pulp  was  suspended  in 
an  equal  volume  of  saline  before  treating  the  suspen- 
sion with  short  bursts  of  ultrasonic  vibrations  over  a 
20-second  period  to  disrupt  the  tissue  cells.  The  nu- 
clei and  nuclear  fragments  were  removed  by  our 
modifications!  of  the  methods  described  by  Hoge- 
boom  and  associates. s This  method  employed  a cen- 
trifugal force  of  600  X G for  six  minutes  for  sedimen- 
tation of  the  whole  nuclei,  and  4,100  X G for  ten  min- 
utes to  concentrate  the  nuclear  fragments  needed  for 
the  extraction  of  the  DNA-P.  A surgically  removed 
Ewing’s  sarcoma  and  an  adenocarcinoma  of  the  colon 
were  treated  similarly. 

Whole  nuclei,  fragmented  nuclei  and  endoplasmic 
reticula  were  concentrated  as  heavy  suspensions  by 
refrigerated  centrifugation  for  the  agglutination  of 
tissue  particles.  The  suspensions  were  diluted  with 
equal  parts  of  saline  before  agglutination  tests  were 
performed  on  glass  slides  with  flat-bottomed  wells. 
Two  drops  of  antiserum  dilution  were  mixed  with  one 
drop  of  homogenized  cell  suspension  and  gently 
rocked  on  a Boerner  slide  rotator  for  five  to  seven 
minutes  at  a speed  of  190  r.p.m.  Clumping  was  ob- 
served macroscopically  as  well  as  with  the  low-pow- 
ered scanning  lens  of  the  microscope.  In  a negative 
reaction  the  suspension  appeared  smooth  and  un- 
clumped, while  in  a positive  reaction  it  showed  vari- 
ous degrees  of  agglutination  from  microscopic  clumps 


(+)  to  grossly  observable  large  aggregates  of  tissue 
particles  (4+). 

Production  of  the  rabbit  antisera:  The  nuclear  ma- 
terials obtained  from  cancer  tissues  (such  as  the 
hepatoma)  were  used  to  immunize  rabbits.  The  whole 
and  disrupted  nuclei  were  treated  with  the  enzyme 
ribonuclease  to  destroy  the  ribonucleic  acid  in  the 
antigen  suspension  as  previously  described.!  Rabbits 
were  given  a series  of  intramuscular  and  subcutane- 
ous injections  of  the  nuclear  suspensions  mixed  with 
equal  quantities  of  4 percent  sodium  alginate  (Colab 
adjuvant)  over  a period  of  12  weeks.  The  rabbits 
were  given  three  doses  per  week  during  this  time, 
with  the  first  dose  being  0.2  ml.  intramuscularly  and 
0.2  ml.  subcutaneously.  Each  dose  was  doubled  until 
a maximum  of  5 ml.  was  given  in  divided  doses  (in- 
tramuscular 2.5  ml.  with  alginate,  and  subcutaneous 
2.5  ml.).  A total  of  22  ml.  of  antigen  was  given  to 
each  rabbit  during  the  immunization  procedure. 

From  the  resultant  antisera,  antispecies  and  anti- 
organ antibodies  were  removed  by  successive  ad- 
sorptions, first  with  pooled  human  erythrocytes,  and 
then  with  pooled  normal  liver  parenchyma,  kidney, 
spleen,  and  colon  suspensions  of  homogenized  tissue 
particles.  Each  adsorption  was  at  room  temperature 
for  one  hour  before  centrifugation.  The  antisera  were 
inactivated  at  56°  C.  and  mixed  with  equal  volumes 
of  the  normal  pooled  tissue  suspension  or  whole 
washed  red  cells  for  the  first  treatment.  The  antisera 
were  treated  twice  with  each  antigen;  the  second  ad- 
sorption was  done  by  mixing  two  volumes  of  anti- 
serum with  one  volume  of  tissue  suspension  and  in- 
cubating the  mixture  at  room  temperature.  The  anti- 
erythrocyte and  antiorgan  antibodies  were  removed 
sufficiently  by  the  second  adsorption  with  each  type 
of  antigen. 

Agglutination  of  antibody-sensitized  latex  particles: 
Latex  balls*  were  sensitized  by  adsorption  of  the  puri- 
fied antiserum  upon  the  particles  in  the  following 
manner.  The  antiserum,  containing  approximately 
1,800  mg./lOO  ml.  of  total  proteins,  was  diluted  with 

*Hytex  polystyrene  latex,  approximately  0.328  microns  dia- 
meter, Hyland  Laboratories,  Los  Angeles,  Calif. 
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five  volumes  of  0.01  percent  glycine-saline  buffer  con- 
taining 0.01  percent  Tween  80  at  pH  8.2.  To  this  di- 
luted serum,  one  volume  of  a 5 percent  suspension  of 
Hytex  particles  in  glycine-saline  buffer  was  added.  The 
sensitized  latex  suspension  was  then  diluted  in  gly- 
cine-saline buffer  until  the  balls  showed  the  greatest 
stability  and  sensitivity  with  known  cancerous  DNA-P 
extracts.  This  varied  from  batch  to  batch  depending  on 
the  antiserum  used,  but  usually  this  ranged  around 
1:10  with  our  reagents.  The  sensitized  latex  prepared 
in  this  manner  was  found  to  be  stable  for  more  than 
one  month  when  stored  at  4°  C. 

The  tests  were  performed  by  mixing  0.03  ml.  of  the 
antiserum-sensitized  latex  suspension  with  an  equal 
quantity  of  DNA-P  extracted  from  the  tissue  to  be 
tested  on  a glass  flat-bottomed  well  slide.  The  mix- 
ture was  agitated  for  three  minutes  on  a slide  shaker 
at  190  r.p.m.,  The  slides  were  examined  for  clumping 
of  the  latex  particles  by  means  of  the  unaided  eye 
and  by  the  low-powered  microscope.  Positive  aggluti- 
nation of  the  latex  was  easily  seen  by  gross  exami- 
nation within  one  minute  after  removal  of  the  slide 
from  the  shaker. 

The  DNA-P  was  obtained  by  homogenizing  the  tis- 
sue from  which  it  was  to  be  extracted  in  a Waring 
blender  or  Virtis  homogenizer  after  removing  necrotic 
and  connective  tissues.  The  tissue  homogenates  were 
centrifuge-washed  at  least  four  times  with  sterile  dis- 
tilled water  until  the  supernatants  were  free  of  blood, 
fats,  and  necrotic  material.  After  these  treatments, 
the  tissue  sediment  was  suspended  in  one  volume  of 
saline  to  remove  saline  soluble  material,  and  the  par- 
ticles were  recovered  by  centrifugation  before  a final 
wash  using  glycine-buffered  0.9  percent  saline.  The 
supernatants  from  these  washings  were  discarded. 
The  final  extraction  for  the  DNA-P  was  made  with 
equal  volumes  of  glycine-saline  buffer  and  washed  tis- 
sue homogenate  at  pH  8.3  for  48  hours  at  4°  C.  The 
tissue  fragments  were  removed  by  centrifugation  and 
the  supernatant  which  contained  the  DNA-P  extract 
was  used  in  the  tests  with  the  sensitized  latex. 

Tagging  of  antibodies  with  fluorescein  isothiocya- 


nate: Two  large  cancers,  Ewing’s  sarcoma  of  the  left 
humerus  metastatic  to  the  right  lung  and  an  adeno- 
carcinoma of  the  colon,  were  obtained  and  used  to 
make  sufficient  DNA-P  extracts  for  immunization  and 
testing.  The  resultant  antisera  were  purified  by  ad- 
sorption with  normal  tissues.  The  preparation  of  the 
DNA-P  was  carried  on  in  the  cold  room,  or  when  that 
was  not  possible,  activities  were  performed  at  room 
temperature  rapidly,  keeping  the  material  as  cold  as 
possible. 

The  rabbit  antibody  globulins  were  precipitated  by 
an  equal  volume  of  saturated  ammonium  sulfate  (542 
gm. /liter)  after  the  nonspecific  and  antiorgan  anti- 
bodies had  been  removed  by  adsorption  with  noncan- 
cerous  tissue  particles.  These  were  redissolved  and  re- 
precipitated to  clear  out  impurities  and  hemoglobin. 
The  resultant  sediment  was  redissolved  in  half  the 
original  volume  using  saline,  and  dialyzed  against 
distilled  water  for  24  hours  to  remove  the  sulfate. 
The  tagging  of  the  globulin  fraction  was  done  accord- 
irrg  to  the  method  described  by  Cherry  and  others. 6 
The  protein  concentration  was  adjusted  to  1 percent 
with  saline,  and  approximately  10  percent  by  volume 
of  0.5  M.  carbonate-bicarbonate  buffer  (pH  9.0)  was 
added.  The  solution  was  chilled  in  an  ice  bath,  and 
with  the  aid  of  a magnetic  stirring  device,  0.05  mg.  of 
fluorescein  isothiocyanate  powder  per  milligram  of 
protein  was  mixed  with  the  solution  and  kept  in  con- 
stant agitation  for  12-18  hours  at  2-4°  C.  The  treated 
globulins  were  dialyzed  against  0.85  saline  in  the  cold 
for  36-48  hours  or  until  the  dialysate  no  longer  fluo- 
resced in  ultraviolet  light.  (Dowex  anion  exchange 
resin  may  also  be  used  to  remove  the  last  traces  of 
unconjugated  dye  from  the  solution.)  The  conjugated 
globulins  were  then  cleared  by  centrifugation  and 
preserved  with  1:10,000  merthiolate.  A counterstain 
of  1/20  dilution  of  bovine  albumin-rhodamine  was 
added  to  the  serum  before  use. 

Application  of  the  fluorescein-tagged  anti-DNA-P  as 
a tissue  stain:  The  34  tissue  slides  tested  were  frozen 
sections  from  fresh  human  cancerous  and  normal 
tissues.  The  sections  were  4-6  n thick.  The  slides  were 
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fixed  with  a solution  of  2 percent  potassium  dichro- 
mate containing  1 ml.  of  fresh  formalin  per  100  ml. 
of  solution.  Fixation  was  carried  out  overnight.  The 
slides  were  washed  in  running  tap  water  for  two  and 
a half  hours  and  then  treated  for  one  hour  with  a pH 
7.3  phosphate  saline  buffer.  The  tissue  sections  were 
air  dried  and  covered  with  the  conjugated  antibody 
globulins  for  45  minutes,  then  rinsed  in  three 
changes  of  saline,  allowing  two  minutes  for  each 
rinse.  The  fourth  rinse  was  done  in  buffered  saline  for 
eight  minutes.  The  fluorescence  obtained  by  this  di- 
rect stain  could  be  enhanced  by  covering  the  directly 
stained  tissue  with  fluorescein  isothiocyanate-tagged 
goat  anti-rabbit  globulins  for  35  minutes.  The  slides 
were  washed  three  times  with  saline  to  remove  the 
excess  antirabbit  serum,  and  finally  buffered.  The 
stained  sections  were  air  dried  before  a drop  of  non- 
fluorescent  mounting  fluid  (pH  7.0  glycerine)  was 
placed  on  the  tissue  and  a coverslip  fixed  in  place. 

The  prepared  specimens  were  scanned  with  the  low 
power  of  the  Leitz  ultraviolet  microscope  using  a dark 
field  condenser  with  an  LA-HBO-200  mercury  arc  lamp 
light  source  which  emits  ultraviolet  light  in  the  range 
of  3,660  A.  An  exciter  filter,  UG-1,  2 mm.  thick  and 
an  ultraviolet  absorbing  filter  of  the  barrier  W-15  type, 
were  used. 

Results:  Agglutination  of  homogenized  tissue  particles 


Unadsorbed 
Antigens  Antiserum 

Absorbed  with 
Human  RBC 

Absorbed  with  RBC 
and  Human  Liver 
Parenchyma 

Red  blood  cells 

1:8 

0 

0 

Homogenized  normal 
liver  parenchyma: 
Whole  nuclei 

1:4 

1:4 

0 

Fragmented  nuclei 

1:4 

1:4 

0 

Endoplasmic 

reticulum 

1:4 

1:4 

0 

Homogenized  adenocarcinoma 
of  liver 

Whole  nuclei  1:8 

1:8 

1:4 

Fragmented  nuclei 

1:8 

1:8 

1:2 

Endoplasmic 

reticulum 

1:4 

1:4 

0 

Table  1.  Agglutination  titers  of  homogenized 
human  tissues  using  rabbit  antihepatoma  (liver 
cell  carcinoma)  antihepatoma  DNA-P. 


or  whole  human  erythrocytes  by  the  rabbit  antihepa- 
toma DNA-P  usually  demonstrated  low  titers  as  seen 
in  Table  1.  When  the  sera  were  absorbed  with  pooled 
human  blood  cells,  they  lost  their  agglutinins  for 
erythrocytes  but  little  if  any  changes  were  observed  in 
the  anti-liver  titers.  When  the  erythrocyte-absorbed 
serum  was  then  treated  with  homogenized  normal 
liver  parenchyma,  the  anti-normal  liver  reaction  was 
removed,  leaving  behind  the  anticancer  reaction.  It 
should  be  noted  that  the  antibody  reacted  with  the 
nuclei  from  an  adenocarcinoma  but  not  with  the 
endoplasmic  reticulum  nor  mitochondria  of  either 
the  normal  or  carcinomatous  livers. 

When  this  antihepatoma  serum  was  used  to  sensi- 
tize latex  particles,  additional  data  showing  the 
specificity  of  this  antiserum  for  cancerous  tissues 
were  obtained.  There  was  an  optimal  proportion  need- 
ed for  the  best  reactions  between  the  latex-adsorbed 
antibody  and  the  protein  concentration  of  each  of  the 
DNA-P  extracts  shown  in  Table  2.  The  best  reactions 
occurred  with  DNA-P  complexes  having  protein  con- 
centrations between  0.03  and  0.0075  mg./lOO  ml. 
Those  extracts  having  concentrations  of  0.05  mg./ 
100  ml.  or  more,  and  those  having  less  than  0.007 
mg. /1 00  ml.  gave  weak  or  negative  results. 

Control  studies  with  the  sensitized  polystyrene 
latex  particles  against  seven  noncancerous  livers 
failed  to  produce  clumping.  Negative  results  were  also 
obtained  with  a normal  kidney  and  a normal  spleen. 


Source  of  DNA-P  Test  Antigens 

Antihepatoma 

No.  Cases 

Normal  liver 

neg. 

7 

Normal  kidney 

neg. 

1 

Normal  spleen 

neg. 

1 

Hepatoma,  liver 

Liver  (adenocarcinoma  of  colon 

pos. 

1 

metastatic  to  liver) 

pos. 

1 

Duct  cell  carcinoma,  breast 

pos. 

2 

Sympathicoblastoma,  liver 

neg. 

1 

Clear-cell  adenocarcinoma,  kidney 

neg. 

1 

Granulocytic  leukemia,  liver  and  spleen 

pos. 

1 

Acute  lymphocytic  leukemia,  liver 

neg. 

1 

Total 

17 

Table  2.  Agglutination  of  polystyrene  latex 
particles  sensitized  with  rabbit  anti-DNA- 
bound  proteins  of  hepatoma. 
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The  failure  to  clump  the  sensitized  latex  indicated  that 
the  antisera  did  not  have  demonstrable  anti-human 
or  anti-tissue  reactivity.  However,  when  the  sensitized 
latex  was  mixed  with  the  homologous  cancerous  liver 
DNA-P  extract,  strong  agglutination  occurred.  Good 
reactions  also  occurred  with  a case  of  adenocarci- 
noma of  the  colon  metastatic  to  the  liver  and  with 
two  cases  of  breast  duct  cell  carcinoma.  It  is  signifi- 
cant that  the  sensitized  latex  failed  to  agglutinate  in 
the  presence  of  an  extract  prepared  from  a sympath- 
icoblastoma  of  the  liver  and  one  prepared  from  a 
clear-cell  adenocarcinoma  of  the  kidney. 

When  the  particles  were  tested  with  liver  and 
spleen  DNA-P  obtained  from  a patient  with  acute 
granulocytic  leukemia,  clumping  occurred.  However, 
the  liver  of  a patient  who  died  of  acute  lymphocytic 
leukemia  failed  to  yield  an  extract  that  clumped  the 
antihepatoma-sensitized  latex.  In  both  cases  of  leu- 


Anti-DNA-P  of 

Anti-DNA-P  of 

Ewing's  Sarcoma 

Adenocarcinoma  of 

Human  Tissue 

1:128 

Colon  1:128  No, 

Normal  tissue: 


Colon 

neg. 

neg. 

5 

Liver 

neg. 

neg. 

4 

Appendix 

neg. 

neg. 

1 

Diverticulitis 

neg. 

neg. 

1 

Undifferentiated  carcinoma 

metastatic  to  rib 

neg. 

neg. 

1 

Cirrhosis  of  liver 

neg. 

neg. 

1 

Ulcerative  colitis 

pos. 

pos. 

1 

Adenocarcinomas: 

Colon  metastatic  to  ovary 

pos. 

pos. 

2 

Colon  metastatic  to  liver 

pos. 

pos. 

1 

Colon 

pos. 

pos. 

8 

Liver 

pos. 

pos. 

1 

Prostate 

pos. 

pos. 

1 

Ewing's  sarcoma 

pos. 

pos. 

1 

Sarcoma,  small  bowel 

pos. 

pos. 

1 

Duct  cell  carcinoma,  breast 

pos. 

pos. 

3 

Epidermoid  carcinoma,  lung 

pos. 

pos. 

1 

Acute  lymphocytic  leukemia. 

liver 

pos. 

pos. 

1 

Total 

34 

The  above  antisera  were  prepared  in  rabbits  with  the  extracted 
DNA-bound  proteins  from  a Ewing's  sarcoma  and  an  adenocar- 
cinoma of  the  colon.  Antisera  were  purified  by  adsorption  with 
human  red  cells,  normal  colon,  liver,  kidney  and  spleen  (dye  used 
was  fluorescein  isothiocyanate  with  rhodamine  counterstain.) 

Table  3.  Use  of  purified  fluorescent-tagged 
rabbit  anti-cancer  sera  as  tissue  staining  agents. 


kemia,  various  drugs  such  as  steroids  and  cytotoxic 
compounds  had  been  used  in  treatment. 

Immunofluorescence  was  the  third  method  used 
for  the  demonstration  of  anti-cancer  specificity  of  the 
rabbit  antibodies.  Fluorescent  dye  tagging  of  the  anti- 
cancer globulins  was  done  so  that  this  conjugate 
could  be  employed  as  a tissue  section  stain.  Two  anti- 
sera, each  having  a fluorescent  antibody  titer  of 
1:128,  were  prepared  from  rabbits  immunized  against 
the  DNA-P  isolated  from  a Ewing’s  sarcoma  and  that 
obtained  from  an  adenocarcinoma  of  the  colon. 

Table  3 shows  the  results  of  using  these  fluores- 
cent tagged  antisera  to  stain  34  tissues  which  were 
observed  under  the  ultraviolet  microscope.  Ten  non- 
cancerous,  normal-appearing  tissues  showed  no  fluo- 
rescence with  these  tagged  antisera.  This  lack  of  reac- 
tion with  histologically  normal  liver,  colon,  and  appen- 
dix demonstrated  that  the  antisera  were  free  of  non- 
specific activity.  The  tissue  sections  from  a patient 
with  diverticulitis  were  also  negative  as  were  the  sec- 
tions of  cirrhotic  liver.  In  addition,  a specimen  from 
an  undifferentiated  carcinoma  that  metastasized  to 
the  rib  showed  no  fluorescence  with  either  antiserum. 
In  the  single  case  of  long-standing  ulcerative  colitis, 
tissue  sections  showed  areas  of  fluorescence  involv- 
ing only  small  granules  within  the  nuclei  of  the  cells 
when  this  tissue  was  stained  with  either  of  the  tagged 
anti-cancer  reagents.  In  the  20  tissues  having  a histo- 
logical diagnosis  of  cancer,  19  gave  good  fluorescence 
within  the  nuclei  of  the  cancer  cells  involved.  Neither 
the  cytoplasm  nor  cell  wall  fluoresced  although  the 
nuclear  walls  showed  a low  level  of  fluorescence.  In- 
tranuclear granules  of  varying  sizes  showed  bright 
yellow-green  fluorescence.  A diffuse  but  weak  fluo- 
rescent green  background  was  also  present.  In  some 
tissues,  these  fluorescent  bodies  in  the  nucleus  ap- 
peared elongated  and  resembled  parts  of  individual 
chromosomes. 

Discussion:  The  immunization  of  rabbits  with  cancer 
nuclei  and  DNA-P  led  to  the  production  of  a mixture 
of  antibodies  in  the  rabbit.  These  crude  sera  reacted 
with  human  erythrocytes  and  homogenized  normal 
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tissue  particles  as  well  as  those  prepared  from  can- 
cer cells.  These  nonspecific  and  antiorgan  antibodies 
could  be  removed  by  adsorption  with  normal  pooled 
human  erythrocytes  and  tissue  homogenates  prepared 
from  normal  kidney,  lung,  colon,  and  liver.  The  ad- 
sorbed antisera  retained  antibodies  that  would  ag- 
glutinate the  suspensions  of  nuclei  prepared  from 
certain  cancers,  and  could  be  tagged  with  fluorescent 
dyes  for  use  as  tissue  staining  agents.  It  is  of  inter- 
est to  note  that  at  no  time  during  the  immunization 
procedure  were  nodules  or  tissue  proliferations  ob- 
served at  the  site  of  inoculations  in  the  rabbits.  This 
study,  however,  did  not  involve  attempts  at  transmis- 
sion of  cancers  in  these  animals. 

A study  of  the  various  cell  organelles  obtained  from 
the  tissues  (nuclei,  mitochondria  and  endoplasmic 
reticulum)  indicated  that  an  important  specific  anti- 
gen of  cancer  cells  was  a nuclear  DNA  bound  to  a 
protein  fraction.  This  antigen  could  be  destroyed  by 
treating  either  the  immunizing  agent  or  the  cell  to 
be  tested  with  deoxyribonuclease. i Ultraviolet  specto- 
graphic  absorption  demonstrated  that  repurified  ex- 
tracts of  the  antigenically  reactive  fraction  were  simi- 
lar to  that  reported  for  calf  thymus  DNA. 

Adsorption  of  the  anti-cancer  sera  with  cancer  tis- 
sues resulted  in  complete  removal  of  their  specificity 
for  the  nuclei  of  malignant  cells.  The  fact  that  the  anti- 
DNA-P  antibody  could  be  removed  by  adsorption  with 
cancer  tissue  homogenates  but  not  with  normal  tis- 
sues and  erythrocytes  lends  credence  to  the  concept 
that  these  antibodies  are  specific  for  cancer  cell  nu- 
clei. Also,  the  use  of  deoxyribonuclease  to  destroy 
the  DNA  moiety  involved  in  the  reactions,  especially 
the  removal  of  the  intranuclear  granules  of  adeno- 
carcinoma, adds  additional  evidence  as  to  the  nucleic 
acid  nature  of  the  antigen  involved.^  Lastly,  the  prep- 
aration of  DNA  containing  extracts  of  cancer  tissue 
for  the  immunization  of  animals  and  the  successful 
production  of  specific  antisera  for  certain  neoplastic 


tissues,  presents  further  significant  evidence  which 
shows  that  the  DNA-P  is  in  some  way  linked  to  can- 
cer specificity  and  the  antibodies  produced  are  not 
of  the  species,  organ  or  tissue  variety  encountered  by 
Gorer^  and  Hauschka.s  The  selectivity  of  the  fluores- 
cent dye-tagged  antibody  for  the  nuclei  of  the  neo- 
plasm involved  and  not  for  normal  tissue  or  diseased 
tissues  other  than  cancers  is  difficult  to  explain  except 
by  assuming  that  these  antibodies  are  specific  for  a 
DNA  moiety  closely  associated  with  certain  neo- 
plasms. The  normal  and  noncancerous  appearing 
areas  of  the  same  tissues  did  not  show  the  intranu- 
clear fluorescent  granules.  This  selectivity  was  demon- 
strable even  when  the  two  antisera  were  diluted  as 
much  as  128  times  before  their  use. 

When  malignant  tissues  were  treated  so  as  to 
damage  or  remove  the  DNA  moiety  within  the  nuclei, 
the  serological  reactions  were  difficult  to  demonstrate 
or  were  completely  negative.  Prolonged  storage  in 
formalin,  chromates,  mercuric  chloride  or  similar  tis- 
sue fixatives  also  led  to  loss  of  immunological  reac- 
tivity. It  was  consistently  observed  that  the  areas  of 
necrosis  within  a cancer  rarely,  if  ever,  showed  good 
serological  reactions  with  any  of  the  tests  described. 
These  observations  indicate  the  need  for  undamaged 
DNA-P  for  these  tests. 

The  antihepatoma  serum  (Table  2)  gave  cross- 
reactions with  other  cancers  such  as  breast  duct  cell 
carcinoma.  This  serum  also  gave  good  latex  aggluti- 
nation with  the  liver  and  spleen  DNA-P  obtained  from 
a patient  with  acute  granulocytic  leukemia,  but  no 
reaction  occurred  with  the  DNA-P  extract  of  the  liver 
of  a patient  with  acute  lymphatic  leukemia  when  the 
sensitized  latex  particles  were  used.  Our  previous  re- 
portsi  showed  a similar  cross-reaction,  even  though 
weak,  when  an  antimelanoma  serum  was  tested  for 
agglutination  with  the  tissue  particles  obtained  from 
a leukemic  spleen.  That  serum  gave  good  clumping 
with  tissue  particles  of  duct  cell  and  bronchogenic 
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carcinomas.  The  tagged  anti-Ewing’s  sarcoma  and  an- 
tiadenocarcinoma sera  in  the  present  study  also  gave 
cross-reactions  by  showing  good  staining  of  duct  cell 
carcinomas  of  the  breast,  the  various  adenocarcino- 
mas, the  epidermoid  carcinomas  of  the  lung,  the  sar- 
comas and  the  liver  obtained  from  a patient  with 
acute  lymphocytic  leukemia.  The  leukemia  patients  in 
this  study  had  received  prolonged  and  various  thera- 
pies such  as  massive  steroids,  6-mercaptopurine, 
Velban  and  radioactive  phosphorus.  The  changes  that 
such  mixed  therapy  cause  in  the  nuclear  structure  of 
the  involved  tissues  have  not  been  evaluated  and  it  is 
possible  that  these  drugs  could  have  induced  altera- 
tions that  resulted  in  cross-reactions  with  the  anti- 
DNA-P  of  cancers.  Whatever  the  explanation,  these 
cross-reactions  occurred  in  all  three  testing  meth- 
ods.i.  2,  3 

The  immunological  interrelationship  demonstrated 
with  the  antisera  in  Tables  2 and  3 did  not  seem  to 
follow  the  embryological  origin  of  the  abnormal  cells 
involved  in  the  tested  tissue  sections.  In  one  case 
of  long-standing  ulcerative  colitis,  the  anti-Ewing's 
sarcoma  gave  just  as  good  reactions  as  those  found 
with  the  tagged  antiadenocarcinoma  of  colon.  The 
positive  fluorescence  in  this  case  is  not  unexplain- 
able, as  some  patients  with  chronic  ulcerative  colitis 
do  develop  malignancy  and  this  finding  may  repre- 
sent an  early  detection  of  such  a development.  In 
the  single  case  of  undifferentiated  carcinoma  tested, 
no  fluorescence  was  observed.  We  have  seen  this  neg- 
ative reaction  with  other  cancers.2,  3 The  specificity  of 
the  anti-DNA-P  does  not  follow  the  classification  of 
cancers  by  tissue  morphology,  but  the  antibodies 
show  cross-reactions  that  indicate  antigenic  relation- 
ships among  the  DNA-P  moieties  of  certain  cancers. 

Since  the  DNA  contains  the  genetic  code  which  de- 
termines the  activity  of  the  cells,  the  immunological 
similarity  between  some  of  the  various  cancers  stud- 
ied raises  certain  questions  on  the  nature  of  such  ab- 


normalities. Neoplasms  have  been  attributed  to  vari- 
ous causes  such  as  radiation,  viruses,  carcinogenic 
chemicals  and  chronic  irritation.  It  is  possible  that 
these  etiologies  may  in  some  way,  under  certain  con- 
ditions, produce  abnormalities  of  the  nucleic  acids 
which  are  reproduced  with  each  succeeding  genera- 
tion of  cells  until  a clone  of  abnormal  cells  are 
formed.  This  change  in  DNA-P  could  cause  these  cells 
to  have  abnormal  function  or  metabolism  that  could 
lead  to  an  uncontrolled  growth  of  a neoplastic  na- 
ture. The  ability  to  differentiate  between  normal  and 
cancerous  DNA-P  of  humans  by  immunological  meth- 
ods offers  a key  to  the  problem  of  understanding  the 
neoplastic  process. 
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Indications:  ToUanW  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
Tofranil  was  added  to  the  regimen. 
Imipramine  may  block  the  pharma- 
cologic activity  of  guanethidine  and 
other  related  adrenergic  neuron- 
blocking agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  12  years 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  in 
schizophrenics  and  agitation  (includ- 
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ing  hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 
and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood 
pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
row depression  including  agranulocy- 
tosis, sensitization  and  skin  rash 
including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
on  sudden  discontinuation  after  pro- 
longed treatment  with  high  doses. 
Occasional  hormonal  effects  (im- 
potence, decreased  libido,  and  estro- 
genic effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
susceptible  patients  and  in  those 
using  anticholinergic  agents  (includ- 
ing antiparkinsonism  drugs). 
Outpatient  Adult  Dosage:  Initially, 

75  mg.  daily,  increased,  if  necessary. 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Ava//ab/7/fy.’ Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter.. .she’s  losing  a son. 
The  occasion  may  be  marred  by  de- 
pression with  such  symptoms  as  feelings 
of  sadness,  incapacity,  helplessness 
and  hopelessness. 

Tofranil  often  relieves  symptoms  of 
depression. 

As  maintenance  therapy  during  the  active 
phase  of  depression,  it  may  help  prevent 
relapse. 

The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.'s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  or  in  those  receiving  anticholi- 
nergics (including  antiparkinsonism 
agents),  thyroid  medication,  or  antihyper- 
tensive adrenergic  neuron-blocking 
agents:  and  in  those  in  their  first  trimester 
of  pregnancy,  the  special  precautions 
listed  in  the  prescribing  information 
should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require 
discontinuation  of  Tofranil  are  uncommon. 
However,  for  complete  details,  please 
refer  to  the  full  prescribing  information. 
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PROCAINAMIDE-INDUCED 


Case  Report:  After  three  months  of  pro- 
cainamide therapy,  the  patient’s  lupus 
erythematosus  cell  preparation  con- 
tained L.E.  cells,  although  he  had  few 
clinical  symptoms  of  the  disease.  Pro- 
cainamide was  stopped  and  steroid  ther- 
apy was  begun  immediately.  Physicians 
should  be  alert  to  the  possibility  of  L.E. 
phenomenon  as  a possible  side  effect  of 
procainamide  therapy. 


WARREN  H.  HUNT,  ill,  M.D. 

AMONG  DRUGS  which  are  known  to  produce  a lupus 
erythematosus-like  syndrome  are  hydralazines,  hy- 
dantoins,  trimethadione,  sulfonamides  and  procaina- 
mide. In  1962,  Laddi  reported  one  case  induced  by 
procainamide,  and  since  then  13  additional  cases 
have  been  reported. 2-5  In  view  of  the  widespread  use 
of  procainamide  and  the  insidious  development  of 
L.E.,  physicians  should  be  aware  of  this  possible  side 
effect. 

Case  Report:  A 77-year-old  white  man  was  seen  by 
his  family  physician  approximately  two  years  before 
lupus  erythematosus  developed.  At  that  time  he  had 
increasing  shortness  of  breath  and  ankle  edema;  digi- 
talis and  Naturetin  were  prescribed.  The  patient  had 
frequent  ventricular  premature  contractions,  and  his 
blood  pressure  was  130/80  mm.  of  mercury.  Subse- 
quently, frequent  episodes  of  bigeminy  occurred  in 
spite  of  Quinaglute,  digitalis,  Naturetin  and  occasion- 
al potassium  supplement.  Three  months  before  I saw 
him,  the  patient  began  taking  procainamide  to  con- 
trol his  frequent  ventricular  premature  contractions. 
At  that  time  his  blood  pressure  was  160/70  mm.  of 
mercury.  Premature  contractions  did  not  respond  well 
and  symptoms  of  congestive  heart  failure  continued. 

When  I first  saw  him,  he  said  that  he  had  had  sev- 
eral episodes  of  pulmonary  edema.  On  admission  to 
the  hospital,  his  blood  pressure  was  160/90  mm.  of 
mercury,  and  his  pulse  rate  was  92  per  minute.  His 
family  and  medical  histories  and  review  of  systems 
added  nothing  significant  to  information  about  his 
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present  illness.  His  heart  was  moderately  enlarged 
with  an  increased  precordial  heave,  sinus  rhythm  and 
occasional  ventricular  premature  contractions.  Bilat- 
eral ankle  edema  (1  + ) and  poor  dorsalis  pedis  pulsa- 
tions were  present.  There  were  no  other  positive 
physical  findings  at  this  time.  Chest  x-rays  showed 
left  ventricular  hypertrophy,  and  digitalis  effect  and 
left  ventricular  hypertrophy  were  apparent  on  the 
electrocardiogram.  Results  of  blood  count  and  urinaly- 
sis were  within  normal  limits;  there  was  no  albumin 
in  the  urine  and  specific  gravity  was  1.018.  Sedimen- 
tation rate  at  this  time  was  43  mm.  per  hour.  Re- 
sults of  an  L.E.  cell  preparation  test  and  a latex  fixa- 
tion test  were  positive. 

The  patient’s  Quinaglute  therapy  was  continued  but 
Decadron,  .75  mg.  four  times  a day,  was  added. 
One  month  later,  his  blood  pressure  was  160/90  mm. 
of  mercury,  and  he  felt  fairly  well.,  Approximately  two 
weeks  later,  he  developed  an  upper  respiratory  infec- 
tion with  temperature  up  to  102°  F.  The  condition  re- 
sponded slowly  to  antibiotic  therapy;  chest  x-rays 
showed  pneumonitis.  A repeat  L.E.  cell  test  was  nega- 
tive, and  maintenance  steroid  therapy  was  continued. 

Discussion:  In  previously  reported  cases  of  L.E.  phe- 
nomenon induced  by  procainamide,  the  symptoms 
generally  appeared  several  months  after  patients  be- 
gan taking  the  drug,  the  range  being  from  about  3 
weeks  to  22  months.  Most  of  the  patients  were  taking 
at  least  750  mg.  of  procainamide  daily,  and  my  pa- 


tient received  as  much  as  1 gm.  per  day.  The  major 
manifestations  of  L.E.  besides  the  typical  butterfly 
rash  are  arthralgia,  pleuritic  pain,  pulmonary  infiltra- 
tion, pericarditis,  other  skin  lesions,  renal  lesions,  fe- 
ver and  neuropsychiatric  disturbances. 

This  patient  had  an  upper  respiratory  infection 
which  may  have  obscured  the  classical  picture;  nev- 
ertheless, he  had  few  of  the  classical  clinical  symp- 
toms except  for  fever  and  possible  pulmonary  infiltra- 
tion. He  has  had  no  arthralgia,  pleuritic  pain,  nor  any 
of  the  typical  skin  lesions;  however,  in  his  case  a posi- 
tive L.E.  cell  test  prompted  immediate  initiation  of 
steroid  therapy. 

I had  another  patient  who  had  taken  procainamide 
for  two  months,  and  although  an  L.E.  cell  test  was 
negative,  some  activity  was  indicated  by  results  of 
the  L.E.  precipitation  test  and  nuclear  phagocytosis. 
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THE  VAGINAL  PROFILE 


WAYNE  F.  BADEN,  M.D.;  THOMAS  A.  WALKER,  M.D.;  and  JENE  H.  LINDSEY,  M.D. 


Review  Article:  A universal,  easily  re- 
corded, easily  referred  to  classification 
for  grading  of  vaginal  components  in  pa- 
tients with  gynecologic  problems  could 
greatly  enhance  the  sharing  of  accurate 
and  complete  information  that  would  fa- 
cilitate treatment.  Such  a classification 
system  is  proposed  by  the  authors  and 
should  result  in  appropriate  treatment, 
valid  reporting,  reliable  analysis,  and  im- 
proved therapeutic  results. 

DESCRIPTIONS  OF  vaginal  relaxations,  prolapse,  and 
chronic  perineal  laceration  often  have  been  vague  and 
ill  defined,  therefore,  a classification  which  correlates 
the  status  of  the  various  structural  components  of  the 
vagina  would  be  useful.  These  components  are  ure- 
thra, bladder,  uterus,  cul-de-sac,  rectum,  and  peri- 
neum. Their  corresponding  anatomic  variations  or  re- 
laxations, as  shown  in  Table  1,  are  urethrocele,  cysto- 
cele,  prolapse,  enterocele,  rectocele,  and  perineal 
laceration.  When  the  vagina  is  viewed  in  sagittal  sec- 
tion, the  components  compose  and  reveal  its  profile. 

We  suggest  an  easily  accomplished,  correlated  clas- 
sification for  grading  the  integrity  of  the  vaginal  com- 
ponents which  does  not  vary  from  patient  to  patient 
or  from  physician  to  physician. 

The  Vaginal  Profile:  While  the  patient  is  in  position 
for  vaginal  examination,  the  physician  inserts  a vagi- 
nal speculum,  pushing  the  urethra,  bladder,  uterus 
(cervical  stump  or  vaginal  vault),  cul-de-sac,  rectum. 


and  perineum  toward  their  normal  positions  and  then 
views  the  structures  (Fig.  1).  With  the  patient  strain- 
ing, the  physician  slowly  withdraws  the  speculum  and 
observes  the  vaginal  features.  Numerically,  he  grades 
the  status  of  each  vaginal  component  while  the  pa- 
tient continues  to  strain.  Gradations  are  made  from 
0 to  4,  normal  position  (normal  vaginal  contour)  to 
greatest  possible  abnormal  position  (Table  2).  When 
the  condition  of  each  consecutive  component  is  re- 
lated to  the  adjacent  and  to  all  other  components 
(one  after  another),  a six-digit  classification  numeri- 
cally outlines  any  combination  of  vaginal  variations 
or  relaxations  and  sketches  the  vaginal  profile.  Occa- 
sionally, accessory  measures  such  as  traction  on  the 
cervix  or  examination  of  the  patient  in  standing  posi- 
tion are  helpful. 

Numerous  adjunctive  studies  are  available  to  de- 
termine the  integrity  of  the  structural  components  of 
the  vagina;  and,  frequently,  cystourethrofluoroscopy, 
roentgenograms,  cystoscopy,  neurological  examina- 
tions, and  other  related  procedures  are  indicated.  The 
vaginal  profile  does  not  replace  these  additional  stud- 
ies. 

Discussion:  Relaxation  of  multiple  vaginal  compo- 
nents is  the  rule.  If  the  numerical  system  is  adapted 
to  grade  (from  0 to  4)  the  extent  of  the  anatomic 
variation  of  each  consecutive  component  (ascending 
along  the  anterior  wall,  evaluating  the  upper  vagina, 
and  descending  along  the  posterior  wall),  the  six-digit 
vaginal  profile  evolves  to  shorten  and  simplify  any  de- 
scription of  the  vagina  (Fig.  2).  The  vaginal  profile 
0-0 — 0-0 — 0-0  is  interchangeable  with  the  normal 
vagina.  The  asymptomatic  parous  vagina  usually  cor- 
responds to  1-1 — 1-0 — 1-1,  referring  consecutively  to 
urethrocele,  cystocele,  uterine  prolapse,  enterocele. 
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S > Symphysis  Pubis 
R - Rectum 
B - Bladder 
U - Dterus 


Fig.  1.  The  vaginal  profile  (schematic). 
Urethra,  bladder,  uterus,  cul-de-sac, 
rectum,  and  perineum  as  viewed  in  sagittal 
section,  depicting  the  components  of  vagina 
in  the  normal  (grade  0)  straining  position. 
Note  the  importance  of  the  hymenal  ring 
as  the  anatomic  landmark  for  (1 ) grade  2 
lesions  of  urethrocele,  cystocele, 
prolapse,  and  rectocele,  and  (2)  grade  4 
enterocele.  Also,  note  chronic  perineal 
lacerations  grades  1,2,3  (involving 
anal  sphincter)  and  grade  4 (involving 
rectal  mucosa). 


Type  of  Relaxation 

Definition 

ANTERIOR  VAGINA 

Urethrocele 

Protrusion  of  the  urethra  into  the  anterior  va- 
gina, toward  or  through  the  hymenal  ring 

Cystocele 

Protrusion  of  the  bladder  into  the  anterior  va- 
gina toward  or  through  the  hymenal  ring. 
Sometimes  subdivided  as  anterior  and  posterior. 

SUPERIOR  VAGINA 

Prolapse; 

Uterus 

Cervical  stump 
Vaginal  vault 

Descent  of  the  uterus,  cervical  stump,  or  va- 
ginal vault  toward  or  through  the  hymenal 
ring 

Enterocele; 

Posterior 

Herniation  of  the  peritoneal  pouch  between 
rectal  and  posterior  vaginal  walls 

Anterior  (rare) 

Herniation  of  the  peritoneal  pouch  between 
bladder  and  anterior  vaginal  walls 

POSTERIOR  VAGINA 

Rectocele 

Protrusion  of  the  rectum  into  the  posterior 
vagina  toward  or  through  the  hymenal  ring 

Chronic  perineal 
laceration 

Laceration  of  the  perineal  structures 

The  rectal  mucosa  may  be  involved 

Table  1.  Vaginal  relaxations. 

rectocele,  and  chronic  perineal  laceration.  Another 
example  is  2-2 — 1-1 — 3-3,  indicating  that  the  ante- 
rior vaginal  wall  (urethra  and  bladder)  approaches  the 
hymenal  ring,  the  uterus  descends  almost  halfway  to 
the  hymenal  ring,  a small  enterocele  is  present,  the 
rectum  protrudes  past  the  hymenal  ring,  and  the  en- 
tire perineum  and  anal  sphincter  are  lacerated.  An 
example  of  prolapse  would  be  vaginal  profile  3-3 — 3- 
0 — 3-1,  which  expresses  the  following;  urethra,  blad- 
der, and  uterus  are  nearly  halfway  past  the  hymenal 
ring;  enterocele  is  not  present,  but  the  rectum  pro- 
trudes halfway  past  the  hymenal  ring;  and  the  an- 
terior perineal  body  has  been  lacerated. 

With  practice  the  physician’s  "mind’s  eye”  readily 
relates  each  feature  to  the  others;  and,  with  minimal 
effort,  he  numerically  sketches  the  vaginal  profile. 
This  graded  correlated  classification  provides  more 


Vaginal  Relaxation  Grade  Extent  of  Variation 


Urethrocele,  cystocele,  0 

prolapse,  and  rectocele  1 


Posterior  enterocele  (an-  0 
terior  enterocele  occurs 
only  posthysterectomy. 
Classification  is  compar-  1 
able  to  that  of  posterior 
enterocele  except  herni- 
ation is  between  blad- 
der, urethra,  and  ante- 
rior vaginal  wall.) 


Chronic  perineal  laceration  0 


Normal 

Descent  of  the  component  from 
normal  to  one  half  of  distance 
toward  the  hymenal  ring 
Progression  from  grade  1 to- 
ward or  to  the  hymenal  ring 
Progression  from  grade  2 down- 
ward to  one  half  of  possible  des- 
cent through  the  hymenal  ring 
Progression  of  the  component 
from  grade  3 to  maximal  des- 
cent through  the  hymenal  ring 
Normal.  No  more  than  2 cm.  of 
cul-de-sac  peritoneum  between 
posterior  cervix  and  rectum 
Herniation  of  peritoneal  pouch 
between  rectal  and  vaginal  walls 
from  normal  to  one  fourth  of 
distance  toward  hymenal  ring 


Herniation  from  grade  1 to  one 
half  of  distance  toward  hymenal 
ring 

Herniation  from  grade  2 to  three 
fourths  of  distance  toward  hy- 
menal ring 

Herniation  from  grade  3 to  hy- 
menal ring 

Normal.  No  more  than  hymenal 
laceration 

Involvement  up  to  anterior  one 
half  of  perineal  body 
Involvement  from  grade  1 to  the 
entire  perineal  body  excluding 
the  anal  sphincter 
Involvement  from  grade  2 includ- 
ing the  anal  sphincter 
Involvement  from  grade  3 in- 
cluding rectal  mucosa 


Table  2.  The  vaginal  profile  — correlated 
classification.  Examinations  performed  with 
patient  straining. 


detailed  information  on  the  clinical  record  than  a 
painstaking  routine  notation  (See  Table  3). 

For  medical  record  librarians  to  be  concerned  with 
coding  asymptomatic  relaxations  (grade  0 to  1) 
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Profile  0-0 — 0-0 — 0-0 


Fig.  2.  Examples  of  numerically  sketched 
vaginal  profiles,  (a).  Profile  0-0 — 0-0 — 0-0, 
the  normal  vagina,  (b).  Profile  1-1 — 1-0 — 1-1, 
the  usual  asymptomatic  parous  vagina, 
referring  consecutively  to  urethrocele , grade  1; 
cystocele,  grade  1;  uterine  prolapse,  grade  1; 
enterocele,  grade  0;  rectocele,  grade  1;  and  Profne  i-i— i-o— i-i 
chronic  perineal  laceration,  grade  1. 

(c).  Profile  3-3 — 3-0 — 3-1 , prolapse,  expressing 
that  the  urethra,  bladder,  and  uterus  are 
nearly  halfway  past  the  hymenal  ring,  enterocele 
is  not  present,  but  the  rectum  protrudes 
halfway  past  the  hymenal  ring;  and  the  anterior 

perineal  body  has  been  lacerated.  Profile  3-3— 3-0— 3-1 


would  be  burdensome;  hence,  only  major  or  symp- 
tomatic processes  need  to  be  recorded  in  the  pa- 
tient’s diagnosis.  The  profile  2-3 — 2-0 — 1-1  should 
be  recorded  as  urethrocele,  grade  2;  cystocele,  grade 
3;  and  uterine  prolapse,  grade  2.  Coding  the  asymp- 
tomatic (grade  1)  rectocele  and  chronic  perineal 
laceration  is  unnecessary. 

When  the  older  degree  systems  are  compared  with 
the  graded  correlated  classification  of  vaginal  relaxa- 
tions, only  three  degrees  (first,  second,  third)  are  con- 
trasted with  four  grades.  The  term  “grade”  differen- 
tiates the  correlated  classification  from  all  other  sys- 
tems (Table  4).  The  primary  difference,  however,  is 
that  relaxations  of  the  first  degree  constitute  two 
grades  (relaxations  above  the  hymen).  Another  com- 
parison would  be  that  uterine  prolapse,  grade  4, 
would  equal  third  degree  prolapse  or  procidentia  un- 
der the  older  classification  systems. 

Most  gynecologic  problems  concern  vaginitis,  pel- 


Correlated  Classification 

Former  Routine  Notation 

Vagina: 

Vagina: 

Profile  1-2— 1-0— 1-2 

Moderate  anterior  vaginal  relaxation.  No 

prolapse  or  enterocele. 

Mild  rectal  pouch 

and  chronic  perineal 

laceration.  Anal 

sphincter  intact. 

Table  3.  Comparative  notations 

of  relaxa- 

tions  of  the  vagina. 

Correlated 

Degree 

Mild,  Moderate, 

Classification 

System 

Severe  System 

Grade  1 

1st 

Mild 

Grade  2 

1st 

Mild 

Grade  3 

2nd 

Moderate 

Grade  4 

3rd 

Severe 

Table  4.  Comparison  of  correlated  classifi- 
cation with  other  notation  systems. 


vie  infections,  abnormal  bleeding,  and  similar  mani- 
festations. Patients  with  these  problems  need  not 
have  their  vaginal  profile  sketched,  except  for  thor- 
oughness or  for  future  reference,  unless  severe  or 
symptomatic  processes  are  evident.  Perhaps,  the 
real  value  of  the  correlated  classification  is  in  accu- 
rate preoperative  and  postoperative  recording  of 
anatomic  and  symptomatic  variations  of  the  vaginal 
components  for  comparative  purposes.  Any  prospec- 
tive candidate  for  gynecologic  operation  should  have 
her  vaginal  components  graded.  The  vaginal  profile  is 
especially  important  in  patients  with  symptomatic  re- 
laxations or  asymptomatic  relaxations  which  may  re- 
quire future  treatment. 

The  annual  physical  examination  is  an  ideal  time 
for  sketching  the  vaginal  profile,  precisely  evaluating 
and  recording  the  extent  of  relaxation  of  the  various 
structures  for  comparison  over  the  years.  By  record- 
ing the  new  obstetrical  patient’s  vaginal  profile,  post- 
partum results  can  be  determined  accurately. 

Summary:  When  the  vagina  is  viewed  in  sagittal  sec- 
tion, its  contour,  the  vaginal  profile,  is  revealed.  By 
grading  (from  0 to  4)  the  severity  of  the  anatomic 
variations  (urethrocele,  cystocele,  prolapse,  entero- 
cele, rectocele,  and  chronic  perineal  laceration)  and 
relating  the  individual  components  to  each  other,  the 
vagina’s  features  can  be  recorded  in  numerical  con- 
figuration. This  interchange  of  meaningful  information 
concerning  the  vagina’s  contour  should  lead  to  defini- 
tive diagnosis.  Definitive  diagnosis  should  in  turn 
bring  about  appropriate  treatment,  valid  reporting,  re- 
liable analysis,  and  improved  therapeutic  results. 


The  authors,  Scott  and  White  Clinic,  Temple  76501. 


58 


TEXAS  MEDICINE 


Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS-headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS-most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARYSlNUS—headacheand 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek,  Pain  in  jaw  and  back 
teeth. 

ETHMOID  SI N U$“headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 


Source  of 
symptomatic 

relief 


SINUTAB 


ft 


? 


‘ hr 


Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure  (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions : Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HCl,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
(%  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HCl,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HCl,  and  10  mg.  phenyltoloxamine 

citrate.  *Subject  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 


WARN  ER  - CHILCOTT 


Morris  Plains,  N.J. 


Vacation  trip.... 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally- not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN*V  Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 
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TEXAS  MEDICINE 


DIAGNOSIS 


AND  MANAGEMENT 
OF  BURSITIS 


DONALD  L.  ROSE,  M.D. 

Clinical  Medicine:  Treatment  of  the  pain- 
ful shoulder  is  based  on  rest,  relief  of 
pain,  and  restoring  normal  function.  The 
anatomic  basis  for  this  symptom  com- 
plex as  well  as  its  diagnosis,  pathologic 
changes,  and  appropriate  therapy  are 
reviewed. 

INVOLVEMENT  OF  A BURSA  can  occur  as  an  isolated 
anatomic  and  clinical  entity  as  a result  of  infection, 
trauma,  or  as  a part  of  a general  collagen  disorder. 
Bursitis  of  this  type  is  uncommon. 

The  term,  bursitis,  as  employed  clinically,  em- 
braces traumatic,  degenerative,  and  inflammatory 
lesions  involving  tendons,  tendon  sheaths,  ligaments, 
the  several  structures  of  the  joint  capsule  including 
the  bursae,  and  especially  neurovascular  reflexes  or 
other  functional  reactions  to  pain. 

With  so  many  structures  involved  in  an  anatomic 
and  functional  sense,  it  is  obvious  that  there  is  no 
single  cause  for  bursitis.  This  multiplicity  of  involve- 
ments has  fostered  the  plethora  of  terms  attached  to 
the  condition:  adhesive  capsulitis,  periarthritis,  Du- 
play’s syndrome,  bursitis,  tendinitis,  frozen  shoulder, 
reflex  dystrophy,  bicipital  groove  syndrome,  and  cuff 


tears,  to  name  but  a few.  Herein,  bursitis  refers  to 
the  symptom  complex  of  the  painful  shoulder,  not 
to  primary  bursitis. 

Anatomic  Basis:  The  following  are  important  in  pro- 
viding the  setting  for  the  painful  shoulder: 

1.  The  musculature  activating  the  shoulder  joint 
includes  the  four  muscles  the  insertion  tendons  of 
which  comprise  the  rotator  cuff  (subscapularis,  su- 
praspinatus,  infraspinatus,  and  teres  minor),  the  del- 
toid, and  biceps. 

2.  The  motor  innervation  of  these  muscles  is  de- 
rived from  a common  cord  segment,  C-5,  although 
the  muscles  are  not  related  in  a functional  sense. 

3.  The  collagen  structures  include  the  aponeuroses 
of  the  insertion  tendons,  the  subacromial  and  sub- 
coracoid bursae,  the  subdeltoid  fascia,  and  other  fas- 
cial structures. 

4.  Afferent  innervation  of  the  collagen  tissue,  in- 
cluding the  tendons,  is  derived  from  the  muscle 
nerves  and  from  deep  and  superficial  subcutaneous 
nerves.  This  nerve  supply  not  only  subserves  the  sen- 
sation of  pain,  but  apparently  reflexly  inhibits  muscle 
function  under  certain  conditions.  The  suprascapular 
and  axillary  nerves  appear  to  be  the  principle  sources 
of  this  innervation. 

5.  Circulation  to  the  tendons,  rotator  cuff  aponeu- 
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rosis,  bursae,  and  fascia  is  conjoint:  one  limb  derives 
from  the  anterior  circumflex  branch  of  the  axillary 
artery,  the  other  from  the  suprascapular  and  sub- 
scapular arteries.  The  anastomosis  between  these  two 
limbs,  adequate  under  normal  circumstances,  be- 
comes critical  under  malfunction  of  autonomic  con- 
trol. 

6.  The  emotional  tolerance  of  the  individual  for 
pain. 

Diagnosis:  Trauma  with  tear  of  the  cuff  or  tendon  rup- 
ture: The  musculotendinous  rotator  cuff,  with  power- 
ful muscles  acting  through  long  lever  arms,  is  subject 
to  tears,  especially  from  sudden  force.  The  diagnosis 
is  usually  obvious;  there  is  a history  of  sudden  move- 
ment with  abrupt  pain  at  that  time,  then  a relatively 
pain-free  interval  followed  by  pain  recurrence  on 
movement  and  a progressive  loss  of  function.  Mus- 
cle tests  usually  reveal  the  specific  loss  in  the  sense 
of  weakness,  not  pain. 

Less  severe  trauma  may  not  produce  tears  but 
only  a sprain-like  reaction.  The  history  of  unusual 
force,  insidious  onset  of  pain  of  progressive  intensity, 
progressive  loss  of  function,  usually  a concomitant 
limitation  of  motion  due  to  contracture  of  the  fibrous 
tissue,  and  local  tenderness  to  pressure  and  move- 
ment are  usually  seen.  This  may  be  indistinguishable 
from  tendinitis;  it  is,  in  fact,  tendinitis  of  traumatic 
origin. 

Tendinitis:  Occasionally  the  onset  is  acute  but 
without  obvious  cause;  more  frequently,  the  patient 
has  gradual  awareness  that  certain  arm  activities 
cause  discomfort.  Usually  he  cannot  localize  the  dis- 
comfort at  first,  but  later  the  pain  is  localized  to  spe- 
cific points  on  the  rotator  cuff  attachments  on  the 
humerus.  Muscle  tests  reveal  pain  inhibition  on  appli- 
cation of  resistance  and  it  is  usually  possible  to  dis- 
tinguish the  specific  muscle  and  tendon  involved.  If 
the  pain  remains  present  only  during  movement,  the 


clinical  course  is  apt  to  be  bland,  and  pain  usually 
subsides  spontaneously.  If  hasty  or  unwary  move- 
ments cause  a more  explosive  paroxysm  of  pain, 
there  is  apt  to  be  progressive  limitation  of  motion, 
and  frozen  shoulder  may  result.  Calcific  deposits  in 
the  tendon  or  bursa  may  be  seen  on  roentgenograms 
which  otherwise  show  a local  area  of  rarefaction  at 
the  tendon  insertion  in  chronic  cases.  The  frozen 
shoulder  may  develop  rapidly  (72  hours),  slowly 
(months),  or  not  at  all. 

Degenerative  changes:  With  age,  changes  occur  in 
collagen  fibril  arrangement  and  composition.  Daily 
stress  may  further  weaken  the  structures,  and  grad- 
ually the  patient  becomes  unable  to  perform  normal 
activities  without  discomfort.  Because  the  changes 
are  slow,  adaptations  in  neurovascular  supply  can  oc- 
cur, and  clinically  many  of  these  patients  show  little 
more  than  mild  impairment  of  function..  Usually  limi- 
tation of  motion  is  slight  and  the  frozen  shoulder 
seldom  is  seen. 

The  major  clinical  problems  relate  to  the  tendinitis- 
trauma  group. 

Pathology:  This  article  deals  with  the  early  changes, 
which  are  still  reversible,  rather  than  the  late  changes 
(adhesions,  scarring,  calcareous  deposits)  which  are 
only  partly  reversible. 

The  process  usually  begins  with  a sprain-like  reac- 
tion in  the  fibrous  tissue  (tendon,  aponeurosis,  fascia, 
bursa)  which  has  several  coexistent  components: 
(1)  pain  inhibition  of  movement  patterns;  (2)  vascu- 
lar changes,  which  interfere  with  nutritional  require- 
ments of  tissue  which  normally  has  little  latitude  for 
circulatory  changes  and  also  result  in  loss  of  the  im- 
portant gliding  function  of  the  several  fascial  planes; 
and  (3)  trophic  changes  in  the  collagen  tissue  and 
tendons.  Once  initiated,  this  cycle  tends  to  be  self- 
perpetuating,  not  only  in  the  sense  of  muscle  splint- 
ing and  evidence  of  autonomic  dysfunction,  but  in 
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the  inhibition  of  movement  patterns  concerned  with 
normal  function. 

Treatment:  We  have  had  the  most  success  with  con- 
servative treatment  designed  to  provide  rest,  relieve 
pain,  and  restore  function.  These  objectives  are  not 
intended  to  be  restrictive  or  to  be  followed  rigidly, 
but  to  provide  guidelines  for  successful  treatment. 

Rest:  The  injured  part  is  not  immobilized,  but  its 
activity  is  reduced.  The  two  objectives  are  to  reduce 
the  pain  stimulus  feedback  into  the  nervous  system, 
and  to  provide  a better  physiological  basis  for  the  ex- 
ercises which  help  to  restore  function.  A sling  usually 
is  necessary,  partly  for  rest  per  se  and  partly  to  re- 
mind the  patient  of  the  need  for  rest. 

Pain  relief:  This  can  be  approached  in  three  ways: 

1.  Interruption  of,  or  decrease  in,  conduction  of 
pain  stimuli  can  be  accomplished  by  nerve  and  soft- 
tissue  blocks  with  local  anesthetics  and  by  the  use  of 
cold.  Axillary  and  suprascapular  nerve  blocks  with 
lidocaine-phenol  mixture  are  effective,  and  do  not  in- 
troduce further  trauma  into  an  already  irritated  and 
painful  area.  Neither  local  anesthetics  nor  cold  are 
definitive  steps,  except  in  the  sense  of  making  exer- 
cise tolerable.  The  latter  is  the  primary  objective. 

2.  Salicylates  and  propoxyphene  hydrochloride 
(Darvon)  are  the  basic  agents  for  blocking  pain  per- 
ception. Salicylates  are  taken  on  regular  schedule, 
with  propoxyphene  hydrochloride  as  needed.  Occa- 
sionally, one  of  the  codeine-containing  combinations 
is  needed  for  a short  time.  Narcotics  stronger  than 
codeine  are  not  used;  we  believe  that  if  pain  is  so  se- 
vere that  strong  opiates  are  required,  we  should  make 
a careful  reevaluation  of  both  the  patient  and  his  con- 
dition. Phenylbutazone  or  indomethacin  are  alterna- 
tive analgesic-anti-inflammatory  agents.  We  rarely 
use  steroids. 

3.  Overreaction  to  a stimulus  must  be  treated  as 


surely  as  the  stimulus  itself.  Many  “muscle  relaxants” 
are  available  to  modify  pain  reactions,  but  we  use 
only  two  drugs,  primarily  to  become  thoroughly  famil- 
iar with  them.  The  combination  of  meprobamate  and 
diphenhydramine  hydrochloride  (Benadryl)  seems  es- 
pecially helpful  in  painful  stimuli  arising  from  somatic 
sources.  Prochlorperazine  (Compazine)  or  promazine 
hydrochloride  (Sparine)  is  useful  for  pain  which  has 
strong  autonomic  reaction  features. 

Restoration  of  function:  Neither  rest  nor  pain  relief 
will  restore  function,  nor  will  the  following,  necessar- 
ily, unless  taken  in  proper  sequence. 

1.  Achievement  of  painless  range  of  motion  at  the 
glenohumeral  joint  is  an  essential  preliminary  to  ac- 
tive motion.  Properly  employed  Codman  exercises  are 
useful. 

2.  Achievement  of  a painless  active  range  of  mo- 
tion at  the  glenohumeral  joint  is  the  next  step.  Do 
these  movements  slowly  with  concentration  on  the 
function  to  be  achieved.  The  patient  must  make  a 
genuine  effort  to  suppress  pain  reaction.  Develop- 
ment of  active  control  over  the  movement  pattern  is 
the  important  objective. 

3.  When  present,  a tight  rotator  cuff  needs  to  be 
stretched.  There  are  several  methods  of  accomplish- 
ing this.  Manipulation  under  anesthesia,  if  skillfully 
performed,  and  if  the  patient  receives  meticulous  at- 
tention of  proper  duration  afterward,  is  sometimes 
dramatically  effective  in  the  final  restoration  of  range 
of  motion.  Otherwise,  manual  stretching  by  another 
individual,  with  particular  attention  to  stretching  in 
rotation,  or  by  the  patient,  with  wand  exercises  or  the 
shoulder  wheel,  is  employed. 

Dr.  Rose,  39th  and  Rainbow  Blvd.,  Kansas  City,  Kan. 
66103. 


Volume  64,  May,  1968 


65 


^•3?' 


••'■  ••-'•'•  ■'i'V  ' 

► ' 


Sifacss'skS'i  v-*»« 


K'j^' 

■I'l.iS.' 


iai 


wfiogoBS 
lor  ctiBcbiips? 

A vital  question.  For  if  early  diagnosis  and 
treatment  can  cure  cancer,  obviously 
regular  health  checkups  are  essential. 

In  a survey  conducted  for  the  Society,  we 
discovered  that  only  26  % of  those  questioned 
had  such  regular  checkups. 

But  90%  said,  ij  their  physicians  told  them 
to  do  so,  they  would  have  annual 


checkups.  This  confirmed  what  we  have  ' 
long  known— your  key  role,  doctor,  in  activating 
your  patients  in  good  health  practices. 

We  alert  the  public  with  facts  about  cancer. 

You  follow  through  by  urging  regular  checkups. 
A life-saving  combination. 


AMERICAN  CANCER  SOCIETY 


weariness 
without  cause” 


Psychic  tension 
with  depressive 
symptomatology? 

“For  weeks  I’ve  done 
practically  nothing  and 
I’m  always  tired.  I wake 
up  tired  and  I go  to  bed  tired.  It’s  really  absurd.’’ 
When  the  patient  complains  of  fatigue,  and  you  can 
find  no  organic  cause,  you  recognize  that  it  may  serve 
her  as  a means  of  avoiding  responsibilities  or  facing 
an  emotional  problem.  It  is,  in  effect,  a psychological 
retreat  behind  a somatic  cover  of  continuous  fatigue 
— one  of  the  many  depressive  symptoms  often  asso- 
ciated with  psychic  tension. 

She  needs  counsel  and  reassurance,  and  perhaps  a 
tranquilizer  to  attenuate  excessive  tension  and  help 
restore  the  capacity  to  cope.  As  an  aid  to  successful 
management,  consider  the  value  of  Valium®  (diaz- 
epam). As  psychic  tension  is  eased  by  Valium  therapy, 


secondary  depressive  symptoms  too  may  subside.The 
patient  feels  more  capable,  therefore  more  hopeful; 
better  able  to  handle  situations  of  intense  stress. 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in:  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis,  stiff-man  syndrome,  convulsive  disorders  (not 
for  sole  therapy). 

Contraindications:  Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage  of 
standard  anticonvulsant  medication;  abrupt  withdrawal  in  such 
cases  may  also  be  associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures.  Advise  patients  against  si- 
multaneous ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcoholics) 
under  careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  potential 
benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium,  such  as  phenothiazmes,  narcotics,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Employ  usual  pre- 
cautions in  the  severely  depressed  or  in  those  with  latent  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  mea- 

ki. 


sures  necessary.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  IVi  mg  once  or  twice  daily,  increasing  gradually  as 
needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimu- 
lation have  been  reported;  should  these  occur,  use  of  the  drug 
should  be  discontinued.  Because  of  isolated  reports  of  neutro- 
penia and  jaundice,  periodic  blood  counts  and  liver  function 
tests  are  advisable  during  long-term  therapy.  Minor  changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and 
after  therapy  and  are  of  no  known  significance. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders, 
2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or  debditated  patients:  2 to 
214  mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  2 14  mg  t.i.d.  or 

q.i.d.  initially,  increasing  as  needed 
..  and  tolerated  (not  for  use  under 

XvOCnG  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg,  and  10  mg; 
bottles  of  50,  100  and  500. 
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A diabetic  man,  age  60,  had  clinical 
symptoms  of  heart  failure  but  he  had 
not  shown  any  previous  signs  of  less 
severe  myocardial  impairment.  The  ini- 
tial congestive  heart  failure  did  not  re- 
spond well  to  usual  therapy,  and  the 
patient  died  five  days  after  admission. 

CLINICAL  PROTOCOL;  Ten  days  before  admission, 
this  60-year-old  white  salesman  began  to  feel  gradual 
onset  of  “heaviness  and  congestion’’  in  his  chest, 
orthopnea,  exertional  and  paroxysmal  nocturnal  dysp- 
nea, increased  abdominal  girth,  and  swelling  of  his 
legs.  Seven  days  before  admission  he  was  examined 
by  his  private  physician;  his  weight  was  158  lb.,  pulse 
96  regular  beats/minute,  and  blood  pressure  110/75 
mm.  of  mercury.  He  had  ventricular  gallop,  moderate 
edema  of  the  legs,  left  ventricular  hypertrophy  by 
electrocardiogram,  and  cardiomegaly  and  pulmonary 
vascular  congestion  on  chest  roentgenogram.  The 
blood  urea  nitrogen  (BUN)  concentration  was  33 
mg./lOO  cc.,  serum  creatinine  2.8  mg./lOO  cc.;  and 
serum  albumin  and  globulin,  4 gm./lOO  cc.  and  2.8 
gm./lOO  cc.,  respectively.  Digitalis  and  diuretics  were 
administered  with  some  relief  of  symptoms.  Because 
of  persistent  breathlessness,  however,  the  patient  was 
sent  to  Ben  Taub  General  Hospital  for  further  evalua- 
tion and  care. 

Four  years  before  admission,  Dymelor  therapy  was 
instituted  for  control  of  asymptomatic  diabetes  melli- 
tus.  Since  that  time,  daily  urine  tests  for  glucose  gave 


consistently  negative  results.  The  patient  admitted  to 
long-standing,  “heavy’’  alcoholic  ingestion,  a habit  he 
said  he  abandoned  two  years  before  admission.  He 
had  smoked  one-half  pack  of  cigarettes  a day  for 
many  years  but  denied  chest  pain,  hemoptysis,  hyper- 
tension, or  previous  cardiac,  renal,  gastrointestinal, 
or  neurologic  disorders.  He  had  never  been  hospital- 
ized previously. 

On  admission  the  patient  appeared  thin  and  elderly 
but  in  no  acute  distress.  Blood  pressure  was  120/70 
mm.  of  mercury;  pulse  rate,  90  regular  beats/minute; 
respirations,  20/minute;  oral  temperature,  100°  F.; 
and  weight,  147  lb.  He  had  microaneurysms  and 
hemorrhages  in  each  optic  fundus,  inspiratory  rales 
and  dullness  at  the  base  of  both  lungs,  diffuse  inspi- 
ratory and  expiratory  wheezes  bilaterally,  a point  of 
maximum  cardiac  impulse  2 cm.  lateral  to  the  mid- 
clavicular  line  in  the  sixth  intercostal  space,  a proto- 
diastolic ventricular  gallop  without  associated  thrills 
or  murmurs,  shifting  abdominal  dullness,  a soft,  mini- 
mally tender  hepatic  edge  5 cm.  below  the  right  costal 
margin,  a palpable  splenic  tip,  and  moderate  pretibial 
and  ankle  edema. 

The  hematocrit  value  was  35  percent  and  total 
leukocyte  count,  9,300/cu.  mm.  with  86  percent  poly- 
morphonuclear neutrophils,  11  percent  lymphocytes, 
and  3 percent  monocytes.  A film  of  the  peripheral 
blood  revealed  normochromic,  normocytic  erythro- 
cytes and  adequate  numbers  of  platelets.  Three  uri- 
nalyses demonstrated  proteinuria,  2-3-+-  (Bence 
Jones  negative),  specific  gravity  ranging  between 
1.014  and  1.017,  no  sugar,  and  from  10-15  to  0-1 
erythrocytes/high  power  field.  A 24-hour  urine  speci- 
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men  contained  7.0  gm.  of  protein.  Fasting  blood  sugar 
concentration  was  150  mg./lOO  cc.;  two-hour  post- 
prandial blood  sugar,  204  mg./lOO  cc.;  BUN  29  mg./ 
100  cc.;  serum  creatinine,  1.5  mg./lOO  cc.;  and  ser- 
um cholesterol,  189  mg./ 100  cc.  Values  for  serum 
electrolytes,  protein,  bilirubin,  protein-bound  iodine 
(PBI),  alkaline  phosphatase,  and  glutamic  oxaloacetic 
transaminase  (SCOT)  and  glutamic  pyruvic  transami- 
nase (SGPT)  activity  were  normal.  The  blood  Venereal 
Disease  Research  Laboratory  (VDRL)  test  for  syphilis 
was  nonreactive.  A stool  specimen  was  brown  and 
guaiac  negative.  Right  thoracentesis  on  the  night  of 
admission  yielded  clear,  yellow  fluid  with  a specific 
gravity  of  1.013,  a protein  content  of  1.1  gm./lOO  cc., 
and  184  cells/cu.mm.  (81  percent  erythrocytes  and 
19  percent  mononuclear  cells);  the  fluid  was  sterile 
on  routine  culture. 

Chest  roentgenograms  obtained  the  day  before 
(Fig.  1),  the  day  of,  and  two  days  after  admission 
(Fig.  2)  all  showed  cardiomegaly,  pulmonary  vascular 
congestion,  and  right  pleural  effusion.  The  radiologist 
also  suggested  the  possibility  of  pneumonia  or  tuber- 
culosis in  the  upper  lobes  and  carcinoma  in  the  left 
hilus.  A plain  abdominal  roentgenogram  showed  ex- 
tensive calcification  of  the  aorta  and  iliac  arteries. 
Serial  ECGs  indicated  left  ventricular  hypertrophy  and 
secondary  ST-T  wave  changes  (Fig.  3). 

The  patient’s  blood  pressure,  respiratory  rate,  tem- 
perature, and  pulse  rate  remained  within  normal 
limits.  Digitalis  and  diuretic  therapy  along  with  bed 
rest  resulted  in  a 41/2  lb.  weight  loss,  but  the  protodi- 
astolic ventricular  gallop  persisted.  Careful,  frequent 


examination  of  the  urinary  sediment  showed  no  blood 
cell  casts  or  oval  fat  bodies.  The  microhematuria 
progressively  cleared.  The  patient  remained  anorexic 
and  anxious  throughout  his  hospitalization.  He  died 
suddenly  and  unexpectedly  five  days  after  admission. 

Clinical  Discussion:  Dr.  Sang  Han:  The  initial  chest 
roentgenogram  (Fig.  1)  shows  cardiac  enlargement, 
infiltrates  around  both  hila,  and  bilateral  pleural  effu- 
sions. The  cardiac  border  is  not  clearly  seen  because 
of  infiltration  in  the  lungs  surrounding  the  heart.  The 


Fig.  1.  Chest  roentgenogram  taken  the  day 
before  admission. 
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Fig.  2.  Chest  roentgenogram  taken  two  days 
after  admission. 


aorta  is  normal,  and  there  is  no  definite  evidence  of 
a mass  in  the  mediastinum  or  lungs.  The  findings  are 
those  of  congestive  heart  failure. 

The  roentgenogram  obtained  two  days  after  admis- 
sion (Fig.  2)  shows  a decrease  in  the  amount  of 
pleural  effusion  on  the  right;  this  presumably  resulted 
fron  the  thoracentesis.  The  plain  abdominal  roent- 
genogram showed  extensive  calcification  in  the  aorta 
and  iliac  arteries:  the  kidney  shadows  were  within 
normal  limits. 

Dr.  G.  William  Curd:  The  ECG  (Fig.  3)  made  three 
days  after  the  onset  of  symptoms  showed  left  ven- 
tricular hypertrophy  and  was  the  same  as  subsequent 
tracings.  There  is  a normal  sinus  rhythm  with  normal 
P waves  and  P-R  interval.  Although  the  combined  am- 
plitude of  the  S wave  in  lead  or  V,  and  of  the 
R wave  in  lead  M-  or  Vg  is  less  than  30  mm.,  the 
combined  amplitude  of  the  R and  S waves  in  lead 
Vg  is  approximately  42  mm.  This  increased  voltage 
and  the  ST  and  T wave  abnormalities  are  indicative 
of  left  ventricular  hypertrophy.  Note  the  rather  small 


Fig.  3. 
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voltage  in  the  limb  and  lateral  precordial  leads,  and 
the  absence  of  other  abnormalities. 

Two  features  are  crucial  to  the  differential  diag- 
nosis. First,  the  patient's  initial  manifestations  were 
those  of  right  and  left  ventricular  failure  not  preceded 
by  fatigability  or  by  effort-induced  dyspnea.  Second, 
the  initial  episode  of  congestive  heart  failure  respond- 
ed poorly  to  digitalis  and  diuretic  therapy. 

The  rapid  progression  of  the  symptoms  of  heart 
failure  and  the  absence  of  preexistent  symptoms  of  a 
lesser  degree  of  impaired  myocardial  function  lead  me 
to  conclude  that  the  process  responsible  for  the  pa- 
tient's terminal  illness  either  began  or  reached  a criti- 
cal stage  with  suddenness.  On  admission,  the  ECG 
showed  evidence  of  left  ventricular  hypertrophy;  there- 
fore I would  conclude  also  that  for  some  time  a pre- 
existing disease  was  influencing  left  ventricular  func- 
tion. The  process  responsible  for  heart  failure  prob- 
ably was  a complication  of  this  disease  or  a related 
process. 

The  poor  response  to  therapy  has  several  etiological 
implications.  Perhaps  the  patient  did  not  have  conges- 
tive heart  failure.  Nevertheless,  the  effort-induced  and 
paroxysmal  nocturnal  dyspnea,  the  orthopnea,  basilar 
rales,  right  pleural  effusion,  prominent  ventricular  gal- 
lop rhythm,  tender  and  enlarged  liver,  ascites,  edema, 
and  radiographic  evidence  of  pulmonary  edema  are 
convincing  symptoms  of  right  and  left  ventricular  fail- 
ure. That  the  patient  did  not  take  the  prescribed  med- 
ication can  be  excluded,  because  he  received  it  under 
supervision  in  the  hospital.  The  poor  response  to  ther- 
apy could  mean  that  the  myocardium  was  so  severely 
diseased  that  it  could  not  respond,  or  that  non-myo- 
cardial  factors  prevented  a more  adequate  response. 
It  would  be  helpful  to  know  whether  the  manifesta- 
tions of  right  ventricular  failure  preceded,  were  con- 
current with,  or  followed  the  manifestations  of  left 
ventricular  failure. 

In  a 60-year-old  diabetic  man  with  retinal  micro- 
aneurysms and  calcification  in  his  abdominal  aorta, 
arteriosclerotic  coronary  artery  heart  disease  should 
be  the  prime  etiological  consideration  to  explain  the 
clinical  course  of  this  patient.  Indeed,  even  without 
conditions  associated  with  an  unusually  high  inci- 
dence of  coronary  artery  heart  disease,  sudden  con- 
gestive heart  failure  or  poorly  responsive  heart  failure 


should  suggest  myocardial  infarction.  “Silent"  or 
painless  myocardial  infarction  is  not  uncommon  and 
may  evidence  itself  initially  by  ventricular  failure.  It 
may  do  so  by  the  mechanism  of  papillary  muscle  dys- 
function, usually  associated  with  a murmur  and  dila- 
tation of  the  left  ventricle.  When  the  failure  results 
from  extensive  myocardial  damage,  ECG  evidence  is 
usually  present,  particularly  if  serial  ECGs  are  avail- 
able. Ventricular  aneurysm,  when  present,  may  con- 
tribute to  the  development  of  heart  failure.  Although 
radiographic  evidence  of  ventricular  aneurysm  is  not 
always  readily  apparent  on  routine  posteroanterior 
and  lateral  views  of  the  chest,  it  is  almost  invariably 
evident  on  the  ECG.  Extensive  subendocardial  infarc- 
tion is  rare,  but  may  produce  heart  failure  without 
murmurs.  Diffuse  ST  and  T wave  changes  may  or  may 
not  be  present.  The  usual  QRS  changes  indicating 
myocardial  necrosis  are  absent.  However,  there  may 
be  a generalized  reduction  in  voltage,  which  is  more 
evident  in  leads  more  distant  from  the  heart.  The 
small  voltage  in  the  limb  and  lateral  precordial  leads 
of  this  patient  are  consistent  with  this  diagnosis.  I 
anticipate  that  extensive  subendocardial  infarction 
would  present  with  more  rapidly  progressive  myocar- 
dial failure  than  this  patient  had,  with  more  striking 
evidence  of  low  cardiac  output  such  as  hypotension 
or  frank  shock,  and  with  a more  catastrophic  clinical 
course.  This  man  may  have  had  coronary  arterioscle- 
rosis, but  I think  his  terminal  illness  might  be  ex- 
plained more  readily  by  another  condition. 

Of  the  conditions  primarily  involving  myocardial 
function  which  should  be  considered,  I think  myo- 
carditis can  be  excluded  because  it  is  rare  in  this 
patient’s  age  group,  and  because  he  had  no  fever, 
leukocytosis  or  marked  cardiac  dilatation.  The  infiltra- 
tive disorders  of  the  heart  such  as  amyloidosis  and 
sarcoidosis  deserve  more  than  casual  consideration, 
particularly  in  view  of  the  hepatosplenomegaly  and 
evidence  of  renal  disease.  The  normal  levels  of  serum 
proteins  would  be  unusual,  and  the  rapid  progression 
of  symptoms  in  this  patient  is  the  major  feature  which 
is  inconsistent  with  these  diagnoses.  Idiopathic  car- 
diomyopathy should  be  considered,  but  the  absence 
of  evidence  of  a preexistent  lesser  degree  of  impaired 
myocardial  function,  the  rapid  progression,  and  the 
poor  response  to  therapy  of  the  initial  episode  of 
heart  failure  would  be  unusual. 


Volume  64,  May,  1968 


71 


I think  we  will  find  the  etiology  of  this  patient’s 
terminal  illness  among  the  disorders  which  affect 
myocardial  function  less  directly.  Valvular  disease  and 
major  extracardiac  and  intracardiac  shunts  can  be 
dismissed  from  serious  consideration,  though  not  be- 
cause of  the  absence  of  murmurs  alone.  Murmurs 
may  be  minimized  in  the  presence  of  severe  conges- 
tive heart  failure.  Their  absence,  when  combined  with 
the  lack  of  preceding  fatigability  or  exertional  dysp- 
nea, the  relatively  normal  size  and  configuration  of 
the  cardiac  silhouette,  and  the  ECG  changes,  makes 
these  disorders  highly  unlikely  etiologies  of  this  pa- 
tient's illness.  In  the  absence  of  the  foregoing  lesions, 
bacterial  endocarditis  is  considerably  reduced  as  a 
possibility  to  account  for  the  occurrence  of  poorly 
responsive  failure.  Also  the  absence  of  fever,  leuko- 
cytosis and  thromboembolic  phenomena  in  a rapidly 
progressive  clinical  course  further  reduces  its  likeli- 
hood in  this  patient. 

In  any  patient  with  sudden  heart  failure,  even  in- 
cluding left  ventricular  failure,  or  failure  poorly  respon- 
sive to  therapy,  pulmonary  embolus  should  be  con- 
sidered in  the  differential  diagnosis.  The  variable  man- 
ifestations and  clinical  course  of  pulmonary  embolus 
might  be  considered  a hallmark.  There  is  little  in  this 
patient’s  clinical  course  which  would  be  a major  in- 
consistency with  this  disorder.  The  absence  of  signifi- 
cant air  hunger,  tachycardia,  and  low  cardiac  output 
makes  me  think  that  this  is  not  the  diagnosis.  I would 
feel  more  comfortable  if  I had  knowledge  of  the  pul- 
monary valve  closure  sound,  of  the  jugular  venous 
pressure  and  pulse  contour,  and  of  the  character  of 
the  peripheral  arterial  pulse. 

The  sudden  onset  of  cardiac  failure  without  preex- 
istent fatigability  or  effort-induced  dyspnea,  the  rapid 
progression,  the  poor  response  to  the  usual  measures 
of  therapy,  the  prominent  ventricular  gallop  sound, 
and  the  low  voltage  in  the  ECG  suggest  subacute  car- 
diac tamponade.  In  this  patient,  the  pulmonary  infil- 
trate:i,  particularly  those  in  the  left  lung,  suggest  the 
possibility  of  carcinoma.  Pericardial  carcinomatosis 
with  effusion  producing  tamponade  is  uncommon,  but 
when  it  occurs,  the  heart  often  is  not  significantly  en- 


larged and  the  tamponade  may  be  subacute  rather 
than  acute. 

Dissecting  aneurysm  also  deserves  consideration. 
Painless  dissection  is  uncommon  but  not  rare.  Dis- 
section into  the  pericardial  sac  with  tamponade  is  not 
an  unusual  cause  of  death.  The  course  of  such  tam- 
ponade is  usually  fulminant  but  may  be  subacute.  In 
addition  to  rupture  into  the  pericardial  sac  and  re- 
entry into  the  aortic  lumen,  rupture  into  the  medias- 
tinum may  occur  with  extravasation  into  the  pleural 
spaces,  trachea,  esophagus  or  lung  parenchyma. 
Here,  too,  the  rupture  more  commonly  is  associated 
with  massive  hemorrhage.  Extravasation  into  the  lung 
parenchyma  may  produce  a bizarre  radiographic 
change.  Although  this  patient  unquestionably  had 
typical  roentgenographic  changes  of  pulmonary  ede- 
ma, the  infiltrate  in  the  left  lung  remained  unchanged 
despite  decrease  in  the  bronchovascular  markings 
and  improvement  of  the  patient’s  condition  otherwise. 
Further,  the  apparent  infiltrates  in  the  right  lung  in- 
creased in  both  size  and  number.  I think  these  chang- 
es were  more  consistent  with  extravasated  blood  than 
with  carcinoma  or  granulomatous  or  bacterial  pneu- 
monia. The  known  diabetes  mellitus  and  calcification 
of  the  distal  aorta  suggest  that  the  patient  had  sig- 
nificant atherosclerosis  which  would  predispose  to 
dissecting  aneurysm. 

Cardiac  tamponade  can  neither  be  diagnosed  nor 
excluded  without  specific  information  about  the  jugu- 
lar venous  pulse  pressure  and  contour,  the  volume 
and  character  of  the  peripheral  arterial  pulse  (specifi- 
cally the  presence  or  absence  of  pulsus  paradoxus), 
the  valve  closure  sounds,  and  the  character  of  the 
precordial  pulsations. 

The  patient  was  60  years  old,  had  been  diabetic 
for  at  least  four  years,  and  despite  apparent  control 
with  a sulfonylurea  agent,  had  microaneurysms.  I 
suspect  that  the  pathologist  will  show  us  Kimmelstiel- 
Wilson  changes  in  the  kidneys. 

I wonder  if  the  patient  had  associated  arterial  hy- 
pertension, even  though  we  are  informed  that  he  was 
not  known  to  be  hypertensive.  Arterial  hypertension. 
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if  present,  would  enhance  the  possibility  of  dissecting 
aneurysm  and  of  myocardial  infarction.  It  would  also 
explain  the  preexistent  left  ventricular  hypertrophy 
evidenced  on  the  ECG.  In  the  presence  of  an  apparent 
low  cardiac  output,  one  should  question  whether  the 
normotensive  levels  noted  in  this  patient  were  truly 
normotensive  or  relatively  hypotensive.  Knowledge  of 
the  character  of  the  arterial  pulse  might  clarify  this 
point. 

I would  conclude  that  the  sequence  of  events  in 
this  patient  was  diabetes  mellitus,  arteriosclerosis, 
possible  arterial  hypertension,  and  Kimmelstiel-Wilson 
changes  in  the  kidneys,  and  that  his  acute  clinical 
course  was  a complication  of  this  underlying  disorder. 
Although  the  identity  of  the  type  of  complication  is 
not  evident  from  the  information  available,  I would 
favor  dissecting  aneurysm  with  subacute  cardiac  tam- 
ponade and  extravasation  of  blood  into  the  mediasti- 
num and  lungs.  I cannot  exclude,  however,  pulmonary 
embolus  or  extensive  subendocardial  infarction. 

One  final  observation  concerns  the  patient’s  anxie- 
ty. We  know  nothing  of  his  basic  personality  struc- 
ture, but  if  it  was  normal,  the  anxiety  may  have  been 
a manifestation  of  his  disease.  When  people  manifest 
anxiety  discordant  with  their  basic  personality  or  the 
apparent  clinical  state,  the  anxiety  is  often  justified. 

Dr.  Herbert  L.  Fred:  In  view  of  the  edema,  the  un- 
responsiveness to  therapy,  and  the  red  blood  cells 
and  protein  in  the  urine,  the  house  staff  also  consid- 
ered acute  glomerulonephritis.  However,  with  the  dis- 
appearance of  the  red  blood  cells  and  failure  of  hy- 
pertension to  develop,  this  possibility  was  discarded. 
Dr.  Pruitt,  would  you  comment  on  the  difficulties  of 
diagnosing  myocardial  infarction  electrocardiographi- 
cally,  especially  the  subendocardial  variety? 

Dr.  Raymond  D.  Pruitt:  Like  so  many  technical  pro- 
cedures, the  ECG  is  of  greatest  usefulness  when  it 
displays  some  positive  finding.  Subendocardial  infarc- 
tion has  been  particularly  notorious  in  escaping  tech- 
nical alteration  in  the  ECG.i  This  is  believed  related 
to  the  nature  of  excitation  of  the  free  wall  of  the  left 
ventricle,  where  the  rapid  processes  of  excitation 
penetrate  probably  one-third  to  one-half  through  the 


free  wall  of  the  left  ventricle  almost  simultaneously 
and  therefore  set  up  vectors  which  are  mutually  neu- 
tralized. Destruction  in  the  subendocardial  layer,  there- 
fore, does  not  eliminate  any  force  normally  present  in 
the  ECG;  hence  there  is  the  failure  to  develop  pathog- 
nomonic Q deflections  or  notable  loss  of  R wave  vol- 
tage in  the  proximate  leads.  In  an  instance  of  this 
kind,  where  the  precordial  leads  show  large  voltages 
of  the  QRS  complexes  and  the  standard  limb  leads 
show  low  voltages,  there  is  again  a wide  range  of 
possible  explanations.  The  first  is  that  this  is  Just  a 
normal  variation  with  an  unusual  degree  of  projection 
of  forces  in  the  anterior-posterior  plane  and  reduction 
in  forces  in  the  frontal  plane.  The  degree  to  which  it 
occurs  here,  though,  is  usually  an  indication  of  some 
abnormality  in  excitation  of  the  myocardium  and  un- 
fortunately this  particular  change  includes  a wide 
range  of  abnormalities,  most  of  which  Dr.  Curd  has 
mentioned  in  his  differential  diagnosis. 

As  I said  in  the  beginning,  it  is  fine  to  have  an  ECG, 
but  in  cases  like  this  the  ECG  is  not  much  help  in 
separating  the  several  possibilities.  Dr.  Curd  has 
placed  proper  emphasis  on  the  abruptness  of  onset 
and  refractory  nature  of  this  patient’s  heart  failure. 

Dr.  Michel  E.  Kahil:  In  the  presence  of  congestive 
failure,  it  is  difficult  to  evaluate  proteinuria. 

Dr.  Fred:  This  is  an  excellent  point.  Amounts  of 
urinary  protein  exceeding  5 gm./24  hr.  can  result  from 
heart  failure  per  se.  In  today’s  patient,  however,  it 
would  be  difficult  to  exclude  concomitant  renal  dis- 
ease. 

Pathological  Findings:  Dr.  Erwin  R.  Rabin:  The  major 
disease  process  was  one  of  coronary  insufficiency  due 
to  severe  atherosclerosis.  There  were  no  occlusions 
but  the  coronary  arteries  were  "pipestem”;  all  major 
coronary  arteries  showed  marked  narrowing  of  about 
60  to  90  percent  of  the  lumen  (Fig.  4). 

The  heart  was  hypertrophied  and  dilated;  it  weighed 
440  gm.  The  anteroseptal  area  showed  an  8 by  5 cm., 
mottled,  yellow  and  red  subendocardial  discoloration. 
The  papillary  muscles  on  section  showed  necrosis 
characterized  by  yellow  discoloration. 
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Microscopically,  the  subendocardium  in  the  antero- 
septal  area  showed  necrosis  of  muscle  fibers  (Fig.  5) 
and  foci  of  beginning  organization.  Atrophy  of  muscle 
fibers  and  zones  of  fibrous  tissue  also  were  seen.  The 
subendocardial  infarct  was  about  two  weeks  old. 
There  were  foci  of  damage  in  the  myocardium  that 
were  older  than  two  weeks,  and  others  that  probably 
were  younger  than  two  weeks. 

The  liver  showed  passive  congestion.  The  kidneys 
contained  the  lesions  of  nodular  and  diffuse  glomer- 
ulosclerosis. The  lungs  were  normal  except  for  con- 
gestion, edema,  and  a small  granuloma  in  the  right 
upper  lobe. 

The  final  anatomic  diagnoses  were:  (1)  severe  athe- 
rosclerosis of  coronary  arteries,  aorta,  and  its  major 
branches:  (2)  subendocardial  infarct,  acute  and  or- 
ganizing, in  anteroseptal  wall  of  left  ventricle,  and  dif- 
fuse subendocardial  pallor  in  both  ventricles:  (3)  hy- 
drothorax (1,500  cc.  in  each  pleural  space):  (4)  pas- 
sive congestion  of  the  liver:  (5)  nodular  and  diffuse 
glomerulosclerosis  (diabetes  mellitus):  and  (6)  healed 
granuloma  in  lung  (histoplasmoma). 

Pirani  and  Schlichter^  described  a similar  case  in 
which  the  coronary  arteries  were  narrowed  without 
associated  occlusions.  As  in  the  present  case,  the  ECG 
showed  no  indication  of  a myocardial  infarction.  The 
authors  suggested  that  the  combination  of  coronary 
insufficiency  and  congestive  heart  failure  caused  the 
ischemic  lesion.  The  location  of  the  lesion  in  the  sub- 
endocardium may  be  explained  on  the  basis  of  evi- 
dence that  during  systole  the  tissue  pressure  is  great- 
er in  the  subendocardium  than  near  the  epicardial 
surface:  this  may  result  in  inadequate  perfusion  of 
the  endocardial  portion  of  the  heart. 

Dr.  Fred:  Two  additional  points  merit  comment.  The 
spleen  is  palpable  in  about  2 to  16  percent  of  pa- 
tients with  cardiac  failure,  especially  those  with  rheu- 
matic heart  disease.^.  4 Congestion  or  cardiac  cirrho- 
sis probably  causes  the  splenomegaly.  Finally,  the 
most  common  cause  of  death  in  diabetics  is  heart 
disease.-^ 
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Fig.  5.  Section  of  left  ventricle  shows  focus 
of  subendocardial  necrotic  muscle  fibers. 
The  overlying  cell  layer  extending  to  the 
endocardium  mostlv  appears  vacuolated. 
X 32. 


Fig.  4.  Large  branch  of  a coronary  artery 
shows  an  eccentric  plaque  of  fibrous  intimal 
thickening  severely  compromising  the  lu- 
men. X 32. 
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TEXAS  MEDICINE 


San  Angelo  Medical  & Surgical  Clinic 

111  East  Harris  Arenac 
Dial  2-6811 

SAN  ANGELO,  TEXAS 


Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C,S. 

General  Surgery: 

C.  A.  Kunath.  M.D.,  F.A.C.S. 

General  Practice: 

Wm.  Lacey  Snaith,  M.D. 


Obstetrics  and  Gynecology : 

Robert  G.  Bribes,  M.O.,  F.A.C.O.G. 

W.  H.  McCaw,  M-D.,  F.A.C.S.,  F.A.C.O.G. 


Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 
Robert  B.  Stell,  M.D. 


Adult  and  Pediatric  Cardiology: 
J.  L.  Read.  M.D. 


Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A.C.P. 
Eye,  Ear,  Nose  and  Throat: 

C.  S.  liiompson,  M.D.,  F.A.C.S. 
Administration : 

Fred  Wills 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D 
HARRY  F.  SPROAT,  M.D. 


^Ue  and 

Radium  GlUuc 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


Sfarlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 
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HOW  LONG? 


HOW  MUCH? 


These  are  basic  questions  when  considering  a 


Disability  Income  Insurance  Plan 


THE  TEXAS  MEDICAL  ASSOCIATION  "LONG-TERM"  GROUP  PLAN 


(Examples) 

Age  at 
beginning 
of  disability 

'^  1 2 3 4 5 


was  carefully  designed  to  provide  maximum  protection 
Examine  the  following  chart  carefully 

Maximum  Years  Sickness  Benefit  Payable 
6 7 8 9 10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29 


Maximum 
amount  payable 
based  on  $1000. 
per  month  under 
plan  No.  1 
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“3$360,0C 

$348,000. 

$336,000. 

$324,000. 

$312,000. 

$300,000. 

$288,000. 

$276,000. 

$264,000. 

$252,000. 

$240,000. 

$228,000. 

$216,000. 

$204,000. 

icU 

$192,000.  ' 

$180,000. 

$168,000.  • Lifetime  benefits  if  disability  is  due  to  ac- 

$156,000.  cident 

$144,000.  ^ nnn  ArriHf^ntal  npath  Rftnefits 

$132,000. 

$120,000.  • Dismemberment  Benefits 

$108,000  ^ 

^ vvcaivci  ui  uiciiMuiii  at  iiv^ 

$96,000 

$84,000  • All  disability  benefits  are  tax-free  dollars 

$72,000.  ^ „ , 

Mo 

w in  its  11th  year 

$60,000. 

$60,000.  • Low  Group  Rates 

ccn  nn/->  * Sponsored  and  approved  by  the  Texas 

$60,000.  Medical  Association 

$60,000. 

$60,000. 

$60,000. 

$60,000. 

This  is  the  only  disability  income  plan  sponsored  and  approved  by  the 
Texas  Medical  Association. 

Be  sure  this  is  the  plan  you  have,  or  purchase,  if  you  want  the  T.M.A.  plan. 

$48,000. 

$36,000. 

$24,000, 

ADMINISTERED  BY 

Charles  0.  Finley  & Company 


1905  N.  LAMAR  BLVD. 


AUSTIN,  TEXAS 


UNDERWRITTEN  BY 


Lumbermens  Mutual  Casualty  Co. 

CHICAGO,  ILLINOIS 
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TEXAS  MEDICINE 


ASSOCIATION  NEWS 


Action  in  1968  TMA  House  of  Delegates 
Includes  Five  Major  Policy  Considerations 


At  least  five  items  of  major  im- 
portance to  Texas  physicians  and 
their  patients  were  endorsed  by  the 
Texas  Medical  Association  House  of 
Delegates  meeting  in  Houston  in 
early  May.  They  include: 

1.  A positive  proposal  to  meet 
the  growing  need  for  more  physi- 
cians in  Texas. 

2.  A means  to  obtain  the  opin- 
ions of  Texas  physicians  on  whether 
Texas  abortion  laws  should  be  modi- 
fied. 

3.  A report  citing  improved  liai- 
son between  Texas  physicians  and 
Blue  Shield  of  Texas  and  progress 
in  separating  professional  fees  from 
hospital  bills. 

4.  A resolution  calling  for  con- 
tinued efforts  to  secure  uniform  di- 
rect billing  mechanisms  under  Med- 
icare and  Medicaid  (Titles  18  and 
19  of  the  Social  Security  Law.) 

5.  An  appeal  to  the  American 
Medical  Association  to  fully  activate 
its  Speakers  Bureau  to  provide  more 
effective  rebuttals  to  attacks  on  the 
private  practice  of  medicine. 

Medical  School  Expansion:  To  meet 
an  anticipated  need  for  many  more 
physicians  in  Texas,  the  House  of 
Delegates  adopted  a statement  for 
public  release  urgently  recommend- 
ing the  immediate  expansion  of  ex- 
isting medical  schools  in  Texas  and 
requesting  approval  this  year  of  a 
new  four-year  medical  school.  The 
delegates  further  advised  that  con- 
sideration should  be  given  to  the 
need  for  a second  new  school. 

The  statement  points  out  that 
the  ratio  of  physicians  to  patients  in 
Texas  is  ever  Vifidening,  that  there  is 
a vital  need  for  more  general  prac- 
titioners, for  more  physicians  to 
practice  family  medicine,  and  for 
more  physicians  to  practice  in  non- 
urban  areas. 

The  Texas  Legislature  and  the 
Coordinating  Board  of  the  Texas 
College  and  University  System  also 
will  be  sent  copies  of  the  statement. 

Abortion:  To  determine  the  attitudes 
of  Texas  physicians  on  modification 
of  present  Texas  abortion  laws,  the 


House  of  Delegates  approved  a poll 
of  the  entire  membership  of  the 
Texas  Medical  Association  on  the 
subject.  Ballots  are  to  be  mailed  to 
the  members  asking  whether  or  not 
they  favor  amending  the  present 
statute  on  abortion,  which  makes 
the  procedure  illegal  unless  it  is  ne- 
cessary to  save  the  mother’s  life 
and  is  performed  upon  medical  ad- 
vice. 

Should  members  favor  modifica- 
tion of  the  present  law,  they  will  be 
asked  for  their  attitudes  on  specific 
changes  that  have  been  proposed. 

Results  of  the  poll  would  then 
determine  the  Texas  Medical  Asso- 
ciation’s legislative  stand  on  abor- 
tion. 

Separation  of  Fees:  The  Board  of 
Councilors  reported  that  rapid  prog- 
ress has  recently  been  made  in  sep- 
arating professional  fees  for  path- 
ologists and  radiologists  from  hos- 
pital bills.  Successes  were  attributed 
to  a greatly  improved  climate  of  co- 
operation between  Blue  Shield  of 
Texas  and  the  Texas  Medical  Asso- 
ciation. The  medical  directors  for 
Blue  Shield  of  Texas,  Dr.  Doyle  Fer- 
guson and  Dr.  Ernest  Maxwell,  were 
commended  for  their  desire  to  ex- 
pedite the  conversion  of  Blue  Shield 
contracts  to  permit  separate  billing. 
Delegates  urged  continued  TMA  ef- 
forts to  encourage  conversion  of 
contracts. 

Direct  Biliing:  Likewise,  another 
House  resolution  stated  that  the  dif- 
ferent mechanisms  of  billing  which 
exist  under  Titles  18  and  19  (Medi- 
care and  Medicaid)  have  confused 
patients  and  physicians.  The  House 
called  for  continued  efforts  by  the 
Association’s  Special  Committee  on 
Title  19  to  secure  uniform  direct 
billing  for  Title  19.  The  AMA  House 
of  Delegates  will  be  requested  to 
take  similar  action. 

AMA  Sfieakers  Bureau:  Delegates 
also  adopted  a positive  proposal  to 
provide  more  effective  leadership 
for  the  private  practice  of  medicine; 
in  so  doing  they  endorsed  an  ap- 
peal to  the  American  Medical  Asso- 


ciation to  fully  activate  its  Speakers 
Bureau  and  to  select  speakers  of 
proven  ability  who  will  effectively 
support  the  private  practice  of  med- 
icine. 

The  official  Transactions  of  the 
House  of  Delegates  is  expected  to 
be  available  in  June. 

ART  EXHIBIT  AWARD 
GIVEN  AT  LUNCHEON 

Winners  of  the  First  Annual  Art 
Exhibition  held  in  conjunction  with 
the  Texas  Medical  Association  An- 
nual Session  were  announced  Fri- 
day, May  3,  at  the  General  Meet- 
ing Luncheon  in  Houston.  Art  works 
exhibited  were  those  of  physicians 
and  their  wives.  Dr.  Sheldon  M. 
Tucker  of  Houston  served  as  chair- 
man of  the  art  exhibit. 

A special  merit  award  was  made 
to  Dr.  Henry  Moore  of  Seguin  for 
his  paintings  and  graphics. 

Categorical  awards  were: 

Sculpture.  First  place,  Mrs.  Ed- 
win M.  Ory  of  Houston,  “Girl”;  sec- 
ond place.  Dr.  Melville  L.  Cody  of 
Houston,  “Eagle”;  third  place.  Dr, 
E.  B.  Mendel  of  Dallas,  “Harvest 
Maiden.” 

Oil  Paintings.  First,  Mrs.  Freder- 
ick Fink  of  Dallas,  “My  Ancestor’s 
Keepsakes”;  second.  Dr.  Sheldon 
M.  Tucker  of  Houston,  “Phillippe”; 
third,  Mrs.  George  E.  Bennack  of 
Raymondville,  “Out  of  the  Night”; 
honorable  mention.  Dr.  Dudley  W. 
Smith  of  Brownsville,  “Dunes  of 
South  Padre  Island,”  and  Mrs.  Jules 
W.  Vieaux  of  Dallas,  “Venetian  Mon- 
day.” 

Water  Color.  First,  Dr.  Leo  J. 
Peters,  Jr.,  of  Dallas,  “Bay's  Edge”; 
second,  Mrs.  Robert  H.  Thayer  of 
El  Paso,  “Trees”;  third,  Mrs.  Thom- 
as Glass,  Jr.,  of  San  Antonio,  “Mag- 
nolias.” 

Photography.  First,  Mrs.  John  P. 
McGovern  of  Houston,  “Shoreline”; 
second.  Dr.  Fred  W.  Shelton  of  Sher- 
man, “Vermilion  Lake,  Banff  Na- 
tional Park,  Canada”;  third.  Dr. 
Franz  Leidler  of  Houston,  “Mexico.” 
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SCIENTIFIC  EXHIBITS 
WINNERS  ANNOUNCED 

Three  Dallas  physicians  received 
the  Aesculapius  Award  for  the  most 
outstanding  scientific  exhibit  at  the 
Texas  Medical  Association’s  101st 
Annual  Session  in  Houston.  Winning 
the  award  for  the  exhibit,  “Perma- 
nent Transvenous  Pacemaker  for 
Heart  Block,"  were  Drs.  J.  Judson 
McNamara,  Harold  C.  Urschel,  Jr., 
and  Donald  L.  Paulson. 

The  award,  a certificate  and  $200 
cash  prize  sponsored  by  Mead  John- 
son Laboratories,  was  presented 
during  the  General  Meeting  Lunch- 
eon program  Friday. 

Other  exhibit  awards,  announced 
by  Dr.  Nathan  Cedars  of  Stephen- 
ville,  chairman  of  the  TMA  Commit- 
tee on  Scientific  Exhibits,  were: 

Group  1,  exhibit  without  grant  or 
assistance.  First  place,  “Surgical 
Treatment  of  Coronary  Artery  Dis- 
ease," Drs.  Paul  R.  Ellis,  Jr.,*  Ben 
F.  Mitchel,  and  Maurice  Adam,  all 
of  Dallas;  second  place,  “Myocard- 
ial Revascularization,”  Drs.  Harold 
C.  Urschel,  Jr.,  J.  Judson  McNa- 
mara, Donald  C.  Paulson,  Ervin  R. 
Miller,  and  Rudolph  M.  Flasdick,  ail 
of  Dallas:  third  place,  “Surgical 
Treatment  of  Localized  Arterioscler- 
osis,” Dr.  Maurice  Adam,  Dallas. 

Group  2,  exhibit  with  grant  or  as- 
sistance from  university,  hospital, 
government  agency,  or  nonprofit  or- 
ganization. First  place,  “Undifferen- 
tiated Carcinoma  of  the  Thyroid 
Gland,”  Drs.  C.  Stratton  Hill,  Jr.,  R. 
Lee  Clark,  Michael  L.  Ibanez,  The 
University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  Hous- 
ton; second  place,  “Surgical  Ther- 
apy of  Thoracic  Aortic  Aneurysms,” 
Dr.  Arthur  C.  Beall,  Jr.,  Baylor  Uni- 
versity College  of  Medicine,  Hous- 
ton; third  place,  “Re-establishing 
Patency  of  the  Lacrimal  Drainage 
System  — Recommended  Tech- 
niques,” Dr.  Everett  R.  Veirs,  Scott 
and  White  Clinic,  Temple. 

Group  3,  exhibit  with  grant  or  as- 
sistance from  a pharmaceutical  or 
other  commercial  enterprise.  First 
place,  “Subcutaneous  Mastectomy 
and  Reconstruction,”  Dr.  Simon 
Fredricks,  Baylor  University  College 
of  Medicine,  Houston;  second  place, 
“Recent  Advances  in  Diuretic  Ther- 
apy,” Dr.  George  R.  Herrmann,  The 
University  of  Texas  Medical  Branch, 
Galveston;  third  place,  “Common 
Genitourinary  Infections:  Their  Diag- 


•Shortly  after  Dr.  Ellis  received  his 
award,  he  was  killed  aboard  a Braniff  air- 
liner which  crashed  near  Dawson,  Tex. 
See  story  on  page  86. 


nosis  and  Treatment,”  D.  George 
Cuellar,  Browne-McHardy  Clinic, 
New  Orleans. 

Group  4,  exhibit  primarily  of  ed- 
ucational-promotional nature  which 
bring  a message  of  interest  and  im- 
portance to  the  profession.  First 
place,  “Expert  Cardiopulmonary  Re- 
suscitation— Can  You  Save  a Life?”, 
Texas  Society  of  Anesthesiologists, 
Austin;  second  place,  “Childhood 
Cancer,”  American  Cancer  Society, 
Texas  Division,  Inc.,  Austin;  third 
place,  “Texas  Leprosy  Program,” 
Texas  State  Department  of  Health, 
Dr.  S.  J.  Lerro,  Austin. 

TMA  RETIREMENT  PLAN 
GIVEN  IRS  APPROVAL 

The  Internal  Revenue  Service  ap- 
proved the  Texas  Medical  Associa- 
tion retirement  plan  for  Association 
members  on  April  26.  The  plan  fully 
qualifies  for  implementation  under 
the  Keogh  Act.  it  is  anticipated  that 
the  plan  will  be  available  for  parti- 
cipation by  TMA  members  in  June, 
1968. 

Members  of  the  TMA  Council  on 
Medical  Service  and  Insurance  and 
other  officials  of  TMA  have  worked 
to  complete  a well-rounded  retire- 
ment program.  Features  of  the  pro- 
gram have  been  appraised  by  TMA 
House  of  Delegates. 

The  TMA  retirement  pian  is  de- 
signed to  be  flexible,  offering  the 
physician  several  methods  of  invest- 
ment to  choose  from:  balanced  and 
growth  mutual  funds,  fixed  retire- 
ment investments,  US  Government 
Retirement  Bonds,  a common  trust 
fund,  or  a savings  account. 

The  TMA  plan  is  a fully  trusteed 
retirement  program  qualified  under 
the  Self-Employed  Individual’s  Tax 
Retirement  Act  of  1962  as  amended 
so  that  tax  advantages  may  accrue 
to  contributions.  Each  participant 
may  invest  in  any  or  all  of  several 
investment  media.  He  may  change 
his  selection  at  any  time  and  may 
change  from  one  media  to  another 
for  past  contributions  except  for 
government  bonds.  The  investment 
media  are  T.  Rowe  Price  Stock 
Fund;  Loomis-Sayles  Capital  Devel- 
opment Fund:  Mercantile  National 
Bank  Collective  Trust  Fund  (stock): 
Stein,  Rowe  & Farnham  Balanced 
Mutual  Fund:  Loomis-Sayles  Mutual 
Fund;  Mei'cantile  National  Bank  Col- 
lective Trust  Fund;  Mercantile  Na- 
tional Bank  Savings  Account;  Bank- 
ers Life  Company  of  Iowa  Annuity: 
and  US  Government  Retirement 
Bonds. 

The  TMA  Council  on  Medical  Ser- 


vice and  Insurance  will  review  man- 
agement and  administration  of  the 
retirement  plan  throughout  the  year. 

Fees  will  include: 

1.  Enrollment  fee  of  $35  for  each 
employer  group. 

2.  Annual  charges  of  $3  per  year 
for  each  fixed  income  contract 
investment  with  Bankers  Life,  $6 
per  participant  per  year  for  main- 
taining accounts  (an  additional  $10 
per  person  will  be  charged  when  all 
or  a portion  of  the  funds  are  invest- 
ed in  mutual  funds),  $10  for  each 
investment  change  directed  by  the 
participant. 

The  minimum  annual  fee  will  be 
$50  per  year  per  employer  group. 

TMA  is  providing  this  program  as 
a service  to  its  members  who  do 
not  have  other  facilities  available 
and  to  those  who  prefer  its  terms  to 
those  of  other  programs  they  have 
considered.  A physician  considering 
establishing  a retirement  program 
should  seek  counsel  from  his  own 
attorney,  accountant,  and  invest- 
ment and  insurance  advisors. 

WORKSHOPS  SCHEDULED 
ON  UTILIZATION  REVIEW 

Texas  Medical  Association,  Texas 
Nursing  Home  Association,  Mutual 
of  Omaha,  and  the  Texas  State  De- 
partment of  Health  will  present  a 
series  of  workshops  dealing  with 
the  problems  of  utilization  review 
under  the  Medicare  Law  during 
May,  June,  and  July. 

Physicians,  administrators  of  ex- 
tended care  facilities,  and  members 
of  extended  care  facility  utilization 
review  committees  are  invited  to  at- 
tend the  workshop  in  their  area.  The 
program  will  consist  of  discussions 
on  the  need  for  utilization  review 
committees,  regulations  affecting 
utilization  review  committees,  how 
existing  committees  are  functioning, 
the  state  agency  role  in  utilization 
review,  and  the  fiscal  intermediary 
role  in  utilization  review.  Ample 
time  will  be  provided  for  questions 
and  answers. 

The  following  workshops  are  all 
scheduled  to  start  at  2 p.m.  and 
end  no  later  than  5 p.m.:  Tyler, 
May  28,  Blackstone  Hotel;  Arling- 
ton, May  29,  inn  of  the  Six  Flags; 
Waco,  June  4,  Holiday  Inn;  Austin, 
June  5,  Texas  Medical  Association 
Headquarters  Building;  Abilene,  July 
2,  Starlite  Inn;  Lubbock,  July  3, 
Holiday  Inn-Parkway;  San  Antonio, 
July  10,  Bexar  County  Medical  So- 
ciety Headquarters  Building;  and 
Houston,  July  11,  City  of  Houston 
Health  Department  Building. 
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4,482  Persons  Register  at  Annual  Session 
For  TAAA  Record  Houston  Attendance 


Among  the  most  popular  features 
of  the  101st  Annual  Session  of  the 
Texas  Medical  Association  early  this 
month  were  the  special  programs 
presented  in  conjunction  with  scien- 
tific sections  and  related  organiza- 
tions. Favorites  attendance-wise  in- 
cluded the  conference  on  school 
health,  the  Texas  Academy  of  Gen- 
eral Practice  seminar,  and  the  panel 
presentation  on  the  hippie  syn- 
drome. 

A record  number  of  guests  for 
Houston  attended  the  Annual  Ses- 
sion, at  which  a total  of  4,482  per- 
sons were  registered.  This  figure  in- 
cluded 2,018  TMA  members,  1,129 
guests,  692  exhibitors,  and  643 
members  of  the  Woman’s  Auxiliary 
to  the  Texas  Medical  Association. 

Dr.  G.  V.  Brindley,  Jr.,  of  Temple 
took  office  as  President  of  the  As- 
sociation; Dr.  Charles  Max  Cole  of 
Dallas  was  chosen  President-elect; 
and  Dr.  Jay  J.  Johns  of  Taylor  was 
selected  vice-president. 

The  Woman’s  Auxiliary  installed 
Mrs.  Travis  Smith  of  Abilene  as 
President,  Mrs.  Marvin  P.  Knight  of 
Dallas  as  president-elect,  and  Mrs. 
York  Lancaster  of  Port  Lavaca  as 
first  vice-president. 

General  Meeting  Luncheon  speak- 
ers at  the  Annual  Session  were  Dr. 
Milford  O.  Rouse  of  Dallas,  AMA 
President,  and  M.  Stanton  Evans,  of 


Dr.  A.  J.  Gill  of  Dallas,  right,  receives 
congratulations  from  Dr.  James  H.  Sam- 
mons of  Baytown  upon  receiving  the  TMA 
Distinguished  Service  Award. 


Indianapolis,  Ind.,  editor,  Indianap- 
olis News. 

Other  highlights  were  live  tele- 
vision presentations  by  Smith  Kline 
& French  Laboratories  of  Philadel- 


phia, physicians’  art  exhibit,  re- 
fresher courses,  curbstone  consul- 
tations, section  meetings,  specialty 
programs,  and  Association  business 
meetings. 


TMA’s  new  officers  gather  to  congratulate  one  another.  They  are,  from  left  to 
right,  Dr.  Jay  J.  Johns  of  Taylor,  vice-president;  Dr.  G.  V.  Brindley,  Jr.,  of  Temple, 
President;  Dr.  Charles  Max  Cole  of  Dallas,  President-elect;  and  Dr.  Wendell  H. 
Hamrick  of  Houston,  speaker  of  the  House  of  Delegates. 


Dr.  Sheldon  M.  Tucker,  left,  of  Houston,  chairman  of  the  TMA  First  Annual  Art 
Exhibition,  admires  the  color  photograph  (Vermilion  Lake,  Banff  National  Park, 
Canada)  which  won  second  place  in  the  exhibition’s  photography  division.  Dr. 
Fred  W.  Shelton  of  Sherman,  right,  was  the  photographer. 
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^aAomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingrredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


^aiomUt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  In^edients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  ...0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE:  Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


Vasoiiii^ 


(ANTIHISTAMINIC) 
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‘ANTIHISTAMINIC 

>«noUtnint  Hcl  - 

• > Jtebmw  Sohmtm 

HUMCO  tAiORATO»Y 
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‘Vasomi^ 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 

Our  Integrity  is  Your 
Guarantee 


The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTATIN^  V Capsules 


Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 


328-8/6094 


,^ROSTATlN®  V 

^ACYCLINE  HCI 

*»*  nystatin  2SO,008  U- 

C.APSULES 

Kwlwal  U» 
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Various  Activities 
Interest  TMA 
Physicians,  Guests 


Mr.  Robert  G.  Mickey,  executive  director  of  TEXPAC,  leads  discussion  at  the  Sat- 
urday breakfast  meeting  of  the  TEXPAC  Board  of  Directors. 


Participants  in  the  panel  discussion  of  The  Hippie  Syndrome  Thursday  evening, 
May  2,  were,  from  left  to  right.  Dr.  Robert  B.  White  of  Galveston,  psychiatrist;  Mr. 
John  J.  Klenvenhagen,  Jr.,  of  Houston,  criminologist;  Dr.  Norman  J.  Sissman  of 
Palo  Alto,  Calif.,  pediatrician;  and  Rev.  T.  Robert  Ingram  of  Houston,  clergyman. 
The  Hippie  Syndrome  panel  drew  one  of  the  largest  attendance  groups  at  the  An- 
nual Session. 


Primer  meets  Primer  during  a break  in 
House  of  Delegates  activities.  Dr.  B.  M. 
Primer,  Sr.,  (left)  is  a Travis  County  dele- 
gate; Dr.  B.  M.  Primer,  Jr.,  represents 
Hays-Blanco-Caldwell  Counties  Medical 
Society  in  the  TMA  House  of  Delegates. 


M.  Stanton  Evans,  editor  of  the  Indian- 
apolis News,  addresses  TMA  members  at 
Saturday's  General  Meeting  Luncheon. 


Visitors  tour  Shamrock  Hilton  Hall  of  Exhibits  where  nearly  700  exhibitors  set  up 
shop  at  the  1968  Annual  Session,  displaying  products  and  services  for  review  by 
physicians  and  guests.  Exhibits  were  open  daily  through  Saturday. 
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Top  left.  Dr.  and  Mrs.  Wayne  Ramsey  of 
Abilene  share  fraternity  memories  with 
Dr.  Garth  L.  Jarvis  of  Washington,  D.C., 
during  the  Phi  Chi  medical  fraternity 
cocktail  party.  Seven  other  medical  fra- 
ternities also  held  gatherings  during  the 
TMA  Annual  Session.  Top  right.  TMA  Past 
Presidents  and  their  wives  dine  together 
at  the  General  Meeting  Luncheon  on  Sat- 
urday, May  4.  They  are,  from  left  to  right. 
Dr.  Truman  C.  Terrell  of  Fort  Worth,  Dr. 
George  Turner  of  El  Paso,  and  Dr.  and 
Mrs.  Max  E.  Johnson  of  Medina.  Immedi- 
ate right.  AMA  President  and  TMA  Past 
President,  Dr.  Milford  O.  Rouse  of  Dallas 
(center),  joins  other  Past  Presidents  for 
lunch.  At  left  is  Dr.  Franklin  W.  Yeager  of 
Corpus  Christi,  and  at  right  is  Dr.  May 
Owen  of  Fort  Worth.  Dr.  Rouse  had  been 
main  speaker  at  the  General  Meeting 
Luncheon,  Friday,  May  3.  Lower  left.  Dr. 
Floyd  A.  Norman  of  Dallas,  right,  pre- 
sents retiring  Board  of  Trustees’  chairman 
Dr.  Byron  P.  York  of  Houston  with  a 
painting,  "Yellow  House — Dove  Mountain 
Ranch"  by  G.  Harvey  of  Austin.  The 
painting  was  given  in  recognition  of  Dr. 
York's  service  on  the  Board.  Lower  right. 
Physicians  and  guests  discuss  the  "Use 
of  Drugs  on  the  College  Campus”  at  a 
Curbstone  Consultation,  Friday,  May  3. 
Nine  additional  curbstone  consultations, 
each  on  a different  topic,  were  held  dur- 
ing the  1968  Annual  Session. 
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GENERAL  NEWS 


GEORGE  VALTER  BRINDLEY,  JR.: 
Gentleman  and  Diplomat 


Texas  Medical  Association's  103rd  President  be- 
longs to  a rare  and  delightful  breed  known  as  South- 
ern gentlemen.  From  his  gray-flecked  hair  to  his  well- 
buffed  shoes,  Dr.  George  Valter  Brindley,  Jr.,  exudes 
charm  and  statesmanship. 

Suffused  with  quiet  determination,  this  Temple 
physician  abounds  with  ideas  for  bettering  medical 
care  in  Texas.  A surgeon.  Dr.  Brindley  received  the 
Presidential  gavel  from  another  surgeon.  Dr.  Howard 
R.  Dudgeon  of  Waco,  retiring  TMA  President,  on  May 
4 at  the  101st  Annual  Session  in  Houston. 

A member  of  13  professional  societies,  with  four 
past-presidencies  to  his  credit  and  a thriving  surgical 
practice  to  tend.  Dr.  Brindley  was  just  recently  be- 
stowed a high  honor  and  elected  to  membership  in 
the  elite  American  Surgical  Association.  Yet,  he  man- 
ages all  of  these  assignments  without  becoming  ruf- 
fled. 

Those  with  whom  he  works  will  attest  to  his  capa- 


bility as  a chairman  and  his  poise  as  a moderator 
who  always  knows  precisely  when  to  start  and,  more 
importantly,  when  to  stop  a discussion.  A diplomat’s 
diplomat,  he  has  the  rare  ability  to  cut  a discussant 
off  without  cutting  him  short. 

A thoroughly  kind  individual,  always  sensitive  to 
the  feelings  of  persons  about  him.  Dr.  Brindley  makes 
a genuine  effort  to  remember  every  person  he  meets. 
He  elicits  a sort  of  reverse  Will  Rogers’  philosophy — 
you’ll  never  meet  a man  who  doesn’t  like  Dr.  Brindley. 

Dr.  Brindley  is  chief  of  thoracic  surgery,  member 
of  the  general  surgical  staff  and  the  board  of  direc- 
tors at  Scott  and  White  Clinic  in  Temple,  a consultant 
in  thoracic  and  general  surgery  at  Veterans  Adminis- 
tration Center  in  Temple  and  at  Darnell  Army  Hospital 
in  Fort  Hood,  and  lecturer  on  surgery  at  The  Univer- 
sity of  Texas  Medical  School  at  Galveston. 

When  he  can  escape  from  his  many  duties.  Dr. 
Brindley  generally  elects  to  play  golf.  He  attributes 


After  installation  as  103rd  Texas  Medical  Association  President,  Dr.  G.  V.  Brindley,  Jr.,  center, 
is  congratulated  by  his  father  and  mother.  Dr.  and  Mrs.  G.  V.  Brindley,  Sr. 

Dr.  Brindley,  Sr.,  served  as  President  of  the  Association  in  1949. 
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his  prowess  in  golf  to  an  ancient  putter — the  bane  of 
his  opponents  who  are  constantly  threatening  to  break 
or  steal  it.  After  one  victorious  round  with  a group 
of  Houston  physicians,  Dr.  Brindley's  faithful  putter 
turned  up  missing.  The  purloined  putter  returned  via 
US  mail  several  days  later  ceremoniously  wrapped  in 
toilet  tissue. 

A man  of  inborn  dignity  and  style,  Dr.  Brindley  has 
no  trouble  rising  above  such  indignities  with  good 
humor.  His  father.  Dr.  G.  V.  Brindley,  Sr.,  is  himself 
a master  in  the  arts  of  being  a gentleman  (always 
with  a twinkle  in  his  eye).  Those  who  live  in  the  shad- 
ow of  Scott  and  White  treasure  particularly  Dr. 
Brindley’s  statesmanlike  composure.  He  once  sub- 
mitted a manuscript  on  resectable  tumors  of  the  lung 
for  publication  in  Scott  and  White’s  “Writings  and  Re- 
ports.” Throughout  the  report,  the  local  printer  duti- 
fully changed  the  word  “resectable”  to  “respectable” 
— about  40  times.  Would  Dr.  Brindley  be  apt  to  treat 
lesions  other  than  respectable  tumors? 

Certified  by  the  American  Board  of  Surgery  in  1946 
and  by  the  Board  of  Thoracic  Surgery  in  1952,  Dr. 
Brindley’s  surgical  endeavors  actually  extend  much 
further  back.  His  mother  relates  that  following  a trip 
to  the  circus  with  her  young  son,  she  heard  a har- 
rowing clamor  in  the  backyard.  Rushing  to  the  scene 
of  the  commotion  she  found  young  Valter  in  the  final 
stages  of  sawing  off  his  dog’s  tail.  The  boy  explained: 
“So  he  can  sit  down  better.” 

A deacon  of  the  First  Baptist  Church  in  Temple,  Dr. 
Brindley  has  always  had  a good  deal  of  religious  fer- 
vor and  a certain  amount  of  stubbornness.  His  brother 
Hanes  can  attest  to  the  new  TMA  President’s  strong 
belief  in  prayer.  One  night  a violent  pillow  fight  took 
place  after  the  boys  were  sent  to  bed.  When  their 
parents  arrived  amidst  the  flying  feathers  and  general 
hubbub,  Valter  solemnly  explained  that  Hanes  had 
been  reluctant  to  say  his  prayers. 

Dr.  Brindley’s  abiding  love,  however,  is  not  the 
clinic,  his  surgical  practice,  or  his  golf  game,  but  his 
wife  Cleo.  Valter  and  Cleo  courted  in  the  days  when 
chaperones  were  a matter  of  propriety.  Faced  with 
the  prospect  of  his  mother’s  accompanying  him  and 
Cleo  on  an  outing,  Valter  tactfully  suggested,  “Moth- 
er, if  you  have  to  go,  would  you  mind  sitting  in  the 
rumble  seat  so  you  won’t  be  so  conspicuous.” 

This  physician  from  a family  of  physicians  is  the 
son  of  a past  President  of  Texas  Medical  Association 
who  was  the  1967  recipient  of  the  TMA  distinguished 
service  award.  One  brother.  Dr.  Clyde  Owens  Brindley 
of  Johnson  City,  Tenn.,  specializes  in  cancer  chemo- 
therapy: and  the  other  Dr.  Hanes  H.  Brindley,  is  an 
orthopedist  at  Scott  and  White.  Although  none  of  his 
three  daughters  became  doctors,  the  oldest,  Beverly 
Ann,  is  married  to  a urologist.  Dr.  Donald  P.  Griffith  of 
Houston.  Dr.  Brindley’s  second  daughter,  Martha,  is 


the  wife  of  an  attorney,  Gary  Beckworth  of  Austin,  and 
the  youngest,  Joan,  is  a student  at  Mary  Hardin  Bay- 
lor College  at  Belton. 

Dr.  Brindley  attended  Rice  University  where  he  was 
yell  leader  and  president  of  the  sophomore  class.  He 
later  was  graduated  from  The  University  of  Texas  at 
Austin  and  went  on  to  receive  his  medical  degree  from 
The  University  of  Texas  Medical  School  at  Galveston 
in  1939.  He  served  his  internship  at  the  Medical  Col- 
lege of  Virginia  in  Richmond  and  one  year  of  surgical 
residency  at  Scott  and  White  Memorial  Hospital  in 
Temple.  This  was  followed  by  a fellowship  in  general 
and  thoracic  surgery  at  the  Mayo  Clinic  in  Rochester, 
Minn.,  and  a master’s  degree  in  surgery  from  the  Uni- 
versity of  Minnesota. 

Upon  completing  his  externship  at  the  Mayo  Clinic 
in  1938,  he  decided  that  he  was  due  a vacation  and 
so  planned  an  idyllic  canoe  trip  into  Canada  with  his 
friend.  Dr.  Raleigh  R.  White  . . . until  he  discovered 
that  Miss  Cleo  was  due  back  in  Temple  from  a Car- 
ibbean cruise.  Romance  won  over  the  call  of  adven- 
ture, and  Raleigh  was  left  “to  paddle  his  own  canoe.” 

Not  one  to  neglect  civic  affairs.  Dr.  Brindley  is  a 
member  of  the  Board  of  Directors  of  the  Temple 
Chamber  of  Commerce  and  of  the  Coordinating  Board 
for  the  Texas  College  and  University  System.  He  is 
also  a past  president  of  both  the  Temple  Rotary  Club 
and  the  Bell  County  Chapter  of  the  American  Cancer 
Society.  All  these  activities  bring  him  in  contact  with 
many  community  leaders,  including  Mr.  A.  C.  Schulz 
of  the  Temple  Daily  Telegram  who  couldn’t  pass  up 
relating  another  golfing  story. 

As  Dr.  Brindley  and  Mr.  Schulz  prepared  to  tee  off 
at  the  Temple  Country  Club,  a visitor  from  Odessa 
emerged  from  the  pro  shop.  Dr.  Brindley  graciously 
asked  him  if  he  would  like  to  make  it  a threesome. 
Four  holes  later,  the  Odessa  gentleman  muffed  his 
shot  and  his  ball  landed  in  the  rough  about  200  yards 
from  the  green.  As  is  the  custom  among  golfers.  Dr. 
Brindley  suggested  that  the  visitor  use  a three  iron  or 
better  to  cover  the  distance  to  the  green.  Glancing  at 
his  four  iron,  the  visitor  demured  and  said,  “I  be- 
lieve I’ll  go  ahead  and  play  this  one.”  He  swung  and 
soon  the  caddy  announced  that  the  ball  had  gone  in 
the  hole,  making  it  an  eagle  two  for  the  stranger.  Dr. 
Brindley  turned  to  his  elated  opponent  and  com- 
mented ruefully,  “I  believe  that  was  the  right  club 
after  all.” 

Even  at  the  bitterest  moments.  Dr.  George  Valter 
Brindley  can  majestically  deal  with  the  situation  at 
hand. 

Indeed,  the  Texas  Medical  Association  can  look 
forward  to  a year  of  distinction  with  him  as  spokes- 
man. 
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Texas  Regional  Medical  Program 
Submits  Application  for  Project  Grant 


The  Regional  Medical  Program  of 
Texas  has  submitted  an  application 
for  grants  in  the  amount  of  $6,231,- 
000  for  the  two-year  support  of 
some  20  proposals  approved  by  the 
Regional  Advisory  Committee. 

Originally,  49  proposals  were  pre- 
sented. Those  approved  by  the  Ad- 
visory Committee  were  submitted 
to  the  Division  of  Regional  Medical 
Programs,  National  Institutes  of 
Health,  on  March  8,  1968,  and  are 
now  subject  to  review  at  the  na- 
tional level. 

Already  approved  by  the  National 
Advisory  Council  is  The  University 
of  Texas  Southwestern  Medical 
School's  proposed  28-bed  demon- 
stration unit  to  house  all  of  the 
disciplines  of  medicine  needed  to 
diagnose  and  treat  stroke. 

The  review  process  is  being  ex- 
pedited, and  grants  for  approved 
programs  probably  will  be  made  by 
June  30,  1968. 

Submission  of  the  grant  applica- 
tion has  followed  almost  two  years 
of  planning,  during  which  an  or- 
ganizational framework  has  been 
established,  a mechanism  set  up  to 
review  the  various  proposals,  and 
the  goals  of  RMP  in  Texas  defined. 
The  work  thus  far  has  been  sup- 
ported by  more  than  2V2  million 
dollars  in  government  funds;  Texas’ 
planning  grant  was  one  of  the  larg- 
est given  to  any  of  the  regions  in 
the  nation. 

Elsewhere  in  the  country,  54  re- 
gions are  now  engaged  in  planning, 
while  8 have  moved  into  the  action 
phase.  President  Johnson  has  asked 
Congress  to  appropriate  $100  mil- 
lion for  regional  medical  programs 
next  year. 

Goals  of  RMP  in  Texas:  In  Feb- 
ruary, 1968,  the  Regional  Advisory 
Committee  set  forth  the  initial  goals 
and  objectives  of  the  program:  “to 
influence  the  present  arrangements 
for  health  services  in  a manner  that 
will  permit  the  best  in  modern  med- 
ical care  for  heart  disease,  cancer, 
stroke,  and  related  diseases  to  be 
available  to  all.” 

The  program  is  designed  to  give 
more  people  better  access  to  opti- 
mal medical  care.  Basically  this 
means  that  efforts  should  be  made 
toward  disseminating  current  usable 
diagnostic  and  therapeutic  informa- 
tion among  physicians  as  well  as 


others  who  are  involved  in  patient 
care.  The  program  also  will  seek  to 
help  physicians  utilize  their  knowl- 
edge, and  to  provide  convenient  ac- 
cess to  specialized  information  or 
services,  and  facilities  for  the  pa- 
tient who  needs  care. 

The  program  will  promote  collab- 
oration among  the  major  medical 
centers  in  the  state,  and  will  pro- 
vide them  with  a mechanism  for 
demonstrating  advances  in  the  de- 
livery of  health  care.  Another  aim 
is  to  attract  a greater  number  of 
qualified  personnel  to  programs  de- 
signed to  meet  the  needs  for  care 
of  patients  with  heart  disease,  can- 
cer, stroke,  and  related  diseases. 

Proposed  Programs:  Proposals  set 
forth  in  the  application  for  a grant 
fall  into  six  general  categories:  pri- 
mary education,  continuing  educa- 
tion and  training  programs,  registry 
systems  and  surveys,  disease  detec- 
tion programs,  communication,  and 
consultation  services  and  the  deliv- 
ery of  health  services. 

M.  D.  Anderson  Hospital  has  pro- 
posed an  educational  program  on 
the  role  that  genetic  factors  may 
play  in  certain  cancers.  It  also  has 
applied  for  a grant  to  train  child 
welfare  workers  to  help  families 
adapt  to  the  care  of  children  with 
cancer.  The  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 
ences plans  to  assist  seven  hospi- 
tals in  East  Texas  to  strengthen 
their  medical  education  programs. 
Baylor  University  College  of  Medi- 
cine plans  to  establish  an  area-wide 
program  in  total  respiratory  care  as 
an  approach  to  the  rapidly  increas- 
ing death  rate  and  the  high  inci- 
dence of  disability  from  chronic 
bronchitis  and  emphysema.  The  Uni- 
versity of  Texas  School  of  Public 
Health  expects  to  establish  a state- 
wide cancer  registry  system  to  de- 
termine the  incidence  and  geograph- 
ical distribution  of  cancer  and  pro- 
vide data  on  modality  of  treatment 
and  therapeutic  results.  The  Univer- 
sity of  Texas  Medical  School  at  San 
Antonio  has  proposed  a comprehen- 
sive program  to  eradicate  cervical 
cancer  in  South  Texas  by  using  ex- 
foliative cytology  as  a technique  for 
mass  screening. 

In  the  February,  1968  issue,  Tex- 
as Medicine  published  a status  re- 
port on  the  Regional  Medical  Pro- 


gram of  Texas:  it  was  prepared  by 
Dr.  Spencer  G.  Thompson,  associate 
coordinator,  and  it  outlined  the 
background,  purposes,  implementa- 
tion in  Texas,  and  prospective  op- 
erations of  the  program.  Also  in- 
cluded were  the  names  of  members 
of  the  planning  staff  and  of  the  var- 
ious task  forces. 

1967-68  TMA  OFFICERS 
ELECTED  AT  MEETING 

Officers  for  1967-68  were  elected 
by  the  Texas  Medical  Association 
House  of  Delegates  Saturday,  May 
4,  in  Houston. 

Dr.  Charles  Max  Cole  of  Dallas, 
formerly  speaker  of  the  TMA  House 
of  Delegates,  was  elected  President- 
elect; Dr.  Jay  J.  Johns  of  Taylor, 
vice-president;  Dr.  Byron  P.  York  of 
Houston,  secretary;  and  Dr.  Howard 
O.  Smith  of  Marlin,  treasurer.  Dr. 

G.  V.  Brindley,  Jr.,  of  Temple,  chos- 
en President-elect  by  the  1967 
House  of  Delegates,  became  Presi- 
dent of  the  Association. 

Newly  elected  speaker  of  the 
House  of  Delegates  is  Dr.  Wendell 

H.  Hamrick  of  Houston,  formerly 
vice-speaker  of  the  House.  New 
vice-speaker  is  Dr.  Jack  B.  Lee  of 
San  Antonio. 

Dr.  Elliott  Mendenhall  of  Dallas 
was  elected  by  the  Board  of  Trus- 
tees to  serve  as  chairman,  after  the 
position  became  vacant  following 
the  retirement  of  Dr.  Byron  P.  York. 
New  member  of  the  Board  of  Trus- 
tees elected  by  the  House  of  Dele- 
gates to  fill  the  vacancy  created  by 
Dr.  York’s  retirement  is  Dr.  Charles 
W.  Yates  of  Rosenberg. 

Dr.  James  H.  Sammons  of  Bay- 
town  was  reelected  chairman  of  the 
Board  of  Councilors.  New  councilor 
from  the  7th  District  is  Dr.  Ray  L. 
Shepperd  of  Burnet.  Reelected  coun- 
cilors are  Drs.  James  G.  Morris  of 
Lubbock,  3rd  District;  George  H. 
Herrmann  of  Del  Rio,  5th  District: 
Harold  E.  Griffin  of  Corpus  Christi, 
6th  District;  Dick  K.  Cason  of  Hills- 
boro, 12th  District;  and  Walter  C. 
Barnes,  Jr.,  of  Texarkana,  15th  Dis- 
trict. 

Reelected  delegates  to  the  Amer- 
ican Medical  Association  are  Drs. 
Harvey  Renger  of  Hallettsville, 
James  H.  Sammons  of  Baytown,  G. 
W.  Cleveland  of  Austin,  and  John  L. 
Otto  of  Galveston.  Alternate  dele- 
gates reelected  are  Drs.  Haden  E. 
McKay  of  Humble,  N.  L.  Barker  of 
Paris,  and  Floyd  A.  Norman  of  Dal- 
las, and  James  D.  Murphy  of  Fort 
Worth. 
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HEALTH  DEPARTMENT 
HAS  SNAKE  ANTIVENIN 

The  first  US  licensed  and  pro- 
duced antivenin  to  combat  the  po- 
tent poison  from  the  North  Ameri- 
can eastern  and  the  Texas  coral 
snakes  has  been  developed  by 
Wyeth  Laboratories  of  Pennsylvania 
and  is  now  available  in  Texas  and 
in  the  other  eight  Southern  states 
where  coral  snakes  are  found.  Four 
treatment  series  of  coral  anti-snake 
bite  venom  were  recently  presented 
to  the  Texas  State  Department  of 
Health.  Tom  Moore,  representative 
of  Wyeth  Laboratories,  made  the 
presentation  to  Dr.  J.  E.  Peavy  of 
Austin,  state  health  commissioner. 

As  distribution  centers  for  the 
antivenin.  Dr.  Peavy  designated  the 
Texas  State  Department  of  Health 
Laboratory,  and  laboratories  in  lo- 
cal health  departments  at  Houston, 
Corpus  Christi,  and  San  Antonio. 
The  antivenin  can  now  be  made 
available  on  short  notice  anywhere 
in  Texas. 

Additional  supplies  have  been 
presented  to  state  health  depart- 
ments and  poison  control  centers  in 
Georgia,  Florida,  Alabama,  Arkan- 
sas, Louisiana,  Mississippi,  North 
Carolina,  and  South  Carolina.  The 
nine  states  cover  the  total  area  in 
which  Micrurus  fuhius — the  eastern 
coral  snake  and  the  Texas  subspe- 
cies Micrurus  fulvius  tenere  — are 
found. 

For  a number  of  years  no  US  li- 
censed coral  snake  antivenin  was 
produced  in  this  country.  Through 
the  collaboration  of  the  Division  of 
Biologic  Standards  of  the  National 
Institutes  of  Health  and  Wyeth  Lab- 
oratories, studies  were  conducted 
on  the  coral  snake  venom  to  devel- 
op the  antitoxin.  On  Sept.  1,  1967, 
Wyeth  Laboratories  was  granted  the 
first  license  to  produce  coral  snake 
antivenin  for  distribution  in  this 
country.  Wyeth  is  supplying  the  an- 
tivenin to  the  nine-state  area  with- 
out charge. 

The  adult  coral  snake  may  vary 
from  20  to  44  in.  in  length.  It  has 
a black  snout  and  yellow,  black  and 
red  bands  encircling  the  body.  How- 
ever, albino  and  melanistic  coral 
snakes  have  been  observed.  The 
snake’s  head  is  small  and  its  fangs 
are  short,  erect  and  fixed  in  posi- 
tion. 

Because  of  the  small  head,  the 
coral  snake  may  hold  on  or  “chew” 
after  striking  as  he  tries  to  inject 
enough  venom  to  paralyze  his  vic- 
tim. This  “chewing”  action  may  re- 
sult in  more  than  one  set  of  punc- 
ture marks,  and  the  victim  may  re- 


call the  snake  “hanging  on.” 

Few  reports  have  been  published 
about  the  effects  of  bites  by  coral 
snakes,  but  experts  estimate  that 
about  20  bites  by  the  eastern  coral 
snake  occur  in  the  United  States 
each  year.  In  one  study  of  11  per- 
sons bitten,  3 victims  developed 
symptoms  of  envenomation.  Two  of 
them  experienced  only  moderate  ef- 
fects from  the  poison  and  survived. 
The  third  person  suffered  16-18 
bites  on  the  hand,  showed  severe 
symptoms,  and  died  from  respira- 
tory paralysis  within  four  hours  of 
the  bite. 

The  National  Communicable  Dis- 
ease Center  in  Atlanta  will  be  the 
central  repository  for  coral  snake 
antivenin.  When  a bite  by  a coral 
snake  is  reported  in  the  nine-state 
area,  the  physician  or  hospital 
should  notify  the  State  Health  De- 
partment or  the  nearest  poison  con- 
trol center  to  arrange  for  an  im- 
mediate supply  of  the  antivenin. 
Any  emergency  requests  for  anti- 
venin from  outside  the  nine-state 
area  must  be  referred  directly  to 
the  National  Communicable  Disease 
Center,  1600  Clifton  Rd.  N.E.,  At- 
lanta, Ga.  30333.  Telephone  404- 
633-3311. 


THREE  DOCTORS  IN  CRASH 

Three  Texas  physicians  were  pas- 
sengers on  the  Braniff  International 
Electra  which  crashed  near  Dawson 
shortly  after  4 p.m.,  Friday,  May  3. 
All  passengers  and  crew  members, 
a total  of  85  persons,  were  killed. 

Among  crash  victims  were  Dr. 
Paul  R.  Ellis,  Jr.,  and  Dr.  Louis  E. 
Adin,  Jr.,  both  of  Dallas,  and  Dr. 
Knox  Pittard  of  Anson.  Mrs.  Pittard 
was  also  on  the  plane  with  her  hus- 
band. 

All  three  physicians  had  been  in 
Houston  attending  the  Texas  Medi- 
cal Association  101st  Annual  Ses- 
sion. Dr.  Ellis  had  earlier  that  day 
been  given  a first  place  award  for  a 
scientific  exhibit,  “Surgical  Treat- 
ment of  Coronary  Artery  Disease,” 
which  he  and  two  other  physicians 
had  prepared  and  presented  at  the 
TMA  meeting.  Dr.  Pittard  was  one 
of  three  physicians  in  Anson  who 
had  just  returned  from  Vietnam  and 
was  on  a brief  holiday  before  re- 
turning home  to  practice. 

Dr.  Ellis  was  a thoracic  and  car- 
diovascular surgeon:  Dr.  Adin  was 
an  otolaryngologist  and  chief  of  oto- 
laryngology at  St.  Paul  Hospital  in 
Dallas;  and  Dr.  Pittard  was  a gen- 
eral practitioner  and  had  been  chief 
of  staff  at  Anson  General  Hospital 
from  1952  to  1966. 


PERSONALS 

Dr.  Guy  G.  Shaw  of  the  Kaufman 
Clinic  and  Hospital  in  Kaufman  was 
elected  to  the  board  of  the  Federa- 
tion of  American  Hospitals  at  the 
national  convention  in  Beverly  Hills, 
Calif. 

Dallas  physician.  Dr.  James  T. 
Downs,  III,  has  been  installed  as 
president  of  the  Texas  Association 
of  Obstetricians  and  Gynecologists. 
He  succeeded  Dr.  Hiram  P.  Arnold 
of  Houston. 

Dr.  Morris  Ziff  of  Dallas,  research- 
er in  the  treatment  of  arthritis  and 
related  diseases,  was  presented  the 
Marchman  Award  by  the  Dallas 
Southern  Clinical  Society  “in  rec- 
ognition of  his  devotion  to  teaching 
and  original  investigation  in  the  field 
of  arthritis  and  allied  disorders.” 

Dr.  John  J.  Hinchey,  San  An- 
tonio orthopedic  surgeon,  has  been 
reelected  secretary  of  the  American 
Academy  of  Orthopaedic  Surgeons. 
Dr.  Hinchey  is  chief  of  orthopedic 
surgery  at  Robert  B.  Green  and  Bap- 
tist Hospitals  in  San  Antonio. 

San  Antonio  surgeon.  Dr.  Adolfo 
Urrutia,  is  one  of  six  new  members 
of  the  Health  Insurance  Benefits 
Advisory  Council.  The  council  was 
charged  by  the  1965  Social  Security 
Amendments  with  advising  the  Sec- 
retary of  Health,  Education,  and 
Welfare  on  Medicare  policy  matters. 

The  US  Junior  Chamber  of  Com- 
merce has  named  Dr.  Alexander 
Gottschalk  of  Chicago  one  of  Amer- 
ica’s ten  outstanding  young  men  for 
1967.  Dr.  Gottschalk  was  a guest 
speaker  at  TMA’s  101st  Annual  Ses- 
sion in  Houston. 

Dr.  Joseph  A.  Jachimczyk  of 

Houston,  chief  medical  examiner  of 
Harris  County,  was  elected  to  a 
three-year  term  on  the  Executive 
Committee  of  the  National  Associa- 
tion of  Medical  Examiners  in  Chica- 
go. Elected  to  one-year  terms  were 
Dr.  Robert  Hausman  of  San  An- 
tonio, chief  medical  examiner  of 
Bexar  County,  and  Dr.  T.  C.  Terrell 
of  Fort  Worth,  chief  medical  exam- 
iner of  Tarrant  County. 

Dr.  Thomas  D.  Cronin  of  Houston 
recently  returned  from  a three  week 
trip  to  Brazil  where  he  was  invited 
to  give  a course  on  cleft  palate  at 
the  First  Paulista  Congress  de  Orto- 
dontia  in  Sao  Paulo.  He  also  spoke 
before  plastic  surgery  societies  in 
Brasilia,  Bela  Horizonte,  Sao  Paulo, 
and  Rio  de  Janeiro. 
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Texas  Physicians  Visit  Far  Away  Lands 
To  Observe  Facilities,  Give  Medical  Service 


[Editor’s  Note:  More  and  more,  Tex- 
as Medicine  learns  that  Texas  physi- 
cians do,  in  fact,  enjoy  the  fabled 
busman’s  holiday.  They  collect  their 
modern  black  bags  and  fly  off  to 
foreign  soil  to  forthwith  give  away 
their  medical  services.  Last  year, 
three  Texas  physicians  journeyed 
into  distant  lands  to  inspect  medical 
facilities  and  render  medical  services 
to  the  people  in  South  America, 
Southeast  Asia,  and  the  Middle  East. 
As  summer  approaches,  other  Texas 
doctors  and  their  families,  no  doubt, 
are  preparing  for  similar  projects.] 

CASON  FAMILY  SERVE 
IN  BOLIVIAN  MISSIONS 

Dr.  Dick  Cason  of  Hillsboro  and 
his  family  were  Laymen’s  Overseas 
Service  (LAOS)  volunteers  in  Bolivia 
with  the  Methodist  Medical  Missions 
from  July  21  to  August  21,  1967. 
Dr.  Cason  served  as  physician  in 
mission  hospitals  in  several  sections 
of  Bolivia.  Mrs.  Cason  served  as  a 
teacher  and  typist.  And  their  son 
who  now  is  a student  at  Southern 
Methodist  University  served  as 
translator  and  truck  driver  for  the 
group.  The  Casons  had  numerous 
experiences  to  relate  and  observa- 
tions to  make. 

“ 'Bolivia — Land  of  Opportunity’ 
the  missionary  pamphlet  declared. 
The  Methodists  meant  that  Bolivia 
has  undeveloped  resources  and  an 
eager  population,  but  to  our  family 
this  slogan  means  'Bolivia — Land 
of  Opportunity  for  Americans  to 
serve.’  ” The  Casons  observed. 
"LAOS  is  a clearing  house  putting 
volunteers  in  contact  with  agencies 
that  need  their  particular  skills.  The 
LAOS  volunteers  pay  for  their  own 
transportation,  food,  and  lodging 
while  they  serve.” 

The  Casons  took  a week  to  grad- 
ually adjust  to  the  high  altitude  of 
the  area  before  going  to  work.  They 
had  visited  Peru  and  the  Inca  ruins 
at  Machu  Picchu  and  Cuzco.  Conse- 
quently, they  did  not  suffer  from 
altitude  sickness  as  badly  as  peo- 
ple do  who  come  directly  to  Bolivia 
by  pressurized  jet.  Still  the  altitude 
did  present  a few  problems  with 
shortness  of  breath.  For  example, 
"at  a teenage  dance  our  son  danced 


one  number  and  breathed  during 
the  next  one.” 

The  family  worked  with,  cared 
for,  and  sometimes  lived  with  the 
people  of  Bolivia — Indians,  mesti- 
zos, and  descendants  of  Europeans. 

La  Paz,  Bolivia,  is  one  of  the 
highest  cities  in  the  world,  at  12,200 
ft.  in  altitude.  The  Casons  worked 
at  the  Clinica  Americana  which  has 
a 55-bed  hospital,  a 4-year  nursing 
school  with  80  students,  and  a re- 
cently organized  residency  program 
for  five  doctors. 

Two  weeks  were  spent  in  an  iso- 
lated dispensary  at  Warisata,  near 
the  southeastern  tip  of  Lake  Titi- 
caca. Warisata  is  on  the  altiplano,  a 
12,000  ft.  high  plateau,  arid  and 
barren,  where  three-fourths  of  the 
Bolivian  population  lives.  These  peo- 
ple are  Aymara  Indians,  and  the 
Warisata  Normal  School  trains  150 
Indian  boys  and  girls  to  be  teach- 
ers. Because  of  the  School,  Wari- 
sata has  electricity — from  6:30  p.m. 
to  8:30  p.m.  All  daytime  exam- 
inations and  treatments  in  the  10 
by  14  ft.  adobe  dispensary  were 
done  by  flashlight.  "Conditions  en- 
countered by  the  Indian  nurse  and 
me  included  no  running  water,  40-55 
degree  temperatures  daily,  a waiting 
room  on  the  sidewalk,  and  a cloth 
screen  across  the  doorway  (to  indi- 
cate that  the  doctor  was  in).  Medi- 
cal problems  that  were  seen  each 
day  included  tuberculosis,  malnu- 
trition, toothache,  neurosis,  respira- 
tory infections,  and  boils.” 

The  tropical  lowlands,  a part  of 
the  Amazon  basin,  are  a vast  under- 
developed area  reached  by  a single 
lane,  tortuous,  90-mile  mountain 
road;  the  bus  took  seven  hours  to 
make  this  trip  and  had  to  travel 
through  a 16,600  ft.  pass. 

"In  the  steaming  tropical  jungle, 
where  oranges,  bananas,  and  pa- 
payas grow,  we  conducted  family 
planning  clinics  in  four  small  towns. 
We  also  conducted  these  clinics  on 
a two-day  safari  in  the  jungle  where 
pioneer  Aymara  Indians  from  the 
altiplano  were  learning  a new  life  as 
tropical  farmers.  With  the  assist- 
ance of  young  short-term  Methodist 
missionaries,  I conducted  check-ups 
and  inserted  loops  in  open-air 
churches,  homes,  schools,  stores, 
and  even  in  an  empty  seed  house. 
Many  clinics  could  not  be  reached 


by  road  and  involved  hikes  of  '45 
minutes  in  the  jungle’  or  '30  min- 
utes down  the  hill.’ 

"Besides  the  feeling  of  accom- 
plishment and  service,  we  were 
thrilled  by  mountain  lakes,  Indian 
dances,  and  virgin  country  as  yet 
not  seen  by  tourists.  Though  the 
Indian  dialects  were  incomprehen- 
sible, the  bonds  that  join  men  in 
service  to  God  transcend  all  bar- 
riers.” 

DR.  HALBROOKS  INSPECTS 
NORTH  JORDAN  HOSPITAL 

Dr.  Norman  E.  Halbrooks,  Tyler 
anesthesiologist,  was  dispatched  in 
the  spring  of  1967  on  a hospital 
mission  tour  of  the  Middle  East.  As 
history  would  have  it,  unrest  in  the 
Gaza  Strip  prohibited  his  entry  there, 
and  the  Arab-lsraeli  conflict  erupted 
after  he  had  been  at  Ajiun  only 
one  week.  His  intent  had  been  to 
spend  time  and  report  on  the  Bap- 
tist Hospital  in  Gaza,  the  Baptist 
Hospital  at  Ajiun,  Jordan,  and  the 
E.M.M.S.  Hospital  in  Nazareth,  Is- 
rael; but  his  mission  became  limited 
to  the  Ajiun  facility.  Nevertheless 
he  offers  some  thoughtful  com- 
ments about  the  country  of  Jordan. 

"Jordan  is  a beautiful  country 
under  a constitutional  monarchy  of 
which  Hussein  is  now  king.  The 
Hashemite  Kingdom  of  Jordan,  as 
it  is  properly  known,  refers  to  the 
genealogical  tree  of  the  present  roy- 
al family;  the  male  line  of  the  Mos- 
lem House  of  Hashem  can  be  traced 
directly  back  to  Fatima,  Moham- 
med’s daughter,”  Dr.  Halbrooks 
commented. 

In  the  seventh  century  A.D.  fol- 
lowers of  Mohammed  established 
Islam  as  the  official  religion.  Friday 
became  the  official  Holy  Day,  and 
the  Islamic  Calendar  is  still  followed. 
Islam  is  the  official  religion  taught 
in  the  schools.  Religion  and  state 
are  clearly  linked.  Babies  are  regis- 
tered at  birth  according  to  the  re- 
ligion of  their  parents,  thus,  they 
are  considered  Greek  Orthodox, 
Catholic,  Evangelical,  or  Moslem, 
because  their  parents  were  of  such 
faith. 

Dr.  Halbrooks  continued,  “Jordan 
is  a country  of  rolling  plains  and 
desert  with  about  34,900  sq.  mi.  of 
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This  building  in  Warisata,  Bolivia,  houses  a medical  dispensary.  Warisata  is  located  near  the  southeastern  tip  of  Lake  Titi- 
caca on  the  Bolivian  altiplano.  Dr.  Dick  Cason  of  Hillsboro  worked  here  in  the  summer  of  1967  while  on  a month’s  service 
tour  for  Methodist  Laymen’s  Overseas  Service. 


land  (approximately  the  size  of  In- 
diana) and  about  1.8  million  people. 
Hostilities  with  Israel  have  brought 
Jordan  almost  a million  more  Arabs 
who  have  fled  Israel  and  are  now 
eeking  out  an  existence  in  camps. 
If  the  nation  could  find  more  water, 
it  could  absorb  a substantial  in- 
crease in  population,  including  many 
of  the  Palestinian  Arabs,  but  the 
water  supply  is  a key  problem.” 

Jordan's  economy  is  based  large- 
ly on  agriculture  and  grazing,  and 
the  nation  is  financed  by  large 
amounts  of  help  from  the  United 
States  and  Great  Britain.  Large  num- 
ber of  the  Jordanians  live  in  close- 
knit  groups  in  small  villages  and 
practice  the  same  habits  and  cus- 
toms as  in  the  times  of  the  proph- 
ets. Along  the  roads  one  may  see 
Nomadic  tent  settlements  and  near- 
by other  groups  in  settled  life  in 
stone  huts  of  ancient  vintage.  This 
has  been  the  picture  for  about  4,000 
years  now.  There  is  largely  an  un- 
broken line  with  the  remote  past, 
for  here  the  land  and  customs  are 
largely  unchanged,  except  the  hills 
that  have  become  barren  from  mil- 
lenia  of  use  and  failure  of  refores- 
tation. 

“The  Bedouins  are  a nomadic 
group,  living  in  their  tents  of  goat 
hair  and  moving  with  their  flocks. 
Jordan  has  never  been  Westernized. 
The  effects  of  the  Greeks,  Romans, 
and  Crusaders  failed  to  change  Jor- 


dan. The  Jordanian  Kingdom  has 
witnessed  the  impact  of  the  Egyp- 
tian, Assyrian,  and  Persian  empires, 
and  has  been  the  battlefield  of  the 
Romans  and  Byzantines.  The  Israel- 
ites passed  through  it  in  the  Exo- 
dus. Inside  Jordan’s  present  con- 
fines Christianity  was  born,  but  it 
is  now  the  minority  religion.  Later 
Jordan  became  the  springboard  for 
Moslem  conquest,  remaining  under 
Arab  rule  until  the  16th  Century 
when  the  Turks  conquered  the  whole 
Middle  East.  In  1920  the  country 
came  under  British  mandate  and  in 
1926  attained  complete  independ- 
ence. Jordan  is  bounded  by  the  Syr- 
ian desert  on  the  north,  Iraq  and 
Saudi  Arabia  on  the  east,  Saudi 
Arabia  and  the  Gulf  of  Aqaba  on  the 
south,  and  the  Jordan  River  and 
Israel  on  the  west. 

“The  capital  of  Jordan,  Amman, 
lies  on  exactly  the  same  latitude  as 
Jacksonville,  Tex.,  and  the  hospital 
of  Ajiun,  about  30  miles  north,  lies 
on  the  same  latitude  as  Tyler. 

“In  the  entire  country  of  Jordan, 
there  are  52  hospitals  varying  from 
a few  to  150  beds  with  a total  capa- 
city of  about  3,372  beds,  about  290 
physicians,  and  no  medical  schools. 

“As  I now  look  back  on  my  brief 
time  in  the  Middle  East,”  reminisced 
Dr.  Halbrooks,  “my  impressions  of 
the  country  take  on  an  entirely  new 
and  exciting  personal  dimension  re- 


flecting on  the  everyday  experiences 
with  people  in  a primitive  society. 

“Islam  and  Christianity  are  the 
major  religions  with  some  cults  still 
present.  I noted  a certain  ambiva- 
lence emerging  between  deep-seated 
tradition  and  Western  innovations 
in  all  phases  of  life — politics,  eco- 
nomics, religion,  art,  medicine,  and 
education.  When  viewed  through 
medical  eyes,  this  transitional  pe- 
riod in  history  is  constantly  stimu- 
lating and,  at  times,  disheartening. 
It  means  high  rates  of  malnutrition 
and  disease  and  low  levels  of  sani- 
tation and  nutrition. 

“During  a transitional  period, 
folklore  and  superstition  exist,  with 
scientific  methods  in  competition. 
So  it  is  today  in  Jordan.  I saw 
many  patients  at  the  hospital  and 
clinics  who  had  various  reminders 
of  ancient  rituals  still  in  evidence: 
the  young  child  who  had  a fever 
and  was  smeared  with  sheep  fat; 
the  woman  who  had  a chill  and  was 
covered  with  ashes;  a man  who  had 
abdominal  pains  and  bore  various 
branding  marks  on  his  skin  that  was 
seared  to  drive  away  the  pain;  amu- 
lets of  various  kinds  that  were  worn 
about  the  neck  and  legs.  Also  of 
note  is  the  permanent  tattooing  in 
various  patterns  over  the  face  of 
the  women.  This  is  accomplished  by 
means  of  a needle  or  other  sharp 
object  repeatedly  puncturing  the 
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skin  and  then  filling  the  scarred 
places  with  the  bile  of  sheep.  A 
cause  of  much  trouble  in  the  new- 
born is  the  abominable  custom  of 
rubbing  manure  over  the  newly 
cut  umbilical  cord.  Fatal  infections 
and  much  tetanus  results  from  this. 
These  ancient  and  traditional  cus- 
toms and  practices,  some  of  which 
are  certainly  dangerous,  have  a long 
history  and  will  not  disappear  over- 
night. It  is  only  through  experi- 
ence, a slow  process  of  education 
and  organized  campaigns  that  these 
people  will  develop  confidence  in 
scientific  medicine,  and  the  less  de- 
sirable cult  practices  will  die  out.” 

Changing  the  attitudes  of  the 
population  is,  however,  only  one  of 
the  problems  Dr.  Halbrooks  feels 
need  to  be  met.  “At  present,  there 
are  not  enough  doctors,  hospitals, 
and  medical  personnel  in  the  coun- 
try to  care  for  all  the  existing  medi- 
cal problems.  As  more  people  dis- 
card their  superstitions  and  tradi- 
tional ways  for  curative  medicine, 
the  problem  intensifies.” 

Dr.  Halbrooks  described  the  ex- 
panding program  of  medical  care, 
education,  and  evangelism  that  has 
been  projected  to  about  50  neigh- 
boring villages  from  the  hospital  lo- 
cated at  Ajiun  in  the  Gilead  Hills  of 
North  Jordan,  30  miles  from  the 
capital  of  Amman.  The  hospital  was 
purchased  in  1952  from  an  English 
physician.  This  50-bed  hospital 


serves  all  of  North  Jordan,  the 
nearest  other  hospital  being  30 
miles  way.  Elective  surgery  is  done 
twice  weekly  by  the  one  missionary 
physician.  Dr.  August  Lovegren,  and 
one  Egyptian  physician.  Each  week 
several  general  clinics  are  held  in 
addition  to  well  baby  and  prenatal 
clinics.  These  hospitals  and  clinics 
are  recognized  by  the  government 
and  by  the  people  as  institutions 
dedicated  to  the  relief  of  suffering. 
Medications  are  dispensed  by  a com- 
petent pharmacist  from  a fairly 
complete  pharmacy.  An  accredited 
course  for  training  practical  nurses 
is  offered  in  addition  to  a course  for 
laboratory  technicians.  A singular 
distinction  is  the  25-pupil  School  of 
Nursing,  one  of  three  such  schools 
accredited  in  Jordan.  In  addition, 
separate  boys  and  girls  schools  of 
elementary  and  high  school  level 
are  operated  by  the  Southern  Bap- 
tist Convention.  Graduates  of  these 
schools  are  now  serving  as  techni- 
cians, secretaries,  nurses,  teachers, 
and  in  other  useful  capacities  both 
here  and  throughout  Jordan.” 

DR,  EICHHORN  MAKES 
AMDOC  THAILAND  TRIP 

Dr.  Ralph  D.  Eichhorn  of  Hous- 
ton spent  July,  1967,  in  Thailand 
investigating  medical  procedures 


and  problems  at  McCormick  Hospi- 
tal in  the  town  of  Chiang  Mai.  He 
also  worked  and  lectured  at  McCor- 
mick Hospital  on  the  subjects  of 
internal  medicine  and  gastroenter- 
ology. 

Sent  to  Thailand  by  AMDOC 
(AMerican  DOCtor),  a nonprofit  ser- 
vice organization  which  arranges 
for  volunteer  physicians  to  go  over- 
seas, Dr.  Eichhorn  was  required  to 
provide  his  own  transportation  and 
received  no  compensation  for  his 
services.  His  duties  at  the  hospital 
consisted  primarily  of  making  ward 
rounds,  visiting  outpatients,  lectur- 
ing on  ulcer  hepatitis,  cirrhosis,  and 
gall  bladder  disease;  and  conduct- 
ing informal  seminars  on  proce- 
dures. 

Chiang  Mai  is  the  center  of  silver, 
wood-carving,  Thai  celadon,  and  lac- 
quer-ware small  industries.  “It  has 
pleasant  homes,”  Dr.  Eichhorn  com- 
mented, “some  of  them  typical  Thai 
country  style  on  stilts,  cleanly  swept 
beneath  and  made  of  teak.  There 
are  movie  theaters,  hotels,  numerous 
Buddhist  wats,  and  one  mosque. 
The  streets  are  choked  with  taxis, 
bicycles,  Hondas,  Suzukis,  and  lit- 
tle three-wheeled  samlors.” 

Dr.  Eichhorn  had  the  following 
observations  to  make  about  the  pop- 
ulation. “The  people  all  appear 
freshly  scrubbed  as  well  as  physi- 
cally attractive.  They  wash  three 
times  a day,  even  in  the  coldest 
weather,  and  change  their  clothes 
continually.  In  the  bus  it  was  not 
unusual  to  find  the  only  dirty  shirt 
to  be  my  own!  Especially  attractive 
are  the  school  children  in  their  uni- 
forms of  red  (girls)  and  blue  (boys) 
with  their  white,  well-starched  shirts 
and  ties. 

“McCormick  Hospital  in  Chiang 
Mai,”  related  Dr.  Eichhorn,  “is  al- 
most equidistant  from  the  borders 
of  Burma  and  Laos,  but  a mountain 
range  separates  peaceful  Chiang 
Mai  from  the  guerrilla-infested  Lao- 
tian border. 

“Two  major  hospitals  are  to  be 
found  in  Chiang  Mai,  the  University 
of  Chiang  Mai  Medical  School,  a 
government  hospital  with  a nurs- 
ing school  and  medical  training  pro- 
gram, and  McCormick  Hospital, 
sponsored  by  the  United  Christian 
Church  branch  of  the  Presbyterian 
Church.”  There  are  also  a number 
of  smaller  hospitals  run  by  private 
physicians. 

“McCormick  Hospital  is  a pleas- 
ant group  of  stucco,  two-story 
buildings  united  by  open,  covered 
walkways,”  he  continued.  “The  fa- 
cilities include  an  administration 
building,  private  surgery  pavilion. 


Dr.  Cason  takes  a rare  pause  to  chat  with  dispensary-registered  nurse  Srta.  Vitalia 
Aguilar,  a graduate  of  the  Clinica  Americana  School  in  La  Paz,  Bolivia.  Dr.  Cason 
and  Miss  Aguilar  worked  in  Warisata,  Bolivia,  amid  conditions  which  included  no 
daytime  electricity,  no  running  water,  and  a waiting  room  on  the  sidewalk. 


Volume  64,  May,  1968 


89 


medical  and  surgical  wards,  obstet- 
rics and  gynecology  section,  and  a 
pediatrics  section.” 

Four  American  doctors  associated 
with  the  Presbyterian  church  and 
three  American  nurses,  one  of  whom 
is  a midwife,  make  up  the  staff  at 
McCormick.  There  is  also  a nursing 
school  nearby  to  furnish  the  hospi- 
tal with  numerous  Thai  nurses. 

“The  nursing  is  probably  superior 
to  American  standards,"  conceded 
Dr.  Eichhorn.  “The  nurses  are  clean, 
cooperative,  courteous,  and  extreme- 
ly able.  Their  attitude  toward  the 
patient  is  one  of  kindness.  I never 
heard  a cross  word  or  saw  an  un- 
kind act  on  the  part  of  the  nursing 
staff.” 

Dr.  Eichhorn  found  McCormick 
Hospital  “neat,  clean  and  Ameri- 
canized.” In  fact  he  made  only  two 
discoveries  which  would  distinguish 
it  from  any  typical  hospital  in  the 
Southern  United  States,  the  native- 
style  squat  commodes  standing  side 
by  side  with  their  American  coun- 
terparts in  the  lavatories,  and  the 
small  geckos  (lizards)  that  roam 
the  walls  of  the  hospital. 

Quackery  is  allowed  if  not  con- 
doned in  Thailand  because  of  the 
desperate  need  for  medical  care.  Dr. 
Eichhorn  explained,  “The  nurses’ 
aides  are  primarily  male.  One  prob- 
lem, however,  is  that  once  these 
aides  are  trained,  they  tend  to  leave 
the  hospital  and  go  to  the  rural 
area  and  act  as  medical  quacks. 
Having  learned  to  give  injections, 
they  buy  penicillin  and  other  anti- 
biotic drugs  and  distribute  them  to 
the  native  population.  Apparently 
the  government’s  attitude  is  that 
these  ill-trained  personnel  are  bet- 
ter than  none,  and  that  they  do 
more  good  than  harm.  They  also 
compete  with  the  native  spirit  doc- 
tors who  practice  even  in  the  larger 
cities.” 

Because  of  the  low-income  popu- 
lation, hospital  care  in  Thailand  is 
extremely  cheap.  It  costs  a Thai 
woman  only  $15  for  her  first  child, 
$12  for  subsequent  children.  How- 
ever, poverty  provides  no  shortage 
of  disease.  “The  diseases  which  I 
saw,”  recalled  Dr.  Eichhorn,  “were 
primarily  dysenteric  infection,  ty- 
phoid, upper  respiratory  infection, 
malnutrition,  cirrhosis  (probably  nu- 
tritional), parasitism  (possibly  not 
too  vigorously  searched  for),  tuber- 
culosis, meningitis  (tubercular,  bac- 
terial, and  possibly  viral),  peptic  ul- 
cer, rheumatic  fever,  amebiasis,  car- 
diovascular disease,  renal  disease, 
and  leprosy.” 


POSTGRADUATE  COURSES 


Ophthalmology 

The  annual  Postgraduate  Course 
in  Ophthalmology  and  the  summer 
convention  of  the  Colorado  Ophthal- 
mological  Society  will  be  held  at  the 
Stanley  Hotel  in  Estes  Park,  Colo., 
July  8-11.  The  scientific  program 
will  be  presented  by  Dr.  Robert  P. 
Burns  of  Portland,  Ore.;  Dr.  Philip 
Knapp  and  Dr.  Harvey  A.  Lincoff, 
both  of  New  York;  and  Dr.  J.  Don- 
ald Gass  of  Miami,  Fla. 

Tuition  for  the  four  days  is  $80. 
Housing  information  for  accommo- 
dations other  than  the  Stanley  Ho- 
tel can  be  obtained  from  The  Office 
of  Postgraduate  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver, Colo.  80220. 

General  Practice 

The  14th  annual  General  Practice 
Review,  sponsored  by  the  Univer- 
sity of  Colorado  School  of  Medicine, 
will  be  held  in  Denver,  Colo.,  July 
21-27. 

The  review  is  designed  especially 
for  general  practitioners.  Topics  to 
be  covered  during  the  seven  day 
postgraduate  course  are  alcohol  and 
drugs  — problems  for  the  general 
practitioner,  medicine,  pediatrics, 
dermatology,  surgery,  obstetrics  and 
gynecology,  and  trauma. 

For  further  information  and  a de- 
tailed program,  write  to  The  Office 
of  Postgraduate  Medical  Education, 
Box  2736,  University  of  Colorado 
School  of  Medicine,  4200  E.  Ninth 
Ave.,  Denver,  Colo.  80220. 


“I  don't  have  time  for  a work-up. 
Just  give  a diagnosis  off  the  top 
of  your  head.” 


Laboratory  Training  Programs 

The  Laboratory  Branch  of  the 
Communicable  Disease  Center  of 
the  US  Public  Health  Service  is 
sponsoring  a series  of  laboratory 
program  training  courses  beginning 
in  July,  1968,  and  extending  until 
June,  1969.  All  courses  will  be  held 
in  Atlanta,  Ga. 

Courses  offered  in  1968  and 
dates  scheduled,  with  closing  dates 
for  registration  in  parentheses,  are: 
laboratory  methods  in  general  med- 
ical mycology,  July  29-Aug.  23 

(June  3);  principles  and  bacterial 
application  of  fluorescent  antibody 
techniques.  Sept.  16-27  (July  22); 
basic  clinical  chemistry.  Sept.  23- 
Oct.  4 (July  29);  laboratory  meth- 
ods in  the  detection  of  rabies.  Sept. 
30-Oct.  4 (Aug.  5);  human  blood 
cell  morphology,  Oct.  7-11  (Aug. 
12);  principles  of  complement  fixa- 
tion (general),  Oct.  7-18  (Aug.  12); 
basic  laboratory  methods  in  virology, 
Oct.  14-24  (Aug.  19);  laboratory 
methods  in  anaerobic  bacteriology, 
Oct.  21-Nov.  1 (Aug.  26);  laboratory 
methods  in  respirovirology,  Oct.  25- 
Nov.  1 (Sept.  2);  laboratory  meth- 
ods in  special  medical  bacteriology, 
Nov.  4-8  (Sept.  9);  principles  and 
bacterial  application  of  fluorescent 
antibody  techniques,  Dec.  2-13 
(Oct.  7). 

Additional  information  is  avail- 
able from  the  Bureau  of  Disease 
Prevention  and  Environmental  Con- 
trol, National  Communicable  Dis- 
ease Center,  Atlanta,  Ga.  30333. 

Dermatology 

The  second  Aspen  Conference  for 
Dermatologists,  sponsored  by  the 
Rocky  Mountain  Dermatologic  So- 
ciety and  the  University  of  Colorado 
School  of  Medicine,  will  be  held  in 
Aspen,  Aug.  1-3. 

The  conference  is  specifically  de- 
signed for  dermatologists  and  fea- 
tures outstanding  guest  speakers 
in  the  fields  of  immunology,  con- 
nective tissue  diseases,  and  cancer. 
Tuition  fee  for  the  course  is  $75 
including  a non-refundable  registra- 
tion fee  of  $15.  The  course  is  lim- 
ited to  125  physicians,  and  early 
registration  is  advised. 

Reservations  and  information  on 
all  types  of  accommodations  may 
be  obtained  by  writing  Miss  Joan 
Neylans,  Business  Communications 
Center,  Box  1154,  Aspen,  Colo. 
81611.  Additional  information  is 
available  from  The  Office  of  Post- 
graduate Medical  Education,  Uni- 
versity of  Colorado  School  of  Medi- 
cine, 4200  E.  Ninth  Ave.,  Denver, 
Colo.  80220. 
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Let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


HYDROXYZINE 

PAMOATE 

an  antianxiety 
agent  that 
serves 

a human  need... 

“The  danger  involved  in  prescribing  dependency  produc- 
ing medication  for  relief  of  anxiety  lies  in  the  fact  that 
we  do  not  know  in  advance  the  dependency  proneness  of 
the  individual.”^ 

A woman  who  is  undergoing  the  emotional  stresses  of 
the  menopause  may,  for  the  first  time,  need  an  antianxiety 
agent.  But  she  may  also  be  susceptible  to  drug  abuse. 

Vistaril  can  fulfill  the  need  for  tranquilization  without 
creating  a new  need  — dependency. 

Vistaril  calms  anxiety  and  agitation  quickly— usually 
begins  to  work  in  15-30  minutes.  And,  in  more  than  ten 
years  of  clinical  use,  after  more  than  a billion  doses  to 
date,  there  have  been  no  reported  instances  of  dependency 
on  hydroxyzine. 

When  the  need  for  antianxiety  medication  is  reduced  or 
no  longer  exists,  Vistaril  dosage  may  be  lowered  or  dis- 
continued without  ill  effects. 

Recommended  starting  dose,  anxious  menopausal 
patient,  50  mg.  t.i.d. 

With  Vistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


Contraindications:  Hypersensitivity  to  hydroxyzine.  The  parenteral  solu- 
tion, for  intramuscular  or  intravenous  use,  must  not  be  injected  sub- 
cutaneously or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat,  and  rabbit 
induced  fetal  abnormalities  in  the  rat  at  doses  substantially  above  the 
human  therapeutic  range.  Clinical  data  in  human  beings  are  inadequate. 
Until  adequate  data  are  available  to  establish  safety  in  early  pregnancy, 
hydroxyzine  is  contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central  nervous 
system  depressants  such  as  narcotics  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased  as  much  as  50%.  Because 
drowsiness  may  occur,  patients  should  be  cautioned  against  driving  a car 
or  operating  dangerous  machinery.  The  usual  precautions  for  intramus- 
cular injection  should  be  followed;  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  Hydroxyzine  parenteral 
solution  for  intramuscular  use  should  be  injected  well  within  the  body  of 
a relatively  large  muscle.  In  adults,  the  preferred  sites  are  the  upper  outer 
quadrant  of  the  buttock  (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
In  children,  preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region  should  only 
be  used  when  necessary,  as  in  burn  patients,  in  order  to  minimize  the 
possibility  of  damage  to  the  sciatic  nerve.  The  deltoid  area  should  be  used 
only  if  well  developed,  such  as  in  certain  adults  and  older  children,  and 
only  with  caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspiration  should 
be  done  to  help  avoid  intravascular  injection.  On  reported  intravenous 
injection  a few  instances  of  digital  gangrene  have  occurred  distal  to  the 
injection  site,  considered  to  be  due  to  inadvertent  intra-arterial  injec- 
tion or  possibly  periarterial  extravasation.  Therefore,  particular  caution 
(aspiration  and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or  extravasa- 
tion. Intravenous  administration  should  be  accomplished  slowly,  no  faster 
than  25  mg.  per  minute,  and  not  to  exceed  100  mg.  in  any  single  dose.  In 
order  to  avoid  possible  adverse  effects  it  is  recommended  that  hydroxy- 
zine parenteral  solution  be  diluted  to  at  least  50  cc.  with  sterile  normal 
saline  and  administered  over  a period  of  four  minutes  or  more,  preferably 
into  the  tubing  of  a running  intravenous  infusion. 

The  intravenous  administration  of  this  drug  is  not  recommended  for 
children  under  12  years  of  age. 

Adverse  Reactions:  Drowsiness  may  occur;  if  so,  it  is  usually  transitory 
and  may  disappear  in  a few  days  of  continued  therapy  or  upon  dosage 
reduction.  Dryness  of  the  mouth  may  occur  with  higher  doses.  Involun- 
tary motor  activity,  including  rare  instances  of  tremor  and  convulsions, 
has  been  reported,  usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal  amounts 
of  intravascular  hemolysis  occur  at  the  site  of  injection.  Giving  the  maxi- 
mum recommended  intravenous  dose  (100  mg.)  to  adults  results  in  imme- 
diate transient  hemolysis  with  the  liberation  of  a total  of  2-3  grams  of 
hemoglobin,  which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction  from  which 
approximately  8 Gm.  of  hemoglobin  are  liberated  every  24  hours.  If  the 
hydroxyzine  is  diluted  with  50  cc.  of  normal  saline  and  given  during  a 
period  of  four  minutes  or  more,  this  phenomenon  does  not  occur. 
Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules : Equivalent  to  25  mg., 
50  mg.,  100  mg.  hydroxyzine  HCl.  Vistaril  (hydroxyzine  pamoate)  Oral 
Suspension : Equivalent  to  25  mg.  hydroxyzine  HCl  per  5 cc.  teaspoonful. 
Vistaril  (hydroxyzine  HCl)  Parenteral  Solution:  25  mg./cc.— 10  cc.  vial 
and  50  mg./cc.— 2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc. 
per  unit. 

More  detailed  professional  information  available  on  request. 

References : 1.  Greenhouse,  H.  R. : Medication  and  the  Dependent  Per- 
sonality, Symposium  of  Non-Narcotic  Drug  Dependency  and  Addiction, 
The  Amer.  Psychiat.  Assn.,  N.Y.  County  Dist.  Branch,  New  York,  N.Y., 
March  10, 1966. 
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of  trichomonal  vaginitis 


tablets/ inserts 

metronidazole 

brings 

•clinical  cures 

• microscopic  cures 

• culture  cures 


For  the  most  widespread  form  of  vagi- 
nitis the  most  widely  successful  thera- 
peutic agent,  Flagyl,  is  clearly  indi- 
cated. 

In  trichomonal  vaginitis,  most  physi- 
cians have  reported  a cure-rate  of  95 
per  cent  or  more  with  Flagyl  when  in- 
fected male  partners  are  treated  con- 
currently and  when  treatment  is 
repeated  for  occasional  refractory  in- 
fections in  women. 

Among  the  few  patients  who  do  not 
respond  to  Flagyl  are  those  who  may 
not  have  taken  the  prescribed  dosage 
and  those  who  may  have  been  rein- 
fected. 

This  high  rate  of  cure  obtained  with 
Flagyl  is  unparalleled.  Only  systemi- 
cally  active  Flagyl  reaches  the  hidden 
reservoirs  of  reinfection  in  male  and 
female  genitourinary  tracts. 

Indications:  Flagyl  is  indicated  only  in  the 
treatment  of  trichomoniasis  in  both  the  male 
and  female. 

Contraindications:  Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  es- 
pecially if  a second  course  is  necessary. 


Side  effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 


SEARLE 


Research  in  the  Service  of  Medicine 


e.  LEGEND 


Tr^  ^00  POUNDS 
TSS  and  15-70  20% 
'D  Pf?ESSURE  ° 

'&uS%TSi, 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR'2 


One  Ambar  Extentab  before  breakfast  can  I %1TM  W Wl  BRIEF  SUMMARY /Indications:  Ambar 

help  control  most  patients’  appetite  for  up  I I ^T~?  I 'A  T)  CJ®  suppresses  appetite  and  helps  offset  emo- 

to  12  hours.  Methamphetamine,  the  appe-  i tional  reactions  to  dieting.  Contraindica- 

tite  suppressant,  gently  elevates  mood  and  phenobarbTtar64^8^*g' If  tions:  Hypersensitivity  to  barbiturates  or 

helps  overcome  dieting  frustrations.  Pheno-  (Warning:  may  be  habit  forming).  sympathomimetics;  patients  with  advanced 
barbital,  the  sedative  in  Ambar,  controls  irritability  and  renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 


anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs"  — methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


tion  in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  H.  robins  company,  AH'I^OBINS 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


LOST  THE  BATTLE 
OF  {WATERLOO  BECAUSE 
HE  h/AS  TOO  FAT/ 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890, 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  HIS 
INTELLIGENCE  INFORMATION.  " IT  WAS  A MATTER  OF  MERE 
INDOLENCE  AND  THIS  INDOLENCE  WAS  CAUSED  BY  FAT." 
source:  jama  ibe-.es  (oct.b)  ises. 


oRO 


ACCORDING  TO  DRS.  SHIPMAN  AND  PLESSET 
"APPARENTLy  NO  DIETER  SUCCEEDS  WHO  IS 
VERY  ANXIOUS  OR  DEPRESSED."^  THE  AMBAR  FORMULA 
THE  BOOK  PRAY  YOUR  WEIGHT  AMAY  URGES  READERS  TO  PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THE 

“ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY.  MOOD  AND  PHENOBARBITAL  TO  HELP  REDUCE  ANXIETY. 

source:  rev.  c.w.  shedo:  new  york  i/pp/ncott,  iQsa.  r source:  archives  of  general  psych/atry  8:26  (jure  i963). 


a puzzle 
of  antacid 
complaints 


“Will  it  stop  the  pain?” 


u 

my 

gassy  stomach?” 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids; 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 


a solution 
to  peptic  ulcer 

distress 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


When  the  agitated  geriatric  disrupts  the  home. . . 


His  disturbances 
at  the  table 
make  every  meal 


IS  daughter 
can’t  please  him. 
There  is  “just 
no  livi 


His  teen-age 
granddaughter  won’t 
invite  friends  home 
because  of  his  outbursts. 


His  slovenly 
room  and  habits 
create  more 
tension. 


In  moderate  to  severe  anxiety . . . 

■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
tension,  agitation,  apprehension,  restlessness,  hypermotility 

■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 

■ Mellaril  frequently  helps  strengthen  emotional  resources 

■ Mellaril  helps  the  patient  maintain 
realistic  contactwith  environment, closer 
harmony  \with  family 
Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  \with  or  following  MAO  inhibi- 
tors: severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (esplecial- 
ly  in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
ment of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


for  moderate  to  severe  anxiety 

Mellaril* 

(thioridazine) 
25  mg.  t.i.d.^ 

SANDOZ 


Before  prescribing,  see  package  insert  for  fuH  product  information. 
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AMERICAN  MEDICAL  ASSOCIATION 

Dr.  Milford  0.  Rouse  of  Dallas  will  hand  over  the  Presidential 
gavel  to  Dr.  Dwight  L.  Wilbur  of  San  Francisco  at  the  Ameri- 
can Medical  Association’s  117th  Annual  Convention  June  16-20 
in  San  Francisco. 

The  scientific  program  will  be  housed  in  the  Civic  Auditorium, 
the  War  Memorial  Opera  House,  and  in  several  nearby  hotels. 
The  House  of  Delegates  will  meet  in  the  Fairmont  Hotel. 
Approximately  600  scientific  papers  will  be  presented,  and  more 
than  250  scientific  exhibits  will  be  on  display  as  well  as  many 
industrial  exhibits.  Programs  will  be  presented  by  22  scientific 
sections,  plus  a program  by  the  Section  on  Miscellaneous  Topics 
which  will  include  a full  day  session  on  smoking  and  health  and 
a second  full  day  session  on  neurological  surgery. 

Four  general  scientific  meetings  will  feature  programs  on  auto- 
mobile accidents,  health  care  planning,  management  of  infec- 
tious diseases,  and  treatment  of  advanced  malignant  disease. 
Five  scientific  sections  will  present  programs  on  color  television; 
dermatology,  case  presentations;  general  surgery,  live  telecast 
of  surgical  operation ; laryngology,  otology  and  rhinology,  sinus 
diseases;  obstetrics  and  gynecology,  a complete  gynecologic  ex- 
amination; and  orthopedic  surgery,  spine  problems  in  children. 
The  medical  motion  picture  program  will  include  the  premiere 
of  a new  film  on  Diagnosis  of  Heart  Disease,  as  well  as  films 
on  Radiographic  Visualization  of  the  Biliary  System  and  Chole- 
cystectomy and  Choledochotomy;  Bullet  Embolus  of  the  Right 
Ventricle;  Role  of  the  Endometrium  in  Conception  and  Men- 
struation ; and  Cold  Light  Endoscopy. 

The  AMA  TV  network  will  present  more  than  40  hours  of  con- 
vention news. 

The  Woman’s  Auxiliary  to  the  American  Medical  Association 
will  also  meet  in  San  Francisco,  holding  its  45th  annual  con- 
vention June  16-20  at  the  St.  Francis  Hotel.  Dr.  Rouse  will  be 
guest  speaker  at  the  luncheon  honoring  national  auxiliary  past 
presidents  and  AMA  officers  and  trustees  and  their  wives. 

Dr.  F.  J.  L.  Blasingame,  535  N.  Dearborn  St.,  Chicago  60610, 
is  executive  vice-president  of  the  AMA. 


FORT  WORTH  CLINICAL  SYMPOSIUM 

The  Fort  Worth  Clinical  Symposium  will  be  held  for  the  first 
time  May  31-June  2 at  the  Inn  of  the  Six  Flags  on  the  Fort 
Worth-Dallas  Turnpike.  The  three-day  meeting  is  sponsored  by 
the  Fort  Worth  Academy  of  Medicine  in  conjunction  with  the 
Tarrant  County  Unit,  American  Cancer  Society;  The  Tarrant 
County  Academy  of  General  Practice;  and  the  Tarrant  County 
Heart  Association.  The  meeting  will  combine  three  separate 
meetings  held  by  these  organizations:  the  annual  spring  semi- 
nar of  the  Tarrant  County  Academy  of  General  Practice,  the 
23rd  annual  Southwest  regional  cancer  conference,  and  the  15th 
annual  cardiac  conference. 

The  program  will  feature  ten  speakers.  These  are  Drs.  Jack  A. 
Barnett,  F.  A.  Bashour,  and  Robert  K.  Bass,  all  of  Dallas;  Drs. 
Gerald  Dodd,  Nylene  E.  Eckles,  Arthur  I.  Holleb,  and  William 
O.  Russell,  all  of  Houston;  Dr.  E.  Grey  Dimond  of  La  Jolla, 
Calif.;  Dr.  Meyer  Friedman  of  San  Francisco;  and  Dr.  Henry 
D.  McIntosh  of  Durham,  N.C. 

In  addition  to  scientific  programs,  social  activities  have  been 
planned  for  physicians  and  their  wives.  Dr.  E.  Ross  Kyger,  800 
Fifth  Ave.,  Fort  Worth  76104,  is  symposium  chairman. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 

TEXAS  HOSPITAL  ASSOCIATION  will 
hold  its  39th  annual  convention  May  19-22 
in  Dallas.  Theme  of  the  convention,  which 
will  feature  exhibits  and  section,  general 
and  business  meetings,  will  be  1968 

Potpourri  of  Hospital  Problems,**  Topics 
to  be  covered  in  section  and  general  meet- 
ings will  include  management  accreditation, 
extended  care  facilities,  unit  measurement 
in  nursing,  incentive  program  for  em- 
ployees, Medicare-Medicaid,  health  care 
planning,  and  trends  in  medical  staff  or- 
ganization. Meetings  of  THA*s  committees, 
divisions,  boards,  and  house  of  delegates 
will  also  take  place.  Exhibits  and  social 
events  will  round  out  the  convention  offer- 
ings. Headquarters  hotel  will  be  the  Stat- 
ler  Hilton  Hotel,  and  meetings  and  ex- 
hibits will  be  headquartered  in  Memorial 
Auditorium.  O.  Ray  Hurst,  P.  O.  Box 
4553  Austin  78751,  is  executive  director  of 
the  association. 


AMERICAN  MEDICAL  ASSOCIATION 
and  ASSOCIATION  OF  LIFE  INSUR- 
ANCE MEDICAL  DIRECTORS  OF  AMER- 
ICA will  meet  in  San  Francisco  June  15 
for  a congress  on  medicine  and  insurance. 
The  congress  program,  which  immediately 
precedes  the  AMA  annual  meeting,  will 
contain  a morning  panel  of  insurance 
company  medical  directors  offering  their 
views  of  clinical  medicine ; a speech  by  Dr. 
Milford  O.  Rouse  of  Dallas,  AMA  Presi- 
dent, on  the  mutual  concerns  of  the  medi- 
cal profession  and  insurance  companies  in 
the  area  of  clinical  and  insurance  medi- 
cine ; and  speeches  on  aspects  of  disability 
insurance  and  rehabilitation.  Contact:  In- 
stitute of  Life  Insurance,  277  Park  Ave., 
New  York,  N.Y.  11017. 


AMERICAN  PROCTOLOGIC  SOCIETY 
will  hold  its  67th  annual  meeting  June  10- 
13  in  Denver  at  the  Denver  Hilton  Hotel. 
The  program  will  feature  scientific  sec- 
tions, exhibits,  business  meetings,  a cock- 
tail party,  and  a formal  banquet.  Subjects 
to  be  discussed  will  include  repair  of  the 
anorectal  vaginal  fistula,  pseudo  inflam- 
matory colloid  carcinoma,  shunt  operation 
for  obesity,  wound  healing,  natural  evolu- 
tion of  colorectal  cancer,  necessary  ad- 
juncts of  colon  surgery,  and  congenital 
aganglionic  megacolon  in  the  adult.  Texas 
physicians  on  the  program  and  their  top- 
ics include  Dr.  W.  David  Barnett  of  Dallas, 
nonspecific  ulceration  of  the  smaU  intes- 
tine : and  Dr,  Manuel  Baeza,  also  of  Dallas, 
carcinoid  tumors  of  the  gastrointestinal 
tract.  Dr.  James  A.  Ferguson,  320  W.  La- 
fayette, Detroit,  Mich.  48226,  is  secretary 
of  the  society. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


ALSO  IN  JUNE 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  San 
Francisco,  June  13-17,  1968.  Mr.  Jack  C.  Smith,  112  E. 
Chestnut  St.,  Chicag^o  60611,  Bus.  Mgr. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  (In- 
terim Meeting),  Sausalito,  Calif.,  June  20-22,  1968.  Mrs. 
Gertrude  F.  Conroy,  1740  Broadway,  New  York  10019, 
Exec.  Dir. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Seattle, 
Wash.,  June  14-15,  1968.  Miss  Margaret  M.  Walsh,  1212 
Avenue  of  the  Americas,  New  York  10036,  Exec.  Sec. 


JULY 

POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  29-30,  1968,  concluding  session, 
San  Antonio,  Aug.  1,  1968.  Mrs.  W.  H.  Dahme,  209  Jesse 
H.  Jones  Library  Bldg.,  Houston  77025,  Exec.  Sec. 

TEXAS  REHABILITATION  ASSOCIATION,  Fort 
Worth,  July  22-24,  1968.  Mrs.  Gene  H.  Raiford,  P.  O. 
Box  20194,  Austin  78767,  Sec.-Treas. 


AUGUST 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE, Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 


SEPTEMBER 

TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept.  21, 
1968.  Mr.  C.  Lincoln  Williston,  1801  N.  L,amar,  Austin 
78701,  Exec.  Sec. 

TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  26-28, 
1968.  Donald  M.  Anderson,  1801  N.  Lamar,  Austin  78701, 
Adm.  Sec. 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Las  Vegas,  Sept.  13-22,  1968.  Dr.  Mac  F.  Cahal,  Volker 
Blvd.  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Atlantic  City, 
N.J.,  Sept.  16-19,  1968.  James  E.  Hague,  840  N.  Lake 
Shore  Dr.,  Chicago  60611,  Sec. 

CHRISTIAN  MEDICAL  SOCIETY,  San  Antonio,  Sept. 
23-25,  1968.  Dr.  Jerry  Merritt  (D.D.S.),  114  Southbridge, 
San  Antonio  78216,  Program  Chairman. 


OCTOBER 

PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Ama- 
rillo, Oct.  19,  1968.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 79106,  Exec.  Sec. 


TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  Corpus 
Christi,  Oct.  14-16,  1968.  Mr.  Don  C.  Jackson,  1905  N. 
Lamar,  Austin  78705,  Exec.  Sec. 

TEXAS  SURGICAL  SOCIETY,  Dallas,  Oct.  6-8,  1968. 
Dr.  Jesse  E.  Thompson,  3434  Swiss,  Dallas  75204,  Sec. 

BLACKFORD  MEMORIAL  LECTURES,  Denison,  Tex., 
Oct.  19-20,  1968.  Dr.  Donald  H.  Brandt,  213  N.  Barrett 
Ave.,  Denison  75020,  Chairman. 

OKLAHOMA  CITY  CLINICAL  CONFERENCE,  Okla- 
homa City,  Oct.  28-30,  1968.  Miss  Alma  O’Donnell,  2809 
N.W.  Expressway,  Oklahoma  City  73112,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Atlanta, 
Ga.,  Oct.  5-8,  1968.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  Nashville,  Tenn.  37219,  Sec.  Treas. 

SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso, 
February,  1970.  Mr.  Bob  Reid,  723  Mills  Bldg.,  El  Paso 
79901,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago, 
Oct.  19-24,  1968.  Dr.  Robert  G.  Frasier,  1801  Hinman 
Ave.,  Evanston,  HI.  60201,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey,  4 E.  Clinton,  P.  O.  Box  10,  Joliet,  111.  60431, 
Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York,  Oct. 
21-23,  1968.  Joseph  S.  Silber,  219  E.  42nd  St.,  New  York 
10017,  Sec. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY. 
Boston,  Oct.  27-30,  1968.  Daniel  Weiss,  33  W.  60th  St., 
New  York  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS  (Clinical  Con- 
gress), Atlantic  City,  N.J.,  Oct.  14-18,  1968.  Dr.  John  P. 
North,  55  E.  Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  San  Francisco, 
Oct.  14-18,  1968.  Mrs.  Isabel  Patterson,  620  N.  Michigan 
Ave.,  Chicago  60611.  Sec. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS. 
Washington,  D.  C.,  Oct.  19-23,  1968.  John  W.  Andes,  615 
Busse  Hwy.,  Park  Ridge,  lU.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OP  AMERICAN  PA’THOLOGISTS,  New 
York  City,  Oct.  11-19,  1968.  Dr.  William  D.  Dolan,  Ar- 
lington Hospital,  Arlington,  Va.  22205,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  New  Orleans,  Oct.  17-19,  1968.  Harry  E. 
Northam,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601  Exec.  Dir. 
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TEXAS  MEDICINE 


NOVEMBER 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans. 
Nov.  18-21,  1968.  Mr.  Robert  F.  Butts,  2601  Highland 
Ave.,  Birmingham.  Ala.  35205,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  De- 
troit, Nov.  11-15,  1968.  Dr.  B.  F.  Mattison,  1740  Broad- 
way, New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Cleveland,  Ohio, 
Nov.  7-9,  1968.  Dr.  Warren  R.  Lang,  1025  Walnut  St.. 
Philadelphia  19107,  Sec.-Treas. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO.  Mazatlan,  Sinaloa,  Mexico,  Nov.  6-9,  1968.  Dr. 
James  D.  Nauman,  1603  N.  Tucson  Blvd.,  Tucson,  Ariz. 
85716,  Pres. 


DECEMBER 

PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIATION 
OF  TEXAS,  Houston,  Dec.  5-7,  1968.  Mrs.  Patty  Petti- 
grew, Kaufman,  Tex.  75142,  Sec.-Treas. 

TEXAS  ACADEMY  OP  INTERNAL  MEDICINE,  Dallas, 
Dec.  7,  1968.  Dr.  William  C.  Levin,  816  Strand,  Galves- 
ton 77550,  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION,  Boca  Raton, 
Fla.,  Dec.  9-11,  1968.  Dr.  George  H.  Yeager,  314  Medical 
Arts  Bldg.,  Baltimore  21201,  Sec. 

AMERICAN  MEDICAL  ASSOCIATION  (Clinical  Meet- 
ing), Miami  Beach,  Fla.,  Dec.  1-4,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres. 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  7-12,  1968.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.  60201,  Pres. 

RADIOLOGICAL  SOCIETY  OP  NORTH  AMERICA, 
Chicago,  Dec.  1-6,  1968.  Dr.  Maurice  D.  Frazer,  5145  O 
St.,  Lincoln,  Neb.  68510,  Sec. 


JANUARY 

TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  18, 
1969.  Mr.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin 
78701,  Exec.  Sec. 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  January, 
1969.  Dr.  A.  P.  Clark,  Jr.,  3-F  Medical-Professional  Bldg., 
San  Antonio  78212,  Sec.-Treas. 


INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  San  Antonio,  Jan.  27-29,  1969.  Mr.  S. 
E.  Cockrell,  Jr.,  202  W.  French  PI.,  San  Antonio  78212, 
Exec.  Dir. 

TEXAS  RADIOLOGICAL  SOCIETY,  San  Antonio,  Jan. 
24-25,  1969.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale, 
Fort  Worth  76104,  Sec. 

UNITED  CEREBRAL  PALSY  ASSOCIATION  OF  TEX- 
AS, El  Paso,  Jan.  11-12,  1969.  Mr.  Wally  Christensen, 
1008  Lavaca,  Austin  78701,  Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY,  Miami  Beach,  Fla., 
Jan.  12-17,  1969.  Dr.  John  G.  Bellows,  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Sec. 


FEBRUARY 

TEXAS  UROLOGICAL  SOCIETY.  Port  Arthur,  Febru- 
ary, 1969.  Dr.  James  L.  Petry,  3115  Procter  St.,  Port 
Arthur  77642,  Sec. 


MARCH 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & GYNE- 
COLOGISTS, San  Antonio,  March  7-8,  1969.  Dr.  J.  L. 
Jinkins,  Jr.,  Suite  921,  200  North  Blvd.,  Galveston  77550, 
Sec.-Treas. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas. 
March  17-19,  1969.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75301,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAn,  ASSEMBLY. 
New  Orleans,  March  10-13,  1969.  Mrs.  Irma  B.  Sher- 
wood, 1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE. San  Antonio,  March  7-9,  1969.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

AMERICAN  ACADEMY  OF  ALLERGY.  Bal  Harbour, 
Fla.,  March  15-19,  1969.  Dr.  Paul  P.  VanArsdel,  Jr.,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle  98105, 
Sec. 


APRIL 

EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City, 
Tex.,  April,  1969.  Dr.  William  Nicholson,  304  W.  Broad, 
Freeport  77541,  Sec.-Treas. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION, 
Scottsdale,  Ariz.,  April  17-22,  1969.  Dr.  Barrett  Kennedy, 
1542  Tulane  Ave.,  New  Orleans,  La.  70112,  Sec. 
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Diagnostic  Products  Sales,  The  Dow  Chemical  Company,  Midland,  Michigan  48640. 


Announcing  the  blood  chemistries  anyone  in  your  office  can  do. 

Those  using  Diagnostest*  reagents  and  instruments.  We  train  your  nurse 
or  medical  assistant  to  use  this  simple,  accurate  system.  For  measuring 
hemoglobin,  glucose,  cholesterol,  urea  nitrogen,  total  bilirubin  and  uric 
acid.  You  get  results  in  minutes.  And  the  system  includes  everything  you 

need.  Write  today  for  full  information.  •Trademark  of  The  Dow  Chemical  Company 
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MEDICINE  IN  LITERATURE 

Medical  Biographies,  Study  of  Caste  and  Race 


Store  of  Literary  Works 


Enrich  Physicians' 

Claude  Bernard  and  Experimental 
Medicine.  Francisco  Grande  and 
Maurice  B.  Visscher,  eds.,  120 
pp.,  illus.,  Cambridge,  Mass., 
Schenkman  Publishing  Co.,  Inc., 
1967,  $8.95. 

THIS  BOOK  CONTAINS  the  material 
from  a symposium  held  at  the  Uni- 
versity of  Minnesota  in  1965.  The 
symposium  covered  Bernard’s  con- 
tributions and  their  significance  for 
current  medical  research.  The  last 
third  of  the  book  is  an  English 
translation  of  Bernard’s  “Red  Note- 
book.” This  is  a collection  of  his 
notebooks  and  loose  sheets  con- 
taining his  reflections,  observations, 
drawings,  and  random  notes. 

Bernard  jotted  down  ideas,  prob- 
lems, sketches,  and  questions  in 
the  form  of  a diary.  It  is  this  trans- 
lation that  gives  the  reader  the  im- 
pact of  Bernard’s  fantastic  range 
of  ideas  and  interests.  The  book 
should  be  of  tremendous  interest 
not  only  to  history  buffs  but  also  to 
the  casual  browser. 

WILMA  SHIELDS,  M.D., 
Dallas. 

Ciba  Foundation  Symposium,  Caste 
and  Race:  Comparative  Approach- 
es. Anthony  de  Reuck  and  Julie 
Knight,  eds.,  348  pp.,  Boston, 
Little,  Brown  and  Co.,  1967,  $12. 

THE  STUDY  of  caste  and  race  has 
become  increasingly  important  to 
social  scientists.  This  timely  sym- 
posium brings  together  eminent 
anthropologists,  sociologists,  social 
psychologists,  and  social  historians 
to  discuss  the  general  nature  of 
caste  segregation  and  racist  ideolo- 
gies on  a comparative  basis. 

The  book’s  discussions  are  based 
on  studies  of  Indian  and  Japanese 
societies,  and  material  on  the  Amer- 
ican Negro  and  European  Semite  is 
included.  The  evolution  of  caste  so- 
ciety, in  the  past  and  under  the  in- 
fluence of  urban  industrialization,  is 
considered. 

Students  of  anthropology,  sociol- 
ogy, and  social  psychology,  and 


those  concerned  with  the  adjust- 
ment between  different  social  and 
ethnic  groups  will  find  this  volume 
to  be  an  enlightening  source  of  in- 
formation. 


The  Biography  of  Doctor  D.  R.  Wal- 
lace. Doris  Dowdell  Moore,  182 
pp.,  illus.,  Dallas,  Timberlawn 
Foundation,  Inc.,  1966,  $7.50. 

DR.  DAVID  RICHARD  WALLACE  was 
born  Nov.  10,  1825,  in  Pitt  County, 
N.C.  His  family  immigrated  to  Texas 
over  the  next  few  years.  In  his  early 
life  Dr.  Wallace  did  not  have  the  op- 
portunity to  receive  formal  school- 
ing, but  he  read  and  studied  at  ev- 
ery opportunity.  He  did  attend  col- 
lege and  then  medical  school.  He 
also  trained  for  the  law.  After  this 
formal  education  Dr.  Wallace  be- 
came teacher,  physician,  adminis- 
trator, and  respected  leader  in 
Texas. 

He  wrote  many  scientific  papers 
for  the  Texas  State  Medical  Associ- 
ation, and  a great  deal  both  for  sci- 
entific journals  and  other  literary 
outlets.  Many  of  his  writings  are 
quoted  in  this  book. 

He  became  superintendent  of 
what  is  now  the  Austin  State  Hos- 
pital in  1874,  and  instituted  dra- 
matic reform  which  later  was  to 
affect  admission  policies  and  treat- 
ment of  people  with  mental  illness 
in  an  institutional  setting.  Later  in 
his  life  he  was  asked  to  become  the 
first  superintendent  of  what  is  now 
the  Terrell  State  Hospital.  In  his 
letters  to  his  daughter  Sue  he  re- 
vealed much  of  his  inner  strengths 
and  of  his  personality.  His  life,  how- 
ever, was  not  without  disappoint- 
ment, sadness,  or  problems.  He 
died  in  1911. 

For  those  who  are  interested  in 
early  psychiatry  in  Texas,  a good 
description  of  the  times  in  which 
Dr.  Wallace  lived,  or  for  those  mere- 
ly interested  in  the  biography  of  a 
most  remarkable  man,  this  book  is 
recommended. 

STUART  S.  NEMIR,  JR.,  M.D., 
Austin. 


NEW  BOOKS 
IN  TMA  IIBRARY 

Armstrong,  M.  L.;  Elect/ccarJio- 
grams:  A Systematic  Method  of 
Reading  Them,  Bristol,  Great  Brit- 
ain, John  Wright  & Sons  Ltd., 

1965. 

Blake,  J.  B.,  and  Roos,  C.,  eds.: 
Medical  Reference  Works  1679- 

1966.  A Selected  Bibliography,  Chi- 
cago, Medical  Library  Association, 

1967. 

Danforth,  D.  N.,  ed.:  Textbook  of 
Obstetrics  and  Gynecology,  New 
York,  Hoeber  Medical  Division, 
Harper  & Row,  1966. 

Ellingson,  C.:  The  Shadow  Children: 
A Book  About  Children’s  Learning 
Disorders,  Chicago,  Topaz  Books, 
1967. 

Erikson,  E.  H.:  Childhood  and  So- 
ciety, ed.  2,  New  York,  W.  W.  Nor- 
ton & Co.,  1963. 

Erikson,  E.  H.:  Insight  and  Respon- 
sibility, New  York,  W.  W.  Norton 
& Co.,  1964. 

Garan,  D.  G.:  Relativity  for  Psychol- 
ogy, New  York,  Philosophical  Li- 
brary, 1968. 

Graham,  R.  M.;  The  Cytologic  Diag- 
nosis of  Cancer,  ed.  2,  Philadel- 
phia, W.  B.  Saunders  Co.,  1963. 
Hirata,  I.,  Jr.:  The  Doctor  and  the 
Athlete,  Philadelphia,  J.  B.  Lippin- 
cott  Co.,  1968. 

Mennell,  J.  M.:  Joint  Pain:  Diagnosis 
and  Treatment  Using  Manipulative 
Techniques,  Boston,  Little,  Brown 
and  Co.,  1964. 

Owen,  S.  G.:  Electrocardiography, 
Boston,  Little,  Brown  and  Co., 
1966. 

Petrie,  A.:  Individuality  in  Pain  and 
Suffering,  Chicago,  The  University 
of  Chicago  Press,  1967. 

Slavson,  S.  R.:  A Textbook  in  Ana- 
lytic Group  Psychotherapy,  New 
York,  International  Universities 
Press,  Inc.,  1964. 

Woodburne,  L.  S.:  The  Neural  Basis 
of  Behavior,  Columbus,  Ohio,  C. 

E.  Merrill  Books,  1967. 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidih 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/ allergic  u.r.i.,  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal-anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin-maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney-rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood - 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute  appropriate  therapy. 
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DR.  R.  H.  NEEDHAM 

Retired  Fort  Worth  otolaryngolo- 
gist, Dr.  Robert  Hamilton  Needham, 
died  on  March  2,  1968,  in  Pineville, 
La.,  where  he  had  been  living  with 
his  son  for  the  past  few  years.  He 
was  96. 

An  honorary  member  of  Texas 
Medical  Association,  he  belonged 
to  Tarrant  County  Medical  Society, 
American  Medical  Association,  and 
Fort  Worth  Eye,  Ear,  Nose  and 
Throat  Association.  He  was  a life 
member  of  Texas  Society  of  Oph- 
thalmology and  Otolaryngology  and 
an  honorary  member  of  Association 
of  American  Physicians  and  Sur- 


DR.  NEEDHAM 


geons.  He  had  been  a director  of 
Fort  Worth-Tarrant  County  Tubercu- 
losis Society  for  13  years,  president 
of  Fort  Worth  Eye,  Ear,  Nose,  and 
Throat  Society  for  two  terms;  sec- 
retary of  Tarrant  County  Medical 
Society  for  one  year,  and  served  as 
editor  of  The  Bulletin  of  the  Tarrant 
County  Medical  Society  for  four 
years. 

He  was  a member  of  the  Presby- 
terian Church,  was  a Scottish  Rite 
Mason,  a member  of  Scottish  Rite 
Commandery,  a Shriner,  and  be- 
longed to  the  Order  of  Eastern  Star. 

Born  on  Feb.  28,  1872,  the  son 
of  Charles  F.  and  Mary  Ellen  Lucas 
Needham,  he  attended  public 
schools  in  Tonganoxie,  Kan.,  the 
University  of  Kansas,  and  was  grad- 
uated from  Fort  Worth  School  of 
Medicine  in  Fort  Worth,  which  later 
became  a part  of  Baylor  University 
College  of  Medicine.  He  served  a 
residency  in  mental  and  nervous 
diseases  at  Arlington  Heights  Sani- 
torium.  Fort  Worth. 

During  World  War  II  he  was  chair- 
man of  Selective  Service  System 
Medical  Examining  Board  #112  at 
Fort  Worth,  for  which  service  he  re- 
ceived Presidential  citations.  He  was 
a member  of  First  Presbyterian 
Church  in  Fort  Worth. 

Dr.  Needham  was  preceded  in 
death  by  his  wife,  the  former  Mary 
Harriett  Hill,  and  a son,  Robert 
Charles.  The  only  survivor  is  a son, 
Herbert  Needham  of  Pineville,  La. 


DR.  H.  HEILIGMAN 

Fifty-nine-yearold  Dr.  Haskell 
Heiligman  died  Jan.  27,  1968,  at 
his  home  in  Overton,  Tex.  Cause  of 
death  was  coronary  occlusion  and 
myocardial  infarction. 

Born  on  May  21,  1908,  in  Hugo, 
Okla.,  he  was  the  son  of  Isaac  and 
Gussie  Pollock  Heiligman.  He  at- 
tended schools  at  Hugo,  Western 
Military  Academy  at  Alton,  III.,  and 
received  a bachelor  of  science  de- 
gree from  the  University  of  Okla- 
homa. He  was  graduated  from  the 
University  of  Oklahoma  School  of 
Medicine  in  1931.  Internship  was 
served  at  Rolater  Hospital  in  Okla- 
homa City.  Postgraduate  courses 
were  taken  at  New  York  Polyclinic 
Medical  School  and  Hospital.  Dr. 
Heiligman  had  practiced  in  Overton 
since  1931.  He  was  on  the  staff  of 
Medical  Center  Hospital  in  Tyler  and 
on  the  staff  of  Overton  Memorial 
Hospital. 

A member  of  Rusk  County  Medi- 
cal Society,  he  belonged  to  Texas 
Medical  Association,  American  Med- 


ical Association,  American  Academy 
of  General  Practice,  and  Texas  In- 
dustrial Medical  Association. 

Dr.  Heiligman  had  served  on  the 
school  board  of  Overton  Independ- 
ent School  District,  was  a member 
of  Rocky  Mountain  Lodge  #63  An- 
cient, Free  and  Accepted  Masons, 
and  of  Lions  International.  He  be- 
longed to  Temple  Beth  El  in  Tyler. 

Dr.  Heiligman  is  survived  by  his 
wife,  the  former  Velma  Ruth  Latti- 
mer;  two  daughters,  Mrs.  Edmund 
L.  Nichols  of  Austin,  and  Mrs.  Isidor 
Saslav  of  Minneapolis,  Minn.;  two 
brothers.  Dr.  Fred  Heiligman  of 
Framingham,  Mass.,  and  Dr.  Em- 
mett Heiligman  of  South  Pasadena, 
Calif.;  and  four  grandchildren. 


DR.  C.  J.  PATERNOSTRO 

Dr.  Charles  Joseph  Paternostro, 
67,  died  Jan.  21,  1968,  in  Dallas.  A 
native  of  Dallas,  he  had  practiced 
there  since  1927. 

The  son  of  Samuel  and  Mary  Ro- 
mono  Paternostro,  he  was  born  on 
Feb.  10,  1900.  He  attended  Dallas 
schools.  Southern  Methodist  Uni- 
versity, and  was  graduated  from 
Baylor  University  College  of  Medi- 
cine, then  located  in  Dallas,  in 
1927.  He  interned  at  Baylor  Hos- 
pital in  Dallas,  and  did  postgradu- 
ate work  at  Tulane  University  School 
of  Medicine  in  New  Orleans. 

Dr.  Paternostro  belonged  to  Dal- 
las County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association.  He  was  also  a 
member  of  the  Benevolent  and  Pro- 
tective Order  of  Elks. 

An  active  Catholic  layman,  he 
belonged  to  Christ  The  King  Church, 
Knights  of  Columbus,  Equestrian 
Order  of  the  Holy  Sepulcher  of  Je- 
rusalem, men’s  club  of  his  church, 
and  was  on  the  board  of  Catholic 
Charities  in  Dallas. 

Survivors  are  his  wife,  the  former 
E.  Lee  Stansbury;  three  sons,  Sam- 
uel B.  Paternostro  and  Ronald  L. 
Paternostro,  both  of  Dallas,  and 
Charles  J.  Paternostro,  Jr.,  of  Hous- 
ton; two  sisters,  Mrs.  Joe  Musso 
and  Mrs.  Ben  Pinto,  both  of  Dallas; 
and  two  grandchildren. 
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DR.  W.  P.  CAPPLEMAN 

Dr.  William  Pollard  Cappleman, 
53,  died  on  Feb.  2,  1968,  at  his 
home  in  Baytown. 

A native  of  Honey  Grove,  Tex.,  he 
was  the  son  of  Dr.  J.  J.  and  Cor- 
nelia Newton  Cappleman.  He  was 
born  on  July  2,  1914.  He  attended 
The  University  of  Texas  at  Austin, 
and  was  graduated  from  Baylor 
University  College  of  Medicine,  then 
located  in  Dallas.  Internship  was 
served  at  Parkland  Memorial  Hos- 
pital in  Dallas  and  residencies  at 
Parkland  and  at  Veterans  Adminis- 
tration Hospital  in  McKinney,  Tex. 
Dr.  Cappleman  practiced  in  Honey 
Grove  from  July,  1941,  to  May, 
1942,  when  he  entered  the  US 
Army  Medical  Corps.  He  served  in 
the  Pacific  theatre  during  World 
War  II.  From  1946  to  1948  he 
served  a residency  at  Veterans  Ad- 
ministration Hospital  in  McKinney; 
then  he  became  chief  of  the  general 
medical  department  at  Veterans  Ad- 
ministration Center  in  Temple,  Tex. 
In  1953  he  joined  the  medical  staff 
of  Humble  Oil  and  Refining  Co.’s 
Baytown  refinery.  In  1964  he  was 
promoted  to  the  medical  depart- 
ment of  Humble  in  Houston. 

Dr.  Cappleman  contributed  his 
services  as  internist  and  heart  con- 
sultant for  the  Baytown  Health 
League  Clinic  and  served  in  various 
offices  on  the  San  Jacinto  Method- 
ist Hospital  staff.  For  the  past  15 
years  he  had  been  a clinical  in- 
structor of  internal  medicine  at  The 
University  of  Texas  Medical  School 
at  Galveston. 

A diplomate  of  the  American 
Board  of  Internal  Medicine,  he  had 
held  offices  in  the  Houston  and 
Harris  County  Heart  Associations. 
He  belonged  to  the  East  Harris 
County  Medical  Society,  Texas  Med- 
ical Association,  American  Medical 
Association,  Industrial  Medical  As- 
sociation, and  Texas  Industrial  Med- 
ical Association. 

He  was  a Boy  Scout  leader, 
served  as  president  of  the  Lake- 
wood  Civic  Association,  as  well  as 
headed  the  building  committee  for 
St.  Joseph’s  Catholic  Church. 


He  is  survived  by  his  wife,  the 
former  Patsy  Martin;  five  sons,  Wil- 
liam P.,  Jr.,  Garry,  John,  James,  and 
George;  three  daughters,  Nancy, 
Joan,  and  Judith;  two  brothers,  Les- 
ter J.  Cappleman  of  Ladonia,  Tex., 
and  Temple,  and  Edgar  Neal  Cap- 
pleman of  Austin;  and  a sister,  Mrs. 
C.  D.  Benson  of  Grosse  Pointe, 
Mich. 


DR.  H.  SHANNON 

Past  vice  president  (1950-51)  of 
the  Texas  Medical  Association,  Dr. 
Hall  Shannon,  78,  died  in  Baylor 
University  Medical  Center  in  Dallas 
on  Feb.  14,  1968. 

Dr.  Shannon  was  born  on  Dec. 
26,  1889,  in  Burleson,  Tex.,  the 
12th  of  13  children.  He  was  gradu- 
ated from  Baylor  University  College 
of  Medicine  in  1917  and  interned 
at  Baylor  Hospital.  He  continued  his 
studies  at  Georgetown  University 
School  of  Medicine  in  Washington, 
D.C.,  and  at  Harvard  Medical  School. 
In  1918-19  he  served  in  the  surgi- 
cal section  of  Walter  Reed  General 
Hospital.  He  was  a medical  officer 
during  World  War  I.  Following  his 
discharge,  he  returned  to  Dallas  and 
began  his  private  practice. 

From  1919  until  his  retirement 
in  1959,  he  was  on  the  surgical 
staff  at  Baylor  University  Medical 
Center.  He  was  active  in  private 
practice  for  40  years.  Upon  his  re- 
tirement in  1959,  he  was  named 
consulting  medical  director  of  South- 
land Life  Insurance  Co.  in  Dallas 
and  in  1964  was  named  honorary 
medical  director,  the  first  honorary 
officer  of  the  company.  He  served 
on  the  board  of  directors  of  the 
company  from  1928  until  his  death. 

A fellow  and  life  member  of 
American  College  of  Surgeons,  he 
was  also  a member  of  Dallas  Coun- 
ty Medical  Society,  Texas  Medical 
Association,  American  Medical  As- 
sociation, Dallas  Southern  Clinical 
Society,  Southern  Medical  Associa- 
tion, and  Phi  Rho  Sigma  medical 
fraternity.  In  the  field  of  life  insur- 
ance medicine,  he  was  active  in  the 
medical  section  of  the  American 


Life  Convention  and  the  Association 
of  Life  Insurance  Medical  Directors 
of  America.  He  was  a past  president 
of  the  Society  of  Life  Insurance 
Medical  Directors  of  Texas. 

Dr.  Shannon  was  a member  of 
the  Highland  Park  Presbyterian 
Church  and  was  active  in  civic  and 
cultural  affairs.  He  belonged  to  the 
Dallas  Chamber  of  Commerce  and 
was  a member  of  the  executive  com- 
mittee of  the  Dallas  Civic  Opera 
Company.  He  was  a past  potentate 
of  Hella  Temple  Shrine;  a past  di- 
rector of  Dallas  Court,  Royal  Order 
of  Jesters;  a Knight  Commander  of 
the  Court  of  Honor,  and  was  a 32nd 
degree  Scottish  Rite  Mason. 

Dr.  Shannon  is  survived  by  his 
wife,  Mary  Lucile,  of  Dallas. 


DR.  L.  E.  ALLDAY 

Dr.  Louie  Edgar  Allday,  63,  died 
March  2,  1968,  in  a Dallas  hospital. 

He  was  born  on  March  31,  1904, 
in  Calvert,  Tex.  After  attending 
schools  in  Calvert,  he  went  to  The 
University  of  Texas  at  Austin,  and 
was  graduated  from  Baylor  Univer- 
sity College  of  Medicine,  then  lo- 
cated in  Dallas.  Internship  and  resi- 
dency were  served  at  Parkland  Me- 
morial Hospital  in  Dallas.  After  1935 
he  was  in  private  practice  in  Dallas, 
specializing  in  internal  medicine.  He 
was  on  the  teaching  staff  of  The 
University  of  Texas  Southwestern 
Medical  School  at  Dallas  and  served 
as  a captain  in  the  US  Navy  during 
World  War  II. 

A past  president  of  the  Dallas 
Academy  of  Internal  Medicine,  he 
was  a member  of  Dallas  County 
Medical  Society,  Texas  Medical  As- 
sociation, American  Medical  Asso- 
ciation, Dallas  Southern  Clinical 
Society,  and  Texas  Club  of  Intern- 
ists. 

He  was  a member  of  Highland 
Park  Methodist  Church. 

Dr.  Allday  is  survived  by  his  wife, 
Mrs.  Margaret  Furrh  Allday;  a son. 
Dr.  Robert  Louie  Allday  of  Alexan- 
dria, Va.;  a brother,  Carl  Allday  of 
Calvert;  and  a granddaughter,  Me- 
gan Allday  of  Alexandria,  Va. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 


Volume  64,  May.  1968 


107 


An  invisible 
topicnl 


See  last  page 

for  contraindications,  precautions 
and  side  effects . 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion — or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows. 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 
It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  is 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  body 
areas.  A number  of  studies 
have  also  shown  that  propylene 
glycol  has  inherent  anti- 
microbial activity. 


Penetrates 
the  hairy  sites. 


In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 


Cosmetically 

acceptable 

for  exposed  areas. 

The  propylene  glycol  vehicle 
of  Synalar  Solution  possesses 
many  useful  cosmetic  properties. 
Clear  and  greaseless,  it  is 
not  sticky  or  messy,  will  not 
stain  clothing  or  skin. 

In  exposed  areas  of  the  body 
where  cosmetic  appeal  is 
important,  Synalar  Solution 
shows  nothing  but  results. 

Economical- a little 
goes  a long  way. 

Because  of  the  properties 
of  propylene  glycol  and  the 
milligram  potency  of 
fluocinolone  acetonide,  a small 
quantity  of  Synalar  Solution 
goes  a long  way.  Also,  the 
prescription  price  of  a 20  cc. 
plastic  squeeze  bottle  of 
Synalar  Solution  is  surprisingly 
low.  Thus,  your  patients  obtain 
economy  with  the  proved 
efficacy  of  a potent,  truly 
advanced  topical  corticosteroid. 


Contraindications : TUbeiculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  wdth  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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Midroid 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


l.SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

***5exual  impotence  treatment  with  methyl  testosterone  — thyroid  (ANDROID)  a 
double  blind  study'*  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966, 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 
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2.  Forty  cases  reported. 
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4.  No  side  effects  in  patients  treated. 
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Each  yellow  tablet  contains: 
Methyl  Testosterone  . .2. 5 mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 
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Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 
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Available: 
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Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 
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Available: 

Bottles  of  60.  500. 

REfER  TO 

PDR 


of  reproductive  organs  in 
hypertension  unless  the 


Android’Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 

Available:  Bottles  of  60,  500. 


Android-E 


Each  Tablet  Contains 
Methyl  Testosterone 
Ethinyl  Estradiol  . . . 
Thyroid  Ext.  (1/6  gr.)  . 
Thiamine  Hydrochloride 
Glutamic  Acid 


2.5  mg. 
0.02  mg. 
10  mg. 
10  mg. 
50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen— only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  OOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month.  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 
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BREON  LABORATORIES  INC, 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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TEXAS  MEDICINE 


b.i.d. 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  consider 
DECLOMYCIN  300  mg  b.i.d. 

The  maintenance  dosage  of  DECLOMYCIN 
300  mg  can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

In  clinical  practice,  blood  levels  produced  by  a 
therapeutic  dose  of  DECLOMYCIN  are  high, 
prolonged,  and  effective,  because  of  high  serum 
binding  and  slow  renal  clearance. 

DECLOMYCIN 

DEMETHYLCHLOBTErRACYCIilNE 


Prescribing  information  on  next  page. 


I>ECI.O]MYCIIV 

DEMETHYLCHLORTETRACYCLINE 

b.i.d. 

DECLOMYCIN  Demetliylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication;  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  maybe 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should, 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney— rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions— urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18 
Gm  given  in  equally  divided  doses  over  a period  of  10  to  15  days 
should  he  followed.  Close  follow-up  observation  of  the  patient  is 
recommended,  including  appropriate  laboratory  tests,  since  demethyl- 
chlortetracycline has  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Spinal  fluid  examination  should  be  included  as  part  of  this 
follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  ef- 
fectively with  a single  dose  of  600-900  mg  of  DECLOMYCIN  De- 
methylchlortetracycline. Individuals  unable  to  tolerate  large  single 
doses  due  to  gastrointestinal  side  effects  may  be  treated  with  150  mg 
every  6 hours  for  a minimum  of  4 doses  or  300  mg  every  12  hours  for 
a minimum  of  2 doses.  Females  should  be  treated  with  a dosage  of 
150  mg  every  6 hours  or  300  mg  every  12  hours  until  a cure  is  effected. 
Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


A simplified  approach 
to  the  practice  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  output, 
yet  easy  on  the  K'’ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


IHETHyCLOIHIAZIDE 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Onc'pulioe 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 

Once  a day,  every  day 

ENDURONYL 

MEfflyCLIlIIIIAZIOESmg.witli 

DESERPIDINE  0.25  ni§.  Of  (FORIE)  0.5  see  Brief  summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 
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See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON  ENDURONYI! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g,,  hyponatremia)  in 
all  patierits.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendericies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Contraindications— Pheochrornocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 
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itors;  methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings-Palients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdorninal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 


Precauf/ons— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis):  also,  augmented  hypo- 
tension in  concomitarit  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 


Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 


ivieinycioiniazioe.  tsiooa  ayscrasias  (thrombocytopenia 
vyith  purpura,  agranulocytosis,  aplastic  anemia):  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced):  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  sottasR 
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M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Constdtant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 
F.A.C.A..  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  156,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


Robert  P.  Gordon,  C.P.A.,  Administrator 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 
F.A.C.A. 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5885  Midland,  Texas 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D 

T,  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  PhUlips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Hasrwood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


THE  JOHNS  CLINIC 
720  West  6th  St.,  Taylor,  Texas 


Jay  J.  Johns,  M.D.,  F.A.C.S. 
S.  W.  Lehmberg,  M.D. 
Marvin  J.  Leshikar,  M.D. 

J.  E.  Kirschvink,  M.D. 


C.  J.  Daniel,  M.D. 

R.  C.  Hermann,  M.D.,  F.A.C.S. 
A.  Bryan  Spires,  Jr.,  M.D. 

R.  Dale  Cummings,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
Clinical  Allergy  and  Immunology 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 


2649  Procter  Street  Port  Arthur,  Texas 


Fort  Worth,  Texas 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


MEDICINE 
Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs.  M.D. 

RADIOLOGY 
Otto  H.  Grunow.  M.D. 
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KELSEY-SEYBOLD  CLINIC 
6624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 

F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pvlmonary  Diseases 

H.  Irving  Schweppe,  M.D., 
F.A.C.P. 

Stanton  P.  Fischer,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

Horacio  Jinich,  M.D. 

F.  Scott  O’Neil.  M.D. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Wasme  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 
John  R.  Hall.  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 
WUliara  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 
Ricardo  Daichman,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 
Charles  W.  Ewing,  M.D. 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D. 
NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 
RADIOLOGY 

Charles  J.  Fagan,  M.D. 
Edward  H.  De  Mouy,  M.D. 
PATHOLOGY 

Laurence  J.  McCarthy,  M.D. 
DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Mrs.  Martha  Sue  Lowry, 
M.S. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox.  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  MD., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Ophthalmology 

Henry  E.  Wahlen,  M.D. 
Psychiatry 

Albert  Owers,  M.D. 

Clinical  Pathology 

Carl  J.  Lind,  M.D.,  F.C.A.P. 
William  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb.  M.D. 
F.C.A.P. 

SPECIAL  FACILITIES 
Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christ!,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 
Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Jodi  Sapp 


RUGELEY  AND  BLASINGAME  CLINIC 

Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R.  p.  Little.  M.D. 

David  W.  Samuelson,  M.D 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kobe,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D..  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 
NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  LftHCABter  Rd.*  DallAs,  Texas 
FR  6-6411 

John  B.  Chester.  M.D..  F.A.C.S..  Orthopedic  Surgery 
Gene  W.  Rogers.  M.D.,  General  Surgery 
Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 
Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 
Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 
Catherine  P.  Chester,  M.D.,  Infants  and  Children 
Doyle  L.  Sharp,  M.D.,  General  Surgery 
R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 
Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 
A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S 
Garrett  W.  Maxwell,  M.D.,  General  Practice 
Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 
H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton.  R.N.,  Superintendent  of  Nurses 

E.  B,  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER.  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop.  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 

General  Practice 
J.  H.  Cochrane.  M.D. 

J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W,  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 

SURGERY  INTERNAL  MEDICINE 


Cardiovascalar  Disease 
Charles  D.  Reece,  M.D. 
TTiomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 
Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases  - 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr., 
M.D. 

Dean  C.  Solcher,  M.D. 
Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 


Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infections  Diseases 
Lewie  L.  Travis,  Jr.,  M.D. 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley.  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Diseases 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


W.  W.  Moorman,  M.D. 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 


CONSULTATION  BY  APPOINTMENT 


Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


Colon  and  Rectal 
Surgery 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

rjollaa  T'ayqq 

Off.  Tel.  TA  4-2573  ' Res.  Tel.  EM  1-4500 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2715  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  25,  Texas 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 


Ophthalmology  and 
Otolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton.  M.D. 

General  Surgery 

J.  E.  Hogan.  M.D.,  F.A.C.S. 
C.  B.  Marcum.  M.D.,  F.A.C.S. 

Internal  Medicine 
J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D., 


617  South  Tatar  Street 
Pasadena,  Texas  77502 


F.A.A.P. 

Radiology 

W.  R.  Cushion,  M.D. 
Urology 

G.  F.  Dillon,  M.D. 
Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 
B.  B.  Trotter,  M.D. 
Business  Manager 
R.  L.  Heith 


MANUEL  G.  LAGON,  M.D, 


Diplomate  of  American  Board  of  Surgery  and  the  American  Board 
of  Colon  and  Rectal  Surgery. 


Proctology 

Colon  and  Rectal  Surgery 

909  Eighth  Avenue  ED  2-9513 

Fort  Worth,  Texas 
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Dermatology 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignanciea 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 

Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas.  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 

DRS,  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  S3rphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

Eye,  Ear,  Nose,  Throat 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaiyngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Noee  and  Throat,  Broncho-Esophagology  and  Allergy 

M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.  A I C S 

Wm.  F.  Anderson,  M.D.,  Ernest  N^e,  jr'.,  M.D 

DAB  Oph.,  F.A.C.S.  DAB  Oto..  FJk.C.S.,’  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock.  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D, 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 
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Gastroenterology 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

General  Surgery 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Plan  to  attend  the 

Texas  Medical  Association’s 

1968  PUBLIC  RELATIONS 

CONFERENCE 

September  21  Austin 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 
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Internal  Medicine 


Edward  F.  Yeager,  M.D.  William  A,  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 
INTERNAL  MEDICINE 

400  S.E.  First  Street 
Mineral  Wells,  Texas 


TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 
Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 


HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 


*Abe  Hauser,  M.D. 
*Harris  M.  Hauser,  M.D. 
*Robert  I.  Hauser,  M.D. 
Wayne  Keller,  M.D. 
*Gerald  Ratinov,  M.D. 
Ronald  J.  Hauser,  M.D. 


Clinical  Psychology 

Joanne  Borba,  M.  A. 

Robert  D.  Langston, 

PH.D.,  Consultant 

Psychiatric  Social  Work 

Ethel  M.  Feinsilver, 
M.S. 


808  Memorial  Professional  Building 
Houston,  Texas  77002 
CA  4-5041 

♦Diplomate,  American  Board  of  Psychiatry  and  Keurology 


JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 


VICTOR  E.  SCHULZE,  M.D.,  F.A.C.P. 
VICTOR  E.  SCHULZE,  JR.,  M.D.,  F.A.C.P. 

Diplomates,  American  Board  of  Internal  Medicine 
Internal  Medicine — Cardiology 

219  So.  Magdalen  St.  San  Angelo,  Texas  76901 

Telephones  655-9131 


J.  SHIRLEY  SWEENEY,  M.D.,  F.A.C.P. 

Practice  Limited  to 
Clinical  Evaluation  and  Management 
of  Diabetes 
410  Gilbert  Street 
Gainesville,  Texas 


Neurology/ Psychiatry 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 
NEUROLOGY  and  PSYCHIATRY 
1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 


CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 


Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 
James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 
Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
practice  limited  to 
PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 
EV  1-7181 


MORRIS  H.  LAMBERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 
PE  2-9961  San  Antonio,  Texas 


ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 
1000  East  32nd  Street,  Suite  6 
Phone  GR  6-7371  Austin,  Texas 


THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

♦Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth.  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 
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CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

swift  5-4023 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

JEAN  M.  B.  SMITH  MOURE,  M.D. 
Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

Neurological  Surgery 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

Ophthalmology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 
Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomatcs  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 
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HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 
Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 
Dallas,  Texas  RI  8-2712 


LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 
Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 
Houston,  Texas  77002 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Sursery 

1133  N.  19th  St.  Abilene,  Texas 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 


ORTHOPEDIC  SURGERY  CLINIC 
Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

B.  C.  HALLEY,  JR.,  M.D, 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 
Dallas,  Texas  75246 

ORTHOPEDIC  SLTRGERY 

Telephone 
TAylor  4-7883 


CHARLES  E.  GRAHAM,  M.D. 
212  South  Cottonwood  Suite  D 
Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 
AD  1-6396 
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Otolaryngology 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

PILCHER  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

HERBERT  H,  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 

“Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston” 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

Pathology 

DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

500  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cjrtology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue.  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 
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NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL.  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  0.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers,  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

SIMON  FREDRICKS,  M.D.,  F.A.C.S, 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

Physical  Medicine 
and  Rehabilitation 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 
MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

i 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 
. Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M,  IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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H.  GATES  BRELSFORD,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

SURGERY  OF  THE  HEAD  & NECK  SURGERY  OF  THE  HAND 

214  E.  Houston  Street,  Tyler,  Texas  76701 

Off:  LY  S-2484  Res:  LY  3-3242  Exch:  LY  4-9301 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

Radiology 

Thoracic  Surgery 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BXfDD,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

122f  Medical'' Arts ’Bldg.....™.;... .'. RI  *1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph;  EM  1-0229 

Dallas  8,  Texas 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 
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TEXAS  MEDICINE 


JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building’  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 

JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 

HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate : American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

802  Medical  Plaza,  Corpus  Christi,  Texas  78404 

1416  Third  TU  4-1636 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas.  Texas  76235  ME  7-4833 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

Urology 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  1.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Use  your 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  350  Films 

875  New  Journals  Each  Month 

Extensive  Reprint  Collection 

Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

AC  512  477-6704 
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Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
20th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trade  area  of  3,500.  Interested  physicians  please 
contact  Mrs.  J.  B.  Vandiver,  Frank  Denny,  Mrs.  Ruth  Newman 
or  Leroy  Wall,  Moody,  Texas. 

NEEDED:  ORTHOPEDIST  to  join  14-mnn  specialty  group. 
New  million-doUar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring, 
Texas. 

WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 

WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  35  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Full  details  concerning  group  and  the  oppor- 
tunities  it  offers  will  be  furnished  on  inquiring. 

WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist ; to  become  salaried  associate  to  a six  man  clinic 
group  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000 ; would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  215  Craig  Street, 
Hillsboro,  Texas. 

PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967,  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

INTERNIST : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd,, 
Austin,  Texas  78701. 

PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

DERMATOLOGIST:  Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five_  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 

WANTED  GENERAL  SURGEON-GENERAL  PRACTITION- 
ER for  well-established  practice.  Association  first  year  on  salary, 
$24,000  guarantee.  Full  association  after  one  year.  Town  of 
5,000,  trade  area  10,000.  Please  reply  to  B.  O.  McDaniel,  M.D., 
708  South  1st  Street,  Muleshoe,  Texas. 

URGENT  NEED  FOR  GENERAL  PRACTITIONER  to  as- 
sume  practice  of  43  year  old  general  practitioner  who  died 
suddenly.  $1,800  per  month  guaranteed  plus  percentage  of  income 
above  $1,800.  Office  expenses,  nurses,  aids,  etc.  paid.  20-bed, 
three  doctor,  clinic-hospital  in  Nocona,  Texas,  Deceased  doctors 
net  income  above  $2,500  per  month.  Nocona  is  city  of  4,000  with 
good  schools,  industry,  all  white  population,  nice  lake  and  golf 
course,  hunting  and  fishing,  90  minutes  from  Dallas  and  Fort 
Worth.  Contact  A.  D.  Major,  M.D.,  or  K.  J.  Wharram,  M.D,, 
Major  Clinic-Hospital,  Nocona.  Texas.  Phone  area  code  817,  825- 
3371. 

ASSOCIATE  WANTED — Ear,  Nose  & Throat.  Board  eligible 
for  two-man.  Nose  & Throat  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  168,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 

Texas  78701. 

^ ASSOCIATE  WANTED — Internal  Medicine — Board  eligible  for 

eigh1>man  Internal  Medicine  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  169,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 

Texas  78701. 


OFFICE  SPACE  AVAILABLE:  Community  in  major  metres 
politan  area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

NEED  FOR  ALL  SPECIALTIES  in  Dallas,  Texas.  Northlake 
Doctors  Building : X-ray,  pharmacy,  laboratory  in  building. 
Need  for  all  specialties,  especially  internists,  ENT  men,  family 
physicians,  urologists.  Now  has  15  physicians,  10  dentists  and 
dental  specialists.  Interested  parties  may  lease  or  participate  in 
ownership.  Contact  Edwin  Burstyn,  10405  East  Northwest  High- 
way,  Dallas.  Texas  75238. 

WANTED — M.D.’s  to  do  general  practice  with  surgery,  Hous- 
ton area.  Present  doctors  netting  $4,000  to  $8,000  monthly  after 
six  months  practice.  No  investment  required.  Send  resume  to 
Box  179,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

EXCELLENT  POSITION  AVAILABLE  in  45  man  multi-spe- 
cialty group.  Texas  Medical  Center.  Teaching  and  research  oppor- 
tunities available  at  Baylor  University  College  of  Medicine  and 
several  hospitals  located  across  the  street  from  our  clinic.  Must 
be  board  certified  or  board  eligible  with  a strong  interest  in 
clinical  pathology.  Starting  salary  up  to  $25,000  with  excellent 
fringe  benefits  and  retirement  program.  For  additional  informa- 
tion please  contact  Mr.  J.  A.  Bakken,  Kelsey-Seybold  Clinic,  6624 
Fannin  Street,  Houston,  Texas  77025. 

NEED  FOR  ALL  SPECIALTIES  in  Pasadena,  Texas.  Office 
space  available  in  professional  building,  adjacent  to  300-bed  hos- 
pital and  60-bed  nursing  home.  Financial  arrangements  can  be 
worked  out  on  individual  basis.  Profitable  associations  available. 
Excellent  housing  and  school  facilities  nearby.  Contact  Carroll 
Boone,  M.D.,  3344  Plainview,  Pasadena,  Texas. 

WANTED  : GENERAL  PRACTITIONER  on  or  about  Septem- 
ber 1,  1968.  45  minutes  to  downtown  Houston  on  freeway,  25 
minutes  to  Galveston.  Four  and  a half  day  week,  $2,000  monthly. 
Partnership  available  after  one  year.  For  additional  Information 
write  Ad-186,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PHYSICIAN  WANTED  : GP  moving  from  six  year  location. 
Choice  area  of  suburban  Houston.  Three  open-staff  hospitals  in 
neighborhood.  Office  and  equipment  available.  No  cash  needed. 
Ideal  for  GP.  internist,  pediatrician  or  OB/GYN.  Please  reply 
to  Ad-158,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PEDIATRICIAN : Excellent  opportunity  to  join  40-year  old 
physician  in  established  pediatric  practice  in  Austin.  Willing  to 
consider  any  mutually  agreeable  affiliation  ranging  from  office 
sharing  to  full  partnership.  Please  write  Box  181,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

URGENTLY  NEEDED  to  complete  staff  in  422-bed  accredited 
GM&S  hospital,  located  in  the  heart  of  the  beautiful  Texas  Hill 
Country,  board  certified  or  eligible  orthopedic  surgeon,  two  in- 
ternists, and  one  urologist.  Salary  determined  by  training  and 
e.xperience.  Excellent  vacation  and  sick  leave,  insurance,  retire- 
ment, and  other  fringe  benefits.  Please  write;  Director.  VA 
Hospital.  Kerrville,  Texas  78028.  An  equal  opportunity  employer. 

GENERAL  PRACTITIONER  WANTED  for  association  with 
growing  clinic  in  Houston,  choicest  suburban  area.  Salary  $22,- 
000  first  year.  Please  reply  to  Ad-188,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED : GENERAL  PRACTITIONER,  PEDIATRICIAN, 
INTERNIST  on  staff  of  Denton  State  School.  Base  annual  sal- 
ary $18,000,  extra  $1,000  to  $3,000  if  board  certified,  40  hour 
week  with  ample  vacation  time,  other  fringe  benefits.  Excellent 
community  to  live.  Near  Dallas,  Fort  Worth.  Contact  Medical 
Director,  Denton  State  School,  Box  368,  Denton,  Texas. 

$60,000  A YEAR  INCOME,  DOCTOR.  Join  a busy,  excellent 
general  surgical,  medical  and  industrial  practice  group  in  grow- 
ing north  Dallas.  A willingness  to  work  and  an  interest  in  the 
patient  most  important.  Scheduled  days  off,  week-ends  off, 
meeting  time  off  and  vacation  time.  Texas  license  necessary. 
Call  or  write  W.  E.  Bushman,  Business  Manager,  5414  Forest 
Lane,  Dallas,  Texas  75234,  or  phone  AC  214,  EM  3-0121. 

WANTED:  GENERAL  PRACTITIONER  to  assume  practice 
in  well  established  partnership  in  East  Texas  city  of  15,000. 
Completely  equipped  clinic  facilities  one  block  from  modem  125 
bed  hospital.  No  initial  capital  investment  necessary.  Should 
net  above  $24,000  first  year  increasing  to  full  partnership  after 
two  years.  Please  reply  to  Ad-190,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  7870L 

WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to 
join  two  physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital. 
Guarantee  $18,000  net.  Rotate  weekends,  holidays,  etc.  James  C. 
Price,  M.D.,  or  W.  A.  Sievers,  M.D.,  Gonzales,  Texas. 

TEXAS  CITY — We  are  seeking  a young  board  eligible  general 
surgeon  with  interest  in  orthopedics  and/or  urology  to  assist  our 
present  staff  of  eight  physicians.  Salary  commensurate  with  ex- 
perience and  eagerness  to  work.  If  interested,  send  your  com- 
plete resume  to  Stan  M.  Sheppard,  Clinic  Manager,  Beeler- 
Manske  Clinic,  818  5th  Street  N.,  Texas  City,  Texas  77590. 

WANTED : INTERNIST,  board  eligible  or  certified  to  join 
board  certified  internist  in  private  practice  in  a prosperous  and 
growing  community  in  South  Texas,  bordering  Mexico.  Excellent 
opportunity  to  build  own  practice  rapidly.  Excellent  hospital 
available  in  the  community.  Will  share  modern  medical  building 
with  excellent  laboratory  and  x-ray  facilities.  Address:  Victor 
Malagon,  M.D.,  802  South  Main,  McAllen,  Texas  78501. 

OB/GYN  WANTED : Board  eligible  or  board  certified  OB/ 
GYN  to  join  a 6-doctor  multi-specialty  clinic,  to  be  associated 
with  one  board  certified  OB/GYN  and  one  fellow  of  ACOG.  Lo- 
cated approximately  30  miles  south  of  Fort  Worth,  Texas  and  50 
miles  southwest  of  Dallas,  Texas,  in  a rapidly  growing  progres- 
sive city  of  20,000  with  trade  area  of  60,000.  Salary  first  year 
with  partnership  available  in  one  to  two  years.  Please  reply  to 
Ad-194,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 
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OUR  72nd  YEAR 

A 

iNN  WOODWARD 

WOODWARII— 

FOOMCRIY  AZNOES 

185  N.  WABASH 
CHICAGO,  ILLINOIS  60601 

Founders  of  the  counseling  service  to  the  medicol  profes* 
sion,  serving  medicine  with  distinction  over  half  a century. 

TELEPHONE:  (Area  Code  3 1 2)  726-5682 
SITUATIONS  AVAILABLE  IN  TEXAS 
GEN  PRACT:  (w)  Assn  w/exc  yngr  grp  2/GP's  & 1 S;  well-equip  cl 
nr  accred  hsp;  shid  net  $30,000  up  w/exc  guar,  lovely  twn  in 
high-income  South  High  Plains  area. 

INT  MED:  (r)  Only  specialist  grp  in  area  300,000;  13  men  mojority 
cert;  oppor  bid  very  fine  pract;  $25,000  w/prtnrshp  sev  yrs.  (s) 
Cert  or  elig  w/inter  in  CD;  well-est,  expndg  spec  grp;  sal  negot; 
prtnr  3rd  year;  no  investment;  expndg  univ  twn;  recommended,  (t) 
Well-est  8-man  grp;  3 internists;  $25,000  increasg  to  early  prtnr 
nettg  $50,000;  must  buy-in  as  prtnr  on  easy  terms;  Houston  area. 
OB-GYN:  (g)  Assn  w dipl  OBG;  very  active  pract;  excel  sal  in  low 
20's  w/prtnrshp  12-18  mo;  nr  med  schls;  Houston  area. 

OPH:  (c)  Chief;  new  post;  cl  est  18  yrs;  15-men;  most  cert:  exc 
facil  nr  2 fine  hsps;  guar  w/early  prtnrshp;  nr  Houston. 

ORTHO:  (c)  Chief;  Irg  grp  expndg  to  20-men;  exc  facil  adjacent  to 
exc  70-bed  hsp;  guar  $25M;  prtnr  2nd  yr;  twn  over  175M;  WTex. 
RAD:  (e)  Chf;  very  Ige  hosp;  fee  basis;  own  billg;  shId  net  $50M. 
PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE  AN 
INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 
IN  TEXAS  AND  ELSEWHERE 
SITUATIONS  WANTED  IN  TEXAS 
INDUS  MED  DIR:  49;  lie  Texas;  MD  Wise;  MPH,  Johns  Hopkins; 
dipl,  prev  med  (aviatn  med);  2 yrs  deputy  S,  2 yrs  hosp  cmdr,  3 
yrs,  dir,  avia  med  all  in  USAF;  seeks  dirshp,  Indus  or  avia  med, 
Texas  (pref  Houston  area)  or  SW.;  req's  $25,000;  30  days. 

GEN  SURG:  32;  lie  Texas;  dipl  GS;  2 yrs  GS,  Texas  multi-sp  grp; 

completg  mil  serv;  seeks  GS,  assn  or  grp,  S or  SW;  min  $23,000. 

OB-GYN:  37;  lie  Texas;  married  (3);  MD  UofTex;  4 yrs  successful 
priv  pract  before  specializg;  cmpletng  3 yrs  res,  obg,  univ  hsp; 
seeks  assn  or  multisp  grp;  min  $25,000;  avail  July. 

PATH:  31;  MD  Vanderbilt;  bd  elig  both  brnchs;  trnd  univ  hosp;  2 
yrs,  poth,  Ige  USA  hsp;  seeks  assn  w/part  time  tchg;  min  $30M. 
RAD:  45;  lie  Texas;  MD,  St  Louis  U;  dipl;  trnd  univ  hosp;  4 yrs 
GP  before  specialzg;  1 yr  asst,  2 yrs  chief,  Ige  hsps;  6 yrs  in 
prtnrshp  w/Rad;  seeks  chf,  pref  DR  or  TR  w/isotopes  or  assn 
w/several  radioes  or  multi-sp  group;  min  $50,000;  avail  60  days. 

THORACIC  SURG:  33;  lie  Texas;  dipl  GS,  bd  elig  TS;  trnd  univ 

hsps;  seeks  hsp  chfshp,  T & cardio  S or  grp  w/poss  tchg;  Now. 

PLEASE  WRITE  US  FOR  FURTHER  INFORMATION 

PHYSICAL  MEDICINE  AND  REHABILITATION  RESI- 
DENCY, three  year,  integrated  with  Baylor  College  of  Medicine 
affiliated  hospitals.  Non-career  $4,830-$6,750.  Career  $9,657-$13,- 
507  : (license  in  any  one  of  states  required).  Non-discrimination 
in  employment.  William  P.  Blocker,  Jr.,  M.D.,  VA  Hospital, 
Houston,  Texas. 

GP  WANTED  to  live  and  practice  in  suburb  of  Austin,  Texas. 
$1,500  monthly  or  60%  of  gross,  whichever  is  greater.  Well- 
established  practice.  Contact  Ad-196,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701,  giving  full  particulars. 

OPENING  FOR  FOURTH  PHYSICIAN  with  group  of  three. 
Facilities  of  100-bed  hospital  available.  Practice  general  surgery, 
obstetrics,  pediatrics,  internal  medicine.  Salary  open  and  part- 
nership available.  Prefer  man  35  years  or  younger.  Contact  Rob- 
ert  E.  Chapman.  M.D.,  5808  E.  Belknap.  Fort  Worth,  Texas. 
NEED  PHYSICIAN  for  general  practice  in  Poteet,  Texas. 

3000  population,  20  miles  south  of  San  Antonio,  10  minutes 
away  from  two  hospitals  with  complete  office  facilities  available. 
Contact  A.  A.  Hollub,  Poteet  Pharmacy,  Box  286,  Poteet,  Texas, 
PI  2-3315  or  Dr.  J.  M.  Faggard,  Drawer  V,  Pleasanton,  Texas, 
LO  9-2135. 


WANTED  FOURTH  INTERNIST,  board  certified  or  eligible, 
for  growing  15  man  multi-specialty  group  in  Southwest.  New 
clinic  with  excellent  facilities.  Liberal  fringe  benefits.  Remuner- 
ation negotiable.  Please  reply  to  Ad-200,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

OPPORTUNITY : GP  to  take  over  active  practice.  In  south- 

west Houston  over  17  years.  Some  equipment  available  if  de- 
sired. Fair  market  value.  Leaving  Texas — will  stay  long  enough 
to  orient.  Please  reply  to  Ad-199,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIANS  WANTED — Alice,  Texas,  23,000  population, 

trade  area  50,000,  excellent  economy.  Could  use  general  practi- 
tioners as  well  as  specialist.  Large  modern  hospital  with  radiolo- 
gist. Please  reply  to  Ad-198.  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  WANTED 


Opening  in  occupational  medicine  is  currently  available 
at  a large  Dallas  plant  of  a national  manufacturing 
concern.  Surgical  background  desirable,  but  not  essen- 
tiol.  Previous  industrial  experience  is  desirable.  Salary 
commensurate  with  training.  Please  send  particulars 
and  if  possible  a photo  to  Ad-193,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

AN  EQUAL  OPPORTUNITY  EMPLOYER. 


Situations  Wanted 


OBSTETRICIAN-GYNECOLOGIST,  35  years  old,  married, 
four  years  university  training,  seeks  association  or  solo  position 
in  South,  Southeast  or  Southwest.  Please  reply  to  Ad-191,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SEEKING  LOCATION : Board  eligible  in  orthopedic  surgery. 
Recent  additional  experience  in  childrens  P.  M.  and  $.  Will  ac- 
cept administrative  responsibilities  in  these  fields.  Please  reply 
to  Ad-192,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


AVAILABLE  FOR  A LOCUM  TENEMS  July  1-31,  1968. 
Board  eligible  in  internal  medicine.  Prefer  Dallas  area.  Call 
LA  8-7748  or  write  4717  B Bradford  Drive,  Dallas,  Texas  76219. 


MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial, 
college  or  relief  work.  Experienced  in  private  practice  and  in- 
dustrial and  institutional  work.  Please  reply  to  Ad-195,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


NEUROLOGY — PART  TIME.  San  Antonio  area.  Board  qual- 
ified neurologist,  31,  excellent  academic  background,  desires  po- 
sition evenings  and  weekends.  Considerable  experience  with  psy- 
chiatric patients.  Have  had  training  in  internal  medicine,  neuro- 
pathology, and  neurochemistry,  in  addition  to  clinical  neurology. 
Please  reply  to  Ad-197,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What 
have  you  ? Write  today  I Murray,  3305  Bryan,  Dallas,  Texas 
75204. 


FOR  SALE — 40  Simmons,  six  year  old  hospital  beds  with  either 
table  or  stands  in  mixed  colors.  Excellent  condition,  one  owner. 
Will  sell  all,  in  a first  come,  first  served  basis,  while  they  last 
at  $65  per  set.  Call  Mrs.  Maddox  or  Mrs.  Armstrong,  Colonial 
Acres  Hospital,  Dallas,  Texas.  AX  8-3326. 


DOCTORS  OFFICE  SPACE  AVAILABLE  in  metropolitan 
area  in  west,  northwest  Houston,  Texas,  undergoing  explosive 
population  growth.  Sixty  suite  professional  building  now  under 
construction  for  completion  in  June,  1968.  A three  hundred 
(300)  bed  general  hospital  is  designed  to  connect  to  the  profes- 
sional building  by  means  of  a second  level  all-weather  walkway 
with  construction  of  hospital  to  be  completed  in  the  near  future 
after  the  professional  building.  Hospital  and  professional  build- 
ing located  in  center  of  47  store  covered  mall  shopping  center. 
Latest  area  population  figures  reflect  250,000  middle  to  upper 
income  residents  in  Memorial  Spring  Branch  area.  For  complete 
information  call  area  code  713,  464-2711,  or  write  Memorial  City 
Medical  Center,  12345  Kingsride  Lane,  Houston,  Texas  77024. 


SAN  ANTONIO,  Texas"  newest  medical  complex,  offers  office 
space  in  the  city’s  most  admired  medical  building.  Physicians’ 
Building,  1000  North  McCullough,  newly  constructed  Spanish- 
Moorish  architecture,  mall-effect  with  custom  designed  suites. 
Participating  laboratory  and  x-ray  facilities  on  premises.  Plenti- 
ful free  parking  for  both  patients  and  doctors.  Near  all  major 
hospitals,  expressways,  and  buslines.  Five  physicians,  including 
three  busy  general  practitioners  that  can  supply  patients  to  an- 
other general  practitioner,  or  can  be  a good  source  of  referrals 
to  specialists.  Lease  with  option  to  buy.  Call  or  write  Dr.  Harold 
N.  Cooper,  1000  North  McCullough,  San  Antonio,  Texas  78212. 
Telephone  Pershing  2-7131. 


MODERN  OFFICE  FOR  GENERAL  PRACTITIONER  OR 
PEDIATRICIAN,  reasonable  rent,  available  in  Ford  Village, 
southwest  Austin.  Occupant  retired.  Dentist  next  door — across 
street  from  school.  Contact  Bert  Ford,  2405  Bowman  Avenue, 
Austin,  Texas  78703.  Telephone  GR  2-5502. 


PRACTICE  AVAILABLE.  July  1,  1968  in  Snyder.  Texas. 
General  medicine.  Gross  $61,000,  net  $34,000.  Leaving  for  resi- 
dency. Write  Dr.  G.  W.  Barclay,  Jr.,  Cogdell  Center,  Snyder, 
Texas.  Phone  673-9364. 


FOR  LEASE — JULY  1968:  1800  feet  office  space  plus  addi- 
tional storage  if  desired.  Five  minutes  from  hospital.  Corner  lo- 
cation one  block  from  Precinct  Road  on  Pipeline  Road,  Hurst, 
Texas.  Write  W.  E.  Wyatt,  Box  432,  Rt.  2,  Grapevine,  Texas  or 
call  Fort  Worth,  BU  2-6717  or  BU  1-5338. 


FOR  LEASE — 2500  square  feet  office  suite  near  McAllen  post 
office  in  a beautiful  and  thriving  city  of  approximately  40,000 
population  in  the  fabulous  and  prosperous  Rio  Grande  Valley  of 
Texas.  Wonderful  opportunity  for  a good  doctor.  Just  three 
blocks  from  the  city  hospital.  Previously  occupied  by  doctors. 
Rental  only  $2,400  a year.  Contact  A.  D.  Leavell,  Owner.  1212 
Maple,  McAllen,  Texas  78501  ; telephone  686-1802. 


FOR  SALE : RITTER  ENT  unit,  model  MA  ; in  dark  green 
finish,  with  swinging  cuspidor,  and  motor  driven  aspirator. 
Price  $185.  Contact  Mr.  Cooper,  519  West  Cypress  Street,  San 
Antonio,  Texas.  Telephone  CA  6-9168. 


AUSTIN,  TEXAS — excellent  general  practice  in  attractive 
building,  centrally  located.  Includes  table-type  x-ray  with  fluoro, 
electrocardiograph,  and  diathermy.  Paved  parking  on  property 
for  eight  cars.  $25,000  bargain.  No  down  payment  because  I 
know  you  will  succeed.  Buy  it  for  less  than  you  would  pay  for 
rent.  Must  act  by  June.  Alfred  J.  Kelly,  M.D.,  509  West  18th, 
Austin,  Texas  78701.  Phone  AC  512,  472-1315. 


FOR  SALE  : Equipment  from  22  bed  hospital,  less  x-ray  and 
laboratory  equipment.  Will  sell  all  or  part.  Contact  Navarro 
Clinic,  401  West  Collin,  Corsicana,  Texas  75110.  Telephone  AC 
214,  874-3721. 
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JUNE  1968 


IN  THIS  ISSUE 

Tomorrow’s  Physicians  Need  Schools  Now 
Preventing  Allergic  Reactions  to  Stings 
Kidney,  Bone  Malignancies 
State  Library  Serves  Blind,  Disabled 


®nrbptt,  ^utrt;tng0,  ilHpmorial  i^oapital 

AttJi  S^nrbett  Climr 

306  Coleman  Street  fRarlin  Scxas  Telephone;  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

A.  C.  Bennett,  M.D.,  F.A.C.S.*** 
D.  R.  Swetland.  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  B.  Barnett,  M.D.* 

W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchings,  M.D.,  F.A.C.S.** 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison.  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 

W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  .Tr.,  M.D. 
Gardner  Thomas,  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer.  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses : 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


*Expired  5-27-62.  **Expired  7-1-66.  ***Expired  5-15-67. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 

*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
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SCIENTIFIC  ARTICLES 

38  Desensitization  with  Emulsified 
Insect  Allergens 

Homer  E.  Prince  of  Crockett  is 
emeritus  professor  of  clinical  med- 
icine at  Baylor  University  College 
of  Medicine,  Houston.  He  is  a past 
president  of  the  American  College 
of  Allergy,  and  a former  vice-presi- 
dent of  the  American  Academy  of 
Allergy. 


52  Ulcerative  Proctitis 

Marshall  Sparberg  is  assistant  professor  of  medi- 
cine at  Northwestern  University  Medical  School 
specializing  in  gastroenterology.  He  previously  was 
a captain  in  the  United  States  Air  Force  Medical 
Corps  and  was  stationed  at  Lackland  Air  Force 
Base  in  San  Antonio  from  August,  1965,  to  August, 
1967.  A graduate  of  Northwestern  University  Medi- 
cal School,  he  served  an  internship  at  Evanston 
Hospital,  Evanston,  III.,  a residency  at  Barnes  Hos- 
pital, and  a gastroenterology  fellowship  at  the  Uni- 
versity of  Chicago. 


PRINCE 


42  Temporal  Arteritis 

Bert  A.  DeBord  is  chairman  of  the 
Department  of  Otolaryngology, 
Scott  and  White  Clinic,  Temple.  He 
is  a past  president  of  the  Texas 
Otolaryngological  Association  and 
of  the  Temple  Lions  Club,  and  is 
certified  by  the  American  Board  of 
Otolaryngology.  Author  of  several 
previous  articles,  he  also  has  pre- 
pared a motion  picture  on  the  ef- 
fect of  various  surgical  procedures  on  the  voice. 


DeBORD 


46  Paraduodenal  Hernia 

Rodolfo  Garza,  a graduate  of  La 
Universidad  de  Nuevo  Leon,  Mon- 
terrey, Mexico,  served  internships 
and  residencies  in  the  United 
States,  and  has  practiced  surgery 
in  Corpus  Christi  since  1963.  He 
is  certifed  by  the  American  Board 
of  Surgery.  His  coauthor,  J.  M. 
Sloan,  is  a Corpus  Christi  pedia- 
trician. 


GARZA 


56  Radiologic  Findings  in  Carcinoma 
Of  the  Kidney;  A Pictorial  Review 

Meivyn  H.  Schreiber  is  professor 
of  radiology  and  John  and  Mary 
Markle  Foundation  Scholar  in  aca- 
demic medicine  at  the  University 
of  Texas  Medical  Branch,  Galves- 
ton. Van  E.  Rea,  his  coauthor,  is 
a resident  in  radiology  there. 

SCHREIBER 


62  Multiple  Myeloma:  Menacing  Masquerader 

Richard  H.  Thurm  is  a medical  di- 
rector in  the  US  Public  Health 
Service  and  chief  of  the  medical 
department  at  the  US  Public 
Health  Service  Hospital  in  Boston. 
He  is  a graduate  of  Harvard  Medi- 
cal School  in  Boston  and  served 
an  internship  at  Mount  Sinai  Hos- 
pital in  New  York  and  residencies 
at  Mount  Sinai  Hospital  and  Beth 
Israel  Hospital  in  Boston  and  Montefiore  Hospital 
in  the  Bronx,  N.Y.  Dr.  Thurm  was  at  The  University 
of  Texas  Medical  Branch  at  Galveston  for  training 
in  research  methodology  and  hematology  from 
1959  through  1961.  The  article  represents  research 
work  done  at  the  Hematology  Research  Laboratory 
at  the  Medical  Branch  by  Dr.  Thurm  and  his  co- 
author Dr.  Faruk  L.  Ozer,  of  Ankara,  Turkey. 
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69  Clinicopathologic  Conference 

Participants  in  this  month’s  CPC  are  Edward  C. 
Lynch,  assistant  professor  of  medicine;  John  T. 
Sharp,  professor  of  medicine;  Herbert  L.  Fred,  as- 
sociate professor  of  medicine  and  guest  editor  for 
this  series;  Agust  H.  Helgason,  assistant  professor 
of  pathology;  and  Richard  E.  Borreson,  assistant 
professor  of  medicine,  Baylor  University  College  of 
Medicine,  Houston. 


EDITORIALS 

29  Texas  Must  Train  More  Physicians 
To  Avert  Future  Manpower  Crisis 

Weldon  G.  Kolb 

30  Moldy  Vegetable  Fibers 
Cause  Pulmonary  Disease 

John  S.  Chapman 

31  Surgery  Offers  Hope 

In  Diabetic  Retinopathy 

Louis  Daily 

35  Political  Responsibility 

G.  V.  Brindley,  Jr. 


DEPARTMENTS 

79  ASSOCIATION  NEWS 

80  PERSONALS 

85  HIGHLIGHTS  OF  COMING  MEETINGS 
91  GENERAL  NEWS 
97  POSTGRADUATE  COURSES 
99  MEDICINE  AND  THE  LAW 

101  PAMPHLETS 

102  MEDICINE  IN  LITERATURE:  STATE  LIBRARY 

SERVICES  FOR  BLIND,  HANDICAPPED 

103  RECENT  DEATHS 


ON  THE  COVER 

You  can  get  an  excellent  education  in  a small 
school.  This  is  as  true  today  as  it  was  in  the  era 
when  school  buildings  such  as  our  paper  model 
dotted  our  towns  and  rural  areas.  Unchanged  also 
are  some  of  the  factors  that  influence  the  quality 
of  education  in  schools  of  all  sizes.  Texas’  med- 
ical schools  provide  excellent  training;  but  they  do 
not  have  room  for  many  talented  young  people 
who  must  be  turned  away.  The  overall  system  is  as 
crowded  as  a one-room  school  house.  Texas  needs 
more  medical  schools  in  order  to  have  more  physi- 
cians; soon,  the  manpower  shortage  could  become 
critical.  When  the  Legislature  considers  the  prob- 
lem, it  must  be  assured  that  physicians  will  sup- 
port measures  which  will  enable  our  state  to  pro- 
vide for  its  own  future  needs  for  medical  man- 
power. See  editorial,  page  29. 

NEXT  MONTH 

The  first  of  several  radiological  cases  sponsored  by 
the  Texas  Radiological  Society  will  illustrate  left 
subclavian  steal  syndrome  secondary  to  trauma. 
July’s  scientific  section  also  will  include  two  arti- 
cles on  transvenous  pacemakers,  an  evaluation  of 
renovascular  hypertension,  a report  of  two  cases 
of  lactose  intolerance  with  lactosuria,  and  the  clin- 
icopathologic conference.  Editorials  now  scheduled 
for  publication  deal  with  the  report  of  the  National 
Advisory  Commission  of  Health  Manpower  to  the 
President  and  its  import  to  you,  allergic  reactions 
in  the  urinary  tract,  and  medical  responsibility  in 
child  care.  Are  physicians,  along  with  the  general 
public,  being  misled  by  the  phrase,  “rising  costs 
of  medical  care’’?  Dr.  Ben  B.  White  thinks  so,  and 
has  set  forth  his  reasons  in  a commentary  for 
Texas  Medicine. 

PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers; $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company  1114  West 
Daggett,  Fort  Worth  76104. 
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Diagnostic  Products  Sales,  The  Dow  Chemical  Company,  Midland,  Michigan  48640. 


You  won't  have  to  wait  for  these  results  to  come  back  from  the  lab. 

Because  now  you  can  do  blood  chemistry  tests  in  your  own  office.  With 
Diagnostest*  reagents  and  instruments.  You  get  accurate,  precise  results 
in  minutes.  And  we  teach  your  nurse  or  medical  assistant  to  do  the  tests. 
The  system  can  be  used  to  measure  hemoglobin,  glucose,  cholesterol, 
urea  nitrogen,  total  bilirubin  and  uric  acid.  Write  today  for  full  details. 


•Trademark  of  The  Dow  Chemical  Company 


Now  the  hospital's 
credit  man  can  relax 


Your  incoming  patient  presents  his  Blue  Cross/Blue  Shield 
I.D.  card,  and  the  hospital  credit  man  can  relax  — 
and  send  most  of  the  bills  to  Blue  Cross. 


Blue  Cross  benefits  reach  your  patient  usually  not  in 
cash,  but  in  the  actual  services  of  your  hospital.  This  is  what  makes 
Blue  Cross  unique;  and  why  Blue  Cross  is  and  always  has 
been  Number  One  — far  ahead  of  all  others  in  this  field. 


All  your  patient  usually  needs  is  that  I.D.  card. 


It’s  usually  all  you  need,  too. 


BLUE  CROSS/BLUE  SHIELD* 

GROUP  HOSPITAL  SERVICE,  INC.  GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 

OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRES.SWAY  • DALLAS,  TE.XAS  75222 
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Synirin  provides  prompt  barbiturate  potentia- 
tion of  aspirin  without  limiting  the  therapeutic 
usage  of  aspirin.  Both  pentobarbital  and  aspirin 


Solireiner 

A JUNIOR  COLLEGE 
AND 

HIGH  SCHOOL 

OFFERING 

Three  programs  for  boys  whose  parents 
desire  the  highest  type  of  educational 
opportunity  for  them: 

1.  Accelerated  Honors  Program,  a 
unique  educational  opportunity  open 
to  qualified  high  school  juniors  who 
wish  to  complete  2 years  of  high 
school  and  2 years  of  college  in  3 
years. 

2.  Standard  Junior  College  Department 
offering  degree  programs  in  Engi- 
neering, Business  Administration, 
Pre-law,  Pre-medical,  and  Liberal 
Arts. 

3.  College  Preparatory  Department. 

(Grades  9-12) 

Applications  now  being  received  for  9 
week  Summer  School  (June  5 until 
August  6)  and  school  year  beginning 
in  September. 


For  information,  write  or  phone 
The  Registrar, 


Box  TM,  Kerrville,  Texas  78028. 
Telephone:  (512)  Clearwater  7-8412. 
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exercise  & 

ARLIDIN 


(NYLIDRINHCI). 


TofightTB- 
f ind  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 


J 

removes  the  mental  blur 


that  clouds  vision 


SOIFOTON 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID  ® (See  P D R ) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 

Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  — 

Solfoton  (yellow,  uncoated  tablets 
100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1 000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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■ fo  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.^’ ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 


References: 

(1)  Siver,  R.  H.: 
CMD,  22:109, 
September  1954.  (2) 
Frykman,  H.  H.:  Minn. 
Med.,  35:19-27, 
January  1955.  (3) 
iMcGivney,  J.;  Tex. 
State  Jour.  Med., 
52:16-18,  January 
1955.  (4)  Quehl, 

T.  M.:  Jour,  of  Florida 
Acad.  Gen.  Prac., 
25:15-16,  October 
1965.  (5)  Weekes, 

D.  J.:  N.Y.  State  Jour. 
Med.,  55:2672-2673, 
August  1958.  (6) 
Weekes,  D.  J.:  EENT 
Digest,  25:47-59, 
December  1963-  (7) 
Abbott,  P.  L.:  Jour. 
Oral  Surg.,  Anes.,  & 
Hosp.  Dental  Serv., 
310-312,  July  1961. 

(8)  Rapoport,  L.  and 
Levine,  W.  I.:  Oral 
Surg.,  Oral  Med.  & 
Oral  Path.,  20:591-593, 
November  1965. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND  21201 


( LXD4 ) 


when  you  want  to  provide  the  combined 
benefits  of  two  accepted  agents 
in  the  treatment  of  mild  to  moderate 

hypertension,  (contraindications:  history  of  mental 
dGprGssion,  hypGrsGnsitivity,  and  most  casGs  of  sGvorG  ronal  or 
hopatic  disGasGS.) 

when  you  want  to  prescribe  therapy 
that  is  generally  well  tolerated. 

(HowGVGr,  advGrsG  rGactions  may  occur.  For  a compiGtG  listing, 
piGasG  rGfor  to  the  full  proscribing  information  which  is  sum- 
marized below.) 

when  your  patient  wants  an  easy-to- 
remember  and  reasonably  priced 

regimen.  (One  tablet  a day  usually  costs  about  a dime.) 


Indications:  Hypertension.  Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  Warning:  With  the  administration  of  enteric- 
coated  potassium  supplements,  which  should  be  used  only  when 
adequate  dietary  supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery  for  these  lesions  has  frequently 
been  required  and  deaths  have  occurred.  Discontinue  coated 
potassium-containing  formulations  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  1 week  before  electroshock  therapy,  and  if  depression 
or  peptic  ulcer  occurs.  Use  in  pregnancy:  Regroton  should  be  used 
in  pregnant  patients  or  in  women  of  childbearing  potential  only 
when,  in  the  judgment  of  a physician,  its  use  is  deemed  essential  to 
the  welfare  of  the  patients;  adverse  reactions  (thrombocytopenia, 
hyperbilirubinemia,  altered  carbohydrate  metabolism,  etc.)  are  po- 
tential problems  in  the  newborn.  Precautions:  Antihypertensive 
therapy  with  Regroton  should  always  be  initiated  cautiously  in  post- 
sympathectomy patients  and  in  patients  receiving  ganglionic  block- 
ing agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one- 
half.  To  avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic  or  adrenergic  drugs 
or  other  supportive  measures  as  indicated.  Because  of  the  possibil- 
ity of  progression  of  renal  damage,  periodic  kidney  function  tests 
are  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  po- 
tassium depletion  should  occur  during  therapy,  Regroton  should 
be  discontinued  and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take  particular  care  in  cir- 
rhosis or  severe  ischemic  heart  disease  and  in  patients  receiving 


coriicosieroios,  mo  i n,  or  oigitaiis.  bait  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gall- 
stones (biliary  colic  may  be  precipitated).  Bronchial  asthma  may 
occur  in  susceptible  patients.  Adverse  Reactions:  The  drug  is  gen- 
erally well  tolerated.  The  most  frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diarrhea,  constipation,  muscle  cramps, 
headache,  dizziness  and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression,  bradycardia  and  ec- 
topic cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyperuricemia, 
lassitude,  restlessness,  transient  myopia,  impotence  or  dysuria, 
orthostatic  hypotension  which  may  be  potentiated  when  chlorthali- 
done is  combined  with  alcohol,  barbiturates  or  narcotics,  leuko- 
penia, aplastic  anemia,  skin  rashes,  thrombocytopenia,  agranulo- 
cytosis, nasal  stuffiness,  increased  gastric  secretions,  nightmare, 
purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic  atrophy  ’ 
and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the  skin 
a reversible  paralysis  agitans-like  syndrome,  blurred  vision  con-  ’ 
Junctival  injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deafness, 
anorexia,  and  pancreatitis  when  epigastric  pain  or  unexplained 
G.l.  symptoms  develop  after  prolonged  administration.  Jaundice, 
xanthopsia,  paresthesia,  photosensitization  and  necrotizing  angi- 
itis are  possible.  Average  Dosage:  One  tablet  daily  with  breakfast 
Availability:  Pink,  single-scored  tablets  in  bottles  of  100  and  1000. 
For  details,  see  complete  Prescribing  Information.  (B)46-600-B 
Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation  ( 

Ardsley,  New  York  10502 

Regroton®  Geigy 
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Help  the  Needy! 


A patient  of  advancing  years  may  appear  to  “have  everything,”  but  may  well 
be  in  n&^d— medically . You  know  the  symptoms.  He’s  tired  most  of  the  time. 
Though  there’s  nothing  wrong  with  him  organically,  he  suffers  from  general 
malaise.  Lassitude  has  become  his  way  of  life  . . . vague  aches  and  pains  his 
major  concern. 

Such  a patient  has  entered  the  “Mediatric  Age”— that  stage  of  his  life 
in  which  he’s  an  ideal  candidate  for  MEDIATRIC.  This  preparation  provides 
the  anabolic  benefits  of  gonadal  steroids,  plus  a gentle  mood  uplift  and  the 
nutritional  support  he’s  apt  to  need.  MEDIATRIC  is  intended  to  help  keep 
him  more  alert  and  active,  and  relieve  general  malaise  ...  to  help  restore  that 
sense  of  physical  and  emotional  well-being  that  the  elderly  deserve  to  enjoy. 


14 


TEXAS  MEDICINE 


The  estrogen  component  in  MEDIA  TRIG  is  PREMARIN®  (conjugated  estrogens-eqnine),  the 
orally  active,  natural  estrogen  so  widely  prescribed  tor  its  physiologic  and  metabolic  benefits. 
The  combination  of  estrogen  and  inetliyltestosterone  can  help  maintain  anabolic 
balance  to  forestall  premature  degenerative  changes  related  to  estrogen  deficiency. 

MEDIA  I RIG  also  supplies  a small  amount  ol  uietJuiiii plietdiniue  HGl  to  pro\'ide  a gentle 
mood  uplift,  and  nutritional  supplements  specially  selected  to  meet  the  needs  of  the  aging. 


CONTRAINDICATION : Carcinoma 
of  the  prostate,  clue  to 
methyl  testosterone  component. 
warning:  Some  patients  with 
pernicious  anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of  response 
predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious 
anemia  patients  are  essential  and 
recommended. 

SIDE  effects;  In  addition 


to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may 
occur. 

SUGGESTED  DOSAGES:  Male  and 
female— I Tablet  or  Capsule,  or  3 
teaspooidids  Licpiid,  daily  or  as 
recpiired. 

In  the  fe?nale:  To  avoid  continuous 
stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 
week  rest  period— Withdrawal 


bleeding  may  occur  during  this 
1 week  rest  period). 

In  the  male:  A careful  check  should 
Ije  made  on  the  status  of  the  prostate 
gland  when  therapy  is  given  for 
protracted  inter\als. 
supplied;  No.  752-mediatric 
Tablets,  in  bottles  of  100  and  1,000. 
No.  252— MEDiATRic  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  9 10- MEDIATRIC  Liquid,  in 
bottles  of  16  fluidounces. 


Each 

Each  15  cc. 

MEDIA  TRIG 

(3  teaspoonfuls) 

'lablet  or 

of  MEDIA  FRIG 

Capsule 

Liquid 

contains; 

contains: 

Conjugated  estrogens-equine  (PREMARIN®) 

0.25  mg. 

0.25  mg. 

M e thy  I tes  tos  ter  one 

2.5  mg. 

2.5  mg. 

Methamphetamine  HCl 

1.0  mg. 

1 .0  mg. 

Cyanocobalainin 

2.5  meg. 

1.5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 



Thiamine  HCl 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 



Riboflavin 

5.0  mg. 



Niacinamide 

50.0  mg. 



Pyridoxine  HCl 

3.0  mg. 



Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsiccated 

30.0  mg. 

Ascorbic  acid 

100.0  mg. 

(Contains 

15%  alcoholf) 
fSoinc  Loss 

Unavoidable 

Mediatric  tablets  • capsules  • liquid 

Steroid-nutritional  compound 


AYERST  LABORATORIES  . New  York,  N.  Y.  10017  . Montreal,  Canada 
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An  anorectic  will  help  her  lose  weight- 
hut  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 

r ■ 


L 


Tliat’s  why  Abbott  offers 
!you  a pill  plus  a program. 


The  Produet 


! For  smooth  appetite 
\ control  plus  mood 
^elevation 


DESOX  Gradumet®  ® ^ ^ 

Methamphetamine  Hydrochloride  5 mg.  10  mg.  15  mg. 

in  Long-Release  Dose  Form 


Jor patients  who  can’t  DESBUTAP  10  Gradumet 

take  plain  amphetamine  10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


FRONT  SIDE 


,1 

FRONT  SIDE 


The  Program 


Weight  Control  Booklet 


Specifically  written  to  help  your  patients  under- 
stand why  they  are  overweight,  and  what  they  can 
do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 


1 j 

t'OtUrnUitiff  I 
ffunr  ^ 


Food  Diary 


Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 


Picture  Menu  Booklet 


Please  see  Brief  Summary 
on  next  page. 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  801 444 


Ask  Your  Abbott  Man  For  Free  Supplies 


Brief  Summary 
DESOXYN®Gradumet® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DKSBU 1 Al!  10  Gradunict 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DKSBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depre.ssion,  and  to  help  in  manage- 
ment of  psycho.somatic  complaints 
or  neuroses.  Desoxyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  o.xidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiox’ascular  disease,  hyper- 
thyroidism,  old  age,  or  those 
sensitive  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  psychic  dependence. 
Careful  supervision  is  necessary  to 
avmid  chronic  intoxication  and 
drug  dependence. 

Amphetamine  side  effects  such 
as  headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  .skin 
rash.  Nervousness  or  ex- 
cessive sedation  with 
Desbutal  is  often  transient. 

801444 
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TEXAS  MEDICINE 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat pharmaceulicats  since  1856 


b.i.d. 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  consider 
DFXLOMYCIN  300  mg  b.i.d. 

The  maintenance  dosage  of  DECLOMYCIN 
300  mg  can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  elfective  blood 
and  tissue  levels. 

In  clinical  practice,  blood  levels  produced  by  a 
therapeutic  dose  of  DECLOMYCIN  are  high, 
prolonged,  and  effective,  because  of  high  serum 
binding  and  slow  renal  clearance. 

DECLOMYCIIV 

DEMETHYLCHLOKTETRACYCLINE 

Prescribing  inforinalion  on  next  page. 


lOECI  X)M  VCI X 

DEMCTIIYLCIlWRTKraACYCLINE 

b.i.d. 


DECI.OMYCIN  Demethylclilortetracycllne  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  “when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylclilortetracycllne. 

Warning— In  renal  imiiairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  maybe 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should, 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  he 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptihle  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections api)ear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects— Gastrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis. pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney— rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions— urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hyj)oplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  theraj)}-. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  l)e  given  1 hour  before  or  2 hours  after 
meals,  since  absorj)tion  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18 
Cm  given  in  equally  divided  doses  over  a period  of  10  to  15  days 
should  be  followed.  Close  follow-up  observation  of  the  patient  is 
recommended,  including  appropriate  laboratory  tests,  since  demethyl- 
chlortelracycline  has  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Spinal  fluid  examination  should  be  included  as  part  of  this 
follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  ef- 
fectively with  a single  dose  of  600-900  mg  of  DECLOMYCIN  De- 
methylchlortetracycline.  Individuals  unable  to  tolerate  large  single 
doses  due  to  gastrointestinal  side  effects  may  be  treated  with  150  mg 
every  6 hours  for  a minimum  of  4 doses  or  300  mg  every  12  hours  for 
a minimum  of  2 doses.  Females  should  be  treated  with  a dosage  of 
150  mg  every  6 hours  or  300  mg  every  12  hours  until  a cure  is  effected. 
Primary  Atypical  Pneumonia  (Eaton  Agent) : The  average  adult  daily 
dosage  is  900  mg  in  3 divided  doses  for  six  days. 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 

URtSED 


Clinically 
effective 
for  G.U.  Thera py^^ 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy’’  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands,  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961:  (2)  Renner.  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 

Clin.  Med.  7:499-502,  I960:  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957, 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  . . 5.4  mg. 

Hyoscyamine  . 0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  ..  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 


SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 


CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 


DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 


PMARfVIACGUTICALS.  PNC 


MANUFACTURERS  OF  URICEUTICAL®  SPECIALTI 


ES 


C M I C A G O , 


I.  tiNOiS  e06A0 


ANESTACON^M  • CYSTOSPAZ®  • MANDACON™  • URISED® 
URISEOAMINE®  • UTRASUL*  Tablets  and  Suspension 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon  (iron  dex- 
tran  injection)  will  measurably  begin  to  raise  hemoglobin  and  a 
complete  course  of  therapy  will  effectively  rebuild  iron  reserves. 
The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  deficiency  may  include: 
patients  in  the  last  trimester  of  pregnancy;  patients  with  gastro- 
intestinal disease  or  those  recovering  from  gastrointestinal  sur- 
gery; patients  with  chronic  bleeding  with  continual  and  extensive 
iron  losses  not  rapidly  replenishable  with  oral  iron;  patients 
intolerant  of  blood  transfusion  as  a source  of  iron;  infants  with 
hypochromic  anemia;  patients  who  cannot  be  relied  upon  to  take 
oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated 
solution  of  iron  dextran  complex  providing  an  equivalent  of  50  mg. 
in  each  cc.  The  solution  contains  0.9%  sodium  chloride  and  has 
a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5%  phenol  as  a pre- 
servative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight 
and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc.  in  Infants  to 
5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly.  Initial  test 
doses  are  advisable.  The  total  iron  requirement  for  the  individual 
patient  is  readily  obtainable  from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the  upper  outer  quadrant 
of  the  buttock,  using  a Z-track  technique  (with  displacement  of 
the  skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining 
of  the  skin  may  occur.  Excessive  dosage,  beyond  the  calculated 
need,  may  cause  hemosiderosis.  Although  allergic  or  anaphylac- 
toid reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (Iron  dextran  injection).  Urticaria,  arthral- 
gia, lymphadenopathy,  nausea,  headache  and  fever  have  occa- 
sionally been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  Is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject  only 
In  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or 
other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  Injection)  Is  contra- 
indicated in  patients  sensitive  to  iron  dextran  complex.  Since  Its 
use  is  intended  for  the  treatment  of  iron  deficiency  anemia  only 
it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses, 
Imferon  (iron  dextran  injection)  has  been  shown  to  produce  sar- 
coma in  rats,  mice  and  rabbits  and  possibly  in  hamsters,  but  not 
in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  In  man,  follow- 
ing recommended  therapy  with  Imferon  (iron  dextran  injection) 
appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4: 
10  cc.  multiple  dose  vials. 


Each  10  cc.  vial  provides  as  much  iron  as  2 pints 
of  whole  blood.  And  use  of  IMFERON  rather  than 
whole  blood  for  iron  replacement  eliminates 
the  potential  dangers  of  hepatitis  and  whole  blood 
sensitivity  reactions.  Whole  blood,  of  course, 
should  be  used  if  clearly  indicated. 

IMFERON  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves— 
for  iron  deficient  patients  in  whom  oral 
iron  is  intolerable,  ineffective  or  impractical, 
and  in  those  who  cannot  be  relied  upon 
to  take  oral  iron  as  prescribed. 

Precise  dosage  is  easily  calculated. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


See  package  insert  for  complete  prescribing  information. 
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This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


'Wtfi 


The  lowest  priced 

tetracycline-nystatin 

combination 


iOlROSTATIN^'  V 

W*CYCI.tNl.  HCr  258 
KTSfATtN  250.0OC 


329-8/6094 


-Hill: 
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Ti^Cost  of 

AMBAR  EXTENTABS 


FACT  e.  LEGEND 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES! 


yOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


|Nt>  IS  GREATEST  IN  THE  MONTHS: 

JANUARY- FEBRUARy  AND  MAY- JUNE. 
Ksrn  OVERWEIGHT  PEOPLE 
..  ARE  LEAST 
INTERESTED 

in  diet  in  ivrf^“ 

5 ■////  / DKEMBER . .JpUlsA  ,1 ! 


IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADII^ 
APPETITE 
SUPPRESSANTS. 


AN  MPORTANT  FACTOR  ^ 
IN  LONG-T01M  TNBtAPYl 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR'2 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up  I |'  III'  ^ 

to  12  hours.  Methamphetamine,  the  appe-  LZ/Yv  A A_;  J.N  AZ^XA  >3 
tite  suppressant,  gently  elevates  mood  and 
' helps  overcome  dieting  frustrations.  Pheno- 
, barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  /I-f-f-nOBINS 


RICHMOND,  VA.  23220 


’HOSPiTELITY' 

IHOS-Pi-TEL-ITYl 


’Put  that  in  your  Dorland's!' 

Crows  on  you,  doesn't  it?  We  use  it  to  tal  at  a reasonable  clay  rate.  Fully  staffed 
describe  the  friendliness  and  good  pa-  fully  equipped,  fully  qualified  for  all 
tient  care  you  are  familiar  with  at  our  programs  with  the  exception  ot  emer- 
facilities  all  over  Texas.  And  now  we're  gency  care  and  surgery,  the  Hospite  is  a 
using  it  to  describe  our  new  corporate  new  type  of  facility  we  think  you  will  ap- 
image  and  to  introduce  a new  facility  in  plaud.  And,  of  course,  "hospitelity  is 
Waco,'  the  Francis  Hospitel.  Our  new  fa-  still  available  for  your  patients  at  Francis 
cility  combines  the  loving  attention  and  Convalescent  Centers  throughout  Texas, 
comfort  of  a grand  hotel  with  the  closely  where  you  will  find  the  finest  nursing 
supervised  medical  attention  of  a hospi-  care  available. 


SERVING  THE  HEALTH  NEEDS  OF  AMERICA 


francisT 

HOSPiTELS 

INCORPORATED 


FRANCIS  HOSPITELS-  WACO:  Francis  Hospitel,  2S01  Maple  Avenue,  Plr  752-(ai1:  CONVALESCEm  HOUS 

Jctirompnt  Inr  hPOQ  Riimer  Roafl  Ph  45>-5719  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Avenue,  Ph.  335-1 103  HUUb 
S Helann'RaTMa™,  W3«.)1;  LONGVIEW  HiehlamI  Pinea,  11«1  N Jth  St-aet  Ph  753-7.*1 ; SAN  AN- 

[oKlO  PedroMa™  Ph  732-5181,  FRANCIS  MANAGE, UENl  - PORTARIllUR  Iha  Goldai,  Tnangle  Coiv 

valescent  Center,  3900  Highway  365,  Ph.  722-2965. 


Home  office:  2303  W North  Loop,  Austin,  Ph.  4.54-2725.  C.  B Francis,  President. 


Part  of 
the  fine  art 
of  medicine 


DARVON* 

COMPOUND-65 


Each  Pulvule®  contains  65  rag.  propoxyphene  hydrochloride, 
227  rag.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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Texas  Must  Train  More  Physicians 
To  Avert  Future  Manpower  Crisis 

FOR  EVERY  997  PERSONS  in  Texas  there  is  one 
medical  doctor,  and  the  general  population  is  in- 
creasing faster  than  the  physician  population.  Re- 
cent government  programs  which  finance  medical 
care  have  accelerated  the  already  burgeoning  de- 
mands of  the  public  for  more  frequent  and  more 
comprehensive  medical  attention.  These  are  the  ma- 
jor forces  that  are  shoving  the  medical  manpower 
situation  toward  crisis. 

Clearly,  some  positive  action  must  be  taken  now 
to  provide  for  the  training  of  physicians ; our  state 
could  use  more  now,  and  creating  a source  of  sup- 
ply to  meet  the  inevitable  demands  of  the  future  is 
a necessity. 

Our  present  medical  school  facilities  must  be  ex- 
panded and  new  ones  must  be  built.  Recognizing 
the  Texas  Medical  Association’s  responsibility  to 
assist  in  making  available  an  adequate  number  of 
physicians  to  provide  good  medical  care  for  the  peo- 
ple of  Texas,  the  House  of  Delegates  has  given  full 
support  to  a recommendation  that  a new  four-year 
medical  school  be  approved  this  year  by  the  Texas 
Legislature,  and  that  consideration  be  given  to  the 
need  for  still  another  new  school. 

Texas  is  now  providing  less  than  half  of  its  own 
medical  manpower.  Only  45  percent  of  the  physi- 
cians who  have  joined  TMA  since  1961  are  native 
Texans,  and  only  48  percent  were  trained  in  this 
state.  This  year,  say  the  medical  school  deans,  the 
number  of  qualified  applicants  who  were  not  ad- 
mitted would  fill  the  entering  classes  of  several  new 
medical  schools  if  the  state  but  had  them  available. 
How  many  of  these  capable  young  people  will  we 
lose  to  other  professions,  or  to  other  parts  of  the 
country? 

By  1975  the  state’s  population  probably  will  reach 
11,900,000.  If  Texas  residents  are  to  have  the  proper 
medical  care,  special  efforts  must  be  made  now  to 
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insure  that  enough  well-trained  physicians 
will  be  available  to  provide  for  them.  Espe- 
cially vital  is  a need  for  more  general  prac- 
titioners, more  physicians  who  practice  fam- 
ily medicine,  and  for  more  physicians  who 
practice  in  non-urban  areas. 

Let  your  Representatives  to  the  Texas 
Legislature  know  now  that  Texas  physicians 
stand  ready  to  support  efforts  to  provide  ap- 
propriate increases  in  funds  for  faculty  and 
facilities  for  the  training  of  Texas’  future 
physicians. 

— Weldon  G.  Kolb,  M.D.,  LaMarque. 


Moldy  Vegetable  Fibers 
Cause  Pulmonary  Disease 

A CONNECTION  BETWEEN  contaminated 
vegetable  fiber  and  a specific  pulmonary  re- 
action has  been  clearly  defined.  Disease  ap- 
parently related  to  cotton  (byssinosis) , to 
hemp  and  jute,  to  moldy  hay  (farmer’s 
lung),  and  to  pressed  sugar  cane  stalk  (bag- 
assosis)  has  been  described  and  recognized 
for  a number  of  years.  The  work  of  Rankin 
and  associates  and  of  Pepys  and  his  group 
at  the  Brompton  Hospital  in  London  has 
served  to  clarify  the  relationship  among  all 
these  conditions  and  to  establish  their  basic 
pathogenesis. 

Common  to  all  these  pulmonary  reactions 
is  hypersensitivity  to  the  products  of  a mold 
or  molds  that  contaminate  stored  or  ware- 
housed fiber.  Pepys’  group  established  the 
presence  of  a thermophilic  actinomycete 
which  can  grow  on  hay  stored  in  an  atmos- 
phere of  considerable  humidity.  Their  work 


further  points  toward  metabolic  products  of 
this  organism  as  the  effective  agent  in  the 
production  of  farmer’s  lung.  It  seems  clear 
both  from  the  English  and  the  American 
work  that  fragmented  vegetable  fiber  alone 
is  not  the  agent,  and  it  is  also  clear  that  the 
fungus  does  not  grow  within  or  invade  the 
lung. 

The  pathogenesis  of  these  various  condi- 
tions seems  to  be,  first,  the  inhalation  of  the 
fungal  antigen,  and  second,  the  formation, 
after  a period  of  some  days,  of  antibodies  to 
the  fungal  product.  When  the  individual  so 
sensitized  next  encounters  the  antigen,  he 
responds  with  high  fever,  distressing  dysp- 
nea, harassing  cough  and  pulmonary  infil- 
tration. When  he  then  remains  out  of  con- 
tact with  the  antigen  for  several  days,  the 
febrile  reaction  subsides  and  the  roentgeno- 
gram of  the  chest  may  reveal  partial  clear- 
ing. On  each  subsequent  contact  the  entire 
episode  is  repeated.  Gradually  the  patient 
may  become  permanently  and  totally  dis- 
abled by  severe  pulmonary  fibrosis  marked 
by  dyspnea,  cyanosis  and  eventual  failure  of 
the  right  ventricle. 

Biopsy  of  the  lung  of  recently  affected  pa- 
tients characteristically  reveals  giant-cell 
granulomas  of  the  lung  with  rather  striking 
fibroblastic  proliferation  around  the  tuber- 
cles. In  later  stages  the  granulomas  are  re- 
placed by  nonspecific  dense  fibrosis  located 
in  the  interstitial  structure  of  the  lung. 

Roentgenograms  of  the  chest  early  after 
the  onset  revealed  several  different  patterns 
in  a group  of  bagassosis  patients  studied  by 
the  Woodlawn  Hospital  group  at  Dallas. 
Some  individuals  had  only  two  or  three  scat- 
tered lobular  infiltrations  resembling  bron- 
chopneumonia. In  one  patient  who  had  re- 
peated attacks  of  chills  and  fever,  one  area 
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cleared  and  others  developed  with  each  ex- 
posure. A few  patients  showed  diffuse  mili- 
ary lesions,  and  right  ventricular  failure  de- 
veloped in  one  within  a few  days  after  the 
onset. 

Studies  of  pulmonary  function  in  this 
group  revealed  a restrictive  defect,  reduction 
in  oxygen  saturation  of  the  arterial  blood, 
and  diffusion  defect,  the  so-called  alveolo- 
capillary  block.  Though  corticosteroids  re- 
sulted in  rapid  decrease  in  fever  and  in  ra- 
diographic clearing  of  the  pulmonary  infil- 
trations, improvement  in  pulmonary  func- 
tion was  minimal.  Study  of  these  patients 
after  several  months  revealed  some  improve- 
ment, but  restrictive  ventilatory  defect  and 
impaired  oxygen  diffusion  were  still  noted. 
No  treatment  other  than  corticosteroids,  oxy- 
gen, and — when  required — digitalization  af- 
fects the  course  of  the  disease.  Once  the  re- 
action occurs,  the  only  possible  advice  is  for 
the  patient  to  avoid  completely  any  further 
contact  with  the  offending  material. 

The  bagassosis  cases  were  related  to  in- 
dustry. In  a state  such  as  Texas,  in  which 
there  is  a great  deal  of  farming,  and  more 
recently  a variety  of  light  industry,  the  pos- 
sibility of  this  type  of  pulmonary  reaction 
needs  to  be  kept  in  mind.  The  diagnosis  of 
disease  resulting  from  contact  with  moldy 
vegetable  fiber  may  well  need  to  be  foremost 
in  the  physician’s  mind  in  cases  of  pneu- 
monia of  atypical  course,  marked  by  severe 
dyspnea,  in  patients  who  handle  livestock 
feed,  who  operate  machinery,  or  work  in  any 
industry  in  which  potentially  moldy  vege- 
table fibers  are  used  as  a binding,  a matrix 
or  a packing  substance. 

— John  S.  Chapman,  M.D.,  Dallas. 


Suigeiy  Offers  Hope 
tn  Diabetic  Retinopathy 

DIABETIC  RETINOPATHY  is  one  of  the 
major  causes  of  blindness  in  the  United 
States.  In  spite  of  adequate  regulation  of 
blood  sugar  and  prevention  of  glycosuria  by 
medication  and  diet,  a high  percentage  of 
patients  with  long-standing  diabetes  will  lose 
their  sight  from  diabetic  retinopathy  when 
their  life  expectancy  is  about  six  years.  Thus 
the  medical  regimen  which  has  prolonged 
their  lives  has  spared  them,  ironically,  for  a 
period  of  blindness.  No  medical  treatment 
seems  to  have  retarded  the  inexorable  pro- 
gression of  neovascular  proliferation  from 
the  retina  into  the  vitreous  with  attending 
massive  vitreous  hemorrhage,  organization 
of  fibroglial  tissue  in  the  vitreous  space  and 
retinal  detachment. 

Recently,  however,  new  hope  has  stemmed 
from  two  entirely  different  surgical  attacks 
on  this  disease,  one  directly  on  the  retinal 
lesions  and  the  other  on  the  pituitary  hy- 
pophysis. 

At  the  Mayo  Clinic,  33  patients  with  dia- 


Surgical 
Treatment 
(33  Patients) 

Nonsurgical 
Treatment 
(33  Patients) 

Retinopathy: 

Lessened 

16 

9 

Unchanged 

11 

5 

Worse 

6 

19 

Visual  Acuity: 

Normal  (maintained) 

14 

12 

Improved 

7 

0 

Unchanged 

3 

2 

Worse 

9 

19 

Tahle  1.  Comparisoyi  of  results  in  patients 
ivho  had  pituitary  stalk  section  and  pa- 
tients ndio  had  no  surgical  treatment  for 
similar  diabetic  retinopathy. 
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betic  retinopathy  were  treated  by  section  of 
the  pituitaiy  stalk ; 33  similar  patients  were 
not  treated  surgically.  The  results  after  1 to 
3 1/2  years  are  shown  in  Table  1.  There  were 
no  operative  deaths  in  the  series.  Two  pa- 
tients died  later  from  hypoglycemia  or 
adrenal  insufficiency;  three  died  of  other 
causes.  The  surgery  was  done  between  July, 
1962,  and  December,  1965. 

The  authors  concluded  that  apparently 
about  one-third  of  the  patients  subjected  to 
the  operation  obtained  useful  vision  that 
might  have  been  lost  had  they  not  had  the 
operation.  They  comment  that  the  long-term 
effect  of  stalk  section  is  not  yet  known.  Also, 
the  price  paid  by  the  patient  for  this  added 
chance  to  retain  useful  vision  must  be  re- 
corded in  terms  of  risk  of  life  and  of  further 
loss  of  vision,  loss  of  sense  of  smell,  mone- 
tary costs,  and  permanent  metabolic  disabil- 
ity since  the  patient  must  take  corticosteroid 
and  possibly  other  endocrine  medication  for 
the  rest  of  his  life  after  the  operation.  The 
indications  for  surgery  were  (1)  severe  ac- 
tive diabetic  retinopathy  with  vision  im- 
paired in  one  eye  and  likely  soon  to  become 
impaired  in  the  other,  (2)  acuity  sufficiently 
good  to  provide  vision  in  the  better  eye,  (3) 
neovascularization,  phlebosclerosis,  and  hem- 
orrhages in  the  retina,  (4)  adequate  renal 
function,  normal  blood  pressure,  and  absence 
of  overt  coronary  disease.  The  authors  com- 
ment that  patients  of  this  sort  are  scarce 
because  many  with  retinopathy  have  im- 
paired renal  function. 

The  other  surgical  approach  to  the  control 
of  diabetic  retinopathy  is  destruction  of 
bleeding  foci  in  the  retina  by  photocoagula- 
tion. This  is  a relatively  minor  surgical  pro- 
cedure and  appears  to  improve  the  condition 
of  the  retina  in  two  ways : first,  by  destruc- 
tion of  sources  of  potential  hemorrhage 
which  might  lead  to  fibroglial  proliferation 
into  the  vitreous  space,  and  second,  by  reduc- 


ing the  amount  of  retinal  tissue  requiring 
nutritive  blood  supply  from  the  central  ret- 
inal end  artery.  The  photocoagulation  is  di- 
rected usually  to  the  hemorrhagic  areas  in 
the  midperiphery  of  the  fundus  when  there 
is  active  bleeding  and  when  there  is  not  ex- 
cessive membrane  formation  in  the  vitreous 
anterior  to  the  retina.  It  appears  at  this  time 
that  there  is  a beneficial  effect  in  that  fur- 
ther severe  retinal  bleeding  is  prevented  or 
at  least  retarded  and  sight  is  prolonged  if 
not  preserved.  Okun  and  Cibis,  after  photo- 
coagulation of  139  eyes  of  111  patients  with 
diabetic  retinopathy,  observed  that  most  con- 
tinued to  progress  but  the  rate  of  progress 
appeared  to  be  slowed.  They  observed  that  a 
series  of  patients  who  would  qualify  for 
stalk  resection  appeared  to  be  doing  equally 
well  with  photocoagulation.  In  a smaller  se- 
ries of  20  patients  I have  observed  no  com- 
plications from  photocoagulation,  and  appar- 
ent arrest  of  retardation  in  the  progression 
of  the  retinopathy. 

Obviously,  the  surgical  approaches  are  not 
the  ideal  therapy  for  diabetic  retinopathy. 
The  latter  must  await  further  increase  in 
knowledge  of  the  abnormal  biochemical,  par- 
ticularly endocrine,  alterations  of  metabo- 
lism of  the  retina  and  similar  vessels  else- 
where in  the  body  which  are  not  prevented 
by  present  methods  of  medical  control  of 
diabetes  mellitus. 

— Louis  Daily,  M.D.,  Houston. 
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helps  restore  normal  motility  and  tone 


CANTIL 

(mepenzolate  bromide) 


Diarrhea  and  other  symptoms  of  common 
G.l.  disorders  can  often  be  curbed  with  Cantil 
(mepenzolate  bromide),  bringing  welcome  relief 
to  the  harassed  patient.  Relatively  specific  for 
the  hyperactive  colon,  it  helps  reduce 
diarrhea,  pain  and  spasm  with  minimal  effect 
on  other  viscera.  Cantil  (mepenzolate  bromide) 
is  indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenteritis, 
diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
LAKESIDE  properties.  Side  effects  are  usually  mild. 


CONTRAINDICATIONS:  Sensilivity  to  Cantil®  (mepenzolate  bromide],  glau- 
coma. G.l.  or  G.U.  obstruction,  toxic  megacolon.  WARNINGS;  Possibility  of 
adverse  reactions  in  advanced  severe  ulcerative  colitis  and  atypical  agitated 
reactions  to  phenobarbital  in  the  elderly  (Cantil  with  Phenobarbital). 
PRECAUTIONS:  Cantil  is  of  adjunctive  use  only;  treatment  of  the  underlying 
condition  is  indicated,  be  it-organlc  or  functional.  Observe  caution  in  conditions 
known  to  be  incompatible  with  atropine-like  drugs,  e.g.,  open-angle  glaucoma 
or  prostatic  hypertrophy.  ADVERSE  EFFECTS:  Dry  mouth;  blurred  vision; 
constipation;  nausea:  vomiting:  bloating;  dizziness;  urinary  retention.  All  are 
anticholinergic  effects  and  usually  tolerable.  Habituation  and  idiosyncratic 
reactions  to  phenobarbital  (Cantil  with  Phenobarbital)  ate  possible,  as  is 
generalized  rash.  DOSAGE;  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phenobarbital  may 
be  prescribed  if  sedation  is  required.  FlOW  SUPPLIED:  CANTIL  (mepenzolate 
bromide)— 25  mg.  per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL— containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg.  mepenzolate  bromide.  Bottles 
of  100  and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  b3201 
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When  Ws  more  than  a bad  cold 


your  patient  can  feel  better 
>^e  he’s  gettii^  better 


Achrocidin 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  hacterial/allergic  ii.r.L,  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frecjuently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal -anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney-rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 
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POLITICAL  RESPONSIBILITY 


Government  is  deeply  involved  in  planning,  producing,  and 
financing  health  care.  More  than  1,600  bills  of  interest  to  med- 
icine were  introduced  in  the  89th  Congress.  Many  of  these  bills 
were  revised  for  action  last  year,  and  they  will  be  presented 
again  during  1968.  New  proposals  are  announced  almost  daily. 
How  they  will  be  voted  upon  depends  upon  the  wisdom  of  the  men 
and  the  women  elected  to  our  State  Legislature  and  our  National 
Congress. 


For  medicine  and  the  friends  of  medicine  in  Texas,  the  re- 
sponsibility for  endorsing  wise,  conservative,  and  dependable 
political  candidates  rests  primarily  upon  TEXPAC  and  AMPAC. 
These  organizations  helped  to  bring  about  a vast  augmentation  of 
the  conservative  attitude  of  the  90th  Congress.  This  election 
year  is  a critical  year  of  decision,  not  only  for  medicine  but 
for  all  Americans.  TEXPAC  and  AMPAC  must  have  your  active,  en- 
thusiastic, and  generous  support! 

Your  Texas  Medical  Association  is  allocating  funds  to  TEX- 
PAC to  promote  legally  permissible  interests  such  as  education 
and  administration.  TMA's  staff  acts  to  supplement  and  consult 
with  TEXPAC  officials  and  personnel,  and  the  activities  of  these 
organizations  are  carefully  coordinated.  Membership  and  addi- 
tional funds  for  TEXPAC  are  increasing,  but  support  remains  se- 
riously inadequate.  The  stakes  are  staggeringly  high.  Sympa- 
thetic political  listeners  are  needed  desperately  to  afford 
physicians  the  opportunity  to  present  programs  for  continuously 
improving  health  care  based  upon  the  private  practice  of  medi- 
cine. May  I urge  you  to  assume  your  political  responsibility 
and  to  do  your  part  enthusiastically  as  a member  of  both  the 
PACs. 


G.  V.  Brindley,  Jr.,  M.D., 
President,  Texas  Medical  Association. 
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Butazolidin'^alka 
in  rheumatoid  arthritis 


if  it  doesn’t  work  in  a week 
forget  it. 


But  don’t  forget  this  about  Butazolidin  alka 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  peptic 
ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs  are 
given  concurrently.  Large  doses  of  Butazolidin 
alka  are  contraindicated  in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnostic 
tests  if  drug  is  continued.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in  the  first  tri- 
mester of  pregnancy  and  in  patients  with 
thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemor- 
rhage occur.  Make  complete  blood  counts  at 
weekly  intervals  during  early  therapy  and  at 
2-week  intervals  thereafter.  Discontinue  the 
drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the  elderly 
and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics.  In 
elderly  patients  and  in  those  with  hypertension 
the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been 
associated  with  peptic  ulcer  and  may  reac- 


For complete  details, 
please  see  full 
Prescribing  Information. 


tivate  a latent  peptic  ulcer.  The  patient  should 
be  instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occursud- 
denly  in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be 
excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have  been 
reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  hypersensitivity  angiitis,  pericarditis 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid  hyper- 
plasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 


Dosage  in  Rheumatoid  Arthritis:  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  appropriate  dosage  in  any  specific 
case,  consideration  should  be  given  to  the 
patient’s  weight,  general  health,  age  and  any 

other  factors  influencing  drug  response.  <B)46-070-A 

Butazolidim  alka  Geigy 

Capsules 

phenylbutazone,  100  mg.;  dried  aluminum 
hydroxide  gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


DESENSITIZATION 
WITH  EMULSIFIED 
INSECT  ALLERGENS 


HOMER  E.  PRINCE,  M.D. 

Clinical  Medicine:  Injection  treatment 
with  emulsified  hymenopterous  insect 
allergens  appears  to  be  effective  in  con- 
trolling allergic  reactions  to  insect  stings. 
Because  fewer  injections  are  required 
for  adequate  protection  and  the  syste- 
mic reaction  rate  is  low  following  injec- 
tions, this  method  offers  definite  thera- 
peutic advantages  in  clinical  practice. 

THE  CLASSICAL  STUDIES  of  Benson  and  Semenov  in 
1929  established  the  basis  for  specific  injection  treat- 
ment with  stinging  insect  allergens.i  Subsequently, 
most  authors  have  employed  whole-body  extracts  of 
various  hymenopterous  insects  in  conventional  injec- 
tion programs;2-4  Loveless  prefers  extracts  of  only 
the  venom  sacs.^ 

Conventional  injection  treatment  with  aqueous  in- 
sect allergens  has  usually  afforded  a high  degree  of 
protection  against  subsequent  stings.®  However,  these 
treatment  programs  require  perseverance  and  repeated 
injections  over  long  periods,  and  even  when  main- 
tenance dosage  levels  are  attained  protection  is  not 
always  assured.  Also,  some  persons  are  so  highly 
sensitive  that  dosage  increments  may  produce  syste- 
mic reactions:  two  of  three  patients  under  my  care  in 
1938  suffered  systemic  reactions  from  increased  dos- 
age of  bee  allergen.3 


I first  employed  injection  treatment  with  emulsified 
hymenopterous  insect  allergens  in  1960.  The  results 
of  treatment  of  36  patients  with  injections  of  emulsi- 
fied insect  allergens  are  reported. 

Materials  and  Methods:  The  Patients:  Of  the  36  pa- 
tients, 23  were  male  and  13  were  female;  their  ages 
ranged  from  4 to  65  years.  The  symptoms  reported 
by  the  patients  after  insect  stings  varied  widely,  but 
all  patients  agreed  that  reactions  developed  rapidly, 
usually  within  ten  minutes,  and  were  alarming  and 
violent.  An  occasional  patient  reported  no  prior  stings, 
but  more  noted  increasing  local  reaction  after  subse- 
quent stings  until  systemic  symptoms  resulted.  In  a 
few  patients  the  reactions  terminated  without  medica- 
tion, but  several  of  the  patients  required  emergency 
room  or  hospital  treatment.  The  patients  reported  one 
or  more  of  the  symptoms,  in  frequency  of  occurrence, 
as  shown  in  Table  1. 

The  relative  frequency  with  which  various  insects 
were  incriminated  in  the  systemic  reactions  is  shown 
in  Table  2. 

The  Aqueous  Allergens:  Whole-body  aqueous  ex- 
tracts of  freshly  collected  or  frozen  insects  were  pre- 
pared from  red  wasp  (Polistes  species),  bee  (Apis  mel- 
lifera),  bumble  bee  (Bombus  species),  imported  fire 
ant  (Solenopsis  saevissima  richteri,  Foret),  and  native 
fire  ant  (Solenopsis  xyloni,  McCook)  for  testing  and 
treatment.  The  stock  1:20  allergens  were  diluted  to 
1:100  for  the  strongest  intradermal  test  strength,  and 
from  that  point  to  1:100,000,000  in  decimal  dilutions. 
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Tests:  Skin  tests  were  performed  by  intradermal  in- 
jection of  .02  ml.  of  the  insect  allergen  suggested  by 
the  history.  The  sting  most  often  was  from  a wasp; 
tests  with  another  insect,  usually  bee,  were  performed 
concurrently.  For  those  patients  complaining  primarily 
of  reactions  following  ant  bites  or  stings,  extracts  of 
one  or  more  other  species  of  ants  were  also  employed 
for  tests.  Usually  test  reactions  were  positive  at  the 
1:1,000  dilution,  but  sometimes  only  at  1:100,  and  in 
a few  patients  tests  were  not  positive  even  at  this 
strength.  This  failure  to  react  may  have  reflected  a 
refractory  period  in  those  patients  tested  only  a few 
days  after  their  last  sting.  On  the  other  hand,  tests 
with  both  native  and  imported  fire  ant  allergens 
caused  reaction  in  one  patient  at  1:1,000,000  dilution, 
although  large  red  ant  allergen  caused  reaction  only 
at  1:1,000  and  wasp,  to  which  she  was  also  sensitive, 
at  1:100.  This  patient  (and  occasionally  others)  re- 
acted to  higher  dilutions  of  allergen  from  the  insect 
which  stung  her  than  to  any  of  the  other  allergens, 
but  usually  there  were  no  significant  differences. 


Symptoms 

No.  patients 

Generalized  urticaria 

23 

Generalized  itching 

10 

Swelling  eyelids 

9 

Constriction  in  throat 

6 

Swelling  of  lips 

5 

Dizziness 

5 

Nausea 

5 

Fainting 

5 

Generalized  erythema 

4 

Tingling  or  swelling  of  tongue 

4 

Headache 

4 

Eustachian  closure 

3 

Weakness 

3 

Nasal  occlusion 

3 

Cough 

3 

Shock 

2 

Profuse  perspiration 

2 

Cardiac  irregularity 

2 

Fever 

2 

Drowsiness 

2 

Shortness  of  breath 

2 

Localized  angio-edema 

1 

Generalized  edema 

1 

Lacrimation 

1 

Wheezing 

1 

Swelling  of  soft  palate 

1 

Diarrhea 

1 

Loss  of  consciousness 

1 

Table  1.  Symptoms  of  systemic  reactions 
from  stings  in  36  patients. 


The  Emulsions:  The  emulsions  were  prepared  to  con- 
tain 50  percent  aqueous  allergen.  The  emulsifying  ve- 
hicle contained  35  percent  Arlacel  A (mannide  mono- 
oleate),  and  65  percent  Drakeol  6-V.R.,  both  of  certi- 
fied grades.  In  this  article  the  emulsifying  vehicle  is 
referred  to  as  A.D.  (35-65).  Emulsification  was  ac- 
complished mechanically. 

Emulsion  Injections:  Until  1964,  1 ml.  of  emulsion 
containing  aqueous  insect  allergens,  1:80,  and  A.D. 
(35-65)  equal  parts,  or  1:160  in  terms  of  the  emul- 
sion, was  administered.  Subsequently,  the  concentra- 
tion of  the  aqueous  allergen  was  doubled  making  the 
emulsion  strength  1:80;  0.5  ml.  was  the  usual  dose 
of  the  double-strength  emulsion.  The  first  injection 
was  ordinarily  administered  about  April  15,  and  a 
second  90  days  later.  Some  patients  came  in  for  the 
first  time  at  other  seasons;  these  also  received  two 
injections,  at  intervals  of  three  months,  for  the  first 
year,  but  their  injections  for  subsequent  years  were 
routinely  started  in  mid-April.  For  a few  patients  who 


Insect 

No.  Patients 

Wasp 

30* 

Large  red  ant 

2 

Bee 

2 

Imported  fire  ant 

1 

Native  fire  ant 

3t 

Unidentified 

4t 

•One  patient  previously  had  massive  swelling  for  several  days  after 
being  stung  by  ants;  one  had  persisting  local  swellings  following 
mosquito  bites;  and  in  one  patient  red  ants  produced  large  local 
reactions. 

tWasp  stings  caused  severe  local  swelling  in  one  patient. 
tPossibly  a bumble  bee  or  hornet  in  one  patient;  two  patients 
thought  they  had  been  stung  by  a bee  or  wasp. 

Table  2.  Hymenopterous  insects  reported  as 
causes  of  reactions. 
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Sting  by  incriminated  insect  (12  patients*) 

26  stings,  no  reaction 
4 stings,  one  or  more  mild  symptoms 
3 stings  in  2 patients,  local  reactions  only 
Sting  by  other  insects  (4  patients*) 

3 stings,  no  reactions  (by  bee,  included  routinely  in  injections) 

1 sting,  reaction  (by  bumble  bee,  not  included  in  injections) 
Sting  by  unknown  insect  (2  patients) 

2 stings,  no  reaction 
Total  stings;  39 


*1  patient  stung  1 time  each  by  incriminated,  other,  and  unknown 
insects. 

Table  3.  Reactions  from  stings  in  16  pa- 
tients after  emulsion  injection  treatment. 


:d 


had  reactions  at  unusually  high  dilutions  the  dosage 
for  the  first  emulsion  injection  was  reduced  one  hun- 
dredfold, with  subsequent  injections  of  tenfold  in- 
creasing amounts  at  intervals  of  several  days  until 
the  full  first  dose  was  administered. 

The  36  patients  received  a total  of  216  injections 
of  emulsified  insect  allergens,  or  an  average  of  6 in- 
jections for  each  patient,  in  courses  ranging  from  2 
injections  in  one  year  to  15  injections  in  eight  years. 
No  systemic  reactions  followed  any  of  the  injections, 
but  an  occasional  patient  experienced  local  induration 
and  soreness  for  several  days  after  emulsion  injec- 
tions. 

Results  of  Treatment:  Sixteen  of  the  patients  had  a 
total  of  39  subsequent  stings  after  beginning  their 
emulsion  injection  treatment.  The  lack  of  reactions 
after  re-stings  as  shown  in  Table  3 is  impressive.  The 
only  alarming  systemic  reaction  occurred  when  a 
bumble  bee  stung  a patient  who  had  been  treated 
only  with  wasp  and  honey  bee  allergens.  In  two  pa- 
tients (one  of  whom  experienced  two  post-treatment 
stings)  local  delayed  reactions  were  not  diminished, 
although  neither  patient  suffered  his  customary  im- 
mediate systemic  symptoms. 

Discussion:  Allergic  reactions  following  insect  stings 
present  a serious  problem;  in  Texas  alone  there  were 
nine  deaths  from  wasp  stings  and  three  from  stings 
of  unknown  insects  during  1964-1966."  Most  sensitive 
patients  can  be  protected  completely,  or  the  intensity 
of  their  sting  reaction  materially  reduced,  by  conven- 
tional injection  treatment,  but  one  of  my  patients  was 
not  protected  after  five  years  of  maintenance  aqueous 
injections.  A few  patients  are  so  sensitive  that  suffi- 
cient dosage  build  up  with  aqueous  insect  allergens 
can  be  accomplished  only  very  slowly.3  Probably  the 
most  convincing  argument  against  conventional  in- 
jection treatment  is  that  patients  refuse  to  continue 
the  injections:  Wolfs  patient^  who  had  no  reaction 
from  a sting  while  he  continued  injections  died  from 
a sting  two  years  after  discontinuing  the  program. 
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O’Connor  and  associates  reported  a similar  fatality 
four  months  after  discontinuation  of  injections. » 

Because  treatment  with  injections  of  emulsified  in- 
halant allergens  is  thought  by  some  to  confer  a higher 
degree  of  protection  from  fewer  injections  and  with  a 
greatly  reduced  incidence  of  systemic  reactions,  treat- 
ment with  emulsified  insect  allergens  should  offer 
definite  therapeutic  advantage.  Gaillard  and  others^o 
reported  complete  protection  of  27  patients  after  re- 
sting in  a group  of  124  patients  treated  up  to  two 
years  with  emulsions  of  insect  allergens.  Three  of  nine 
of  their  patients  whose  only  manifestations  were  se- 
vere and  persisting  local  reactions  experienced  no 
diminution  of  reactions;  however,  this  finding  agreed 
with  my  results.  Severe  and  persisting  local  reactions 
from  stings  could  well  represent  a serum  sickness 
type  of  delayed  response  which  would  probably  not 
respond  to  any  injection  treatment. 

Many  investigators  have  studied  the  immunologic 
relationships  of  the  stinging  insects.^.  ii-i3  There  is 
general  agreement  that  considerable  common  anti- 
genicity exists  between  the  stinging  insects,  also  that 
each  species  may  have  peculiar  specific  antigenic 
properties.  According  to  Loveless  and  Fackler  the 
bumble  bee  has  the  least  in  common  with  other 
Hymenoptera  except  bee,  and,  in  addition,  has  prom- 
inent specific  properties  not  shared  with  any  of  the 
others.  This  peculiar  antigenic  property  of  bumble  bee 
doubtless  explains  the  failure  of  emulsion  injections 
containing  only  wasp  and  bee  allergens  to  protect  one 
of  my  patients  against  bumble  bee  sting. 
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COMMENT 

This  article  calls  attention  to  the  problem  of  serious 
reactions  to  insect  stings,  usually  from  the  wasp  fam- 
ily, and  demonstrates  again  that  injection  treatment 
(desensitization)  is  effective  and  mandatory  in  these 
cases.  Further  testimony  to  the  effectiveness  of  de- 
sensitization is  documented  in  the  report  of  the  Insect 
Allergy  Committee  of  the  American  Academy  of  Al- 
lergyi  showing  that  90  percent  of  persons  treated 
have  less  severe  reactions  after  treatment,  whereas 
there  is  an  expectancy  of  progressively  severe  reac- 
tions in  65  percent  of  sensitive  patients  not  treated 
by  desensitization. 

The  specialized  technique  reported  by  Dr.  Prince  is 
not  agreed  to  by  all,  and  it  definitely  is  to  be  used 
only  by  physicians  who,  like  the  author,  have  had 
long  experience  with  it.  Some  physicians  prefer  differ- 
ent materials,  a mixed  Hymenoptera  extract,  or  differ- 
ent techniques  of  administration.  All  of  these,  how- 
ever, have  been  proven  effective,  and  the  emulsion 
method  reported  herein  has  some  definite  practical 
advantages. 

— T.  S.  PAINTER,  M.D.,  Austin. 
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BERT  A.  DeBORD,  M.D. 

Clinical  Medicine:  Because  blindness  is 
a frequent  complication  of  temporal  ar- 
teritis, recognition  and  immediate  insti- 
tution of  therapy  are  imperative.  The  dis- 
ease occurs  in  elderly  persons,  causes 
a high  sedimentation  rate  as  well  as  se- 
vere headache,  and  responds  to  treat- 
ment with  corticosteroids. 

HILGER,!  QUOTING  FROM  Moench’s  monograph, 
stated:  “Witness  the  patient  with  headache.  He  is 
fortunate  indeed  if  the  headache  is  transient,  for 
otherwise  he  may  find  himself  on  an  excursion  to 
ophthalmologist,  otolaryngologist,  neurologist,  den- 
tist, psychiatrist,  osteopath  and  chiropractor.  There- 
upon he  is  x-rayed,  massaged,  analyzed,  fitted  with 
glasses,  relieved  of  his  turbinates  and  teeth  and  too 
often  emerges  with  his  headache  intact.”  In  estab- 
lishing a diagnosis,  every  physician  should  consider 
temporal  arteritis  as  a possible  cause  for  an  elderly 
person's  headache. 

In  1932,  Horton  and  others2  defined  temporal  arte- 
ritis as  a clinical  entity.  The  syndrome  consists  of 
severe  temporal  headache  with  tender,  indurated,  tor- 
tuous temporal  artery.  Varying  degrees  of  visual  dis- 
turbances are  frequent,  and  the  erythrocyte  sedimen- 
tation rate  (E.S.R.)  is  elevated.  The  condition  is  seen 
most  often  in  persons  over  60  years  of  age.  Many 
times,  a prodromal  period  of  generalized  aching  and 
malaise  herald  the  onset  of  the  disease.  Although  the 
temporal  artery  is  the  vessel  which  is  affected  most 
often,  any  vessel  in  the  carotid  system  may  be  in- 
volved. Because  blindness  is  a frequent  complication 
of  temporal  arteritis,  recognition  of  the  condition  and 
institution  of  appropriate  therapy  are  imperative. 

Wagener  and  Hollenhorst^  reported  that  54  of  122 
patients  with  temporal  arteritis  had  some  degree  of 
visual  impairment  due  to  the  disease.  Fifteen  were 
blind  in  both  eyes,  18  were  blind  in  one  eye.  Most 


often,  the  loss  of  vision  was  attributed  to  acute 
ischemia  of  the  optic  nerve  (ischemic  optic  neuritis). 

Although  temporal  arteritis  usually  occurs  after  the 
sixth  decade,  Knorring  and  associates^  have  con- 
cluded that  temporal  arteritis  frequently  is  not  diag- 
nosed because  most  patients  with  the  disease  are 
elderly.  Regardless  of  his  severe  headache,  an  elder- 
ly person  with  generalized  symptoms  such  as  fever, 
anorexia,  weight  loss,  and  increased  E.S.R.  usually  is 
thought  to  have  a severe  infection  or  a malignant 
lesion. 

As  an  example  of  the  diagnostic  dilemma,  a 78- 
year-old  man  with  occipital  pain  radiating  into  the 
nasopharynx  finally  was  referred  to  our  service.  A 
careful  examination  of  the  ears,  nose,  and  throat 
failed  to  reveal  any  abnormalities;  but  the  enlarged 
tortuous  temporal  artery  was  excruciatingly  tender. 
His  E.S.R.  was  71  mm.  in  one  hour.  The  patient  was 
hospitalized,  and  a biopsy  was  made  of  a section  of 
the  temporal  artery.  “Granulomatous  arteritis  with 
giant  cells”  was  the  histologic  diagnosis  (Figs.  1,  2). 
Changes  in  the  fundi  were  not  attributed  to  the  tem- 
poral arteritis.  Adrenocortical  hormone  therapy  (Delta- 
sone, prednisone,  50  mg.,  daily,  in  divided  doses)  was 
instituted,  and  the  symptoms  regressed.  After  12  days, 
the  E.S.R.  was  5 mm.  in  one  hour. 

During  the  past  five  years  at  Scott  and  White 
Clinic,  ten  cases  of  temporal  arteritis  have  been  con- 
firmed by  biopsy  of  the  temporal  artery.*  In  these 
ten  proved  cases  (patient’s  ages  ranging  from  66  to 
78  years),  the  cardinal  features  were  severe  head- 
ache, an  enlarged,  tortuous  temporal  artery,  and 
pathologic  changes  which  were  consistent  with  tem- 
poral arteritis.  The  sedimentation  rates  (Westergren, 
normal  less  than  15  mm. /hr.)  ranged  from  55  to 
127  mm. /hr.  Bilateral  blindness  occurred  in  only  one 
patient.  A patient  who  complained  of  blurred  vision 
was  found  to  have  mild  papillitis  which  cleared  after 
treatment.  Two  patients  had  paralysis  of  the  third 
cranial  nerve,  and  the  paralysis  subsided  after  treat- 
ment. 

‘Other  cases  were  not  verified. 
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Fif^.  1.  Photomicrograph 
showing  infarct 
occluding  the  temporal  artery 
(temporal  arteritis).  X 30. 


Fig.  2.  Photomicrograph  showing 
granulomatous  arteritis 
with  a giant  cell.  X 66. 


Temporal  arteritis  is  classified  as  an  autoimmune 
disease  which  is  related  to  periarteritis  nodosa. 5 
Whereas,  temporal  arteritis  only  involves  the  carotid 
system,  the  arteritis  of  periarteritis  nodosa  implicates 
the  small  and  medium-sized  arteries  (primarily  of  the 
viscera)  and  the  inflammatory  reaction  is  largely  in 
the  adventitia  rather  than  in  the  media  and  in  the 
intima.  Also,  patients  with  periarteritis  nodosa  usual- 
ly die  within  a year,  but  temporal  arteritis  rarely  is 
fatal. 

Treatment  of  temporal  arteritis  is  specific,  and  is 
dramatically  effective.  Adequate  adrenocortical  hor- 
mone therapy  causes  a decrease  in  the  sedimentation 
rate  and  relieves  the  painful  headache,  and,  if  the 
ischemia  of  the  optic  nerve  is  detected  and  treated 
early,  the  patient’s  vision  returns  to  normal.  The 
maintenance  dosage  of  the  hormone  is  governed  by 
its  influence  on  the  sedimentation  rate. 
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COMMENT 

Dr.  DeBord  has  performed  a valuable  service  in 
again  calling  attention  to  a serious  condition  which 
often  is  not  diagnosed;  which  can  lead  to  severe  visual 
loss  (about  50  percent  of  cases),  even  blindness;  and 
which  responds  dramatically  to  therapy  with  cortico- 
steroids. 

Drs.  Wagener,  Rucker,  and  Hollenhorst  of  the  Mayo 
Clinic  have  emphasized  the  ophthalmological  impor- 
tance of  early  diagnosis  and  early  treatment  of  tem- 
poral (cranial)  arteritis  and  have  demonstrated  the 
urgency  in  the  differential  diagnosis  of  any  elderly 
patient  with  recent  headache. 

Helpful  aids  in  the  diagnosis  and  treatment  are: 

1.  Temporal  arteritis  occurs  only  in  patients  over 
50  years  of  age  (usually  over  60). 

2.  It  causes  a high  sedimentation  rate. 

3.  It  can  cause  rapid  blindness. 

4.  It  responds  dramatically  to  corticosteroids,  (with 
oxygen  and  5 percent  carbon  dioxide),  but  in  many 
cases  visual  loss  is  irreversible. 

5.  It  should  be  treated  promptly  as  an  emergency, 
even  before  biopsy  of  the  temporal  artery. 

6.  Corticosteroids  should  be  gradually  reduced  for 
about  four  months. 

— JACK  B.  LEE,  San  Antonio. 
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PARADUODENAL  HERNIA 


RODOLFO  GARZA,  M.D.,  and  J.  M.  SLOAN,  M.  D. 

Case  Report:  The  importance  of  internal 
hernia  as  a cause  of  intestinal  obstruc- 
tion in  infants  is  emphasized  by  a case 
report  as  well  as  a partial  review  of  oth- 
er cases.  Relationship  of  the  anatomy 
to  proper  surgical  technique  is  stressed, 
and  a brief  discussion  of  developmental 
anomalies  associated  with  internal  her- 
nias is  presented. 

PARADUODENAL  HERNIA  as  the  cause  of  intestinal 
obstruction  is  a relatively  rare  occurrence.  In  fact,  the 
incidence  of  all  types  of  internal  hernia  as  a cause  of 
intestinal  obstruction  has  been  reported  as  being  be- 
tween 0.2  percent  and  0.9  percent.^  A better  term  for 
this  type  of  hernia  would  be  intra-abdominal  hernia. 
Some  internal  hernias  are  called  internal  since  they 
are  not  usually  detected  by  external  examination. 
These  include  obturator,  sciatic,  diaphragmatic,  Mor- 
gagni’s, and  foramen  of  Bochdalek  hernias,  none  of 
which  are  discernible  on  external  examination.  How- 
ever, these  are  not  intra-abdominal  hernias.2 

The  most  common  type  of  intra-abdominal  hernia 
is  the  paraduodenal,  which  accounts  for  53  percent  of 
all  internal  hernias.^  The  varieties  of  paraduodenal 
hernias  are  left  paraduodenal,  right  paraduodenal, 
transmesocolic  and  foramen  of  Winslow.  The  ratio  of 
left  paraduodenal  to  right  paraduodenal  hernias  is 
three  to  one.  Other  varieties  of  intra-abdominal  her- 
nias are  pericecal,  intersigmoid  and  internal  supra- 
vesical.2 

Internal  hernia  is  a relatively  rare  cause  of  intes- 
tinal obstruction,  particularly  in  infants,  and  careful 
search  for  its  symptoms  should  be  made  when  there 
is  not  an  obvious  cause  for  obstruction,  such  as  dup- 


lication of  the  bowel,  mesenteric  cysts,  volvulus,  mal- 
rotation  of  the  intestine,  or  adhesive  bands.  Preoper- 
ative diagnosis  of  internal  hernia  is  rarely  made.  In 
only  5 of  140  cases  of  paraduodenal  hernias  collected 
by  Longacre  was  diagnosis  established  prior  to  lapa- 
rotomy or  autopsy.3 

The  case  presented  is  that  of  a two-month-old  boy 
who  was  admitted  to  the  Driscoll  Foundation  Chil- 
dren’s Hospital  on  Sept.  7,  1966,  with  signs  of  high 
intestinal  obstruction.  After  hydration  and  correction 
of  electrolyte  imbalance,  the  patient  was  operated 
upon  and  a strangulated  left  paraduodenal,  transmes- 
ocolic hernia  was  found.  Since  the  bowel  was  not 
viable,  the  distal  portion  of  the  fourth  part  of  the 
duodenum  and  the  proximal  jejunum,  18  cm.  in 
length,  were  resected  and  an  end-to-end  anastomosis 
was  performed.  The  infant  had  an  uneventful  recovery. 
This  was  the  only  case  of  internal  hernia  in  15,000 
children  admitted  to  Driscoll  Foundation  Children’s 
Hospital  since  1953. 

Three  days  prior  to  admission,  the  two-month-old 
boy  had  started  crying  intermittently  and  vomiting 
gastric  contents  of  a greenish  color.,  Later  the  same 
day  the  mother  noticed  distention  in  the  upper  part 
of  the  abdomen.  The  child  passed  two  or  three  small, 
soft,  yellow  stools.  He  was  admitted  to  another  hos- 
pital and  an  upper  gastrointestinal  series  was  per- 
formed. The  diagnosis  of  intestinal  obstruction  was 
made.  The  patient  received  intravenous  fluids  coupled 
with  gastric  suction,  and  was  transferred  to  the  Dris- 
coll Foundation  Children’s  Hospital. 

The  patient  was  born  June  29,  1966,  the  product 
of  a seventh  pregnancy,  full  term  and  uncomplicated. 
Birth  weight  was  7 lb.  5 oz.  He  breathed  and  cried 
spontaneously  after  birth.  He  was  bottle  fed.  Growth 
and  development  were  normal.  He  had  no  illnesses 
or  digestive  difficulty. 
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Physical  Examination:  On  admission  the  patient’s  tem- 
perature was  102.4  F.;  pulse  rate,  166  beats/minute; 
respiration,  58;  height,  24  inches;  weight,  11  lb.  9 oz. 

The  baby  was  well  developed  and  fairly  well  nour- 
ished. He  appeared  acutely  ill,  slightly  dehydrated, 
febrile,  pale,  and  irritable.  His  face  was  puffy  and  his 
breathing  shallow;  his  cry  was  weak.  His  ears,  eyes, 
nose  and  throat  were  not  remarkable  except  for  dry- 
ness of  the  oral  mucosa.  The  anterior  fontanelle  was 
slightly  depressed.  His  chest  was  clear  to  auscultation 
and  percussion.  His  heart  exhibited  a grade  1,  soft, 
blowing,  systolic  murmur  at  the  apex.  The  abdomen 
was  distended.  There  was  general  tenderness  and  a 
poorly  defined  mass  in  the  left  epigastric  area.  The 
upper  abdomen  was  tympanitic.  Dullness  was  present 
in  the  lower  abdomen  and  flanks.  Bowel  sounds  were 
absent.  Rectal  examination  disclosed  only  some  gela- 
tinous, slightly  yellow  material.  There  was  a right 
hydrocele  of  the  genitalia. 

Laboratory  Findings:  On  admission  Sept.  7,  1966, 
laboratory  values  were  serum  sodium,  123  mEq. /liter; 
serum  chlorides  (as  Cl),  95.6  mEq. /liter;  serum  po- 
tassium, 3.0  mEq. /liter;  serum  carbon-dioxide  con- 
tent, 22.9  mEq. /liter;  serum  calcium,  4.2  mg./lOO 
cc.;  inorganic  serum  phosphorus,  4.4  mg./lOO  cc.; 
blood  urea  nitrogen  (BUN),  23.5  mg./lOO  cc.;  white 
blood  cell  count  (WBC),  12,700/cu.  mm.  (60  percent 
segmented  cells,  2 percent  stab  cells,  and  38  percent 
lymphocytes);  hemoglobin,  8.1  gm./lOO  cc.;  hemato- 
crit value,  25  percent;  total  serum  proteins,  4.8  gm./ 
100  cc.  (serum  albumin,  3.6  gm./lOO  cc.;  serum 
globulins,  1.2  gm./lOO  cc.;  albumin-globulin  ratio, 
3 to  1). 

Roentgenologic  study  revealed  a generalized  hazi- 
ness representing  ascites  due  to  peritonitis.  There 
was  also  complete  obstruction  in  the  region  of  the 
third  or  fourth  portions  of  the  duodenum,  and  a small 
collection  of  gas  high  in  the  abdomen  which  repre- 


sented either  an  air  fluid  level  in  the  lesser  sac  or  in 
the  duodenum  posterior  to  the  stomach. 

The  diagnosis  of  high  intestinal  obstruction,  plus 
the  bubble  of  gas  behind  the  stomach  in  the  lesser 
omental  sac,  warranted  the  diagnosis  of  strangulated 
paraduodenal  hernia.  Other  diagnoses  considered 
were  malrotation  of  the  intestines  with  volvulus,  bands 
causing  obstruction,  duplication  of  the  upper  jejunum 
with  obstruction,  and  mesenteric  cyst. 

The  patient  was  operated  on  approximately  five 
hours  after  admission.  The  abdominal  cavity  was  ex- 
plored through  an  upper  transverse  incision.  The  small 
bowel  and  colon  were  completely  collapsed.  There  was 
a small  amount  of  free  peritoneal  fluid  and  the  loops 
of  bowel  were  loosely  adherent.  The  loops  of  small 
bowel  were  carefully  separated  and,  not  finding  any 
of  the  conditions  mentioned  earlier  except  that  of  a 
paraduodenal  hernia,  a careful  search  was  made  in 
the  area  of  the  duodenal-jejunal  junction.  Here  a tight 
ring  was  seen,  behind  which  was  dark  bowel.  Gentle 
traction  was  applied  but  the  strangulated  loops  of 
bowel  could  not  be  reduced.  Since  there  is  a close 
relationship  between  the  inferior  mesenteric  vein  and 
the  left  colic  artery  in  these  rings,  a long  right  angle 
clamp  was  first  applied  to  this  ring  with  minimal  pres- 
sure, but  enough  to  occlude  the  blood  supply  to  the 
intestine.  After  a reasonable  time,  there  was  no 
change  in  the  color  of  the  distal  bowel.  The  ring  was 
divided  just  enough  to  release  the  loops  of  gan- 
grenous bowel.  There  was  no  active  bleeding  follow- 
ing division  of  this  ring.  The  left  loop  of  the  bowel 
went  behind  the  descending  mesocolon;  the  other 
passed  upwards  through  this  tight  ring  at  the  root 
of  the  transverse  mesocolon,  behind  the  mesocolon, 
and  behind  the  stomach  in  the  lesser  omental  sac. 

The  fourth  portion  of  the  duodenum  and  the  proxi- 
mal jejunum  measuring  18  cm.  in  length  were  resect- 
ed, and  an  end-to-end  anastomosis,  including  only 
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Fig.  l.a.  Barium  study  of  the  stomach  and 
duodenum  shows  essentially  complete  ob- 
struction of  the  third  part  of  the  duodenum. 
Note  the  gas  bubble  superimposed  on  the 
lesser  curvature  of  the  pyloric  antrum, 
which  is  contained  in  the  herniated  loop  of 
bowel.  The  intestine  distal  to  the  obstruction 
is  devoid  of  gas  except  for  a small  amount 
in  the  right  lower  abdomen.  General  hazi- 
ness of  the  abdomen  suggests  ascites  or 
peritonitis. 


Fig.  l.b.  Oblique  view  shows  site  of  ob- 
struction in  the  third  part  of  the  duodenum 
and  also  the  gas  bubble  contained  in  the 
herniated  loop  of  bowel  proximal  to  the  site 
of  obstruction,  behind  the  stomach. 


serosa  and  muscularis  tissues,  was  performed,  using 
a single  layer  of  5-0  interrupted  silk  sutures.  Follow- 
ing this,  the  mesentericoparietal  defect  through  which 
the  hernia  passed  was  closed  with  5-0  silk  sutures  to 
avoid  recurrence  of  the  hernia. 

The  child  tolerated  the  procedure  fairly  well.  He  was 
kept  on  nasogastric  suction,  antibiotics  were  admin- 
istered, and  hydration  was  maintained  with  5 percent 
dextrose  in  one-fourth  normal  saline  solution  with 
added  electrolytes  to  maintain  electrolyte  balance.  A 
blood  transfusion  of  80  cc.  was  started  before  and 
completed  during  the  operation.  Seventy-two  hours 
after  surgery,  the  patient  was  given  Karo  water  which 
he  tolerated  well.  The  next  day,  half-strength  skimmed 
milk  was  given;  full-strength  skimmed  milk  the  follow- 
ing day;  and  three  days  later,  the  sixth  postoperative 
day,  he  was  able  to  tolerate  his  regular  formula.  The 
patient  had  an  uneventful  convalescence.  He  did  not 
vomit  postoperatively.  He  was  examined  40  days  after 
surgery,  was  found  to  have  gained  2 lb.  and  was  free 
of  symptoms.  On  Feb.  17,  1967,  his  weight  and  de- 
velopment were  normal  and  he  appeared  to  be  in  good 
general  health. 

Fig.  1 shows  preoperative  films  of  the  abdomen 
after  barium.  Fig.  2 is  a diagrammatic  representation 
of  the  operative  findings. 

Pathologic  Findings:  The  diagnosis  was  acute  hemor- 
rhagic and  suppurative  gangrene  of  the  small  intes- 
tine. Gross  inspection  of  the  specimen  disclosed  a 
segmental  section  of  diffusely  reddish-brown  small 
intestine  measuring  18  cm.  in  length,  and  showing 
moderate  dilation.  Some  bloody  material  was  present 
within  the  lumen.  Microscopic  examination  of  this 
segment  of  small  intestine  showed  complete  hemor- 
rhagic necrosis  of  the  mucosa.  There  was  suppura- 
tive inflammation  of  the  wall  with  large  pools  of  gran- 
ulocytes present  throughout. 

Comment:  Approximately  four  weeks  postoperatively, 
an  upper  gastrointestinal  series  gave  normal  results. 
Barium  passed  through  the  anastomotic  site  without 
difficulty  and  the  line  of  anastomosis  was  not  de- 
tected. 

Several  theories  have  been  advanced  concerning 
the  etiology  of  intra  abdominal  hernias.  The  consen- 
sus is  that  they  are  due  to  a developmental  anomaly 
of  normal  rotation,  and  failure  of  the  primitive  me- 
sentery to  fuse  around  the  superior  mesenteric  artery 
and  the  posterior  abdominal  wall.  These  factors  cause 
the  abnormal  deepening  and  the  formation  of  these 
sacs.  Zimmerman  had  discussed  thoroughly  these 
developmental  and  rotational  anomalies.^  In  all,  nine 
paraduodenal  fossae  have  been  described,  each  bear- 
ing the  name  of  the  man  who  described  it. 

In  right  paraduodenal  hernias,  the  neck  of  the  sac 
is  bordered  by  the  superior  mesenteric  vessels.  In 
left  paraduodenal  hernias,  the  neck  of  the  sac  is  bor- 
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Fig.  2. a.  Diagram  of  the  operative  findings. 

S.:  Stomach;  D.  J.:  Strangulated  duodenal 
jejunal  loops,  L.C.A.:  Left  colic  artery. 

Inferior  mesenteric  vein.  J.:  Jeju- 
num. S.M.A.:  Superior  mesenteric  artery. 
D.:  Duodenum.  T.C.:  Transverse  colon. 

dered  by  the  inferior  mesenteric  vein  and  the  left 
colic  artery,  as  in  this  case.  Transmesocolic  hernias 
protrude  posteriorly  behind  the  stomach  from  the 
root  of  the  transverse  mesocolon  above  the  duodeno- 
jejunal junction,  as  in  this  case.  Keep  in  mind  this 
vascular  relationship:  it  would  be  catastrophic  to  di- 
vide these  rings  too  extensively.  If  resection  is  neces- 
sary due  to  nonviability  of  the  obstructed  loops,  an 
end-to-end  anastomosis  should  be  performed  to  avoid 
the  blind  loop  syndrome.  A single  layer  of  interrupted 
sutures  with  5-0  silk  including  only  serosa  and  mus- 
cularis  tissues  is  indicated  to  avoid  stenosis. 

The  first  reported  operation  on  a patient  with  trans- 
mesenteric  hernia  was  described  by  March  in  1888, 
and  was  cited  by  May,4  who  also  reported  one  case 
of  his  own.  The  youngest  patient  reported,  a three- 
day-old  erythroblastotic  infant  who  survived,  had  a 
strangulated  transmesenteric  hernia. 4 Another  patient 
with  paraduodenal  hernia,  operated  on  in  1914,  was 
a five-year-old  boy  with  a left  paraduodenal  hernia 
which  was  reduced  without  resection. 5 Other  cases  of 
intra-abdominal  hernia  have  been  described.® 

Another  transmesenteric  hernia,  reported  by  Moore, 
was  in  a prematurely  born  one-month-old  infant  who 
weighed  5 lb.  5 oz.,  the  smallest  patient  on  whom 
surgery  is  reported.  Resection  was  not  necessary  after 
decompression  of  the  incarcerated  loop  of  intestine. 
In  this  case,  the  distal  ileum,  protruding  through  a 
congenital  defect  in  the  vicinity  of  the  terminal  ileum, 
was  the  cause  of  obstruction. 

Moore  estimated  that  transmesenteric  defects  ac- 
count for  11  percent  of  all  intra-abdominal  hernias. 
Giles  and  others®  reported  three  cases  of  mesenterico- 
parietal  hernia,  two  of  which  were  left  mesenterico- 
parietal,  and  one  of  which  was  right.  Parsons®  dealt 
mainly  with  the  radiological  aspects  of  these  hernias. 

Gross  reported  seven  cases  of  internal  hernias  in 
infants,  with  only  two  deaths.  Both  of  those  were 


Fig.  2.b.  This  figure  shows  the  remaining 
fourth  portion  of  the  duodenum  and  the 
proximal  jejunum  being  anastomosed  after 
resection  of  duodenal  jejunal  junction. 

children  with  gangrenous  bowel  that  required  resec- 
tion.® Cutler,  in  1925,  reported  a general  mortality 
rate  of  48  percent  with  an  80  percent  mortality  in 
those  patients  treated  by  resection  and  anastomosis.4 
Another  patient,  age  10,  had  an  incarcerated  left 
paraduodenal  hernia  that  did  not  require  resection. i® 
In  the  literature  reviewed,  38  cases  of  internal  her- 
nias were  found.  Of  these,  28  occurred  in  adults,  10 
in  children  under  16  years  of  age,  and  5 in  children 
under  two  months  of  age,  including  the  case  pre- 
sented here. 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  thi 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
■I  absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  ( if  any ) of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


iged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


"First  with  the  Retro-Steroids" 

PHILIPS  ROXANE  LABORATORIES 
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ULCERATIVE  PROCTITIS 


MARSHALL  SPARBERG,  M.D. 

Case  Reports:  Ulcerative  proctitis,  a mild 
form  of  ulcerative  colitis,  is  often  com- 
pletely resistant  to  a wide  variety  of  ther- 
apy. Treatment  should  not  be  overly  ag- 
gressive and  the  physician  should  con- 
sider the  mildness  and  self-limited  nature 
of  attacks.  Clinical,  proctoscopic,  and  ro- 
entgenographic  features  of  the  disease 
as  seen  in  45  patients  are  discussed  in 
the  following  article. 

ULCERATIVE  PROCTITIS  is  a mild  form  of  ulcerative 
colitis  confined  to  the  rectum.  The  main  symptom  is 
rectal  bleeding,  often  accompanied  by  passage  of 
mucus.  Although  several  passages  of  bloody  mucus 
frequently  occur  daily,  diarrhea  need  not  be  present. 

The  actual  incidence  of  ulcerative  proctitis  is  un- 
known since  mild  rectal  bleeding  is  often  attributed 
to  hemorrhoids  by  the  patient,  and  proctoscopy  is  not 
performed.  The  course  is  generally  benign,  and  com- 
plications are  few. 

Ulcerative  proctitis  was  described  as  an  entity  sep- 
arate from  ulcerative  colitis  by  Strauss  in  1910.1  Since 
that  time  considerable  controversy  has  arisen  regard- 
ing the  nature  of  ulcerative  proctitis  and  its  possible 
transition  into  ulcerative  colitis.^.  3 Roentgenograms 
have  shown  extension  of  the  disease  beyond  the  rec- 
tosigmoid in  about  15  percent  of  patients  with  proc- 
titis.4,  5 

The  term  "ulcerative”  proctitis  is  used  to  empha- 
size the  proposed  relationship  to  ulcerative  colitis, 
although  actual  gross  ulcers  in  the  rectum  are  rare. 
More  descriptive  terms  are  “granular”*!  or  "hemorrha- 
gic”! proctitis,  depicting  the  proctoscopic  findings  of 
granularity  and  friability. 

The  present  study  describes  45  patients  with  ulcera- 
tive proctitis.  Special  emphasis  is  placed  on  natural 


history  and  treatment.  The  data  were  gathered  during 
the  course  of  an  investigation  concerning  mild  forms 
of  ulcerative  colitis.^ 

Patient  Data:  At  the  University  of  Chicago,  the  records 
of  1,181  patients  with  ulcerative  colitis  were  reviewed 
and  445  charts  were  selected  on  the  basis  of  a barium 
enema  reported  as  normal  or  showing  only  rectosig- 
moid involvement.  Forty-five  patients  had  ulcerative 
proctitis.  Inflammation  was  limited  to  the  distal  13  or 
14  cm.  of  the  colon  viewed  proctoscopically,  with 
normal  mucosa  beyond  the  rectum.  A barium  enema 
showed  a normal  colon  or  only  rectal  involvement  in 
the  disease.  Each  patient  had  one  or  more  barium 
enema  examinations  during  the  course  of  his  disease. 

The  roentgenographic  criteria  for  ulcerative  proctitis 
are  (1)  narrowing  of  the  rectum  and  irregularity  of 
the  mucosal  outline  (Fig.  1);  (2)  a subtle  change, 
blurring  and  irregularity  of  the  rectal  columns;  and 
(3)  generalized  granular  appearance  of  the  mucosa, 
particularly  well  seen  on  postevacuation  films  (Fig. 
2).o  A late  abnormality  is  an  increase  in  the  soft  tis- 
sue space  between  the  posterior  surface  of  the  rectum 
and  the  anterior  surface  of  the  sacrum. lo  This  thick- 
ening of  the  retrorectal  space  corresponds  well  with 
the  fibrosis  and  narrowing  of  the  rectum  seen  proc- 
toscopically after  many  years  of  disease. 

The  age  and  sex  ratios  of  the  45  patients  with 
ulcerative  proctitis  do  not  differ  from  some  series  of 
ulcerative  colitis,  with  the  possible  exception  of  a 3 
to  2 female  to  male  predominance. ^ 

Clinical  Findings:  The  main  symptom  of  ulcerative 
proctitis  is  rectal  bleeding,  often  accompanied  by 
mucus,  with  or  without  diarrhea.  The  frequent  move- 
ments of  bloody  mucus  without  stool  may  be  misin- 
terpreted as  diarrhea  by  the  patient,  with  constipation 
actually  present. 

During  the  entire  course  of  the  disease,  the  passage 
of  blood  without  loose  stools  was  seen  in  13  patients, 
while  29  patients  had  some  bloody  diarrhea.  Only  3 
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Fig.  I.  Barium  enema  in  ulcerative  proctitis 
with  rectum  filled.  Examination  showed  ir- 
regularity of  rectal  outline  with  fine  spicule 
formation  but  no  narrowing. 


Fig.  2.  Post-evacuation  film  in  ulcerative 
proctitis.  Fine  granularity,  blurring,  and  ir- 
regularity of  rectal  columns  are  evident. 


patients  had  diarrhea  without  gross  bleeding.  The  oc- 
casional occurrence  of  diarrhea  may  be  traced  to  the 
short  segment  of  colon  involved  where  the  inflamed 
mucosa  produces  blood  and  mucus.  The  passages  of 
blood  without  diarrhea  and  often  with  constipation 
and  mucus  is  the  reason  that  patients  commonly  at- 
tribute the  symptoms  to  hemorrhoidal  bleeding,  which 
confuses  diagnosis  and  determination  of  the  actual 
incidence  of  ulcerative  proctitis. 

Proctoscopically,  the  most  common  finding  was  a 
coarse  granularity  of  the  mucosa,  with  friability  on 
cotton  wiping.  Spontaneous  bleeding  was  uncommon 
and  gross  ulcerations  rare.  During  periods  of  remis- 
sion, particularly  early  in  the  disease,  the  mucosa  fre- 
quently regained  normal  proctoscopic  appearance.  In 
some  patients,  after  many  years  of  ulcerative  proc- 
titis without  proximal  extension,  the  rectal  ampulla 
became  narrowed,  with  loss  of  rectal  values. 

Course  and  Complications:  Among  the  45  patients 
with  ulcerative  proctitis,  29  received  follow-up  exami- 
nations for  5 years  or  more.  Twelve  patients  were 
followed  for  5 to  10  years  (Fig.  3).  Inflammation  re- 
mained confined  to  the  rectum  as  shown  both  proc- 
toscopically and  roentgenographically  in  all  but  one 
patient,  whose  extension  was  visible  only  on  procto- 
scopic examination. 

As  the  disease  continued  for  10  to  15  years,  ex- 
tension occurred  in  a larger  number  of  patients  (Fig. 
4).  In  5 out  of  9,  inflammation  spread  into  the  sig- 
moid as  viewed  proctoscopically,  but  only  2 patients 
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Fig.  3.  Follow-up  of  ulcerative  proctitis  5- 
10  years  after  onset  of  disease.  The  age  of 
onset  is  listed  along  the  left  border.  The  be- 
ginning of  symptoms  is  counted  as  year  zero. 
The  years  under  supervision  at  the  Univer- 
sity of  Chicago  are  included  in  the  boxes, 
and  at  the  end  of  the  box  is  the  total  dura- 
tion of  the  disease.  The  symbols  in  the  boxes 
represent  the  barium  enema  findings.  The 
letter  “N”  with  blank  space  represents  a 
normal  study;  “R”  with  lined  box  signifies 
rectal  involvement;  “RS”  in  cross-hatched 
box  indicates  rectosigmoid  abnormalities; 
and  “DC”  in  dark  cross-hatched  box  repre- 
sents any  involvement  above  the  rectosig- 
moid. A positive  sign  at  the  end  of  the  box 
indicates  proctoscopic  extension  and  a nega- 
tive sign  signifies  inflammation  continually 
confined  to  the  rectum. 
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Fig.  4.  Follow-up  of  ulcerative  proctitis  10- 

15  years  after  onset  of  disease. 

in  this  group  had  progression  beyond  the  rectum 
when  viewed  roentgenographically. 

Eight  patients  were  observed  for  15  or  more  years 
after  the  onset  of  symptoms  (Fig.  5).  One  patient 
required  a total  colectomy  after  23  years  of  disease: 
he  had  had  an  ileostomy  13  years  earlier.  In  another 
patient,  barium  enema  showed  involvement  of  the  de- 
scending colon.  The  remaining  patients  did  well;  one 
individual  was  followed  for  29  years  and  had  no  com- 
plication. 

The  extension  of  the  disease,  as  shown  by  procto- 
scopic and  roentgenographic  examinations  in  the  29 
patients  followed  for  5 or  more  years,  was  analyzed. 
Inflammation  spread  beyond  the  rectum  in  34  per- 
cent of  the  group  as  noted  proctoscopically.  Serial 
barium  enema  studies  were  available  in  21  patients, 
and  extension  beyond  the  sigmoid  occurred  in  only 
14  percent.  Extension  on  roentgenograms  has  been 
noted  by  other  researchers  in  13  percent^  and  12  per- 
cent^  of  large  groups  of  patients  with  ulcerative  proc- 
titis. 

Complications  occurred  in  only  4 patients,  and  us- 
ually these  complications  occurred  within  the  first 
few  years  of  disease.  The  4 patients  had  a total  of  7 
complications,  including  anemia,  pyoderma  gangreno- 
sum, perirectal  disease,  colectomy,  and  death.  One 
patient  had  pyoderma  gangrenosum,  developed  a per- 
irectal abscess,  and  was  anemic  during  the  first  year 
of  her  disease.  During  this  time,  inflammation  did 
not  progress  beyond  the  rectum,  as  determined  both 
proctoscopically  and  roentgenographically.  Another  pa- 
tient, previously  mentioned,  required  a colectomy  after 
23  years;  and  a third  patient  who  had  had  previously 
mild  symptoms  died  of  fulminant  ulcerative  colitis  2 
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Fig.  5.  Follow-up  of  ulcerative  proctitis  15 

or  more  years  after  onset  of  disease. 

years  after  the  onset  of  disease.  The  incidence  of 
complications  in  ulcerative  proctitis  is  very  low  when 
compared  to  reported  series  of  ulcerative  colitis  (Fig. 
6). 

The  course  of  the  ulcerative  proctitis  was  evaluated 
as  mild,  moderate,  or  severe.  If  infrequent  or  short- 
term attacks  occurred,  without  hospitalizations  or 
disability,  the  course  was  classified  as  mild.  A 
moderate  course  referred  to  more  frequent  and  pro- 
longed attacks  or  to  a smouldering  non-remitting 
course  with  some  disability  present.  A course  clas- 
sified as  severe  included  severe  colonic  complications, 
colon  surgery,  or  death  due  to  complications  of  ul- 
cerative colitis.  Of  the  entire  group  of  45  patients 
with  ulcerative  proctitis,  41  patients,  or  91  percent 
had  mild  courses.  Moderate  and  severe  courses  were 
each  seen  in  two  patients.  Of  the  29  patients  followed 
for  5 years  or  more,  25  patients,  or  86  percent,  had 
a mild  course;  and  moderate  or  severe  courses  were 
each  represented  by  2 patients,  or  7 percent. 

One  patient,  mentioned  earlier,  died  of  fulminant  ul- 
cerative colitis  after  two  years  of  ulcerative  proctitis, 
giving  an  overall  mortality  of  2 percent.  None  of  the 
patients  followed  for  five  or  more  years  died  of  this 
disease.  The  low  mortality  contrasts  to  that  usually 
ascribed  to  ulcerative  colitis,  an  average  of  20  per- 
cent. 

Therapy:  Ulcerative  proctitis  runs  a self-limited  course 
in  many  cases,  and  often  the  disease  is  resistant  to 
a wide  variety  of  therapy.  Diet  therapy  alone  was 
sufficient  in  6 patients,  while  39  patients  were  treated 
with  various  sulfonamides.  Intrarectal  corticosteroids 
were  administered  in  15  patients  with  systemic  cor- 
ticosteroids in  13  patients. 
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COMPLICATIONS  COMPARED  TO  ULCERATIVE  COLITIS 


^ COwPOStTE  Of  lERlEJ  IN  LITERATURE 
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Figs.  3,  4,  5,  and  6 are  modified  with  permission  from  Sparberg 
M.,  et  al.:  Ulcerative  Proctitis  and  Mild  Ulcerative  Colitis-  A Study 
of  220  Patients,  Medicine  (Balt.)  45:391  (Sept.)  1966. 


adrenal  axis  has  not  been  determined,  but  the  sup- 
plemental administration  of  corticosteroids  following 
stress  may  be  indicated  following  the  long-term  ad- 
ministration of  intrarectal  hydrocortisone.  Surgery  is 
an  example  of  the  kind  of  stress  which  might  require 
this  administration. 

Summary:  Ulcerative  proctitis  is  a benign  disease, 
with  few  complications;  it  rarely  progresses  to  ulcera- 
tive colitis.  Treatment  should  not  be  overly  aggressive 
and  the  physician  should  take  into  account  the  mild 
and  self-limited  nature  of  attacks. 

Intrarectal  corticosteroids  are  useful  in  the  early 
resolution  of  inflammation,  but  these  drugs  may  pro- 
duce pituitary-adrenal  suppression. 
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Fig.  6.  Complications  of  ulcerative  proctitis 
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ulcerative  proctitis.  The  bar  represents  the 
range  of  the  various  complications  as  noted 
in  21  series  of  ulcerative  colitis.^ 
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RADIOLOGIC  FINDINGS  IN 
CARCINOMA  OF  THE  KIDNEY 
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Findings  on  ordinary 


films  of  the  abdomen 


Fig.  1.  An  ordinary  anteroposterior  recumbent 
film  of  the  abdomen  (A)  shows  an  enormous 
mass  occupying  the  left  flank  and  left  lower 
quadrant  and  depressing  the  gas-filled  colon 
into  the  pelvis.  If  the  margins  of  the  mass  which 
are  visible  by  virtue  of  the  colonic  gas  were  ex- 
tended, the  mass  would  appear  to  cross  the  mid- 
line. A film  from  an  excretory  urogram  (B) 
shows  the  collecting  system  to  be  grossly  dis- 
torted with  destruction  of  the  upper  pole  and 
extension  of  the  tumor  far  beyond  the  usual 
confines  of  the  kidney. 


Fig.  3.  The  arrow  points  to  the  normal  psoas 
margin  on  the  left.  The  psoas  margin  has  been 
obliterated  and  is  invisible  on  the  right,  where 
a large  carcinoma  of  the  kidney  has  greatly  dis- 
torted the  collecting  structures  and  displaced 
the  ureter  across  the  midline. 


Fig.  2.  (A)  An  enormous  soft  tissue  mass  occu- 
pies the  right  flank  and  right  lower  quadrant 
(arrows).  A retrograde  pyelogram  (B)  shows  the 
grossly  distorted  collecting  system  draped  over 
the  surface  of  this  huge  renal  carcinoma. 


Fig.  4.  The  psoas  margin  is  faintly  but  definitely 
visible  on  the  right  (A).  Despite  the  improved 
visualization  afforded  by  a gas-distended  stom- 
ach, the  psoas  margin  on  the  left  has  been  oblit- 
erated by  a large  retroperitoneal  mass,  a carci- 
noma of  the  kidney.  (B)  The  collecting  system 
is  distorted  by  the  renal  carcinoma. 
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Fig.  5.  The  arrow  points  to  curvi- 
linear calcification  in  the  upper 
pole  of  the  left  kidney.  In  most 
other  organs  such  calcification 
would  denote  the  presence  of  a 
benign  cyst,  but  in  the  kidney  such 
calcifications  are  more  often  asso- 
ciated with  carcinoma. 


Calcifications 
(much  commoner 
in  carcinomas 
than  in  simple  cysts) 


Fig.  6.  (A)  The  arrow  points  to  a small,  rounded  cal- 
cification deep  within  a large  soft  tissue  mass,  a car- 
cinoma of  the  kidney,  (B)  The  collecting  system  is 
opacified,  distorted,  and  invaded  by  the  carcinoma 
in  which  the  calcification  is  embedded. 


Fig.  7.  The  KUB  film  (A)  shows  two 
densely  calcified  masses  in  the  left 
kidney.  The  excretory  urogram  (B) 
shows  the  collecting  system  to  be 
flattened  and  medially  displaced.  The 
retrograde  pyelogram  (C)  better  de- 
fines the  collecting  structures.  De- 
spite the  fact  that  these  calcifications 
were  known  to  be  present  for  several 
years,  at  operation  they  were  found 
to  lie  within  a large,  slow-growing  car- 
cinoma of  the  kidney. 


Findings  on 


excretory  urography  (including  nephrotomography) 


Displacement 
(indistinguishable 
from  cyst 
by  urography) 


Fig.  8.  On  the  excretory  urogram  (A)  the  collect- 
ing system  is  barely  visible,  being  flattened  and 
displaced  over  a large,  lower  pole  mass.  The 
collecting  apparatus  is  better  demonstrated  on 
the  retrograde  pyelogram  (B)  where  it  is  seen 
to  be  smoothly  displaced  over  the  huge  renal 
carcinoma.  From  these  studies  alone,  the  mass 
could  not  be  distinguished  from  a simple  be- 
nign cyst. 


Fig.  9.  A large  mass  (arrows)  is 
seen  in  the  antero  inferior  aspect 
of  the  right  kidney.  The  collecting 
structures  are  flattened  and  dis- 
placed away  from  the  mass.  Such 
displacement,  without  invasion  of 
the  collecting  structures,  is  not  un- 
common in  carcinoma  of  kidney. 
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Fig.  10.  Arrows  denote  the  upper 
limit  of  a mass  in  the  upper  pole 
of  the  left  kidney.  The  collecting 
structures  to  the  upper  pole  are 
not  filled  and  have  been  destroyed 
by  the  advancing  renal  carcinoma. 

0 ^ 

Destruction 
of  part 
of  the 
collecting 
system 


Fig.  11.  (A)  The  arrow  points  to  the  infundibu- 
lum draining  the  upper  pole  of  the  right  kidney. 
Its  calyceal  structures  have  been  destroyed  by 
the  carcinoma  occupying  the  upper  pole.  (B)  A 
metastasis  from  this  renal  carcinoma  is  seen  in 
the  proximal  humerus. 


% 

Invasion 
of  collecting 
structures 


0 


Fig.  13.  A filling  defect  in  the  superior  major 
calyx  on  the  right  (arrow)  represents  extension 
of  carcinoma  of  the  kidney  into  the  collecting 
structures. 


Fig.  12.  A malignant  neoplasm  in 
the  lower  pole  of  the  left  kidney 
has  partly  obstructed  the  drainage 
of  urine  and  contrast  material  pro- 
ducing hydronephrosis  on  the  left. 
This  carcinoma  of  the  kidney  in- 
vades the  renal  pelvis  and  partial- 
ly occupies  it  (arrow). 
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Findings  on  selective  renal  arteriography 


Fig.  15.  The  unopened  specimen  (left)  shows  a large  mass  in  the  lower 
pole.  On  section  (right),  numerous  lobules  of  yellowish  tumor  tissue  in 
the  lower  pole  do  penetrate  the  capsule  and  spill  into  the  perirenal  fat 
interiorly. 


Fig.  14.  Selective  left  renal  arteriogram  in  car- 
cinoma of  the  kidney.  (A)  The  early  arterial 
phase  is  seen.  (B)  The  normal  vessels  to  the 
upper  pole  are  in  striking  contrast  to  the  abnor- 
mal profusion  of  tumor  vessels  to  the  lower 
pole.  (C)  In  the  venous  phase,  the  renal  vein  is 
unobstructed;  the  arrow  points  to  puddling  of 
contrast  material  and  tumor  stain  in  a carci- 
noma of  the  lower  pole  which  appears  to  have 
broken  through  the  capsule  and  spilled  into  the 
perirenal  tissues. 


Fig.  16.  Selective  right  renal  arteriogram  in  car- 
cinoma of  the  kidney.  (A)  Numerous  large  ab- 
normal vessels  arise  from  the  dilated  renal  ar- 
tery. (B)  In  a slightly  later  film  in  the  series, 
there  is  beginning  puddling  of  contrast  material 
in  large  vascular  pools  within  the  tumor,  which 
occupies  most  of  the  kidney.  A film  made  in  the 
venous  phase  of  opacification  (C)  shows  numer- 
ous large  dilated  venous  channels  in  the  lower 
pole  of  the  kidney  (between  the  arrows)  repre- 
senting collateral  venous  drainage  from  the  kid- 
ney. There  is  no  opacification  of  the  renal  vein. 
This  study  indicates  that  the  carcinoma  of  the 
kidney  has  likely  invaded  and  obstructed  the 
renal  vein. 


Fig.  17.  A close  up  view  of  the 
hilus  of  the  kidney  (left)  shows 
several  large  tumor  nodules  with- 
in the  renal  vein  which  has  been 
opened  and  peeled  aside  in  or- 
der to  expose  the  tumor  tissue 
within  it.  The  gross  specimen 
opened  in  the  coronal  plane 
(right)  shows  the  extent  of  the 
large  and  hemorrhagic  carcino- 
ma occupying  most  of  the  kid- 
ney and  corresponding  in  size 
and  shape  to  the  distribution 
demonstrated  on  the  arteriogram. 
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Findings  on  vena  cavography 


Fig.  18.  Normal  inferior  vena  cavo- 
gram  for  comparison  with  Figs.  19 
and  20.  (A)  Anteroposterior  view. 
(B)  Lateral  view  (the  patient  fac- 
ing to  your  left).  Observe  the  close 
approximation  of  the  vena  cava  to 
the  anterior  aspect  of  the  vertebral 
bodies  in  the  lateral  view. 


Fig.  19.  Anteroposterior  (A)  and 
lateral  (B)  views  of  an  inferior 
vena  cavogram  in  carcinoma  of 
the  kidney.  (A)  Arrows  point  to 
indentations  upon  the  vena  cava 
produced  by  extensive  retroperi- 
toneal spread  of  the  malignant 
neoplasm.  (B)  The  margins  of 
the  vertebral  bodies  have  been 
retouched,  and  the  arrows  point 
to  the  anterior  displacement  of 
the  opacified  vena  cava  by  the 
large  retroperitoneal  carcinoma. 
The  patient  faces  your  right. 


Fig.  20.  Pyelogram  shows  gross 
and  bizarre  distortion  of  the  col- 
lecting apparatus  on  the  right  by 
an  enormous  carcinoma  of  the 
kidney  (A).  The  inferior  vena 
cavogram  in  the  anteroposterior 
projection  (B)  shows  encroach- 
ment upon  and  probably  inva- 
sion of  the  inferior  vena  cava  by 
numerous  nodular  masses  of  ret- 
roperitoneal malignant  neoplasm. 
Such  a finding  on  inferior  vena 
cavography  is  probably  a good 
indicator  of  unresectability. 


Distant  metastases:  commonest  sites 
Lungs  and  bones 


Fig.  21.  Extensive  metastases  to  the 
lungs  from  carcinoma  of  the  kidney. 


Fig.  22.  Two  views  of  the  left  elbow  show  a 
large  lytic  lesion  of  the  proximal  radius,  a me- 
tastasis from  carcinoma  of  the  kidney. 
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Summary  of  63  Histologically  Proven  Cases 


Male:  39 


Right  side:  35 


Female:  24 


Left  side:  28 


Age 
0-20:  1 
20-40:  7 
40-60:  31 
60  + : 24 


Ordinary  Film  of  Abdomen  (KUB) 


Negative  (normal):  28  (44%) 
Calcification:  14  (22%) 

Psoas  margin  obliteration:  19  (30%) 


Excretory  Urography 

Negative:  3 (5%) 

No  or  poor  excretion:  13  (20%) 
Deformity  of  collecting  structures:  47  (75%) 


Retrograde  Pyelography 

Performed  in  37  patients  and  positive  in  all,  but  now  largely 
replaced  by  drip  infusion  nephrotomography. 


Arteriography 

Performed  in  seven  patients  and  positive  in  all.  An  excellent  means  of 
differentiating  benigri  cyst  from  malignant  neoplasm. 


Vena  Cavography 


Performed  in  only  three  patients  in  this  series.  When  it  shows 
displacement  or  invasion  it  is  probably  a good  indicator  of 
unresectability. 


Pathologic  Findings 


Renal  cell  carcinoma:  54 
Papillary  carcinoma  of  the  pelvis:  5 
Carcinoma,  type  unspecified:  3 
Squamous  carcinoma:  1 
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MULTIPLE  MYELOMA 


MENACING 


MASQUERADER 


RICHARD  H.  THURM,  M.D.,  and  FARUK  L OZER,  M.D. 


Research:  Results  of  a study  based  on 
104  patients  with  multiple  myeloma  at 
John  Sealy  Hospital  in  Galveston  from 
1945  to  1960  support  previous  clinical 
findings  in  this  disease,  and  emphasize 
the  many  ways  in  which  it  may  present. 
A physician  might  well  consider  the  pos- 
sibility of  multiple  myeloma  when  a pa- 
tient’s symptoms  suggest  rheumatoid 
arthritis,  renal  disease,  bleeding  ten- 
dency, osteoporosis,  paraplegia,  amy- 
loidosis, isolated  plasmacytomas,  infec- 
tions, or  other  manifestations  of  the  as- 
sociated paraproteinemias. 

MULTIPLE  MYELOMA  has  been  known  for  more  than 
100  years.  The  original  Kahler  triad  (bone  pain,  weak- 
ness, and  abnormal  fragility  of  bones)i  has  been  mod- 
ified as  new  investigative  techniques  have  been  de- 
veloped. The  disease  is  now  recognized  in  many 
guises.  These  include  rheumatoid  arthritis,  renal  dis- 
eases, bleeding  tendency,  osteoporosis,  paraplegia, 
amyloidosis,  isolated  plasmacytomas,  infections,  and 
other  manifestations  of  the  associated  paraproteine- 
mias. 

Experience  with  multiple  myeloma  at  the  John 


Sealy  Hospital  in  Galveston  from  1945  through  1960 
has  been  reviewed  and  forms  the  basis  for  this  report. 

Materials  and  Methods:  The  diagnosis  in  each  patient 
was  established  by  histological  study  of  biopsied  le- 
sions or  necropsy  tissues,  and/or  bone  marrow  aspir- 
ation. These  slides  were  reviewed.  The  data  obtained 
was  transferred  to  IBM  cards  and  analyzed. 

Methods  used  in  obtaining  data  were  as  follows: 
hemoglobin  and  white  blood  cell  counts,  routine  hema- 
tological methods:  platelet  counts,  Dameshek  or  Rees- 
Ecker  methods;  sedimentation  rates,  corrected  Win- 
trobe  and  Landsberg's  method;  total  protein  and  al- 
bumin determinations,  Howe  technique;  serum  electro- 
phoresis, Spinco  Model  R paper  procedure  (a  sample 
of  0.006  ml.  of  serum  was  applied  to  Whatman  No.  3 
MM.  filter  paper  strips.  Barbiturate  buffer  at  hydrogen 
ion  concentration  (pH)  8.6,  or  ionic  strength  0.075, 
was  employed  with  a constant  current  of  2.5  ma.  per 
cell  applied  for  a minimum  of  16  hours  at  room  tem- 
perature. The  dried  strips  were  stained  with  brom- 
phenol  dye  and  scanned  with  the  Spinco  model  RB 
Analytrol.);  calcium  values,  Clark-Collip  method  until 
the  auto-analyzer  was  introduced  into  the  laboratory 
in  1958;  phosphorus,  Fiske-Subbarow  method;  alka- 
line phosphatase,  initially  Bodansky  method  replaced 
by  Sigma  method  during  the  last  year  of  the  survey; 
nonprotein  nitrogen,  Nessler  method  until  supplanted 
by  the  auto-analyzer  blood  urea  nitrogen  determina- 
tion; urine  reaction  for  albumin,  combination  of  sul- 
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Fig.  1.  Age  distribution  of  patients. 


Fig.  2.  Chief  complaint  on  admission. 


month  duration  of  symptoms 


Fig.  3.  Duration  of 
symptoms. 


fosalicylic  acid  and  heat  and  acetic  acid  methods;  and 
Bence  Jones  protein  by  the  standard  technique. 

Results:  Of  104  patients,  65  were  men;  39  women; 
70,  white;  and  34,  Negro.  The  age  distribution  of 
these  patients  is  shown  in  Fig.  1. 

The  chief  complaints  at  the  time  of  admission  were 
weakness,  backache,  generalized  bone  pain  (“arthri- 
tis”), and  weight  loss.  Other  presenting  complaints 
included  paralysis  of  the  legs,  cough  (with  chest  pain), 
epistaxis,  melena,  tumor  of  the  jaw,  epigastric  pain, 
and  singultus.  In  eight  patients,  admission  was  pre- 
cipitated by  pathological  fractures.  Chief  complaints 


at  initial  admission  are  summarized  in  Fig.  2. 

Of  those  with  bone  pain  (either  backache  or  "arthri- 
tis”), serum  electrophoresis  showed  four  patients  with 
alpha-2  globulins,  four  with  beta,  one  with  the  M-pro- 
tein  between  beta  and  gamma  paraproteins,  and  three 
with  normal  tracings.  Seven  of  the  patients  had  posi- 
tive Bence  Jones  proteinuria. 

The  majority  of  the  patients  noted  the  onset  of 
their  presenting  complaints  within  five  months  before 
admission.  The  longest  duration  was  between  two  and 
three  years  in  three  patients.  Data  are  shown  in  Fig.  3. 

Distribution  of  patients  admitted  with  final  diagno- 
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sis  of  multiple  myeloma,  since  the  activation  of  the 
Hematology  Research  Laboratory  at  John  Sealy  in 
1945,  is  as  follows: 


1945 

1 

1953 

1946 

0 

1954 

1947 

3 

1955 

1948 

6 

1956 

1949 

5 

1957 

1950 

6 

1958 

1951 

6 

1959 

1952 

12 

1960 

No  explanation  is  offered  for  the  wide  variation, 
other  than  the  fact  that  the  hospital  functions  as  a 
referral  center  for  the  entire  state  of  Texas. 

Hemoglobin  on  admission  ranged  from  3.0  gm./ 
100  cc.  to  17.9  gm./lOO  cc.  with  the  greatest  per- 
centage between  6.0  and  10.9  gm./lOO  cc.  Marked 
rouleau  formation  was  found  in  eight  patients.  Most 
patients  had  white  counts  on  admission  between 

4.000  and  8,999  per  cu.  mm.  with  platelet  counts  be- 
tween 15,000  and  499,999  per  cu.  mm.  in  72  patients. 
In  those  with  hemoglobins  below  10  gm./lOO  cc.  (53 
patients)  eight  had  positive  Bence  Jones  proteinuria. 
In  19  of  these  anemic  individuals  serum  electrophore- 
sis revealed  two  alpha-2,  six  beta,  and  eleven  gamma 
paraproteinemias.  In  the  same  group  of  patients,  the 
blood  urea  nitrogen  was  elevated  more  than  20  mg./ 
100  cc.,  or  the  nonprotein  nitrogen  more  than  40 
mg./lOO  cc.,  in  only  16  patients. 

In  the  seven  patients  with  a diagnosis  of  pneu- 
monia, one  had  a leukopenia  with  3,900  leukocytes 
per  cu.  mm.  and  all  others  had  between  5,000  and 

10.000  leukocytes  per  cu.  mm.  Serum  electrophoresis 
in  four  of  these  patients  showed  an  M peak  in  the 
gamma  range.  No  Bence  Jones  proteinuria  was  evi- 
dent in  the  five  patients  so  studied. 

Sedimentation  rate  range  in  26  patients  was  be- 
tween 20-49  mm. /hour  with  the  rate  in  16  patients 
falling  below  20  mm. /hour  and  6 having  a rate  be- 
tween 50-69  mm. /hour.  Of  the  16  with  sedimentation 
rates  below  20  mm. /hour,  the  total  serum  protein, 
albumin,  and  globulin  ratios  and  serum  electrophore- 
sis showed  the  following:  total  protein  over  6 gm./ 


100  cc.  in  13  patients:  globulin  more  than  3 gm./ 
100  cc.  in  11  patients;  in  the  9 patients  with  serum 
electrophoresis,  one  had  an  alpha-2  peak,  three  had  a 
beta  peak,  four  had  a gamma  peak,  and  one  was  nor- 
mal. 

X-ray  examinations  of  the  bones  and  chest  were 
interpreted  as  normal  in  eight  patients.  Generalized 
lytic  lesions  were  described  in  54  patients,  more  than 
half  of  the  group  studied.  The  vertebral  bodies,  skull, 
ribs,  mandible,  pelvis,  humeri,  and  femora  were  in- 
volved. 

The  possibility  of  metastatic  malignancy  was  con- 
sidered as  an  alternate  x-ray  diagnosis  in  these  pa- 
tients. Nine  presented  with  only  osteoporosis,  but 
three  had  localized  areas  of  bone  destruction  in  the 
clavicle,  humerus,  and  femur.  The  latter  group  were 
all  biopsied  with  the  diagnosis  of  plasmacytoma  es- 
tablished in  each.  X-ray  evidence  of  pneumonic  infil- 
trations were  noted  in  six  patients. 

Protein  studies  included  a total  serum  protein,  with 
albumin  and  globulin  ratio,  in  almost  all  patients. 
Serum  electrophoresis  also  was  performed  in  46  pa- 
tients. Only  11  of  the  patients  so  studied  had  total 
serum  proteins  below  6 gm./lOO  cc.,  but  34  present- 
ed with  globulin  determinations  below  3 gm./lOO  cc. 
Data  are  shown  in  Fig.  4. 

Six  of  the  seven  patients  with  pneumonia  had  a 
total  protein  of  more  than  6 gm./lOO  cc.,  and  four 
also  showed  globulins  of  more  than  3 gm./lOO  cc. 
Eight  patients  had  histological  evidence  of  myeloma 
kidney.  Of  these,  seven  had  total  proteins  of  more 
than  6 gm./lOO  cc.,  and  six  had  globulins  of  more 
than  3 gm./lOO  cc.  and  did  not  have  protein  studies 
performed.  The  serum  protein  and  globulin  ratio  of 
seven  of  the  eight  patients  with  clinical  evidence  of 
bleeding  tendency  were  also  evaluated.  Seven  had 
total  serum  protein  of  more  than  6 gm./lOO  cc.,  and 
five  had  a globulin  level  of  more  than  3 gm./lOO  cc. 

Serum  electrophoresis  indicated  the  paraprotein  to 
be  localized  as  follows:  alpha-2,  5 patients;  beta,  9 
patients;  M band  between  beta  and  gamma,  2 pa- 
tients; gamma,  25  patients;  normal  tracing,  5 patients. 

Calcium  was  reported  as  below  11  mg./lOO  cc.  in 
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Fig.  4.  Total  protein 
and  globulin 
determinations. 


Fig.  5.  Highest  recorded  BUN-NPN. 


53  patients  and  above  11  mg./lOO  cc.  in  16  patients, 
with  the  highest  recorded  value  being  19.7  mg./ 100 
cc.  Only  eight  patients  in  the  entire  series  had  phos- 
phorus below  3 mg./lOO  cc.  The  alkaline  phospha- 
tase was  normal  in  all  but  four  patients.  In  one  pa- 
tient with  para-amyloidosis,  the  alkaline  phosphatase 
was  35.7  Bodansky  units. 

The  highest  reported  blood  urea  nitrogen  (BUN) 
and  nonprotein  (NPN)  level  for  each  patient  is  shown 
in  Fig.  5.  The  level  of  300  mg./ 100  cc.  was  recorded 
in  two  patients  who  had  myeloma  kidney. 

Bence  Jones  proteinuria  was  noted  on  at  least  one 
occasion  in  12  patients  with  negative  reports  in  86 
patients.  The  routine  urinalysis  recorded  no  protein- 
uria in  21  patients.  In  other  patients  gradations  of 
increasing  amounts  of  protein  were  trace  proteinuria, 
20  patients:  1-f,  20  patients;  2 + , 11  patients;  3-f, 
14  patients:  and  4-f,  10  patients. 

In  patients  with  a positive  Bence  Jones  test,  the 


degree  of  associated  proteinuria  was:  negative,  two 
patients:  trace,  two  patients;  2+,  one  patient;  3 + , 
five  patients:  and  4-|-,  one  patient. 

Serum  electrophoresis  in  patients  with  positive 
Bence  Jones  proteinuria  revealed  two  with  alpha-2, 
one  with  beta,  and  three  with  gamma  homogeneous 
peaks.  Serum  electrophoresis  was  not  available  for 
six  patients.  Serum  electrophoresis  determinations 
were  obtained  in  46  patients.  Six  had  normal  tracings, 
and  five  of  the  six  had  negative  Bence  Jones  tests. 
Urine  electrophoresis  was  performed  in  one  of  these 
patients  with  negative  results. 

Amyloidosis  was  present  in  three  patients.  Two 
cases  were  diagnosed  by  postmortem  histological  ex- 
amination. The  third  had  a gum  biopsy  positive  for 
amyloid  deposition.  A subsequent  postmortem  showed 
no  additional  para-amyloidosis.  No  Bence  Jones  pro- 
teinuria was  present  in  these  patients.  Serum  electro- 
phoresis showed  two  patients  with  beta  and  one  pa- 
tient with  gamma  paraproteinemia. 

Myeloma  kidney  was  discovered  in  eight  patients. 
The  diagnosis  was  based  upon  postmortem  examina- 
tion in  all  eight,  with  cloudy  swelling  of  the  tubules 
and  protein  precipitates  within  the  lumen.  Two  of 
these  patients  had  associated  pneumonia;  and  one 
had  a hemorrhagic  tendency,  death  being  due  to  in- 
farction of  the  colon  with  perforation  and  hemorrhagic 
ascites  at  necropsy.  All  eight  patients  experienced 
symptoms  less  than  11  months  prior  to  diagnosis.  In 
the  four  with  kidney  myeloma,  in  whom  serum  elec- 
trophoresis determination  was  performed,  one  had  an 
alpha-2  paraproteinemia,  two  had  gamma,  and  one 
had  a normal  tracing.  Three  of  these  eight  patients 
also  had  calcium  levels  greater  than  11  mg./lOO  cc. 
Bence  Jones  proteinuria  was  positive  in  two  patients 
and  negative  in  four;  and  two  were  not  recorded.  Six 
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patients  had  documented  azotemia,  which  in  two  in- 
dividuals reached  300  mg./ 100  cc.  One  patient’s 
BUN  was  within  the  normal  range,  and  one  did  not 
have  a BUN  or  NPN  recorded. 

Bleeding  tendency  was  evident  in  nine  patients  re- 
flected by  gross  bleeding  into  the  brain,  bowel,  and 
skin,  and  by  epistaxis.  As  noted  previously,  one  of 
these  patients  also  had  kidney  myeloma  with  hem- 
orrhages into  the  intestines  and  hematoma  of  the 
abdominal  wall  at  postmortem  examination.  Platelets 
were  below  100,000  in  six  patients.  In  three  patients 
with  bleeding  tendency,  a serum  electrophoresis  was 
available:  one  had  an  alpha-2  peak,  and  two  had  gam- 
ma peaks.  Serum  electrophoresis  was  performed  in 
only  one  of  three  patients  with  platelets  between  100,- 
000  and  500,000  per  cu.  mm.;  M-protein  was  in  the 
gamma  range.  The  prothrombin  and  accelerator  glob- 
ulin levels  were  both  depressed  in  one  patient.  One 
patient  in  this  group  died  of  a cerebral  hemorrhage. 

Pneumonia  by  clinical,  x-ray,  and  autopsy  criteria 
was  an  associated  finding  in  seven  patients.  As  noted 
earlier,  two  of  these  patients  also  had  kidney  mye- 
loma. Three  had  serum  electrophoresis.  All  showed 
M-protein  in  the  gamma  range. 

Cryoglobulinemia  was  discovered  in  one  patient, 
with  retinal  vein  thrombosis  evident  on  funduscopy. 
Total  serum  cholesterol  was  only  81  mg./lOO  cc.  As- 
sociated retroperitoneal  hemorrhages  were  present  on 
postmortem  examination. 

Plasmacytoma  was  identified  in  11  patients  with 
lesions  presenting  as  a mass  over  or  within  the  but- 
tocks, clavicle,  femur,  sella  turcica,  anterior  chest  wall, 
humerus,  scapula,  sternum,  neck,  and  epidural  space 
(at  T 2).  X-ray  examination  of  these  patients  showed 
one  with  generalized  lytic  lesions,  one  with  lytic  le- 
sions localized  to  the  ribs,  one  with  vertebral  collapse, 
one  with  generalized  lytic  lesions  and  an  associated 
pathological  fracture,  three  with  localized  bone  de- 
struction presenting  as  soft  tissue  swellings  (clavicle, 
humerus,  and  femur — all  biopsied),  two  with  lytic  le- 
sions complicated  by  vertebral  collapse,  one  with  lytic 
lesions  and  pneumonia,  and  one  with  negative  bone 
and  chest  x-rays. 

Therapy  consisted  of  urethane,  x-ray,  and  blood 
transfusions.  Evaluation  of  the  efficacy  of  treatment 
was  not  attempted.  Many  of  the  patients  were  diag- 
nosed and  referred  home  for  institution  or  continua- 
tion of  therapy. 

Of  the  104  patients  studied,  48  died  within  one 


year  of  diagnosis.  Of  these,  18  had  postmortem  ex- 
aminations. Six  more  patients  died  within  two  years 
after  the  diagnosis  of  multiple  myeloma  was  estab- 
lished, one  after  three  years,  two  after  four  years, 
one  after  five  years,  and  one  after  eight  years.  The 
latter  had  a plasmacytoma  initially  associated  with 
gamma  paraproteinemia. 

Thirty  patients  were  lost  to  follow-up  after  their 
initial  discharge  from  the  hospital.  At  the  time  of  the 
last  follow-up  on  records,  ten  patients  were  alive  one 
year  after  the  diagnosis  was  established,  one  after 
two  years,  and  four  after  three  years. 

Discussion:  A survey  of  this  type  is  useful,  not  only 
in  reconfirming  the  clinical  features  of  the  disease, 
but  also  in  highlighting  the  less  frequent  ways  in 
which  patients  so  afflicted  may  present. 

Multiple  myeloma  is  generally  reported  more  fre- 
quently in  men  than  in  women.  In  this  series  the  ratio 
was  1.6  men  to  one  woman.  The  disease  has  been 
noted  in  persons  younger  than  20  years:^  however, 
most  patients  are  in  the  sixth  and  seventh  decades 
of  life.  This  fact  also  was  true  here,  the  youngest 
being  28  and  the  oldest  81  at  the  time  the  diagnosis 
was  established. 

The  presenting  symptom  has  been  bone  pain  in 
up  to  92  percent  of  patients  reported.  Seventy-eight 
of  our  patients  noted  this  symptom  as  their  chief  com- 
plaint. Weight  loss  and  weakness  were  also  prominent 
complaints.  Other  presenting  complaints  included  pa- 
ralysis of  the  legs,  secondary  to  a collapsed  vertebra 
(eight  patients);  pathological  fractures  (eight  pa- 
tients); localized  plasmacytomas  (three  patients); 
bleeding  tendency  manifesting  as  epistaxis  and  mele- 
na  (nine  patients).  In  our  series,  one  patient  was 
shown  to  have  cryoglobulinemia,  one  a depression  of 
both  prothrombin  and  accelerator  globulin,  and  throm- 
bocytopenia. One  patient  died  with  a cerebral  hemor- 
rhage. 

Pathologic  fractures  have  previously  been  reported 
in  up  to  50  percent  of  patients  with  multiple  mye- 
loma. The  ribs,  skull,  femur,  humerus,  sternum,  and 
sacrum  are  the  most  frequent  sites  of  palpable  tu- 
mors reported  in  the  literature.  Our  study  included 
11  patients  with  localized  plasmacytomas;  but  only  3 
noted  swelling  at  the  initial  admission,  in  the  jaw,  in 
the  neck,  and  overlying  the  sternum.  There  were  24 
palpable  plasmacytomas  of  bone  reported  among  97 
patients  by  Snapper  and  others  in  1953. i The  earlier 
series  of  Geschickter  and  Copeland^  recorded  palpable 
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masses  in  90  percent  of  425  patients.  Hemorrhagic 
tendency  is  usually  uncommon;  it  was  presented  in 
only  6 of  57  patients  reviewed  by  Kenny  and  Moloney.4 

Chronic  bronchitis  was  mentioned  as  a complica- 
tion of  multiple  myeloma  in  1928  by  Geschickter  and 
Copeland.3  They  believed  the  factors  responsible  for 
the  bronchitis  (and  associated  emphysema)  were  de- 
bilitation, hypostatic  changes  incidental  to  bed  rest, 
and  alveolar  hypoventilation  secondary  to  painful  res- 
piration. Snapper  and  others^  in  1953  emphasized  the 
importance  of  recurrent  bouts  of  pneumonia  in  their 
patients.  They  noted  that  24  of  97  had  had  at  least 
one  episode  of  pneumonia,  exclusive  of  terminal  bron- 
chopneumonia. They  related  this  symptom  to  hyper- 
globulinemia  with  antibody  deficiency,  in  association 
with  repeated  bouts  of  pulmonary  infarctions. 

Glenchur  and  otherss  in  1959  reviewed  51  patients 
with  myeloma  and  noted  pneumonia  and  other  infec- 
tions as  complications.  Fifty-five  percent  of  these  auth- 
ors’ cases  had  at  least  one  or  more  episodes  of  pneu- 
monia, exclusive  of  terminal  disease.  Their  study  em- 
phasized the  relationship  of  myeloma  to  both  defec- 
tive antibody  production  and  neutropenia  or  agranu- 
locytosis. In  our  series  only  seven  patients  developed 
pneumonia  either  during  the  course  of  their  illness  or 
terminally.  Eight  patients  were  admitted  with  cough 
and  chest  pain  as  their  presenting  complaint.  The  fact 
that  so  many  of  our  patients  returned  to  their  homes, 
to  be  followed  locally,  probably  accounts  for  the  low 
incidence  of  complicating  infections  in  this  series. 

Amyloidosis  was  present  in  only  three  of  our  pa- 
tients. This  is  below  the  10-15  percent  noted  by  oth- 
ers.!. 2,  6 jhe  difficulty  of  long-term  follow-up  again 
may  be  why  this  finding  was  rare  in  our  study. 

The  effect  of  multiple  myeloma  on  renal  function 
was  first  described  in  1908.1  That  the  kidneys  can 
be  affected  by  the  excretion  of  Bence  Jones  protein 
has  now  been  recognized.  Electron  microscopy  shows 
impairment  of  tubular  function  by  the  reabsorption  of 
Bence  Jones  protein  into  the  epithelia  of  the  convo- 
luted tubules.  Similarly,  others  have  occasionally  re- 
ported the  Fanconi  syndrome  in  patients  with  multiple 
myeloma. 2.  8 Though  rare,  crystalline  glomerular  de- 

posits from  Bence  Jones  proteinuria  also  have  been 
reported.!*  Identification  of  these  low-molecular-weight 
proteins  is  now  possible  with  urine  electrophoresis 
even  when  the  conventional  Bence  Jones  test  is  neg- 
ative.lo  This  examination,  however,  was  not  available 


routinely  at  John  Sealy  Hospital  until  late  in  the  pe- 
riod surveyed. 

Hypercalcemia  has  been  implicated  as  a cause  of 
renal  tubular  damage,  similar  to  that  reported  with 
hypokalemia.  Calcium  determinations  were  obtained 
in  four  patients  with  myeloma  kidney.  Three  patients 
had  calcium  levels  of  more  than  11  mg./lOO  cc.  In 
only  two  patients  was  the  Bence  Jones  test  positive. 

Renal  involvement  by  para-amyloidosis  has  also 
been  a factor  as  was  demonstrated  in  two  of  the  three 
patients  with  this  complication.  The  absence  of  hyper- 
tension in  patients  with  multiple  myeloma  was  con- 
firmed in  our  study;  seven  of  the  eight  patients  with 
myeloma  kidney  were  normotensive  (blood  pressure 
below  150/90  mm.  of  mercury).  The  usually  infre- 
quent discovery  of  diffuse  involvement  of  the  kidneys 
with  myeloma  cells  was  not  reported  in  any  of  our 
patients.  The  chief  findings  on  histological  examina- 
tion were  cloudy  swelling  of  the  tubules  with  protein 
precipitate  casts.  These  casts  function  as  foreign 
bodies  resulting  in  destruction  and  tubular  damage. 
The  reported  possible  danger  of  an  intravenous  pyelo- 
gram  is  worthy  of  note  although  none  of  our  patients 
exemplified  this.n 

In  the  majority  of  patients,  x-rays  showed  diffuse 
and  multiple  lytic  lesions  and  vertebral  collapse.  Ro- 
entgenograms showed  no  abnormality  in  eight  pa- 
tients, but  bone  marrow  studies  established  the  diag- 
nosis. The  disease,  therefore,  was  either  spotty  in  its 
involvement  or  early  without  roentgenologic  osseous 
changes  yet  evident.  Nine  of  our  patients  presented 
with  generalized  osteoporosis  only. 

Deutschberger  and  Fujiyi2  classified  the  x-ray  find- 
ings in  multiple  myeloma  into  six  groups:  (1)  early 
stages  without  bone  destruction;  (2)  multiple  myeloma 
simulating  simple  osteoporosis;  (3)  bone  destruction 
without  attempts  at  repair  (lesions  resemble  osteo- 
lytic metastases);  (4)  multiple  myeloma  simulating 
osseous  metastases  of  mixed  type,  with  attempt  at 
repair  (rare  and  seen  chiefly  at  the  site  of  a patholog- 
ical fracture  through  a lytic  lesion);  (5)  usually  soli- 
tary plasmacytoma  lesions  (multiple  myeloma,  simu- 
lating giant  cell  tumor,  fibrous  dysplasia,  hyperpara- 
thyroidism, or  hydatid  cysts);  and  (6)  multiple  mye- 
loma with  the  predominant  feature  of  pathologic  frac- 
tures. This  series  has  representatives  of  all  groups. 

In  addition  to  these  types,  osteosclerosis  has  been  re- 
ported in  three  patients  with  multiple  myeloma. i3 
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This  rare  x-ray  finding  was  not  present  in  any  of  our 
patients. 

The  variety  of  presenting  complaints  is  a source  of 
much  confusion.  Some  of  our  patients  were  referred 
initially  to  the  orthopedic  or  neurosurgical  services 
primarily  for  therapy  of  fractures  (later  found  to  be 
pathological),  for  biopsy  of  bone  defects,  or  for  motor 
weakness.  In  one  such  patient  a plasmacytoma  was 
found  at  laminectomy.  Autopsy  showed  one  patient  to 
have  involvement  of  the  sella  turcica  by  myeloma, 
with  resultant  secondary  atrophy  of  the  pituitary  due 
to  pressure.  Bone  marrow  aspiration  from  different 
sites  was  necessary  in  some  patients  before  the  diag- 
nosis of  multiple  myeloma  could  be  established.  In 
one  patient  with  bleeding  tendency  and  uremia,  mye- 
loma was  unsuspected  clinically,  with  a diagnosis 
made  only  at  postmortem  examination. 

Multiple  myeloma  may  be  recognized  from  the 
symptoms  referable  to  the  primary  disease  with,  in 
addition,  myeloma  cells  replacing  bone  marrow.  The 
resultant  anemia  and  lytic  lesions  of  bone  are  respon- 
sible for  Kahler’s  original  triad.  Pathological  fractures 
of  bone  with  nerve  damage  also  occur.  Of  even  great- 
er significance  now  is  the  recognition  of  symptoms 
produced  by  the  paraproteins.  These  symptoms  in- 
clude cryoglobulins  with  Raynaud’s  phenomenon  and 
purpura  upon  exposure  to  cold,  pyroglobulins  recog- 
nizable as  heat  coagulable  proteins,  and  para-amy- 
loidosis. The  M-proteins  produced  are  qualitatively  ab- 
normal with  resultant  increased  incidence  of  infec- 
tion. Hemorrhagic  tendency  also  is  seen  in  this  di- 
ease as  exemplified  by  the  patient  whose  presenting 
complaint  was  bleeding  diathesis  but  in  whom  mul- 
tiple myeloma  was  not  suspected  while  the  patient 
was  still  alive.  Bleeding  may  be  secondary  to  cryo- 
globulins or  amyloid  infiltration  of  blood  vessels. 

Less  common  clinical  manifestations  of  myeloma, 
not  seen  in  this  series,  include  rheumatoid  arthritis 
and  gout,i4  pulmonary  involvement  by  myeloma  infil- 
trates and  pulmonary  calcinosis, is,  i6  and  aplastic 
anemia. 11  Rheumatoid  arthritis  may  be  due  to  amy- 
loid deposits  in  the  synovia.  Gout  is  most  probably 
secondary  to  hyperuricemia  from  the  plastic  cell  pro- 
liferation and  destruction. 

Osgoodis  has  plotted  the  survival  time  of  600  pa- 
tients with  plasmacytic  myeloma.  The  mean  survival 
time  of  the  entire  series  was  17  months.  This  was 
unaffected  by  therapy  with  urethane.  The  efficacy  of 


this  agent  as  well  as  that  of  others,  particularly  mel- 
phalan,  is  beyond  the  scope  of  this  presentation.  In 
our  series,  more  than  60  percent  of  the  patients  with 
follow-up  died  within  one  year  of  the  diagnosis. 
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A man,  43,  attributed  wheals  and  pruri- 
tus to  mite  bites.  But  bruises  and  pur- 
puric spots  developed,  and  he  had  vis- 
ual disturbances,  nausea,  and  neurolog- 
ical dysfunctions.  He  was  anemic  and 
had  thrombocytopenia.  He  died  after  six 
days  in  the  hospital. 

CLINICAL  PROTOCOL:  A 43-year-old  Caucasian  office 
worker  was  admitted  to  the  Houston  Veterans  Admin- 
istration Hospital  on  July  3,  1964,  and  died  six  days 
later.  He  believed  that  his  illness  began  about  one 
month  previously,  when  he  presumably  was  bitten  by 
"mites”  that  fell  on  his  bed  from  the  ceiling  of  his 
apartment.  The  bites  caused  large  wheals  and  severe 
pruritus  which  lasted  for  about  one  week  and  involved 
principally  his  head  and  neck.  Three  days  later,  the 
patient  felt  a severe  cramping  sensation  in  the  left 
side  of  his  neck.  After  massaging  his  neck,  he  noted  a 
“bruise”  over  the  area  of  pain.  About  the  same  time, 
purpuric  spots  appeared  over  his  lower  extremities, 
and  he  began  to  lose  his  sense  of  balance  and  to  have 
severe  headaches  and  flashes  of  light  across  his  vis- 
ual field.  Three  days  before  admission  he  experienced 
nausea,  vomiting  and  extreme  weakness.  Just  before 
admission,  he  had  transient  numbness  and  loss  of 
sensation  over  the  left  side  of  his  neck  and  in  the 
left  hand,  arm,  and  shoulder. 

The  patient  allegedly  was  allergic  to  sulfa  drugs  and 
penicillin.  Family  history  and  review  of  symptoms  were 
not  contributory. 

At  the  time  of  admission  the  patient  was  alert  and 
reasonably  cooperative,  but  his  manner  was  one  of 


poorly  disguised  hostility.  He  was  in  no  acute  distress 
and  his  blood  pressure,  respiratory  rate,  and  pulse 
rate  were  normal.  His  temperature  was  99.2  F.  There 
was  no  scleral  icterus  or  hemorrhage  from  the  mu- 
cous membranes  of  the  mouth,  pharynx,  or  nose.  The 
neck  was  supple  and  the  lungs  were  normal  to  per 
cussion  and  auscultation.  The  heart  was  clinically  nor- 
mal. No  abdominal  organs  or  masses  were  palpable. 
Scattered  petechiae  were  evident  on  the  lower  por- 
tions of  the  abdomen  and  about  the  lower  extremities. 
Several  ecchymotic  areas  also  were  present  on  the 
arms.  There  was  no  significant  lymphadenopathy.  Re- 
sults of  a neurologic  examination  were  completely 
normal. 

The  hemoglobin  value  was  9.5  gm.  per  100  cc., 
and  the  hematocrit,  24  vol.  percent.  Total  leukocyte 
and  differential  counts  were  normal,  but  the  platelet 
count  was  10,000/cu.  mm.  The  peripheral  blood 
smear  revealed  marked  anisocytosis  and  poikilocyto- 
sis,  thrombocytopenia,  polychromasia,  and  frequent 
nucleated  red  blood  cells.  The  reticulocyte  count  was 
16  percent.  Urinalysis  revealed  proteinuria  (2  + ) with 
12  to  14  leukocytes  and  8 to  10  erythrocytes  per  high 
power  field.  Blood  serological  test  for  syphilis  was 
nonreactive.  Fasting  blood  sugar  concentration  was 
120  mg./lOO  cc.  The  initial  blood  urea  nitrogen 
(BUN)  level  was  24  mg./ 100  cc.  During  the  hospital 
course,  the  BUN  concentration  rose  to  153  mg./lOO 
cc.  Coombs’  test  was  nonreactive.  A lupus  erythema- 
tosus cell  preparation  was  negative.  Serum  bilirubin 
was  0.9  mg.  per  100  cc.  with  a direct  reacting  frac- 
tion of  0.2  mg./lOO  cc.  Blood  cultures  were  sterile. 
Radiographic  examination  of  the  chest  was  unremark- 
able on  two  occasions.  Bone  marrow  examination  re- 
vealed erythroid  hyperplasia  and  abundant  megakary- 
ocytes. An  electrocardiogram  was  within  normal  limits. 
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Fig.  1. 

Therapy  consisted  of  whole  blood  transfusions  and 
the  daily  administration  of  200  mg.  of  prednisone  and 
150  mg.  of  6-mercaptopurine.  The  patient’s  condition 
rapidly  deteriorated.  His  temperature  rose  intermit- 
tently to  104  F.  Major  motor  seizures  developed  but 
were  poorly  controlled  by  sedation.  Shortly  before 
death  the  patient’s  serum  became  port  wine  in  color 
and  free  hemoglobin  appeared  in  his  urine. 

Clinical  Discussion:  Dr.  Edward  C.  Lynch:  First,  let  us 
examine  a photograph  of  the  peripheral  blood  of  the 
patient  described  in  this  protocol  (Fig.  1).  There  is  a 
normoblast  in  the  center  of  the  picture  as  well  as  a 
great  deal  of  poikilocytosis.  In  addition,  there  are  tri- 
angular erythrocytes  (so-called  helmet  cells)  and  nu- 
merous fragmented  cells,  termed  schistocytes.  Con- 
sistent with  the  reticulocytosis  is  the  increased  num- 
ber of  polychromatophilic  cells.  Peripheral  bloods  with 
these  morphological  changes,  occurring  in  patients 
with  hemolytic  anemia,  have  been  designated  the  “red 
cell  fragmentation  syndrome.” 

I will  summarize  what  I believe  to  be  the  important 
clinical  features  in  this  case.  First,  the  patient  was 
anemic  and  in  all  likelihood,  the  anemia  was  hemo- 
lytic. Hemolysis  as  the  mechanism  of  the  anemia  was 
supported  by  the  marked  reticulocytosis  in  the  pres- 
ence of  a mild  degree  of  blood  loss.  The  hemoglobi- 
nemia  and  hemoglobinuria  indicated  that  the  hemoly- 
sis, at  least  in  part,  was  intravascular.  In  individuals 
with  the  red  blood  cell  fragmentation  syndrome,  irres- 
pective of  cause,  the  hemolysis  is  usually  intravascu- 
lar. 

The  second  principle  feature  was  the  severe  throm- 
bocytopenia. The  platelet  count  was  10,000.  Mega- 
karyocytes were  abundant  in  the  marrow.  Because  of 
the  marrow  findings  it  is  likely  that  his  thrombocyto- 
penia was  not  due  to  failure  of  production  but  rather 
due  to  excessive  peripheral  destruction  of  platelets. 

The  third  main  feature  observed  in  this  patient  was 
the  bizarre  neurological  picture.  Some  of  his  symp- 
toms were  transitory.  I do  not  believe  that  the  neuro- 


logical findings  can  be  accounted  for  by  a single  le- 
sion. Because  of  the  diversity  of  the  symptoms,  one 
must  postulate  that  he  had  lesions  at  several  differ- 
ent sites  in  the  central  nervous  system. 

Thus,  we  have  three  important  features:  hemolytic 
anemia,  thrombocytopenia,  and  a bizarre  neurological 
picture.  These  constitute  the  classic  triad  of  throm- 
botic thrombocytopenic  purpura  (TTP).  This  triad 
forms  the  basis  of  our  discussion  today. 

The  fourth  important  aspect  of  the  case  under  dis- 
cussion was  the  renal  disease.  We  can  conclude  that 
the  patient  had  a glomerular  lesion  because  he  had 
both  proteinuria  and  microhematuria.  I suspect  that 
his  renal  failure  was  related  to  glomerular  lesions. 
Additionally,  there  was  intravascular  hemolysis  and 
thus  hemoglobinuria  may  have  contributed  to  the  re- 
nal failure.  Renal  disease  is  common  in  TTP.  In  a re- 
cent report  of  246  cases  by  Amorosi  and  Ultmann,i 
88  percent  of  the  patients  had  an  abnormal  urinalysis 
and  48  percent  had  increased  BUN. 

The  fifth  major  feature  of  this  case  was  the  erythro- 
cyte fragmentation.  In  a patient  with  hemolytic  ane- 
mia, the  presence  of  red  blood  cell  fragmentation  is 
helpful  from  a diagnostic  standpoint  because  there 
are  a limited  number  of  disorders  responsible  for  this 
finding.  TTP  was  the  first  hemolytic  disorder  reported 
to  be  associated  with  erythrocyte  fragmentation. 

If  we  take  these  five  features  at  face  value,  then 
in  all  likelihood  TTP  is  the  correct  diagnosis.  The 
rapid  course  in  this  case  supports  the  diagnosis; 
80  percent  of  patients  with  TTP  live  less  than  three 
months. 1 

I want  next  to  review  the  probable  pathophysiologic 
mechanisms  of  development  of  the  five  characteristic 
abnormalities  of  TTP.  Both  the  hemolysis  and  the  red 
blood  cell  fragmentation  are  apparently  due  to  small 
blood  vessel  lesions  consisting  of  fibrin  thrombi  within 
the  vessels.  These  lesions  result  in  what  has  been 
termed  microangiopathic  hemolytic  anemia. 2 The 
thrombocytopenia  in  TTP  is  due  to  excessive  destruc- 
tion of  platelets.  The  neurological  symptoms  result 
from  widespread  fibrin  thrombi  in  the  microcirculation 
of  the  brain.  The  renal  failure  seems  to  be  due  to 
fibrin  thrombi  in  the  arterioles  and  glomerular 
capillaries. 

The  probability  of  TTP  as  the  correct  diagnosis  in 
our  case  today  seems  so  strong  that  my  suspicions 
are  aroused  that  this  case  might  have  been  spe- 
cifically selected  because  autopsy  revealed  some  dis- 
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order  other  than  TTP.  Therefore,  I want  to  examine 
some  of  the  other  clinical  observations  in  this  patient 
to  determine  if  they  are  consistent  with  TTP.  This 
patient  initially  had  a temperature  of  99.2  F.  and 
later  of  104  F.  Fever  is  almost  always  present  in 
TTP.  Of  243  cases  reported  by  Amorosi  and  Ultmann,i 
98  percent  of  the  patients  had  fever.  Our  patient  had 
convulsions  shortly  before  death,  an  event  observed 
in  approximately  10  percent  of  patients  with  TTP. 
Our  patient  also  had  normoblasts  in  his  peripheral 
blood;  normoblastemia  is  present  in  approximately  40 
percent  of  the  reported  cases  of  TTP.i  The  total  leuko- 
cyte count  was  normal  in  our  patient.  In  TTP,  60 
percent  of  the  patients  have  leukocytosis. i Some  de- 
gree of  myeloid  immaturity  in  the  peripheral  blood  is 
frequent  in  TTP.  The  anemia  in  TTP  is  clearly  hemo- 
lytic. Although  the  Coombs’  reaction  was  negative  in 
today’s  case,  the  anemia  in  TTP  is  hemolytic;  it  is  not 
autoimmune.  In  fact,  96  percent  of  patients  with  TTP 
have  hemolytic  anemia,  but  only  5 percent  have  a 
positive  Coombs’  reaction.  It  is  generally  a microan- 
giopathic hemolytic  anemia.  Terminally  the  patient 
had  hemoglobinemia  and  hemoglobinuria.  Descrip- 
tions of  the  plasma  hemoglobin  value  in  TTP  are  rare, 
but  levels  elevated  to  the  order  of  100  mg.  per  100 
ml.  have  been  reported.^  Because  the  hemolysis  in 
TTP  is,  in  part,  intravascular,  one  would  expect  an 
elevation  of  the  plasma  hemoglobin. 

To  place  the  diagnosis  of  TTP  beyond  doubt,  one 
must  demonstrate  fibrin  thrombi  in  the  microcircula- 
tion. This  can  be  done  by  bone  marrow  or  lymph  node 
biopsy;  in  patients  who  have  undergone  splenectomy, 
fibrin  thrombi  can  be  demonstrated  by  review  of  his- 
tological sections  of  the  spleen.  None  of  these  pro- 
cedures was  undertaken  in  our  patient.  In  considering 
other  diagnostic  possibilities,  I will  direct  attention 
particularly  to  those  disorders  that  can  cause  red 
blood  cell  fragmentation. 

By  red  blood  cell  fragmentation,  I mean  those  peri- 
pheral blood  films  that  exhibit  marked  poikilocytosis 


Microangiopathic  Hemolytic  Anemia 

1.  Thrombotic  thrombocytopenic  purpura 

2.  Hemolytic-uremic  syndrome 

3.  Generalized  Shwartzman  reaction  (bacteremia) 

4.  Systemic  lupus  erythematosus 

5.  Polyarteritis  nodosa 

6.  Malignant  hypertension 

7.  Acute  glomerulonephritis 

8.  Renal  allografts — "vascular  rejection" 

9.  Disseminated  intravascular  malignancy 

Table  1.  Red  blood  cell  fragmentation 
syndrome. 


with  schistocytes,  helmet  cells,  and  burr  cells.  In  addi- 
tion, these  blood  films  generally  show  spherocytes  and 
an  increased  number  of  polychromatophilic  erythro- 
cytes indicative  of  the  reticulocytosis  that  occurs  in 
this  syndrome.  There  are  two  general  classes  of  dis- 
orders that  may  result  in  red  blood  cell  fragmentation, 
those  associated  with  artificial  valves  and  other  car- 
diac prostheses  and  those  associated  with  diseases 
of  the  small  vessels.  In  the  latter  microangiopathic 
disorders,  there  is  usually  thrombocytopenia,  but  de- 
creased platelet  counts  are  not  associated  with  ery- 
throcyte fragmentation  in  patients  with  artificial  valves. 

Indicated  in  Table  1 are  nine  disorders  of  the  micro- 
circulation  in  which  red  cell  fragmentation  occurs  and 
microangiopathic  hemolytic  anemia  may  be  recog- 
nized. There  are  four  diseases  listed  that  may  closely 
resemble  TTP  clinically.  These  are:  (1)  the  hemolytic- 
uremic  syndrome;  (2)  the  generalized  Shwartzman  re- 
action observed  in  association  with  bacteremia  due  to 
gram-negative  organisms  and  characterized  by  dis- 
seminated fibrin  thrombi;  (3)  systemic  lupus  erythe- 
matosus; and  (4)  disseminated  malignancy  with  wide 
intravascular  spread  of  the  tumor. 

The  alternative  diagnostic  possibilities  to  be  con- 
sidered in  the  case  today  are  listed  in  Table  2.  Be- 
cause of  the  low  platelet  count  we  should  mention 
idiopathic  thrombocytopenic  purpura  (ITP).  Actually 
the  resemblance  between  ITP  and  TTP  is  rather  super- 
ficial. In  both  disorders  one  finds  thrombocytopenia. 
Neurologic  symptoms  may  occur  in  either — in  ITP 
due  to  central  nervous  system  bleeding  and  in  TTP 
due  to  fibrin  thrombi  in  the  small  vessels.  There  are, 
however,  many  findings  not  held  in  common  by  these 
two  disorders  and  many  features  in  the  present  case 
that  are  inconsistent  with  the  diagnosis  of  ITP.  First, 
the  anemia  in  our  patient  was  hemolytic,  not  due  to 
blood  loss  as  it  is  in  ITP.  Second,  one  does  not  see 
high  levels  of  the  plasma  hemoglobin  in  ITP.  Third, 
one  does  not  recognize  red  blood  cell  fragmentation 
in  ITP.  Finally,  ITP  is  not  generally  associated  with 
renal  failure. 


1.  Idiopathic  thrombocytopenic  purpura 

2.  Evans'  syndrome 

3.  Systemic  lupus  erythematosus 

4.  Hemolytic  uremic  syndrome 

5.  Generalized  Shwartzman  reaction 

6.  Acute  glomerulonephritis 

7.  Rickettsial  or  viral  infection 

8.  Allergic  vasculitis 

9.  Disseminated  malignancy 

Table  2.  Alternative  diagnostic  possibilities. 
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The  Evans’  syndrome  represents  the  coexistence  of 
autoimmune  hemolytic  anemia  and  idiopathic  throm- 
bocytopenic purpura. -1  In  the  Evans’  syndrome,  by 
definition,  the  Coombs’  reaction  is  positive;  this  re- 
action was  negative  in  the  case  today.  Furthermore, 
in  the  Evans’  syndrome  one  does  not  see  renal  or 
neurological  manifestations. 

The  alternative  diagnosis  most  difficult  to  exclude 
in  the  case  today  is  systemic  lupus  erythematosus 
(SEE).  There  are  two  forms  in  which  SEE  may  present 
clinical  findings  similar  to  those  of  our  patient.  First, 
in  SEE  one  may  find  autoimmune  hemolytic  anemia, 
thrombocytopenia,  glomerulitis,  and  cerebral  arteritis 
and  thus  have  symptoms  similar  to  our  patient.  How- 
ever, the  coincidence  of  these  four  findings  in  one  pa- 
tient at  the  same  time  would  be  most  unusual.  A sec- 
ond form  of  SEE,  more  important  to  our  discussion 
today,  is  described  in  the  literature  as  TTP  with  SEE.^ 
I believe  that  these  cases  represent  SEE  with  involve- 
ment of  the  microcirculation.  These  patients  have  the 
cardinal  manifestations  of  TTP — thrombocytopenia,  red 
blood  cell  fragmentation,  hemolytic  anemia,  neurologi- 
cal signs,  and  renal  failure.  Clinically,  this  form  of 
SEE  looks  exactly  like  TTP.  In  our  case  we  do  not  have 
a history  of  prior  symptoms  suggesting  SEE  and  the 
patient  had  a negative  EE  cell  preparation,  but  we 
cannot  completely  exclude  SEE.  These  cases  of  SEE 
with  TTP  have  histological  findings  typical  of  each 
disorder  at  postmortem  examination.  One  may  see 
fibrin  thrombi  in  the  microcirculation,  a finding  char- 
acteristic of  TTP,  but,  in  addition,  there  may  be  wire 
loop  lesions  of  the  kidneys,  onion  skin  lesions  of  the 
splenic  arterioles,  and  Eibman-Sacks  endocarditis,  all 
histologic  findings  that  we  associate  with  SEE. 

Another  disorder  similar  clinically  to  TTP  is  the 
hemolytic-uremic  syndrome.  Patients  with  this  syn- 
drome have  severe  thrombocytopenia,  hemolytic  ane- 
mia, intravascular  hemolysis,  red  blood  cell  fragmen- 
tation, and  renal  failure.  Many  of  these  patients  die. 
The  histologic  lesions  are  those  of  renal  cortical  ne- 
crosis.6 In  the  hemolytic-uremic  syndrome  the  vascu- 
lar lesions  are  found  exclusively  in  the  kidney,  where- 
as in  TTP  the  fibrin  thrombi  are  found  throughout  the 
body.  In  addition,  the  hemolytic-uremic  syndrome  is 
ordinarily  a disease  of  infants,  with  two-thirds  of  the 
patients  under  the  age  of  two  years.  We  have,  how- 
ever, seen  three  adults  with  this  disorder.  Certainly, 
against  the  diagnosis  of  the  hemolytic-uremic  syn- 
drome in  our  patient  are  that  he  was  an  adult  and 
that  he  had  a fluctuating  neurological  picture  (one 
does  not  see  neurological  symp'ioms  in  the  hemolytic- 


uremic  syndrome).  Moreover,  the  prognosis  of  the 
hemolytic-uremic  syndrome  is  far  better  than  that  of 
TTP;  about  75  percent  of  patients  with  hemolytic- 
uremic  syndrome  survive.  The  distinction  between  the 
hemolytic-uremic  syndrome  and  TTP  may  actually 
only  be  “geographic,”  the  hemolytic-uremic  syndrome 
producing  vascular  lesions  only  in  the  kidney  while  in 
TTP  there  are  generalized  fibrin  thrombi. 

We  should  give  passing  notice  to  the  possibility  of 
a generalized  Shwartzman  reaction  as  it  is  seen  in 
association  with  bacteremia  due  to  gram-negative  or- 
ganisms. In  such  individuals  one  finds  thrombocyto- 
penia associated  with  a consumption  coagulopathy. 
These  patients  have  generalized  fibrin  thrombi  ac- 
companied by  deficiencies  of  platelets,  fibrinogen  and 
blood-clotting  factors  II,  V,  and  VIII."  They  may  have 
renal  failure  and  neurological  deficits.  We  have  ob- 
served erythrocytic  fragmentation  in  this  syndrome  in 
man  but  little  in  the  way  of  overt  hemolysis.  In  con- 
sidering our  patient,  the  failure  of  demonstration  of 
bacteremia  is  against  this  diagnosis.  Additionally,  the 
clinical  course  of  a patient  with  the  Shwartzman  re- 
action is  more  acute  than  that  of  patients  with  TTP. 
The  Shwartzman  reaction  generally  resolves  unfavor- 
ably within  24  to  48  hours.  Our  patient  had  a sus- 
tained hemolytic  anemia,  whereas  in  the  Shwartzman 
reaction,  there  may  be  red  blood  cell  fragmentation, 
but  the  degree  of  hemolysis  is  minimal.  No  evidence 
of  consumption  coagulopathy  was  reported  in  our  pa- 
tient; this  is  one  of  the  hallmarks  of  the  Shwartzman 
reaction.  Some  investigators  considering  possible  eti- 
ologies of  TTP  have  suggested  that  it  may  be  a human 
equivalent  of  the  Shwartzman  reaction,  but  TTP  is 
clearly  not  related  to  the  bacterial  endotoxin  of  gram- 
negative organisms. 

Rarely,  cases  of  necrotizing  acute  glomerulone- 
phritis have  been  reported  in  association  with  red 
blood  cell  fragmentation  and  hemolytic  anemia.  How- 
ever, the  marked  thrombocytopenia  and  the  neuro- 
logical findings  make  this  diagnosis  unlikely  in  our 
patient. 

The  possibilities  of  rickettsial  disease  and  viral  dis- 
ease seem  remote  in  our  patient,  but  it  is  important 
to  point  out  that  disorders  caused  by  viruses  or  rick- 
ettsiae  can  closely  simulate  TTP.®  Two  rickettsial  dis- 
eases transmitted  by  mites  are  scrub  typhus  and  rick- 
ettsialpox. Rickettsialpox  is  a benign  disorder  with  no 
thrombocytopenia.  However,  in  scrub  typhus  one  may 
find  consumption  coagulopathy,  thrombocytopenia, 
and  an  unfavorable  clinical  course.^  Scrub  typhus  is 
a disease  of  the  Orient  and  therefore  not  under  seri- 
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ous  consideration  today.  It,  however,  illustrates  that 
thrombocytopenia  and  fibrin  thrombi  may  occur  in 
rickettsial  diseases.  Three  types  of  observations  have 
led  some  investigators  to  believe  that  the  hemolytic- 
uremic  syndrome  is  due  to  a virus.  First,  the  hemo- 
lytic-uremic syndrome  sometimes  occurs  in  small  epi- 
demics. Second,  it  often  follows  what  appears  to  be 
viral  gastroenteritis  and,  third,  coxsackie  virus  has 
been  isolated  from  cases  of  hemolytic-uremic  syn- 
drome.lo  Infections  with  certain  viruses  including  var- 
iola, rubella,  rubeola,  and  arboviruses  such  as  those 
of  Philippine  hemorrhagic  fever  and  Thai  hemorrhagic 
fever  may  result  in  intravascular  coagulation,  dissemi- 
nated fibrin  thrombi,  thrombocytopenia,  renal  cortical 
necrosis  with  renal  failure,  and  occasionally  intravas- 
cular hemolysis. 8 In  other  words,  certain  viral  illnesses 
may  have  manifestations  commonly  seen  in  TTP. 
There  are  two  viral  illnesses  with  thrombocytopenia 
that  are  presumably  transmitted  by  mites.  These  are 
Argentinian  hemorrhagic  fever  and  epidemic  hemor- 
rhagic fever,  a disorder  which  affected  our  troops  in 
Korea  during  the  Korean  war.  This  latter  disorder  has 
an  acute  onset  with  fever,  thrombocytopenia,  wide- 
spread vascular  injury  and  renal  failure.  Ordinarily 
patients  with  epidemic  hemorrhagic  fever  do  not  have 
hemolytic  anemia.  This  disease  is  limited  to  Siberia, 
Korea,  Russia  and  Scandinavia  and  has  not  been  re- 
ported in  our  country. 

I want  to  consider  briefly  the  possibility  of  allergic 
vasculitis.  An  allergic  etiology  is  suggested  in  our 
patient  by  the  wheals  and  pruritus  observed  earlier 
in  his  illness.  He  gave  a history  of  allergies  to  sulfa 
and  penicillin.  Several  patients  with  TTP  have  had 
penicillin  or  sulfa  allergy,  but  such  allergies  are  fairly 
common  in  the  general  population  and  we  have  no 
history  that  our  patient  took  penicillin  or  sulfa  before 
the  onset  of  his  illness. 

In  disseminated  carcinoma  one  may  find  a micro- 
angiopathic hemolytic  anemia  with  red  blood  cell 
fragmentation  and  thrombocytopenia. n The  most 
common  primary  lesion  in  such  cases  is  carcinoma 
of  the  stomach.  Against  the  diagnosis  of  disseminated 
malignancy  in  our  patient  are  lack  of  any  particular 
evidence  of  cancer,  the  presence  of  renal  failure  and 
the  fluctuating  neurological  disability. 

In  summary,  I do  not  believe  that  any  of  the  nine 
possibilities  listed  in  Table  2 explain  the  clinical  pic- 
ture as  well  as  does  TTP.  The  definitive  diagnosis  of 
TTP  depends  upon  the  demonstration  of  fibrin  throm- 
bi in  the  small  vessels  of  the  brain,  heart,  pancreas, 
kidneys  and  other  organs.  We  await  with  interest  the 
findings  of  Dr.  Helgason. 


Dr.  John  T.  Sharp:  Many  features  of  this  case  could 
be  adequately  explained  by  polyarteritis  nodosa. 
Although  I agree  that  TTP  is  the  most  likely  diag- 
nosis here,  I do  not  understand  why  you  have  com- 
pletely excluded  polyarteritis  nodosa.  As  I understand 
the  case,  the  neurologic  symptoms  were  diffuse  and 
never  focal  and  this  would  be  a little  point  against 
polyarteritis.  I think  the  prominence  of  the  renal  man- 
ifestations, however,  is  reason  to  give  further  con- 
sideration to  SLE  and  polyarteritis  nodosa. 

Dr.  Lynch:  I would  agree  that  it  is  reasonable  to 
consider  polyarteritis  nodosa.  Usually  polyarteritis  af- 
fects larger  vessels  than  those  involved  by  processes 
causing  red  blood  cell  fragmentation  and  thrombo- 
cytopenia. In  their  report  on  microangiopathic  hemo- 
lytic anemia.  Brain  and  associates^  described  cases 
of  polyarteritis  involving  small  vessels  with  erythro- 
cyte fragmentation,  hemolytic  anemia,  and  thrombo- 
cytopenia. It  should  be  pointed  out  that  the  overlap 
histologically  between  some  of  these  conditions  is  at 
times  nearly  as  confusing  as  the  clinical  overlap,  and 
it  is  often  difficult  to  make  a specific  histologic  diag- 
nosis. 

Dr.  Herbert  L.  Fred:  In  December,  1965,  we  saw 
a patient  at  Ben  Taub  General  Hospital  who  had  a 
rapidly  fatal  illness  characterized  by  severe  thrombo- 
cytopenia, progressive  anemia,  increasingly  marked 
azotemia,  obvious  jaundice,  bizarre  behavior,  fever, 
leukocytosis,  proteinuria,  pyuria,  and  erythrocyturia. 
Although  we  considered  TTP,  film  of  the  peripheral 
blood  showed  no  evidence  of  red  cell  fragmentation. 
Moreover,  the  reticulocyte  count  was  normal.  Results 
of  serological  studies  performed  at  the  Communicable 
Disease  Center  in  Georgia  were  consistent  with  a 
diagnosis  of  leptospirosis.  The  case  illustrates  that 
striking  clinical  similarities  can  exist  between  TTP 
and  leptospirosis.  It  serves  particularly  well,  too,  as 
an  example  of  severe  thrombocytopenia  occurring  in 
association  with  an  infectious  disease.i4.  is 

Pathological  Findings:  Dr.  Agust  H.  Helgason:  At  au- 
topsy, there  were  numerous,  large  ecchymoses  of 
both  upper  extremities,  especially  around  venipuncture 
sites  on  the  dorsum  of  the  hands  and  in  the  ante- 
cubital  fossae.  The  mucosa  of  the  gums  and  tongue 
was  hemorrhagic.  The  pericardial  surface  contained 
ecchymoses  and  petechiae.  The  heart  weighed  350 
gm.  and  showed  petechiae  over  the  entire  epicardial 
surface.  The  valve  leaflets  and  myocardium  showed 
no  gross  change.  The  lungs  weighed  1,125  gm.  and 
showed  acute  congestion.  The  spleen  weighed  150  gm. 
The  stomach  and  transverse  colon  had  numerous 
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Fig.  2.  Bone  marrow 
showing  erythroid  hyperplasia 
and  small  vessels 
containing  thrombi.  Hematoxylin 
and  eosin.  X 163. 


Fig.  3.  Typical  hyaline  thrombus 
occluding  a myocardial  arteriole. 
Note  the  endothelial  proliferation 
and  saccular  dilatation 
of  the  vessel.  Hematoxylin 
and  eosin.  X.  422. 


Fig.  4.  Several 
glomerular  capillaries 
occluded  by  thrombi. 
Hematoxylin  and  eosin.  X 270. 
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mucosal  petechiae.  The  kidneys  were  of  normal  size; 
their  surfaces  were  smooth,  but  upon  removal  of  the 
capsule,  a number  of  petechiae  were  evident.  The 
brain  weighed  1,650  gm.  and  grossly  showed  no  evi- 
dence of  hemorrhage  or  petechiae. 

Microscopically,  the  findings  were  characteristic  of 
thrombotic  thrombocytopenic  purpura,  and  involved 
many  of  the  small  arterioles  and  capillaries  through- 
out the  body,  especially  within  the  heart,  kidneys,  and 
brain.  These  vessels  were  completely  or  partially  oc- 
cluded by  amorphous,  hyaline-like  thrombi.  Endothel- 
ial proliferation  was  prominent  at  the  site  of  vascular 
thrombosis.  Inflammatory  cell  infiltrate  of  the  throm- 
bosed vessel  walls  or  surrounding  tissue  was  dis- 
tinctly absent.  (Saccular  dilatation  of  the  thrombosed 
vessels  was  frequently  encountered.) 

A paraffin  preparation  of  the  bone  marrow  biopsy 
obtained  during  life  demonstrated  the  characteristic 
vascular  lesions  of  TTP.  The  postmortem  bone  marrow 
specimen  showed  a number  of  vascular  thrombi  along 
with  marked  erythroid  hyperplasia  and  an  increased 
number  of  megakaryocytes  (Fig.  2).  The  heart  was 
severely  involved  with  thrombi  in  numerous  small 
myocardial  vessels,  some  of  which  were  undergoing 
recanalization  (Fig.  3).  One  of  numerous  microscopi- 
cal sections  showed  microinfarcts  approximately  two 
to  three  weeks  old.  The  kidneys  showed  numerous 
thrombi  within  glomerular  capillaries  (Fig.  4)  and 
small  arterioles,  especially  the  afferent  arterioles.  The 
tubules  contained  proteinaceous  material  and  numer- 
ous heme  casts.  Although  vascular  thrombi  were  only 
occasionally  found  in  sections  of  the  brain,  perivas- 
cular cuffing  of  red  blood  cells  was  prominent.  The 
lungs  and  liver  showed  no  vascular  thrombi. 

In  the  past,  there  have  been  various  explanations 
for  the  nature  of  the  vascular  thrombi  in  thrombotic 
thrombocytopenic  purpura.  Moschcowitz,i6  who  first 
described  this  disease  in  1925,  was  of  the  opinion 
that  the  vascular  thrombi  were  due  to  agglutinated 
red  blood  cells.  Baehr  and  others^^  demonstrated  a 
granular  appearance  of  the  thrombi  in  sections  stained 


by  the  Giemsa  method,  and  this  led  them  to  believe 
that  they  were  composed  of  platelets.  Recently,  Feld- 
man and  associatesis  described  their  ultrastructural 
and  immunohistochemical  study  of  three  cases  of 
TTP.  They  found  subendothelial  deposits  of  fibrin  in 
many  medium-sized  and  small  arteries,  arterioles,  and 
capillaries.  In  vascular  segments  damaged  by  intra- 
mural lesions,  there  was  endothelial  swelling  and 
disruption,  allowing  the  intramural  lesion  to  extend 
to  the  lumen,  with  aggregation  of  platelets  and  final- 
ly occlusive  thrombosis  with  deposition  of  fibrin  and 
clumping  of  cells. 

Their  study  confirmed  previous  observations  that 
there  is  alteration  of  the  vascular  wall  in  TTP,  as 
pointed  out  originally  by  Altschuleis  and  later  by 
Gore,2o  and  that  the  vascular  thrombi  consist  main- 
ly of  fibrin,  as  shown  by  Craig  and  Gitlin.21  The 
etiology  of  the  vascular  precipitation  of  fibrin  and 
the  endothelial  damage  stil!  remains  unknown. 

The  patient’s  history  of  drug  allergy  and  recent  urti- 
caria, presumably  due  to  insect  bites,  is  in  keeping 
with  previous  reports  of  exposure  to  some  therapeutic 
or  toxic  agents  in  patients  with  this  disease  20  and 
has  led  to  the  belief  that  allergy  may  play  a signifi- 
cant role.  Recent  observations  that  the  vascular 
thrombi  in  TTP  consist  of  fibrin  support  the  theory 
that  this  disease  belongs  to  the  collagen  diseases, 
which  are  frequently  associated  with  "fibrinoid.”  A 
possible  explanation  for  the  thrombocytopenia  would 
be  a rapid  utilization  or  depletion  of  platelets  during 
the  extensive  vascular  thrombosis.  A concomitant  col- 
lagen disease,  such  as  SLE,  has  been  reported  several 
times  in  association  with  TTP.22  The  hemolytic  ane- 
mia in  thrombotic  thrombocytopenic  purpura  has  been 
explained  on  the  basis  of  mechanical  trauma  to  the 
red  blood  cells  as  they  come  in  contact  with  the 
damaged  small  blood  vessels. 2 Similar  red  blood 
cell  changes  due  to  mechanical  trauma  have  been 
observed  after  prosthetic  valve  surgery  and  Teflon 
grafts. 23  The  alternate  etiologic  mechanism  of  the 
anemia  is  that  of  Adelson  and  Stefanini,24  who  sug- 
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gested  that  the  disorder  in  TTP  is  a hypersensitivity 
reaction  with  possibly  four  separate  antibodies  caus- 
ing, respectively,  destruction  of  red  cells,  platelets, 
megakaryocytes,  and  vessel  walls  or  a single  anti- 
body which  cross-reacts  with  the  four  separate  anti- 
gens. 

Anatomical  Diagnosis:  Thrombotic  thrombocytopenic 
purpura  with  widespread  organ  involvement,  most 
severe  within  heart,  kidneys,  and  brain;  recent  mi- 
croinfarcts of  the  heart. 

Dr.  Richard  E.  Borreson:  Dr.  Lynch,  would  you  com- 
ment on  the  management  of  TTP? 

Dr.  Lynch:  The  management  of  TTP  is  generally  un- 
satisfactory. A few  years  ago  we  had  the  concept 
that  this  was  an  autoimmune  disease  and,  therefore, 
we  used  large  doses  of  corticosteroids  and  subse- 
quently corticosteroids  plus  antimetabolites.  Only  oc- 
casionally did  patients  seem  to  respond.  We  do  not 
know  the  etiology  of  the  disease  but  we  continue  to 
use  large  doses  of  corticosteroids,  more  or  less  em- 
pirically, and  some  patients  get  better.  Reports  in  the 
recent  literature  suggest  that  large  doses  of  corti- 
costeroids plus  splenectomy  may  induce  remissionii^ 
we  have  observed  one  such  case.  In  the  last  two  or 
three  years  the  idea  of  using  heparin  in  TTP  has 
arisen, 13  because  of  the  hypothesis  that  the  disorder 
begins  as  disseminated  fibrin  thrombi.  This  is  proba- 
bly the  most  logical  form  of  treatment,  but  heparin 
therapy  carries  considerable  risk  when  given  to  pa- 
tients with  severe  thrombocytopenia.  I have  observed 
one  patient  who  was  apparently  benefited  by  heparin. 
Occasionally  the  disease  remits  spontaneously,  but 
the  overall  prognosis  is  poor,  with  80  percent  dying 
within  three  months  and  93  percent  within  the  first 
year  after  onset. 
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...but  her  other  symptoms: 
depressed  mood,  insomnia, 
anorexia,  feefings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 
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ASSOCIATION  NEWS 

Chiropractic,  Private  Practice  Resolutions 
Taken  by  Texas  Delegates  to  AAAA  House 


Texas  Medical  Association  Dele- 
gates to  the  American  Medical  As- 
sociation Convention  in  San  Fran- 
cisco, June  16-20,  will  present  two 
major  resolutions  for  consideration 
by  the  AMA  House  of  Delegates. 
One  concerns  the  health  hazard 
posed  by  the  threat  of  chiropractic 
and  the  other  is  a defense  of  the 
private  practice  of  medicine. 

The  AMA  House  of  Delegates 
adopted  a statement  of  policy  on 
chiropractic  at  the  20th  Clinical 
Convention  in  November,  1966, 
which  stated,  in  part,  that  "chiro- 
practic constitutes  a hazard  to  ra- 
tional health  care  in  the  United 
States  because  of  the  substandard 
and  unscientific  education  of  its 
practitioners  and  their  rigid  adher- 
ence to  an  irrational,  unscientific 
approach  to  disease  causation." 
Furthermore,  "the  delay  of  proper 
medical  care  caused  by  chiroprac- 
tors and  their  opposition  to  the 
many  scientific  advances  in  mod- 
ern medicine,  such  as  life  saving 
vaccines,  often  ends  with  tragic  re- 
sults." 

During  the  1967  TMA  Annual 
Session  in  Dallas,  the  TMA  House 
of  Delegates  approved  the  AMA 
statement  of  policy  regarding  chi- 
ropractic. This  year  in  Houston  the 
TMA  House  of  Delegates  approved 
a resolution  entitled  "Health  Haz- 
ard Posed  by  the  Threat  of  Chiro- 
practic" to  be  presented  during  the 
AMA’s  San  Francisco  Convention. 
This  resolution  asks  the  AMA  to 
urge  all  its  constituent  state  medical 
associations,  and  all  component 
medical  societies  to  formally  adopt 
the  AMA  policy  statement  on  chiro- 
practic or  a similar  resolution;  and 
asks  "that  the  AMA  urge  state  and 
county  medical  societies  to  alert 
the  general  public  to  the  health  haz- 
ard posed  by  the  cult  of  chiroprac- 
tic." 

The  second  resolution,  entitled 
"Defense  of  Private  Practice,"  states 
that  "the  medical  profession  is  un- 
der constant  attack  ...  and  the 
public  is  receiving  no  prompt,  ef- 
fective rebuttals  from  the  AMA, 
which  instead  has  allowed  its  own 


conferences  to  be  used  as  sound- 
ing boards  by  advocates  of  govern- 
mentally  sponsored  changes  in  the 
practice  of  medicine." 

The  resolution  also  states  that 
"the  public  image  of  the  American 
physician  has  suffered  to  the  point 
where  it  must  be  actively  defended." 

Therefore,  the  Texas  Delegation 
will  resolve  "that  the  AMA  Board  of 
Trustees  provide  leadership  in  a 
counterattack  nov/— -the  counterat- 
tack to  include  full  activation  of  the 
Speakers  Bureau,  using  speakers  of 
proven  ability  who  will  defend  and 
support  the  private  practice  of  med- 
icine as  has  been  done  in  the  past." 

In  addition  to  activities  on  the 
House  floor  the  Texas  Delegates 
will  maintain  a hospitality  suite  in 
the  Fairmont  Hotel  during  the  Con- 
vention, June  16-19.  A yellow  rose 
of  Texas  will  be  given  to  each  visi- 
tor. 

Texas  Delegates  to  the  AMA 
House  are  Drs.  Harvey  Renger  of 
Hallettsviile,  chairman;  James  H. 
Sammons  of  Baytown,  vice  chair- 
man; G.  W.  Cleveland  of  Austin; 
Charles  Max  Cole  of  Dallas;  E.  P. 
Hall,  Jr.,  of  Fort  Worth;  R.  W.  Kim- 
bro  of  Cleburne;  John  L.  Otto  of 
Galveston;  J,  C.  Terrell  of  Stephen- 
ville;  and  Walter  Walthall  of  San 
Antonio. 


Alternate  delegates  are  Drs.  N.  L. 
Barker  of  Paris,  Joe  T.  Nelson  of 
Weatherford,  Haden  E.  McKay  of 
Humble,  Floyd  A.  Norman  of  Dallas, 
James  D.  Murphy  of  Fort  Worth, 
Mylie  E.  Durham,  Jr.,  of  Houston, 
Robert  D.  Moreton  of  Houston,  Jack 
M.  Partain  of  San  Antonio,  and  J.  E. 
Miller  of  Dallas. 

BAYLOR  STUDENT  WINS 
TEXAS  MEDICINE  AWARD 

The  third  annual  Texas  Medicine 
award  for  scientific  writing  by  a 
Texas  medical  student  has  been 
won  by  Dennis  G.  Brown,  a June 
graduate  at  Baylor  University  Col- 
lege of  Medicine  in  Houston. 

The  winning  article,  "The  Use  of 
Surgical  Tape  (Micropore)  as  a Sub- 
stitute for  Suturing  Nerves,"  was 
written  under  the  sponsorship  of  Dr. 
John  Perry  of  the  Department  of 
Anatomy  at  Baylor  and  of  Dr.  B.  S. 
Freeman  of  the  Department  of  Sur- 
gery. 

The  award  consists  of  $300  and 
publication  of  the  winning  article  In 
Texas  Medicine.  It  was  presented  at 
the  Honors  Convocation  held  by 
Baylor  University  College  of  Medi- 
cine on  June  6. 

Brown  was  born  in  Perth,  Aus- 
tralia. He  began  his  premedical 
training  at  the  University  of  Western 
Australia  and  completed  it  at  the 
University  of  Houston.  At  Baylor  he 
was  on  the  Dean's  List  his  first 
year,  and  won  first  prize  for  his 
freshman  research  project. 

In  July  he  will  begin  his  intern- 
ship at  Methodist  Hospital  in  Hous- 
ton. Afterwards  he  intends  to  serve 
a residency  in  neurology  and  then 
practice  academic  neurology  in  af- 
filiation with  a medical  school. 

Brown's  parents,  Mr.  and  Mrs. 
Henry  Brown,  now  live  in  Houston. 
His  sister  is  married  to  a Houston 
physician.  Dr.  Meyer  L.  Proler.  His 
wife.  Laurel  Ann,  is  originally  from 
Cleveland,  Ohio.  Her  parents  now 
live  in  Corpus  Christi. 


Volume  64,  June,  1968 


79 


TMA  RETIREMENT  PLAN 
INFORMATION  AVAILABLE 

Enrollment  opened  on  June  1 for 
the  Texas  Medical  Association 
Members  Retirement  Plan,  It  was 
officially  announced  in  a general 
mailing  to  all  members  on  that 
date.  Any  physician  wishing  further 
information  on  the  retirement  plan, 
which  qualifies  for  implementation 
under  the  Keogh  Act,  may  obtain  a 
free  information  kit  by  writing  the 
Texas  Medical  Association  Head- 
quarters Building,  1801  N.  Lamar 
Blvd.,  Austin  78701. 

The  Internal  Revenue  Service  ap- 
proved completely  the  TMA  retire- 
ment plan  for  Association  members 
on  April  26. 

The  TMA  retirement  plan  is  de- 
signed to  be  flexible,  offering  the 
physician  several  modes  of  invest- 
ment to  choose  from:  balanced  and 
growth  mutual  funds,  fixed  retire- 
ment investments,  US  government 
bonds,  common  trust  funds,  or  sav- 
ings accounts. 

The  various  investment  media  and 
a summary  of  required  fees  are 
listed  in  the  May  issue  of  Texas 
Medicine. 

BEXAR  COUNTY  OFFERING 
QUESTION,  ANSWER  COLUMN 

In  an  effort  to  stimulate  com- 
munity good  will  and  keep  its  name 
before  the  public,  the  Bexar  County 
Medical  Society  has  initiated  ques- 
tion-and-answer  columns  in  two  lo- 
cal papers,  the  San  Antonio  Light 
and  the  San  Antonio  Evening  News. 
Begun  in  October,  1967,  the  col- 
umns appear  every  Wednesday  and 
are  entitled,  "Your  Doctor  Answers” 
and  “Doctors  Tell  You." 

To  convince  the  editors  that  the 
columns  afford  both  the  newspa- 
pers and  the  Society  an  opportunity 
to  provide  a worthwhile  public  ser- 
vice, Dr.  Hugh  L.  Wolff,  chairman 
of  the  Public  Relations  Committee, 
and  Mr.  Donald  V.  Williams,  assist- 
ant executive  director,  presented 
statistics  showing  that  matters  per- 
taining to  health  are  the  most  pop- 
ular vdth  readers  and  that  the  great- 
est percentage  of  public  knowledge 
on  health  Is  obtained  through  read- 
ing newspapers. 

"We  began  by  running  ‘dummy* 
question  and  answers,”  related  Mr. 
Williams.  “We  selected  the  type  of 
questions  that  patients  most  often 
ask  their  physician.  It  took  about 
three  weeks  for  the  thing  to  ‘take 
hold,'  and  then  readers  began  to 


respond  with  questions  of  their 
own.  We  now  receive  far  more  ques- 
tions than  we  have  space  in  which 
to  answer.” 

Mr.  Williams  continued,  “Ques- 
tions are  mailed  to  the  society, 
where  I condense  them  into  a sort 
of  ‘newspaper  language’  and  for- 
ward them  to  Dr.  Boen  Swinny,  Jr., 
a member  of  our  PR  Committee 
who  either  answers  them  himself 
or  submits  them  to  a specialist  if 
they  require  specialized  knowledge. 
. . . The  questions  are  returned  to 
me  by  Dr.  Swinny,  I edit  them  and 
put  them  in  the  required  format, 
and  either  mail  or  hand  carry  them 
to  the  papers." 

For  medical  societies  planning  a 
similar  venture  Mr.  Williams  had  a 
word  of  caution.  “Give  it  plenty  of 
thought  before  proceeding!  Once 
under  way  you  are  permanently 
committed  to  supply  questions  and 
answers  at  what  seems  an  insa- 
tiable rate.  And  though  questions 
pour  in  from  readers,  their  process- 
ing is  extremely  time  consuming.” 

The  Bexar  County  Medical  So- 
ciety project  has  been  highly  suc- 
cessful. 

The  questions  vary  in  tone  from 
the  scientific  to  the  mundane:  “is 
medical  science  making  any  prog- 
ress with  epilepsy?"  or  “I'll  gradu- 
ate from  high  school  this  year  and 
want  to  become  an  M.D.  but  don’t 
know  all  the  requirements.  Can  you 
help?”  Replies  are  worded  in  a 
friendly,  low-keyed  manner,  with 
every  deference  made  to  the  read- 
ers’ educational  level. 

In  answer  to  a question  on  em- 
physema, one  column  reads:  “Em- 
physema (pronounced  EM-FA-SEE- 
MA)  is  a disabling,  degenerative  dis- 
ease that  is  fast  approaching  can- 
cer as  a leading  cause  of  death. 
Pulmonary  emphysema  is  an  over- 
inflation or  distension  of  the  lung. 
The  emphysema  victim  cannot  ex- 
hale the  proper  amount  of  air  from 
his  lungs.  His  air  flow  is  reduced 
because  the  lung  is  in  an  overin- 
flated state  and  has  lost  its  normal 
elasticity.  Emphysema  is  a slowly 
progressive  disease.  Often  the  diag- 
nosis cannot  be  made  until  late  in 
the  course  of  the  affliction.  The  dis- 
ease is  found  in  all  age  groups  but 
is  more  often  present  after  age  45. 
Because  of  the  increasing  number  of 
older  people,  emphy.sema  cases  are 
increasing  rapidly.  The  persistent 
cough  of  early  emphysema  is  often 
confused  with  a so-called  ‘smoker’s 
cough.’  Older  persons  may  simply 
have  difficulty  in  breathing.” 


PERSONALS 

Dr.  William  K.  Wright  of  Houston 
was  elected  southern  vice  president 
of  the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery, 
Inc.,  at  the  Academy’s  fourth  an- 
nual scientific  meeting  in  Hollywood 
Beach,  Fla.,  in  April. 

The  University  of  Texas  Medical 
Branch  at  Galveston  has  appointed 
Dr.  Joseph  M.  White  dean  of  medi- 
cine and  vice  president  for  academic 
affairs.  He  has  been  serving  as  di- 
rector of  the  University  of  Oklahoma 
medical  center  and  dean  of  its  med- 
ical faculty. 

Dr.  A.  Ford  Wolf  of  Temple,  pres- 
ident of  Scott  and  White  Memorial 
Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation,  has  been  se- 
lected as  a Distinguished  Alumnus 
of  the  University  of  Arkansas.  He 
was  honored  at  spring  commence- 
ment exercises  at  Fayetteville  May 
31-June  1. 


Dr.  J.  Frederick  Mullins  of  Gal- 
veston was  elected  to  the  Board  of 
Directors  of  The  American  Derma- 
tological Association  at  the  annual 
meeting  in  Dorado  Beach,  Puerto 
Rico.  Dr.  Mullins  is  professor  and 
chairman  of  the  Department  of  Der- 
matology at  The  University  of  Texas 
Medical  School  at  Galveston. 


Dr.  J.  E.  Peavy  of  Austin,  State 
Health  Commissioner,  has  been 
named  to  a two-year  term  on  the 
15-member  National  Meat  Inspec- 
tion Advisory  Committee  of  the  US 
Department  of  Agriculture. 

During  the  49th  annual  meeting 
of  the  American  College  of  Physi- 
cians, Dr.  Robert  A.  Hettig  of  Hous- 
ton was  elected  to  a three-year  term 
on  the  Board  of  Governors,  begin- 
ning in  1969. 

Dr.  A.  J.  A.  Watzlavick  of  Schulen- 
burg  was  recently  elected  Alderman 
to  the  City  Council  of  Schulenburg. 


Two  Texas  physicians  have  been 
elected  officers  of  the  American  Coi- 
lege  of  Allergists.  Dr.  John  P.  Mc- 
Govern of  Houston  was  installed  as 
president  at  the  college’s  March 
meeting  in  Denver;  and  Dr.  Orville 
C.  Thomas,  also  of  Houston,  was 
elected  to  a three-year  term  on  the 
college’s  board  of  regents. 
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POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH  TEXAS 

The  34th  annual  meeting-  of  the  Postgraduate  Medical  Assembly 
of  South  Texas  will  take  place  in  two  cities,  feature  thi-ee  days 
of  postgraduate  medical  instruction  at  the  local  level,  and  offer 
a guided  educational  tour  of  an  important  medical  center. 

The  Assembly  will  meet  July  29-30  in  Houston  at  the  Shamrock 
Hilton  Hotel  and  will  move  to  San  Antonio  to  conclude  the  meet- 
ing on  Aug.  1.  In  the  HemisFair  city,  attendees  may  tour  the 
Aerospace  Medical  Center  and  will  have  an  opportunity  to  visit 
HemisFair  ’68. 

Program  speakers  and  their  specialty  areas  are  Drs.  Dan  M. 
Gordon,  ophthalmology;  Dr.  Albert  Altchek,  obstetrics  and  gyne- 
cology; Dr.  Lemuel  Bowden,  surgery;  and  Harold  M.  M.  Tovell, 
obstetrics  and  gynecology.  All  four  speakers  are  from  New  York 
City.  Speakers  will  also  include  Dr.  David  Paton,  ophthalmol- 
ogy, and  Dr.  Samuel  Charache,  internal  medicine,  both  of  Bal- 
timore, Md.;  Dr.  Francis  H.  McGovern  of  Danville,  Va.,  oto- 
laryngology; Dr.  J.  V.  D.  Hough  of  Oklahoma  City,  otology; 
Dr.  Harriet  P.  Dustan  of  Cleveland,  Ohio,  internal  medicine; 
Dr.  Walter  M.  Kirkendall  of  Iowa  City,  Iowa,  internal  medi- 
cine; Dr.  John  H.  Moyer  of  Philadelphia,  Pa.,  internal  medi- 
cine; Dr.  Thomas  C.  Hall  of  Boston,  internal  medicine;  Dr. 
Arthur  Haut  of  Little  Rock,  Ark.,  internal  medicine;  Dr.  James 
M.  Ingram  of  Tampa,  Fla.,  obstetrics  and  gynecology;  Dr. 
Anthony  R.  Curreri  of  Madison,  Wis.,  surgery;  and  Dr.  Peter 
A.  Rosi  of  Chicago,  surgery. 

Speaking-  in  San  Antonio  will  be  Col.  George  E.  Schafer,  com- 
mander, USAF  School  of  Aerospace  Medicine;  Col.  George  H. 
Anderson,  chief.  Education  Division;  Capt.  Lamont  R.  Koop; 
Dr.  Bill  E.  Welch;  and  Col.  F.  M.  Holmstrom.  A group  of  Air 
Force  officers  will  present  a panel  discussion  on  medical  aspects 
of  prolonged  space  flight. 

Luncheon  speakers  will  be  Dr.  Richard  T.  Eastwood  of  Houston, 
executive  vice-president,  Texas  Medical  Center,  Inc.;  and  the 
Hon.  Ben  Barnes,  Speaker  of  the  House  of  Representatives, 
State  of  Texas. 

Meeting  sections  will  be  devoted  to  hypertension  and  renal  dis- 
ease, hematology  and  medical  oncology,  clinical  obstetrics  and 
gynecology,  surgical  oncology,  and  aerospace  medicine.  Panel 
discussions  will  be  held  on  the  subjects  of  therapy  of  hyper- 
tension in  pregnancy  and  of  the  patient  with  incurable  cancer. 

Mrs.  W.  H.  Dahme,  209  Jesse  H.  Jones  Library  Bldg.,  Houston 
77025,  is  executive  secretary  of  the  assembly. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 


TEXAS  REHABILITATION  ASSOCIA- 
TION will  meet  July  21-24  at  the  Hotel 
Texas  in  Fort  Worth.  In  addition  to  the 
regular  informational  meetings,  a business 
session  and  a reception  will  be  held.  Mrs. 
Gene  H.  Raiford,  P.O.  Box  20194,  Austin 
78707.  is  secretary-treasurer  of  the  associa- 
tion. 


ALSO  IN  JUNE 

TEXAS  STATE  BOARD  OF  MEDICAL 
EXAMINERS,  Fort  Worth,  June  17-19, 
1968.  Dr.  M.  H.  Crabb,  1612  Summit  Ave., 
Suite  .803,  Fort  Worth  76102,  Sec. 


AMERICAN  MEDICAL  WOMEN’S  ASSO- 
CIATION (Interim  Meeting),  Sausalito, 
Calif.,  June  20-22,  1968.  Mrs.  Gertrude  F. 
Conroy,  1740  Broadway,  New  York  10019, 
Exec.  Dir. 


AMERICAN  MEDICAL  ASSOCIATION 

AIR  POLLUTION  MEDICAL  RESEARCH  CONFERENCE 

The  ninth  American  Medical  Association  Air  Pollution  Medical 
Research  Conference  will  be  held  at  the  Denver-Hilton  Hotel, 
Denver,  Colo.,  July  22-24. 

The  three-day  conference  is  divided  into  seven  sessions  dealing 
with  problem  formulation  and  analysis;  epidemiologic  relation- 
ships; pathogenetic  role  of  atmospheric  pollutants;  animal  toxi- 
cology; biochemical  effects  of  air  pollutants;  emphysema;  and 
acute  effects  of  air  pollution  in  man. 

Contact:  American  Medical  Association,  Department  of  En- 
vironmental Health,  535  N.  Dearborn  St.,  Chicago  60610. 


ALSO  IN  JULY 

TEXAS  NURSING  HOME  ASSOCIATION 
(Personnel  Management  Institute),  Corpu.s 
Christ!,  July  21-24,  1968.  John  M.  Craw- 
ford, Jr.,  6225  US  Highway  290  E.,  Austin 
78723,  Exec.  Dir. 


ROCKY  MOUNTAIN  CANCER  CONFER- 
ENCE, Denver,  July  19-20,  1968.  Dr.  Ken- 
neth C.  Sawyer,  1839  High  St.,  Denver 
80218,  Pres,,  Colorado  Division,  American 
Cancer  Society. 


AUGUST 

AMERICAN  CONGRESS  OP  REHABILI- 
TATION MEDICINE,  Chicago,  Aug.  17-22, 
1969.  Creston  C.  Herold,  30  N.  Michigan 
Ave,,  Chicago  60602,  Exec.  Dir. 
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Professional  Protection  Exclusively  since  1899 

' : ’ 1 . •'a.  - 


AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 
3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  Robert  F.  Reiman,  Representatives 
327  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1127 


Psych  iatrisl-in-Chief 

Perry  C.  Talkington,  WI.D. 

Medical  Director 
Charles  L.  BIoss,  M.D. 

Clinical  Director 

Howard  M.  Burkett,  M D, 

Associate  Psychiatrists 
James  K.  Peden,  M.D. 
Jerry  M.  Lewis,  M.D. 


Ward  G.  Dixon,  M.D. 
Claude  L.  Jackson,  M D 
E.  Clay  Griffith,  M.D. 
Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M D, 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D 
Joseph  W.  King,  M.D. 


Clinical  Psychology 
David  Lipsher,  Ph.D. 

John  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph  D. 

Social  Work 

Carroll  David,  M.S.S.W. 

A.  Gerald  Spalding,  M.S.W. 
Sally  Stansfield,  M.S.W. 
Gay  Jurgens,  M.S.S.W. 
Robert  O'Connor,  M.S.S.W. 
Kathleen  Wood,  M.S.W. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 

O.T.R.,  Director 

Recreational  Therapy 
Lois  Timmins,  Ed.D.,  Director 

Director  of  Nurses 
Mae  Bell  James,  R.N, 

Business  Manager 
Ralph  M.  Barnette,  B.B.A. 


Evergreen  1-7181 


LAWN 

PSYCHIATRIC  CENTER 

Dallas,  Texas  75223  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


SEPTEMBER 

TEXAS  MEDICAL  ASSOCIATION.  Austin,  Sept.  21, 
1968.  Mr.  C.  Lincoln  Williston,  1801  N.  Lamar.  Austin 
78701,  Exec.  Sec. 

TEXAS  PEDIATRIC  SOCIETY,  Dallas.  Sept.  26-28, 
1968.  Donald  M.  Anderson,  1801  N.  Lamar,  Austin  78701, 
Adm.  Sec. 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Las  Vegas,  Sept.  13-22,  1968.  Dr.  Mac  F.  Cahal,  Volker 
Blvd.  at  Brookside.  Kansas  City,  Mo.  64112,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Atlantic  City, 
N.J.,  Sept.  16-19,  1968.  James  E.  Hague,  840  N.  Lake 
Shore  Dr.,  Chicago  60611,  Sec. 

CHRISTIAN  MEDICAL  SOCIETY,  San  Antonio,  Sept. 
23-25,  1968.  Dr.  Jerry  Merritt  (D.D.S.),  114  Southbridge, 
San  Antonio  78216,  Program  Chairman. 


OCTOBER 

PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Ama- 
rillo, Oct.  19,  1968.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 79106,  Exec.  Sec. 

TEXAS  ACADEMY  OF  GENERAL  PRACTICE.  Corpus 
Christi,  Oct.  14-16,  1968.  Mr.  Don  C.  Jackson.  1905  N. 
Lamar,  Austin  78705,  Exec.  Sec. 

TEXAS  SURGICAL  SOCIETY,  Dallas,  Oct.  6-8,  1968. 
Dr.  Jesse  E.  Thompson,  3434  Swiss,  Dallas  75204,  Sec. 

BLACKFORD  MEMORIAL  LECTURES,  Denison,  Tex., 
Oct.  19-20,  1968.  Dr.  Donald  H.  Brandt,  213  N.  Barrett 
Ave.,  Denison  75020,  Chairman. 

OKLAHOMA  CITY  CLINICAL  CONFERENCE,  Okla- 
homa City,  Oct.  28-30,  1968.  Miss  Alma  O’Donnell,  2809 
N.W.  Expressway,  Oklahoma  City  73112,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Atlanta, 
Ga.,  Oct.  5-8,  1968.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  Nashville,  Tenn.  37219,  Sec.  Treas. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago, 
Oct.  19-24,  1968.  Dr.  Robert  G.  Frazier,  1801  Hinman 
Ave.,  Evanston.  111.  60201,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE.  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey.  4 E.  Clinton,  P.  O.  Box  10,  Joliet,  lU.  60431, 
Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York,  Oct. 
21-23,  1968.  Joseph  S.  Silber,  219  E.  42nd  St.,  New  York 
10017,  Sec. 


AMERICAN  COLLEGE  OF  GASTROENTEROLOGY. 
Boston,  Oct.  27-30.  1968.  Daniel  Weiss.  33  W.  60th  St.. 
New  York  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS  (Clinical  Con- 
gress). Atlantic  City,  N.J.,  Oct.  14-18,  1968.  Dr.  John  P. 
North,  65  E.  Erie  St..  Chicago  60611,  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  San  Francisco. 
Oct.  14-18,  1968.  Mrs.  Isabel  Patterson,  620  N.  Michigan 
Ave.,  Chicago  60611.  Sec. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS, 
Washington,  D.  C..  Oct.  19-23,  1968.  John  W.  Andes.  615 
Busse  Hwy..  Park  Ridge.  III.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS,  New 
York  City,  Oct.  11-19,  1968.  Dr.  William  D.  Dolan.  Ar- 
lington Hospital,  Arlington.  Va.  22205,  Sec. -Treas. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  New  Orleans,  Oct.  17-19,  1968.  Harry  E. 
Northam,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601  Exec.  Dir. 


NOVEMBER 

TEXAS  NURSING  HOME  ASSOCIATION.  Dallas,  Nov. 
19-21,  1968.  John  M.  Crawford.  Jr.,  6225  US  Highway 
290  E.,  Austin  78723,  Exec.  Dir. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans. 
Nov.  18-21,  1968.  Mr.  Robert  F.  Butts.  2601  Highland 
Ave.,  Birmingham,  Ala.  35205,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  De- 
troit. Nov.  11-15,  1968.  Dr.  B.  F.  Mattison,  1740  Broad- 
way, New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Cleveland,  Ohio. 
Nov.  7-9,  1968.  Dr.  Warren  R.  Lang.  1025  Walnut  St., 
Philadelphia  19107,  Sec.-Treas. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO.  Mazatlan,  Sinaloa,  Mexico,  Nov.  6-9,  1968.  Dr. 
James  D.  Nauman,  1603  N.  Tucson  Blvd.,  Tucson,  Ariz. 
85716,  Pres. 


DECEMBER 

PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIATION 
OF  TEXAS.  Houston,  Dec.  ,5-7,  1968.  Mrs.  Patty  Petti- 
grew, Kaufman,  Tex.  75142.  Sec.-Treas. 

TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  Dallas, 
Dec.  7,  1968.  Dr.  William  C.  Levin,  816  Strand,  Galves- 
ton 77550,  Sec. 
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After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  pai-egoric* 

, , . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 

In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (M  grain)  15  mg.  per  fluid 
ounce. 

u'nrning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


To  fightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson.  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P..  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


SOUTHERN  SURGICAL  ASSOCIATION,  Boca  Raton, 
Fla.,  Dec.  9-11,  1968.  Dr.  George  H.  Yeager,  314  Medical 
Arts  Bldg.,  Baltimore  21201,  Sec. 

AMERICAN  MEDICAL  ASSOCIATION  (Clinical  Meet- 
ing), Miami  Beach,  Fla.,  Dec.  1-4,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres. 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  7-12,  1968.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.  60201,  Pres. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Dec.  1-6,  1968,  Dr.  Maurice  D.  Frazer,  5145  O 
St.,  Lincoln,  Neb.  68510,  Sec. 


JANUARY 

TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  18, 
1969.  Mr.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin 
78701,  Exec,  Sec. 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  January, 
1969.  Dr.  A.  F.  Clark,  Jr.,  3-F  Medical-Professional  Bldg., 
San  Antonio  78212,  Sec.-Treas. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  San  Antonio,  Jan.  27-29,  1969.  Mr.  S. 
E.  Cockrell,  Jr.,  202  W.  French  PI.,  San  Antonio  78212, 
Exec,  Dir, 

TEXAS  RADIOLOGICAL  SOCIETY,  San  Antonio,  Jan. 
24-25,  1969.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale, 
Fort  Worth  76104,  Sec. 

UNITED  CEREBRAL  PALSY  ASSOCIATION  OF  TEX- 
AS, El  Paso,  Jan.  11-12,  1969.  Mr.  Wally  Christensen, 
1008  Lavaca,  Austin  78701,  Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY,  Miami  Beach,  Fla., 
Jan.  12-17,  1969.  Dr.  John  G.  Bellows,  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Sec. 


FEBRUARY 


SCOTT  AND  WHITE  CONFERENCE  IN  MEDICINE 
AND  SURGERY,  February,  1969.  Dr.  W.  A.  Lea,  Scott 
and  White  Clinic,  Temple  76501,  Chairman. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Dallas,  Feb. 
23-26,  1969.  Joseph  N.  Murphy,  Jr.,  Box  5192,  Austin 
78703,  Sec.-Treas. 

TEXAS  UROLOGICAL  SOCIETY,  Port  Arthur,  Febru- 
ary. 1969.  Dr.  James  L.  Petry,  3115  Procter  St.,  Port 
Arthur  77642,  Sec. 


SOUTHWESTERN  MEDICAL  ASSOCIATION.  El  Paso. 
February,  1970.  Bob  Reid,  723  Mills  Bldg.,  El  Paso  79901, 
Exec.  Sec. 


MARCH 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & GYNE- 
COLOGISTS, San  Antonio,  March  7-8,  1969.  Dr.  J.  L. 
Jinkins,  Jr.,  Suite  921,  200  North  Blvd.,  Galveston  77550, 
Sec.-Treas. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  17-19,  1969.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75301,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  10-13,  1969.  Mrs.  Irma  B.  Sher- 
wood, 1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, San  Antonio,  March  7-9,  1969.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

AMERICAN  ACADEMY  OF  ALLERGY,  Bal  Harbour. 
Fla.,  March  15-19,  1969.  Dr.  Paul  P.  VanArsdel,  Jr.,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle  98105, 
Sec. 


APRIL 

EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City. 
Tex.,  April,  1969.  Dr.  William  Nicholson,  304  W.  Broad, 
Freeport  77541,  Sec.-Treas. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION, 
Scottsdale,  Ariz.,  April  17-22,  1969.  Dr.  Barrett  Kennedy, 
1542  Tulane  Ave.,  New  Orleans,  La.  70112,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Houston,  Ap- 
ril  21-24,  1969.  Howard  N.  Schulz,  55  E.  Washington  St., 
Chicago,  111.  60602,  Exec.  Dir. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, April  30-May  4,  1969.  Russell  F.  Staudacher,  2635 
Flossmoor,  Flossmoor,  111.  60422,  Exec.  Dir. 


MAY 

TEXAS  MEDICAL  ASSOCIATION.  San  Antonio.  May 
1-4,  1969.  C.  Lincoln  Williston.  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 
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y on 

the^^udiet... 

on 

the^A^other 

GAG^Tablets  Elixirp^y^ 

^^por  *pron  P)eficiency  Qy^nemia 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Fe 


FAMOUS 


brand  of  FERROUS 


GLUCONATE 


^aiomcAt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 


ANTIHISTAMINIC 
Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . 0.60% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


^aAomut 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


Vdsomi^ 


(ANTIHISTAMINIC) 


Vdsomi^ 

(ANTIHISTAMINIC! 

««MCO  lA80tATO«Y 

’PawHuw*. 


'Vasomy' 


DIRECTIONS:  Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 
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Fiscal  Intermediary  Reports  Program 
For  Military  Dependents  Working  Well 


Figures  reflect  that  increased 
benefits  are  now  available  to  sig- 
nificantly larger  numbers  of  benefi- 
ciaries under  the  Dependents'  Med- 
ical Care  Program,  according  to  the 
program’s  fiscal  intermediary  for 
Texas,  Mutual  of  Omaha. 

With  the  statistics  for  the  first 
full  year  of  the  expanded  military 
health  benefits  program  now  com- 
plete, officials  at  Mutual  of  Omaha 
report  that  the  program  is  working 
well  and  that  claims  now  are  being 
processed  in  about  one  week.  They 
also  report  that  the  reasonable  fee 
concept,  adopted  by  the  company 
in  1967  after  conferences  between 
TMA  officials  and  representatives  of 
the  Dependents’  Medical  Care  Pro- 
gram, was  working  most  satisfac- 
torily. 

Legislation  creating  a program  of 
medical  services  for  dependents  of 
persons  in  military  service  was  en- 
acted originally  by  Congress  in  1956. 
The  program’s  full  title  now  is  Civil- 
ian Health  and  Medical  Program  of 
the  Uniformed  Services  (CHAMPUS). 
The  plan  was  expanded  in  two 
phases.  The  outpatient  program  for 
dependents  of  active-duty  military 
personnel  was  initiated  Oct.  1,  1966. 
The  second  phase  was  the  inclusion 
of  retired  military  members  and 
their  dependents  and  the  depend- 
ents of  servicemen  who  died  while 
on  active  duty  or  while  in  retired 
status. 

These  additional  benefits  and 
beneficiaries  increased  the  volume 
of  claims  received  by  fiscal  admin- 
istrators. Especially  did  the  volume 
of  claims  accelerate  after  Jan.  1, 
1967.  Mutual  of  Omaha,  which  acts 
as  fiscal  agent  for  the  payment  of 
hospital  bills  in  a 17-state  territory 
and  acts  on  a cost-only  contract  as 
a fiscal  agent  to  the  government  for 
reimbursement  of  physicians’  bills 
in  6 states,  compared  some  num- 
bers and  amounts  of  claims  reim- 
bursed in  the  first  quarter  of  1968 
with  those  reimbursed  in  the  first 
quarter  of  1967. 

From  Jan.  1 through  March, 
1967,  Mutual  of  Omaha  made  4,298 
claims  reimbursements  in  Texas  to- 


taling $379,515.90.  In  the  same 
three  months  of  1968  the  company 
paid  14,647  claims  reimbursements 
amounting  to  $1,430,978.95. 

Payments  in  Texas  for  the  whole 
year  of  1966  amounted  to  $1,553,- 
269.78  for  18,379  claims.  In  1967 
these  payments  increased  to  28,972 
in  number,  totaling  $2,531,473.90. 

Since  1957  the  company  has  paid 
213,286  claims  in  Texas,  totaling 
$18,444,033.01. 

In  1967  another  significant 
change  affected  the  method  of  pay- 
ment of  physicians’  fees.  The  com- 
pany previously  decided  proper  pay- 
ment amounts  by  means  of  a sched- 
ule of  maximum  allowances.  How- 
ever, in  1967,  Mutual  of  Omaha 
adopted  for  the  Dependents'  Medi- 
cal Care  Program  the  same  concept 
of  paying  usual,  reasonable,  and 
customary  fees  that  is  used  under 
Medicare.  The  reasonable  fee  is  de- 
termined from  the  physician’s  cus- 
tomary charges  for  the  services  in- 
volved, as  well  as  the  prevailing  fee 
for  like  services  in  the  area.  Com- 
pany officials  have  found  this  meth- 
od of  reimbursing  for  medical  care 
most  satisfactory. 

Reasonable  fees  are  reimbursed 
under  CHAMPUS  as  full  payment 
for  the  services  billed.  To  better  re- 
flect this  payment  concept  the  claim 
form  has  been  redesigned.  In  the 
interest  of  speedy  processing  of 
physicians’  bills,  the  company  has 
urged  that  all  participating  doctors 
order  a supply  of  the  revised  form, 
DA  1863-2  from  the  company  if 
needed.  A postcard  to  CHAMPUS, 
Mutual  of  Omaha  Insurance  Com- 
pany, P.O.  Box  1298,  Omaha,  Neb. 
68101,  will  suffice.  This  form  is  to 
be  used  if  the  physician  wishes  to 
accept  an  assignment.  Both  the 
physician  and  the  patient  are  re- 
sponsible for  filling  it  out.  If  the 
physician  wishes  to  bill  the  patient 
directly,  he  can  assist  the  patient  by 
providing  him  with  an  itemized 
statement.  The  Attending  Physician’s 
Form  (IRP)  also  may  be  used,  but 
this  form  needs  to  be  supplemented 
by  information  provided  by  the  pa- 
tient. 

As  in  the  past  the  sole  means  of 


identifying  a beneficiary  is  the  in- 
formation contained  in  the  first  13 
items  of  the  form.  Patients’  eligi- 
bility must  be  satisfactorily  estab- 
lished for  the  doctor  on  the  basis  of 
this  information.  The  basic  means 
of  beneficiary  identification  is  the 
DD  Form  1173  or  in  the  case  of  re- 
tired members,  the  DD  Form  2 
(gray).  Both  of  these  forms  are 
filled  out  by  the  patients. 

Mr.  J.  J.  Wrabetz,  Mutual  of  Oma- 
ha administrator  for  the  program, 
reports  that  on  the  whole,  both  Mu- 
tual of  Omaha  and  the  branches  of 
the  Armed  Forces  have  expressed 
pleasure  at  the  way  the  program  is 
working  and  at  its  positive  effect  on 
the  morale  of  members  of  the  Armed 
Forces. 

SYRACUSE  DEAN  GETS 
SOUTHWESTERN  POST 

Edward  B.  Montgomery,  currently 
dean  of  the  School  of  Library  Sci- 
ence at  Syracuse  University,  has 
been  named  director  of  the  Fred 
Florence  Biomedical  Information 
Center  at  The  University  of  Texas 
Southwestern  Medical  School  in 
Dallas. 

Mr.  Montgomery  will  also  serve 
in  the  UT  System  as  professor  of 
library  science.  His  appointment 
was  approved  by  the  UT  System 
Board  of  Regents  following  a recom- 
mendation by  Chancellor  Harry  Ran- 
som and  Dr.  Charles  LeMaistre,  ex- 
ecutive vice-chancellor  for  health 
affairs. 

Mr.  Montgomery,  52,  began  his 
career  as  a physicist  with  E.  I.  du- 
Pont  de  Nemours  and  Company.  In 
the  early  1940’s  he  served  as  a re- 
search assistant  on  the  Manhattan 
Project.  From  1947  to  1963  he  held 
a wide  range  of  positions  with  the 
General  Electric  Company,  including 
the  management  of  systems  analy- 
sis. In  1963,  he  became  research 
consultant.  Information  Systems,  at 
Syracuse  University,  and  in  1965 
was  named  dean  of  the  School  of 
Library  Science  and  professor  of  li- 
brary sciences. 
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San  Angelo  Medical  6l  Surgical  Clinic 

111  East  Harris  Arenne 
Dial  2-6811 

SAN  ANGELO,  TEXAS 

Obstetrics  and  Gynecolo^ : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw,  M.D..  F.A.C.S.,  F.A.C.O.G 

Urolosry : 

W.  L.  Porter,  M.D.,  F.A.C.S. 

Robert  B.  SteU,  M.D. 

Adult  and  Pediatric  Cardiology: 

J.  L.  Read.  M.D. 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Peso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


Sfarlite  Village  Clinic 

Center  Point,  Texas 
Ph.;  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 


Ma/Uin  JC-Ucuf  a4id 
(ladU^^GlUUa 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


Internal  Medicine  and  Cardiology ; 

Wm.  C.  Mieher.  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  FJLC.P, 
Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 
Administration ; 

Fred  Wills 


Pediatrics : 

Dwain  F.  Dodson,  M.D,,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.CJS. 

General  Surgery: 

C.  A.  Kunath.  M.D.,  F.A.C.S. 

General  Practice : 

Wm.  Lacey  Smith.  M.D. 
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GENERAL  NEWS 


Dallas^  Galveston  Medical  Schools 
Make  Extensive  Expansion  Plans 


A 10-year  program  for  expansion 
of  The  University  of  Texas  South- 
western Medical  School  at  Dallas 
into  a University  of  Texas  Life  Sci- 
ences Center  has  been  approved  in 
principle  by  the  Board  of  Regents 
of  the  University  System. 

The  Preliminary  Master  Plan,  pre- 
sented to  the  Regents  by  Dr.  Charles 
C.  Sprague,  dean  of  Southwestern, 
will  lead  to  creation  of  a health  pro- 
fessions campus,  offering  education, 
research,  and  patient  care  in  the  al- 
lied health  professions  and  in  re- 
lated fields  such  as  sociology,  chem- 
istry, physics,  biology,  and  bioen- 
gineering, as  well  as  medicine. 

“The  Life  Sciences  Center  will 
broaden  the  academic  base  of 
Southwestern  to  encompass  physi- 
cal sciences,  biological  sciences,  so- 
cial sciences  and  behavioral  scien- 
ces, as  well  as  medicine,”  Dr. 
Sprague  said. 

Dr.  Sprague  listed  11  units  of 
academic  disciplines  with  close  re- 
lationships to  the  health  sciences 
that  will  be  included  in  Southwest- 
ern’s program — chemistry,  physics, 
mathematics,  biology,  bioengineer- 
ing, information  sciences,  sociology, 
psychology,  anthropology,  econom- 
ics, and  political  science.  He  observ- 
ed that  there  already  is  considerable 
overlap  among  these  disciplines  as 
applied  to  health  care  and  clear 
lines  of  distinction  are  disappearing. 
Southwestern  plans  to  offer  Ph.D. 
programs  in  these  fields. 

Although  many  medical  schools 
already  exist  as  part  of  large  univer- 
sities where  there  are  separate  de- 
partments on  campus  offering  these 
related  disciplines.  Dr.  Sprague  said 
that  the  Dallas  undertaking  will  pro- 
vide for  the  related  disciplines  to  be 
developed  around  the  framework  of 
a medical  school,  with  emphasis  on 
the  health  care  elements  of  each 
discipline. 

Dr.  Sprague  and  a planning  com- 
mittee composed  of  faculty  and  ad- 
ministrative staff  began  work  on  the 
master  plan  in  1967,  shortly  after 
the  dean  moved  to  Dallas  from  his 
former  post  as  dean  of  the  Tulane 
University  School  of  Medicine  at 
New  Orleans. 

The  plan  provides  for  more  than 
doubling  enrollment  on  the  Dallas 
campus  in  the  next  10  years.  En- 
rollment in  the  medical  school  fresh- 
man class  will  be  increased  from 


100  to  150.  A new  dental  school  is 
proposed. 

Substantial  enlargement  of  the 
physical  plant  will  be  a part  of  the 
development  program. 

While  approving  in  principle  the 
new  approach  to  health  care  teach- 
ing, the  University  Regents  also  ap- 
proved a site  plan  for  addition  of 
several  new  buildings  during  the 
next  four  years.  The  newly  approved 
buildings  are  a Fred  Florence  Bio- 
science Information  Center;  a Mc- 
Dermott Basic  Science  Research 
Center;  a new  unit  to  house  class- 
rooms and  laboratories;  a graduate 
teaching  and  administrative  center; 
an  auditorium  seating  up  to  1,000 
persons;  and  an  animal  care  facility. 

The  entire  new  complex  is  sched- 
uled for  completion  by  1972.  South- 
western’s physical  quarters  now  in- 
clude four  principal  buildings,  plus 
utility  structures.  The  building  pro- 
gram will  be  financed  by  federal  and 
state  funds  and  by  private  contribu- 
tions. Additional  land  will  be  ac- 
quired. 

With  future  construction  in  mind. 
The  University  of  Texas  System 
Board  of  Regents  have  employed 
Lester  Gorsline  Associates  of  Belve- 
dere, Calif.,  as  consultants  in  plan- 
ning an  extensive  overhaul  of  clini- 
cal facilities  at  the  UT  Galveston 
Medical  Branch. 

Action  by  the  Regents  followed 
recommendations  by  UT  officials 
who  said  the  need  for  redevelop- 
ment of  the  medical  center  has  been 
brought  into  focus  by  several  fed- 
eral programs. 

They  added  that  the  federal  pro- 
grams eventually  will  provide  funds 
for  hospitalization  and  medical  care 
of  many  indigent  patients. 

In  addition  to  consulting  with  UT 
administrators  about  proposed  re- 
development programs  at  the  Medi- 
cal Branch,  the  firm  will  prepare 
preliminary  planning  analysis  and 
outline  a sequence  of  steps  for  an 
orderly  remodeling. 

Current  construction  plans  for 
the  Clinical  Sciences  Building  at  The 
University  of  Texas  Medical  Branch 
at  Galveston  have  been  advanced 
by  an  additional  $1,000,000  given 
to  the  building  fund  by  the  Sealy 
Smith  Foundation. 

The  new  gift  brings  the  Galveston 
foundation’s  total  commitment  for 


the  building  to  $2,000,000.  Frank 
C.  Erwin,  Jr.,  chairman  of  the  UT 
Board  of  Regents,  made  the  an- 
nouncement. 

The  Clinical  Sciences  Building 
will  have  an  area  of  about  116,000 
sq.  ft.,  about  one-half  of  which  will 
be  remodeled  existing  facilities  and 
the  remainder  new  construction. 

The  project  involves  remodeling 
of  the  old  outpatient  clinic  building. 
The  clinical  science  curriculum,  as 
well  as  research,  will  benefit  from 
the  expansion. 

Bids  are  to  be  advertised  for 
shortly  with  construction  to  begin 
this  fall. 

TWO  TEXAS  TEEN-AGERS 
WIN  SCIENCE  FAIR  AWARDS 

Two  high  school  students  from 
Texas  won  two  of  the  eight  awards 
presented  by  the  American  Medical 
Association  at  the  19th  Interna- 
tional Science  Fair  in  Detroit  May 
16.  Winner  of  one  of  the  two  top 
AMA  citations,  which  entitles  him  to 
be  an  honored  guest-exhibitor  at 
the  AMA  Annual  Convention  in  San 
Francisco  June  16-20,  is  William 
Glenn  Wheeler  II  of  McAllen.  Win- 
ner of  one  of  the  six  Award  of  Merit 
citations  is  Rebecca  Faye  Hutchi- 
son of  Spearman. 

The  winning  exhibits  were  select- 
ed from  a field  of  414  finalists  from 
every  state  and  several  foreign  na- 
tions by  judges  from  the  AMA  Coun- 
cil on  Scientific  Assembly,  among 
whom  were  Dr.  Lee  E.  Farr,  chair- 
man, of  Berkeley,  Calif.,  formerly  of 
Houston,  and  Dr.  Charles  D.  Bussey 
of  Dallas. 

Wheeler’s  exhibit,  “A  Method  of 
Immunosuppression  in  Renal  Homo- 
transplantation,” demonstrates  a 
new  method  of  immunosuppression 
to  be  used  in  organ  transplantation 
and  also  shows  the  surgical  tech- 
nique for  transplanting  a kidney. 

Miss  Hutchison’s  exhibit  on  the 
“Effects  of  Chemical  Absorption  on 
Nervous  System”  was  concerned 
with  the  question  of  whether  in- 
secticides and  herbicides  absorbed 
through  the  skin  of  mice  would 
cause  either  temporary  or  perma- 
nent damage  to  the  nervous  sys- 
tem. 

The  winners  were  announced  at 
the  annual  Health  Awards  Banquet 
cohosted  by  the  AMA,  the  Ameri- 
can Dental  Association,  the  Ameri- 
can Pharmaceutical  Association,  and 
the  American  Veterinary  Medical  As- 
sociation. Each  of  the  national  pres- 
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open-eyed  nights 


T 00  tense  to  sleep. ..too 
tired  to  get  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension.  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Vallum  is 


generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications : Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications:  Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
seventy  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  2 14  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2 !4  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  2/4 


mg 

t.i.d. 

Roche® 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nulley.  New  Jersey  07110 


(not  for  use  under  6 months). 
Supplied : Valium®  (diazepam)  Tab- 
lets, 2 mg,  5 mg  and  10  mg;  bottles 
of  50,  100  and  500. 


\klium'(d  iazepam) 

useful  for  the  relief  of  psychic  tension, 
alone  or  with  associated  depressive  symptoms 
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idents  represented  his  organization, 
and  Dr.  Milford  0.  Rouse,  Dallas, 
announced  the  recipients  of  the 
AMA  honors. 

Wheeler,  18,  is  a senior  at  Mc- 
Allen High  School  and  was  a final- 
ist in  Detroit  at  the  International 
Fair  after  winning  top  honors  at  the 
Texas  Rio  Grande  Valley  Regional 
Science  Fair. 

Miss  Hutchison,  also  18  and  a 
senior  at  Spearman  High  School, 
won  the  trip  to  Detroit  as  a repre- 
sentative of  the  Panhandle  District 
Science  Fair. 

These  two  young  Texans  also  won 
other  honors  at  the  International 
Fair.  Miss  Hutchison  was  awarded 
a certificate  and  $100  by  The  Na- 
tional Pest  Control  Association  and 
a summer  position  by  the  US  De- 
partment of  Agriculture’s  Agricul- 
tural Research  Service;  the  Depart- 
ment’s Office  of  Professional  Em- 
ployees also  awarded  her  a $75  US 
Savings  Bond. 

Wheeler  received  an  honorable 
mention  from  The  National  Commit- 
tee for  Careers  in  Medical  Technol- 
ogy and  the  Intersociety  Committee 
for  Pathology  Information;  he  also 
received  "Third  Award”  and  $50 
from  Science  Service,  administrator 
of  the  International  Fair. 

The  20th  International  Science 
Fair  will  take  place  in  Fort  Worth  in 
May,  1969. 

AMA  NEWS  DIRECTOR 
GETS  UT  APPOINTMENT 

Frank  W.  Chappell,  Jr.,  director  of 
science  news  for  the  American  Med- 
ical Association  for  the  past  seven 
years,  has  been  appointed  director 
and  assistant  professor  of  medical 
information  for  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas. 

Prior  to  joining  the  AMA,  Chap- 
pell was  national  director  of  news 
and  publications  for  the  National 
Foundation  March  of  Dimes,  New 
York  City.  A former  Texas  newspa- 
perman, he  was  on  the  staff  of  the 
Dallas  Times  Herald  11  years — as 
city  editor,  political  editor,  state  cap- 
ital correspondent,  Latin  American 
correspondent,  and  science  writer. 

Chappell  recently  was  elected  a 
fellow  of  the  American  Medical  Writ- 
ers Association  and  has  served  the 
Chicago  chapter  as  president.  He  is 
a member  of  the  Public  Relations 
Society  of  America,  Sigma  Delta  Chi 
journalism  fraternity,  and  National 
Association  of  Science  Writers.  He 
has  lectured  and  conducted  semi- 
nars on  science  and  medical  writing 


at  various  universities  and  other  in- 
stitutions, including  The  University 
of  Texas  at  Austin,  Michigan  State 
University,  and  the  annual  Medical 
Writers  Institute  at  the  Princeton 
Club  in  New  York  City. 


PATIENT  REFERRALS  ASKED 

A group  of  Oklahoma  physicians 
are  conducting  a study  of  “trache- 
ostomy addiction”  in  infants  and 
children. 

Physicians  in  the  Departments  of 
Pediatrics  and  Otorhinolaryngology 
at  Children’s  Memorial  Hospital, 
University  of  Oklahoma  Medical  Cen- 
ter, have  asked  that  patients  with  a 
history  of  at  least  one  decannulation 
attempt  be  referred  to  them  for 
study.  Arrangement  can  be  made 
for  hospitalization  without  cost  to 
the  family. 

Physicians  interested  in  having 
such  patients  considered  for  this 
study  may  write  or  phone  Dr.  Logan 
Wright,  Children’s  Memorial  Hospi- 
tal, University  of  Oklahoma  Medical 
Center,  800  NE  13th  St.,  Oklahoma 
City,  Oklahoma  73104,  CE  6-1366, 
Ext.  670. 


NEW  TITLE  ANNOUNCED 

The  University  of  Texas  System 
Board  of  Regents  has  changed  the 
title  of  Dr.  Charles  A.  LeMaistre 
from  vice-chancellor  for  health  af- 
fairs to  executive  vice-chancellor  for 
health  affairs. 

Dr.  LeMaistre  has  general  respon- 
sibility for  the  University’s  medical 
and  dental  units  in  Galveston,  Hous- 
ton, Dallas,  and  San  Antonio,  and 
the  system-wide  School  of  Nursing. 
He  joined  the  central  administration 
of  the  UT  System  in  1966,  having 
been  associate  dean  and  professor 
at  the  University’s  Southwestern 
Medical  School  at  Dallas  since  1959. 

RECORDS  MEETING  SET 

The  third  annual  conference  on 
The  Changing  Role  of  the  Medical 
Record  Librarian,  sponsored  by  the 
University  of  Colorado  School  of 
Medicine,  will  be  held  at  the  Stan- 
ley Hotel,  Estes  Park,  Colo.,  July 
15-18.  The  conference  is  designed 
to  provide  medical  record  librarians 
with  a better  understanding  of  their 
changing  role  in  modern  medicine. 

Tuition  for  the  four  days  is  $50. 
Further  information  is  available 
from  the  Office  of  Postgraduate 
Medical  Education,  Box  2736,  Uni- 
versity of  Colorado  School  of  Medi- 


cine, 4200  E.  Ninth  Ave.,  Denver 
80220. 

BASIC  SCIENCES  BOARD 
LISTS  POLICY  CHANGES 

The  Texas  State  Board  of  Exam- 
iners in  the  Basic  Sciences  has  an- 
nounced some  changes  in  its  policy 
of  offering  reciprocal  certificates  to 
persons  qualified  by  other  state 
basic  science  boards. 

The  Texas  Board  now  has  recip- 
rocal agreements  with  19  states  and 
the  District  of  Columbia.  Twenty- 
two  states  now  have  separately  or- 
ganized basic  science  boards. 

Reciprocity  licensure  is  now  being 
granted  to  applicants  from  Wiscon- 
sin on  the  basis  of  successful  ex- 
amination April  15-16,  1966,  or 
later,  and  to  applicants  from  Rhode 
Island. 

The  New  Mexico  basic  science  act 
was  revoked  earlier  this  year,  and 
the  New  Mexico  board  is  no  longer 
in  operation.  The  Texas  Board  is 
presently  continuing  to  afford  re- 
ciprocal endorsement  to  New  Mex- 
ico certificate  holders  who  meet  the 
specific  qualifications  of  the  Texas 
Board. 

To  gain  certification  of  proficiency 
by  reciprocity  an  applicant  must 
present  satisfactory  proof  of  pro- 
ficiency to  the  Texas  Board.  Proof 
consists  of  certification  that  (1)  the 
applicant  has  passed  an  examina- 
tion in  the  basic  sciences  before  a 
board  of  examiners  in  the  basic  sci- 
ences in  another  state,  territory,  or 
the  District  of  Columbia;  (2)  the 
requirements  of  that  governmental 
agency  are  not  less  than  those  re- 
quired by  the  Texas  law  as  a con 
dition  precedent  to  the  issue  of  a 
certificate;  (3)  the  board  of  exam- 
iners in  that  state  grants  like  ex- 
emption from  examination  in  the 
basic  sciences  to  Texas  certificate 
holders;  and  (4)  the  applicant  is  of 
good  moral  character  and  the  hold- 
er of  an  uncancelled  basic  science 
certificate  from  another  place. 

Those  states  with  which  Texas 
reciprocates  are  Alabama  (on  the 
basis  of  successful  examination  May 
31,  1966,  or  later),  Alaska,  Arizona, 
Arkansas,  Colorado,  Iowa,  Kansas, 
Michigan,  Minnesota,  Nebraska,  Ne- 
vada, New  Mexico  (on  the  basis  of 
successful  examination  April,  1966, 
or  later),  Oklahoma,  Oregon.  Rhode 
Island,  South  Dakota,  Tennessee, 
Washington  (on  the  basis  of  suc- 
cessful examination  July  1,  1956, 
or  later),  and  Wisconsin  (on  the 
basis  of  successful  examination 
April  15-16,  1966). 
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M.D.  ANDERSON  GETS 
LABORATORY  GRANT 

The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Institute 
has  received  a grant  from  the  Na- 
tional Center  for  Chronic  Diseases 
for  the  establishment  of  a gona- 
dotrophin assay  laboratory  which 
will  provide  the  medical  communi- 
ties of  the  Southwest  and  South 
Central  United  States  with  rapid, 
accurate  quantifications  of  gonado- 
trophin excretion  in  patients  sus- 
pected of,  or  found  to  have,  tropho- 
blastic neoplasms  (hydatidiform 
mole,  invasive  mole,  or  choriocarci- 
noma). 

Because  this  is  a cooperative  re- 
search effort,  there  will  be  no  charge 
to  patient  or  physician  for  the  ser- 
vice. 

The  specimen  for  assay  should 
be  prepared  by  taking  serum  from 
20  cc.  of  freshly-drawn  blood  and 
packing  it  frozen  in  dry-ice.  The 
center  will  forward  plastic  vials  for 
the  serum  and  styrofoam  packing 
containers  upon  request.  The  sam- 
ple should  be  shipped  air  mail 
special  delivery  to  The  University  of 
Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  Trophoblastic  Dis- 
ease Center-T8C,  Texas  Medical 
Center,  Houston,  Tex.  77025.  Call 
Area  Code  713  JA-9-4311  Ext.  406. 

HOUSTON  INSTITUTE  GETS 
ALCOHOLISM  STUDY  GRANT 

A comprehensive  study  of  the 
biochemical  and  psychological  as- 
pects of  alcoholism  is  being  sup- 
ported by  a $149,500  federal  grant 
to  the  Houston  State  Psychiatric  In- 
stitute. The  research  will  be  divided 
into  two  phases.  The  first  will  con- 
centrate on  determining  whether  al- 
coholics have  certain  physiological 
aberrations  which  predispose  them 
to  chronic  alcoholism.  If  such  aber- 
rations do  exist,  the  investigators 
will  attempt  to  develop  chemical  or 
pharmacological  agents  to  prevent 
the  advent  of  the  disease. 

The  second  aspect  of  the  research 
is  to  study  neurochemical,  endo- 
crinological, and  metabolic  reactions 
during  the  various  phases  of  alco- 
holism and  to  develop  treatments 
which  would  be  effective  in  allevi- 
ating these  changes. 

Both  human  volunteers  and  ani- 
mals will  be  used  in  the  study.  The 
research  is  being  supported  by  the 
National  Center  for  the  Prevention 
and  Control  of  Alcoholism  recently 


established  within  the  National  In- 
stitute of  Mental  Health. 

Dr.  William  M.  Mclsaac,  director 
of  the  Biological  Research  Division 
and  chief  of  neurochemistry  at  the 
Houston  State  Psychiatric  Institute, 
is  the  principal  investigator. 

HOME  DIALYSIS  PROGRAM 
SUCCESSFUL,  UT  REPORTS 

Self-treatment  in  the  home  for 
patients  with  chronic,  potentially- 
fatal  disease  is  a relatively  new  con- 
cept, but  it  is  proving  to  be  highly 
desirable  from  the  medical,  finan- 
cial and  psychological  standpoints, 
reports  from  the  Chronic  Home  Di- 
alysis Center  of  The  University  of 
Texas  Medical  Branch  in  Galveston 
say. 

After  two  months  of  intensive,  in- 
center training  in  the  medical  and 
mechanical  aspects  of  operating  the 
artificial  kidney,  the  center  gradu- 
ated its  first  patient  in  late  March. 
Since  March,  the  patient  has  been 
successfully  dialyzing  three  nights 
a week  in  his  home,  totally  rehabili- 
tated in  his  occupational  and  family 
life. 

This  revolutionary  technique  for 
the  care  of  patients  with  chronic 
renal  failure  was  instituted  in  Gal- 
veston on  Feb.  2;  and  six  patients, 
representing  every  region  of  the 
state,  are  undergoing  training. 

The  center  is  1 of  12  of  its  kind 
in  the  country,  established  jointly 
with  local  and  federal  funds.  The 
objectives  of  the  program  are  (1)  to 
determine  the  cost  of  chronic  hemo- 
dialysis treatment,  (2)  to  determine 
the  feasibility  of  home  dialysis:  and 
(3)  to  train  nurses  and  technicians 
in  the  specialized  techniques  of  di- 
alysis. 

A training  course  is  planned  to 
begin  in  September.  Interested  par- 
ties should  contact  E.  A.  Goodwin, 
Project  Administrator,  Chronic  Home 
Dialysis  Center,  Clay  Hall,  The  Uni- 
versity of  Texas  Medical  Branch, 
Galveston  77551. 

ANIMAL  LABS  TO  BE  LISTED 

The  Board  of  Trustees  of  the 
American  Association  for  Accredita- 
tion of  Laboratory  Animal  Care 
(AAALAC)  will  publish  its  first  list 
of  accredited  institutions  about 
July  1. 

The  AAALAC  program  has  been  in 
operation  for  approximately  two 
years.  More  than  100  institutions 
have  been  visited  on  site  for  accred- 
itation and  several  hundred  more 
have  indicated  their  intention  to 
seek  accreditation. 


767  MERIT  SEMIFINALISTS 
SEEK  MEDICAL  CAREERS 

The  practice  of  medicine  contin- 
ues to  be  a preferred  career  choice 
among  semifinalists  in  the  National 
Merit  Scholarship  Program,  although 
the  number  planning  to  study  med- 
icine has  declined  from  a year  ago. 

This  has  been  revealed  by  an  un- 
official study  by  the  American  Medi- 
cal Association  of  information  con- 
tained in  the  National  Merit  Schol- 
arship Corporation’s  catalog  listing 
of  the  14,000  students  honored  as 
semifinalists  in  the  13th  Annual 
Merit  program  for  1967-196S.  Aca- 
demically, all  are  in  the  99th  per- 
centile of  the  nation’s  graduating 
seniors. 

Of  the  10,779  career-decided  stu- 
dents, 7 percent  (767)  indicated 
that  they  seek  to  become  doctors  of 
medicine.  This  represents  an  appre- 
ciable decline  from  a year  ago  when 
8 percent  (950)  indicated  medicine 
as  their  career  choice.  An  offsetting 
factor,  however,  was  the  fact  that 
last  year  was  a “bumper  year’’  in 
which  159  more  semifinalists  listed 
medicine  as  their  career  choice  than 
did  so  in  the  1965-1966  program. 

For  the  third  consecutive  year 
one  of  every  three  semifinalists  in- 
dicated a decision  to  enter  medicine 
or  a closely  allied  field.  Twenty- 
seven  percent  of  all  career-decided 
candidates  plan  to  become  either 
physicians,  physicists  (643),  scien- 
tists-unspecified  (543),  chemists 
(352),  biological  scientists  (341),  or 
biochemists  (212). 

Numbers  choosing  other  profes- 
sions included  in  the  compilations 
were  physical  scientist,  97;  social 
worker,  91;  nursing,  84;  medical 
technologist,  62;  veterinarian,  56; 
dentist,  30;  pharmacist,  29;  bio- 
physicist, 20;  and  physical  thera- 
pist, 18. 

In  April,  congratulatory  letters 
from  Dr.  Milford  O.  Rouse  of  Dallas, 
president  of  the  AMA,  were  sent  to 
each  of  the  3,568  semifinalists 
planning  to  enter  medicine  or  an 
allied  field.  A copy  of  Horizons  Un- 
limited, the  AMA’s  medical  careers 
handbook,  was  included  with  the 
letter. 

A slightly  varying  letter  also  was 
sent  to  the  3,221  students  who 
have  not  yet  decided  upon  their  ca- 
reer choices.  It  encouraged  them  to 
investigate  careers  in  medicine  and 
allied  fields  and  invited  them  to 
write  for  a complimentary  copy  of 
Horizons  Unlimited. 

This  marks  the  third  year  that 
this  program  has  been  carried  out 
on  behalf  of  the  nation’s  physicians. 
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STUDY  INVESTIGATES 
PRESIDENTS'  LONGEVITY 

This  is  the  season — a national 
election  year — that  sparks  the  per- 
ennial question  about  the  longevity 
of  American  Presidents,  and  the  ef- 
fects of  the  demanding  burdens  of 
office  upon  the  official  White  House 
occupants. 

A recent  study  by  the  Metropoli- 
tan Life  Insurance  Company  com- 
pares the  longevity  of  Presidents 
with  that  of  their  running  mates  and 
the  unsuccessful  Presidential  candi- 
dates for  office. 

Presidents,  coming  mainly  from 
the  more  favored  segments  of  our 
society,  usually  have  been  vigorous 
men.  Nevertheless,  their  average 
duration  of  life  after  taking  office 
has  been  shorter  than  might  have 
been  expected  from  mortality  con- 
ditions prevailing  at  the  time  of 
their  inaugurations. 

The  28  Presidents  who  died  nat- 
ural deaths  (excluding  four  who 
were  assassinated)  lived  an  average 
of  70.7  years,  or  about  three-tenths 
of  a year  longer  than  the  average 
years  lived  by  the  24  deceased  Vice 
Presidents  and  about  six-tenths  of 
a year  longer  than  the  40  deceased 
unsuccessful  candidates.  (None  of 
the  Vice  Presidents  or  unsuccessful 
candidates  was  assassinated.)*  How- 
ever, the  Presidents  who  died  nat- 
ural deaths  lived  about  1.5  years 
less  than  would  be  expected  under 
normal  circumstances. 

While  the  record  fo--  these  Presi- 
dents does  not  support  the  proposi- 
tion that  the  strain  of  office  short- 
ens the  lives  of  our  Chief  Execu- 
tives, the  picture  is  radically  altered 
when  the  four  assassinated  Presi- 
dents are  included.  Then,  the  aver- 
age length  of  life  of  all  our  32  de- 
ceased Presidents  turns  out  to  be 
68.5  years,  which  is  approximately 
3.6  years  below  their  average  ex- 
pectation of  life  at  inauguration. 

A stronger  case  for  the  adverse 
effect  of  the  burdens  of  office  can 
be  made  out  of  the  record  since 
1860.  The  Presidents  since  then 
have,  on  the  average,  been  more 
short-lived  than  those  who  preceded 
Lincoln.  The  15  Presidents  from 
Washington  to  Buchanan  averaged 
74.2  years,  or  about  1.3  years 
longer  than  might  have  been  ex- 
pected at  the  time  of  their  inaugu- 
rations. The  13  Presidents  following 
Lincoln  who  died  natural  deaths 


‘Paradoxically,  as  this  page  was  going  to 
press,  the  assassination  of  Presidential 
candidate,  Sen.  Robert  F.  Kennedy,  had 
just  occurred. 


lived  an  average  of  only  66.6  years, 
or  almost  five  years  less  than  ex- 
pected. When  the  four  assassinated 
Presidents,  all  of  whom  held  office 
after  1860,  are  included,  the  aver- 
age duration  of  life  for  the  17  post- 
bellum  Presidents  is  reduced  to  63.4 
years,  or  almost  eight  years  less 
than  expected. 

Our  longest-lived  Presidents  so 
far  have  been  John  Adams  and  Her- 
bert Hoover,  each  of  whom  died  at 
90.  Adams,  61  when  he  took  office, 
lived  about  16  years  beyond  his  ex- 
pectation of  life  at  that  time.  Hoov- 
er took  office  at  54  and  lived  around 
17  years  beyond  such  expectation 
of  life.  Our  shortest-lived  Presidents 
were  John  F.  Kennedy,  who  died  at 
age  46,  and  James  A.  Garfield,  at 
49,  both  men  at  the  hands  of  assas- 
sins. 

GERBILS  OF  POSSIBLE 
VALUE  IN  LABORATORY 

The  mongolian  gerbil,  introduced 
to  the  United  States  only  six  years 
ago,  "possesses  great  potential  for 
a wide  variety  of  research  purposes 
and  is  deserving  of  investigations  in 
its  own  right,”  according  to  Dr.  Sig- 
mund T.  Rich  of  the  animal  care 
facility  at  the  University  of  Cali- 
fornia, Los  Angeles. 

He  pointed  out  that  the  first  ger- 
bils  (Meriones  imguiculatus)  were 
introduced  late  in  1962  by  Dr.  Vic- 
tor Schwentker,  and  in  the  succeed- 
ing years  the  tiny  desert  animal  has 
been  used  for  studies  of  “plague, 
leptospirosis,  a brucellosis,  a sal- 
monellosis, tuberculosis,  rabies,  po- 
liomyelitis, anthrax,  ornithosis, 
schistosomiasis  helminthiasis,  and 
filariasis.” 

Dr.  Rich  added,  “Gerbils  require 
less  labor  than  most  laboratory  ani- 
mals. There  are  no  water  bottles  to 
service  and  the  litter  need  not  be 
changed  so  frequently,  as  gerbils 
excrete  only  drops  of  urine  per  day 
and  have  small,  dry  fecal  pellets.” 

Dr.  Rich  pointed  out  that  the  ger- 
bil’s  peculiar  diet  and  metabolism 
makes  it  a uniquely  useful  labora- 
tory animal.  The  gerbil  can  survive 
indefinitely  on  dry  grains  because 
he  derives  his  water  from  the  low 
moisture  content  of  his  food  by 
metabolic  processes.  Because  he 
conserves  moisture  by  excreting  a 
highly  concentrated  urine,  he  is 
valuable  for  studying  various  as- 
pects of  kidney  infection.  His  unique 
physiological  characteristics  may 
make  him  valuable  as  an  experi- 
mental animal  for  prolonged  space 
flight  studies. 


POSTGRADUATE  COURSES 

Dermal  Pathology 

A five-day  course  in  dermal  path- 
ology, sponsored  jointly  by  The  Uni- 
versity of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston,  Di- 
vision of  Continuing  Education,  and 
The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Insti- 
tute at  Houston,  will  be  given  during 
the  week  of  Aug.  26-30  in  Houston. 

The  course  is  designed  primarily 
for  the  pathologist  and  dermatolo- 
gist. Emphasis  will  be  on  reviewing 
the  basic  concepts  of  dermal  path- 
ology, including  embryology,  histol- 
ogy, electron  microscopy,  histo- 
chemistry, inflammatory  dermatos- 
es, granulomatous  dermatoses,  retic- 
ulo-endothelial  and  alternative  der- 
matoses, and  nevi  and  neoplasms. 
There  will  also  be  presentations  on 
special  topics  and  on  recent  ad- 
vances. 

The  class  will  be  limited  to  60 
registrants.  Tuition  is  $120.  Micro- 
scopes will  be  furnished.  For  fur- 
ther information  write  The  Univer- 
sity of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston, 
Division  of  Continuing  Education, 
P.O.  Box  20367,  Houston  77025. 


Pediatrics 

The  Department  of  Pediatrics  of 
the  University  of  Colorado  School 
of  Medicine  will  sponsor  a post- 
graduate course  in  pediatrics  in  As- 
pen, Colo.,  Aug.  5-8. 

Roundtable  seminars  will  be  held 
two  afternoons  during  the  week,  led 
by  members  of  the  department  of 
pediatrics  and  pediatric  subspecial- 
ties. The  topics  for  consideration 
will  be  premature  and  undergrown 
infant,  allergy,  antibiotic  treatment, 
problems  in  adolescence,  neurology, 
headache,  emotional  crises,  respir- 
atory distress  syndrome,  and  bleed- 
ing disorders.  There  will  also  be  nu- 
merous guest  speakers. 

Reservations  and  information  on 
all  types  of  accommodations  may 
be  obtained  by  writing  Miss  Joan 
Neylans,  Business  Communications 
Center,  Box  1154,  Aspen,  Colo. 
81611.  Other  information  may  be 
obtained  by  writing  The  Office  of 
Postgraduate  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver, Colo.  80220. 
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A Gentle  Cerebral  Stimulant  and  Vasodilator 
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■ Cerebro-Nicin 
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POOR  ■ FAIR  GOOD 

CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient.  R.  Goldberg  Jrnl,.  of 
the  Amor.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazolc 100  mg. 

Nicotinic  Acid 1CX)  mg. 

Ascorbic  Acid 100  mg. 

ThiamineHCI 25  mg, 

1-Glutamlc  Acid 50  mg. 

Niacinamide, 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3rng. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS;  There  are  no  known  contraindications 
to  Pentyienetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  it  the 
patient  is  forewarned  to  expect  the  reaction.  IP 
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***SexuaI  impotence  treatment  with  methyl  testosterone  - thyroid  (.iNDROJD)  a 
double  blind  stutly'*  — Montesano,  Kvangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 

Choice  of  4 strengths 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyrOid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  also  available  with  ESTROGEN 
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Android-HP  Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  . .2. 5 mg. 
Thyroid  Ext.  0/6  gr.)  .lOmg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Va  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 
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THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St..  Los  Angeles,  Calif.  90057 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 
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WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ..  15  mg. 
Ascorbic  Acid  (Vit,  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


Android-E 


Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid  50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen-only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTRA -INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 
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MEDICINE  AND  THE  LAW 


Washington  Court  Holds  Physician  Presence 
Needed  in  General  Anesthetic  Administration 


Recent  correspondence  from  the 
Joint  Commission  on  Accreditation 
of  Hospitals  (JCAH)  to  various  hos- 
pital medical  staffs  in  Texas  has 
raised  an  important  question  relat- 
ing to  the  administration  of  a gen- 
eral anesthetic  for  oral  surgery.  Ac- 
cording to  this  correspondence,  a 
Washington  State  Supreme  Court 
has  held  recently  that  “as  a matter 
of  law  a hospital  must  have  a med- 
ical doctor  present  and  supervising 
any  surgical  procedure  performed 
on  a patient  under  general  anesthe- 
sia, and  if  the  hospital  fails  in  this 
regard,  the  hospital  would  be  liable 
for  any  injury  which  might  result 
from  this  failure.”  This  important 
case,  Dorothy  H.  Penderson,  as 
Guardian,  V5.  M.  L.  Dumouchel,  et  al, 
431  P.  2d  973,  arose  as  the  result 
of  treatments  of  the  plaintiff  follow- 
ing an  automobile  accident. 

After  treatment  of  minor  injuries, 
the  physician  determined  that  the 
plaintiff  had  a fractured  jaw.  Dr. 
Dumouchel  brought  in  Dr.  Heikel,  a 
dentist,  to  reduce  plaintiff’s  frac- 
tured jaw  under  a general  anesthet- 
ic in  surgery  at  the  hospital.  Dr. 
Dumouchel  examined  the  plaintiff 
prior  to  surgery  and  testified  that 
he  did  not  have  any  “gross  or  even 
minor  brain  injury.”  The  operation 
was  performed  on  the  day  following 
the  accident,  and  anesthetic  was 
administered  by  a nurse  employed 
by  the  hospital.  The  dentist  testified 
that  he  had  no  “working  knowledge 
of  the  use  or  administration  of  a 
general  anesthetic”  and  that  he 
“had  left  the  responsibility  and  con- 
trol of  the  anesthetic  to  the  nurse.” 
No  medical  doctor  was  present  in 
the  surgery.  The  dentist  testified 
that  on  11  prior  occasions  he  had 
reduced  a fractured  jaw  under  gen- 
eral anesthetic  in  a hospital  and 
that  only  on  one  prior  occasion  had 
a medical  doctor  not  been  present. 

In  the  recovery  room,  the  plain- 
tiff suffered  convulsive  seizures.  A 
medical  doctor  was  not  located  to 
examine  the  patient  for  more  than 
one  hour.  When  a medical  doctor, 
not  the  plaintiff’s  attending  physi- 
cian, did  examine  the  patient,  the 
physician  concluded  that  the  patient 


was  “suffering  some  type  of  brain 
injury.”  At  this  point,  the  surgeon 
decided  to  remove  the  plaintiff  to 
Seattle  and  put  him  under  the  care 
of  a neurosurgeon. 

The  court  found  sufficient  evi- 
dence to  conclude  that  the  plaintiff 
suffered  "severe  and  permanent 
brain  damage  from  cerebral  anoxia 
or  hypoxia  (complete  or  partial  de- 
privation of  oxygen  to  the  brain) 
while  he  was  anesthetized  during 
surgery,  and  that  the  cerebral  anox- 
ia or  hypoxia  was  due  to  inadequate 
ventilation  of  the  patient  during  the 
anesthesia  or  postoperative  period.” 

The  plaintiff  complained  to  the 
Supreme  Court  of  the  State  of  Wash- 
ington that  the  trial  court’s  instruc- 
tions to  the  jury  were  improper.  This 
instruction  is,  interestingly  enough, 
almost  identical  to  that  which  would 
have  been  used  in  a Texas  court. 
The  trial  court  in  the  Penderson 
case  had  instructed  the  jury  in  the 
following  language: 

The  standard,  I remind  you, 
was  set  by  the  learning,  skill, 
care  and  diligence  ordinarily 
possessed  and  practiced  by 
others  in  the  same  profession 
in  good  standing,  engaged  in 
like  practice,  in  the  same  lo- 
cality or  in  similar  localities, 
and  under  similar  circum- 
stances and  at  the  same  time 
(italics  inserted  by  authors). 

The  court  stated  that  the  original 
reasons  for  the  “locality  rule”  are 
no  longer  persuasive  since  now 
“there  is  no  lack  of  opportunity  for 
a physician  or  surgeon  to  keep 
abreast  of  advances  made  in  his 
profession  and  to  be  familiar  with 
the  latest  methods  and  practices 
adopted.”  The  court  points  out  that 
the  Journal  of  the  American  Medical 
Association,  other  available  journals, 
closed  circuit  television  presenta- 
tions of  medical  subjects,  tape  re- 
corded digests  of  medical  literature, 
and  “hundreds  of  widely  available 
postgraduate  courses”  all  serve  to 
keep  a conscientious  physician  in- 
formed of  latest  advances  in  medi- 
cal science,  regardless  of  his  “lo- 
cality.” The  court  went  further  and 
stated: 


The  “locality  rule”  has  no  pres- 
ent-day vitality  except  that  it 
may  be  considered  as  one  of 
the  elements  to  determine  the 
degree  of  care  and  skill  which 
is  to  be  expected  of  the  aver- 
age practitioner  of  the  class  to 
which  he  belongs.  The  degree 
of  care  which  must  be  observed 
is,  of  course,  that  of  an  aver- 
age, competent  practitioner  act- 
ing in  the  same  or  similar  cir- 
cumstances. In  other  words, 
local  practice  within  geograph- 
ic proximity  is  one,  but  not  the 
only  factor  to  be  considered. 

Further,  the  court  pointed  out 
that  the  “locality  rule”  has  practi- 
cal difficulties  in  that  professional 
men  are  scarce  in  many  communi- 
ties, and,  more  importantly,  the  rule 
opens  the  door  to  the  “possibility 
of  a small  group,  who  by  their  lax- 
ness or  carelessness,  could  estab- 
lish a local  standard  of  care  that 
was  below  that  which  the  law  re- 
quires. . . . Negligence  cannot  be 
excused  on  the  ground  that  others 
in  the  same  locality  practice  the 
same  kind  of  negligence.” 

Turning  to  the  question  of  the 
hospital’s  negligence,  the  court 
pointed  out  that  much  of  what  had 
been  said  relating  to  professional 
malpractice  applies  to  the  question 
of  hospital  negligence.  The  court 
pointed  out  that  the  hospital  was  a 
member  of  a national  organization 
and  was  subject  to  accreditation. 
The  court  held: 

Whether  a hospital  is  accredit- 
ed or  not  (and  defendant  hos- 
pital is  accredited),  we  con- 
clude that  it  is  negligence  as  a 
matter  of  law  for  a hospital  to 
permit  a surgical  operation 
upon  a patient  under  general 
anesthetic  without  the  pres- 
ence and  supervision  of  a med- 
ical doctor  in  the  operating 
room,  in  the  absence  of  extra- 
ordinary and  emergency  cir- 
cumstances. 

The  court  pointed  out  that  its 
conclusion  is  “fortified”  by,  but  not 
based  on,  the  fact  that  the  hospital 
permitted  the  breach  of  one  of  its 
own  rules.  Rule  and  Regulation  No. 
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TEXAS  MEDICINE 


5 of  defendant,  St.  Joseph  Hospital 
stated: 

Patients  requiring  dental  ser- 
vice may  be  coadmitted  by  a 
member  of  the  medical  staff 
and  a local  dentist  who  is  qual- 
ified, legally,  professionally  and 
ethically  to  practice  here.  The 
former  shall  perform  an  ade- 
quate medical  examination  prior 
to  surgery,  and  be  responsible 
for  the  patient’s  medical  care. 

While  it  is  true  that  the  court  de- 
cisions of  another  jurisdiction  are 
not  binding  upon  the  courts  of  the 
State  of  Texas,  the  reasoning  set 
out  by  the  Washington  Supreme 
Court  would  undoubtedly  be  persua- 
sive in  some  degree  to  a Texas 
court.  We  have  long  felt  that  the 
“locality  rule’’  is  an  anachronism  of 
the  past  and  would  not  be  held  to 
be  determinative  in  this  jurisdiction 
under  a fact  situation  similar  to  the 
one  presented  here. 

Texas  hospitals  are  accredited  by 
the  same  agency  (JCAH)  responsi- 
ble for  accreditation  of  hospitals  in 
Washington.  Texas  physicians  have 
the  same  opportunity  for  advance 
study  and  training  as  do  physicians 
in  Washington  State.  In  our  opinion, 
a Texas  appellate  court  might  well 
reach  an  opinion  consistent  with  the 
decision  of  the  Supreme  Court  of 
the  State  of  Washington  if  the  fact 
situation  before  our  court  was  simi- 
lar to  that  in  the  Penderson  case. 

It  seems  unlikely  that  the  courts 
of  Texas  would  allow  a hospital  to 
escape  liability  for  negligence  mere- 
ly on  the  grounds  that  the  hospital’s 
own  rules  and  regulations  did  not 
require  a physician  to  administer  or 
supervise  the  administration  of  a 
general  anesthetic  when,  in  fact,  na- 
tional accreditation  agencies  and 
professional  organizations  have  long 
been  urging  physician  control  and 
supervision  of  the  administration  of 
general  anesthetics  during  oral  sur- 
gery. In  addition,  Texas  courts  have 
held  that  the  administration  of  an 
anesthetic  is  an  act  which,  by  itself, 
constitutes  the  practice  of  medicine. 

In  this  column  we  purposefully 
have  not  discussed  the  complex 
question  of  governmental  or  chari- 
table immunity  which  may  or  may 
not  be  applicable  as  a defense  to 
the  hospital  in  case  of  suit. 

—PHILIP  R.  OVERTON,  LLB., 
and  SAM  V.  STONE,  JR.,  LL.B., 

Austin. 


PAMPHLETS 

What's  New  on  Smoking  in  Films 
(Public  Health  Service  Publication 
No.  1710)  lists  films  and  filmstrips 
which  have  been  issued  by  member 
agencies  of  the  National  Interagency 
Council  on  Smoking  and  Health.  The 
subjects  cover  a wide  range  of  in- 
terests and  are  directed  to  many 
audiences,  including  young  people 
and  adults,  smokers  and  nonsmok- 
ers. All  are  available  for  loan,  free 
or  at  low  cost. 

A companion  leaflet.  What’s  New 
on  Smoking  in  Print  (Public  Health 
Service  Publication  No.  1707),  lists 
educational  materials  on  smoking 
and  health  which  have  been  issued 
by  member  organizations  of  the  Na- 
tional Interagency  Council  on  Smok- 
ing and  Health.  Directed  to  diverse 
audiences,  the  materials  are  avail- 
able free  or  at  low  cost. 

Both  leaflets  are  for  sale  by  the 
Superintendent  of  Documents,  US 
Government  Printing  Office,  Wash- 
ington, D.C.  20402,  at  five  cents 
apiece  or  $3  per  100. 

Fads,  Myths,  Quacks  — and  Your 
Health  exposes  the  pseudo-scien- 
tific quacks  and  health  cultists  to 
whom  millions  fall  prey  each  year. 
The  booklet’s  message  is  directed 
to  the  victims  of  odd-ball  diets,  off- 
beat treatments,  or  useless  pills, 
capsules,  and  liquids.  The  pamphlet 
concludes  with  a summary  of  the 
government  agencies  and  volun- 
tary organizations  which  are  fighting 
against  frauds  and  through  whom 
additional  information  is  available. 

This  28-page  booklet  (Public  Af- 
fairs Pamphlet  No.  415)  is  avail- 
able for  25  cents  from  the  Public 
Affairs  Committee,  381  Park  Ave., 
New  York  10016. 

The  1968  Convention  and  Election 
Handbook,  compiled  by  the  National 
Research  Bureau,  Inc.,  was  created 
to  answer  the  questions  of  public- 
spirited  citizens.  This  guidebook 
covers  the  major  political  issues; 
Democratic  and  Republican  con- 
tenders for  the  presidential  and  vice- 
presidential  nominations;  facts  and 
information  about  the  presidency; 
party  histories  and  campaign  prom- 
ises; voting  information;  convention 
and  election  tally  sheets;  and  many 
other  valuable  features. 

Single  copies  of  this  48  page,  il- 
lustrated handbook  may  be  obtained 
by  sending  25  cents  and  a self-ad- 
dressed stamped  envelope  to  Lou 
Lauth,  Jr.,  National  Research  Bu- 
reau, Inc.,  215  South  Third  St,  Bur- 
lington, Iowa  52601. 


In  the  Interest  of  Children — A Cen- 
tury of  Progress  presents  a review 
and  assessment  of  problems  and 
progress  in  child  protection  in  the 
United  States  and  England.  The  ma- 
terial in  this  28-page  pamphlet  was 
presented  at  a session  of  the  90th 
Annual  Convention  of  The  Ameri- 
can Humane  Association  held  in 
New  York  City  in  1966.  The  booklet 
discusses  needs,  approaches,  trends, 
and  future  goals  in  child  protection. 

Copies  of  In  the  Interest  of  Chil- 
dren are  available  at  35  cents  apiece 
from  the  Children’s  Division,  The 
American  Humane  Association,  P.O. 
Box  1266,  Denver,  Colo.  80201. 

Poison  Ivy,  Oak,  and  Sumac,  pre- 
pared by  the  National  Institute  of 
Allergy  and  Infectious  Diseases,  dis- 
cusses some  of  the  facts  and  myths 
about  the  cause  and  treatment  of 
the  rash  of  poison  ivy,  oak,  and  su- 
mac. It  also  devotes  a section  to 
pointers  on  how  to  recognize,  avoid, 
and  eliminate  these  plants. 

Single  free  copies  of  the  folder 
(Public  Service-Publication  No.  1723) 
may  be  obtained  from  the  Informa- 
tion Office,  National  Institute  of  Al- 
lergy and  Infectious  Diseases,  Be- 
thesda,  Md.  20014.  Additional  cop- 
ies are  available  from  the  Superin- 
tendent of  Documents,  US  Govern- 
ment Printing  Office,  Washington, 
D.C.  20402,  for  5 cents  each.  Bulk 
orders  are  $3.50  for  100  copies. 

Secretary’s  Advisory  Committee  on 
Hospital  Effectiveness  is  a report  of 
the  proceedings  of  a special  hospi- 
tal effectiveness  committee  formed 
to  advise  former  Secretary  of  Health, 
Education  and  Welfare  John  W. 
Gardner  on  what  action  might  be 
taken  to  improve  performance  in 
four  principal  areas  of  health  ser- 
vice involving  hospitals. 

These  four  areas  were:  (1)  ways 
to  improve  the  internal  efficiency  of 
the  hospital,  (2)  the  extent  to  which 
the  hospital  should  serve  as  the  or- 
ganizing focus  of  a new  and  more 
effective  system  for  the  delivery  of 
health  care,  (3)  considerations  of 
the  community  mix  of  health  care 
facilities,  and  (4)  the  formula  for  re- 
imbursement to  hospitals  and  other 
health  care  institutions  by  third 
parties.  The  booklet  also  includes 
the  committee’s  recommendations. 

Copies  of  Secretary’s  Advisory 
Committee  on  Hospital  Effectiveness 
are  available  from  the  Superintend- 
ent of  Documents,  US  Government 
Printing  Office,  Washington,  D.C. 
20402,  at  25  cents  apiece. 
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Texas  State  Library  Has  Literature 
Available  for  Blind,  Handicapped  Persons 


MRS.  LOIS  LA  BAUVE 

Director,  Division  for  the  Blind 
and  Physically  Handicapped 

Many  blind  and  handicapped  per- 
sons in  Texas  who,  because  of  phys- 
ical limitations,  have  been  deprived 
of  the  privilege  of  reading,  are  un- 
aware of  the  opportunity  that  now 
awaits  them  at  the  Division  for  the 
Blind  and  Physically  Handicapped  of 
Texas  State  Library. 

Believing  in  the  restorative  power 
of  books  and  in  the  therapeutic  val- 
ue of  reading,  the  Library  of  Con- 
gress has  extended  its  “talking 
books”  program  for  the  blind  to  in- 
clude people  with  other  physical 
handicaps.  Any  person  who,  because 
of  a physical  limitation,  is  unable  to 
cope  with  conventional  printed  ma- 
terials— regardless  of  age,  economic 
status,  or  whether  he  lives  at  home, 
or  in  an  institution — may  now  bor- 
row these  recorded  books  and  other 
reading  facilities. 

Handicaps  besides  visual  impair- 
ment which  can  prevent  normal 
reading  include  cerebral  palsy,  my- 


asthenia gravis,  diplegia,  multiple 
sclerosis,  muscular  dystrophy,  ar- 
thritis, and  paralysis. 

Whether  a handicapped  person 
desires  educational  or  professional 
advancement  or  wants  to  read  for 
recreation,  the  collection  of  books 
recorded  on  magnetic  tape,  braille 
books,  and  large  print  books  at  the 
Texas  State  Library  can  offer  the 
key  to  a new  world  through  reading. 

The  subjects  available  range  from 
poetry,  mysteries,  and  western  to 
current  best  sellers,  classics,  and  vo- 
cational materials.  Also  available 
are  such  well-known  magazines  as 
American  Heritage,  Holiday,  Good 
Housekeeping,  Sports  Illustrated, 
Newsweek,  Look,  and  True.  The 
books  are  well-narrated  for,  as  a 
rule,  the  recorded  voices  have  been 
strictly  screened  and  selected  from 
professionally  trained  readers. 

In  addition  to  recorded  books  the 
new  legislation  provides  for  the 
purchase  of  various  reading  aids 
which  can  be  useful  in  carrying  on 
an  adequate  program  of  library  ser- 
vice to  physically  handicapped  per- 


sons. These  will  include  book  pro- 
jectors, page  turners,  magnifiers, 
reading  stands,  and  musical  record- 
ings. 

This  program  is  unique  since  it 
is  the  only  library  program  which 
can  offer  its  readers  a direct  and 
complete  service  at  no  cost  no  mat- 
ter where  they  live.  Not  only  are 
the  books  provided  for  free  loan,  but 
a record  player  is  furnished  without 
any  cost  to  the  reader.  All  circula- 
tion of  materials  is  handled  by  the 
Post  Office  Department  with  no 
charge  for  postage. 

As  one  of  the  37  Regional  Librar- 
ies set  up  by  the  Library  of  Con- 
gress, the  Division  for  the  Blind  and 
Physically  Handicapped  of  Texas 
State  Library  serves  all  eligible  per- 
sons living  in  the  state  of  Texas. 
The  machines  are  obtained  from  the 
State  Commission  for  the  Blind.  If 
an  applicant  prefers  to  use  his  own 
four-speed  record  player,  he  may  do 
so.  As  yet,  playback  equipment  for 
books  recorded  on  magnetic  tape  is 
not  available.  The  taped  books,  how- 
ever, are  circulated  to  patrons  who 
own  or  have  access  to  a tape  re- 
corder that  will  play  a seven-inch 
reel  on  four  tracks  at  1%  in.  per 
second. 

Eligibility  of  individuals  for  this 
service  must  be  determined  by  a 
competent  authority  who  is  not  a 
relative  of  the  applicant.  This  might 
be  a person  in  medicine  or  allied 
fields,  social  work,  public  welfare, 
law,  rehabilitation  and  employment 
of  the  handicapped,  education,  the 
ministry,  library  work,  business,  in- 
dustry, or  someone  prominent  in 
the  community  who  has  special 
knowledge  of  a handicapped  per- 
son’s condition. 

To  apply  for  a machine  one 
should  send  a written  statement  by 
a competent  authority  to  the  State 
Commission  for  the  Blind,  1809  N. 
Congress,  Austin  78711.  To  apply 
for  library  service  only,  or  to  request 
additional  information,  write  to  Di- 
vision for  the  Blind  and  Physically 
Handicapped,  Texas  State  Library, 
1201  Brazos,  Austin  78711. 


Books  and  magazines  are  available  on  records  and  tapes  for  blind  persons  and 
other  handicapped  persons  for  whom  reading  is  difficult  or  not  possible.  Large 
print  books  and  magazines  are  also  provided  free  of  charge  to  these  individuals. 
Among  the  items  available  are  True,  The  Reporter,  Horizon,  and  National  Geo- 
graphic magazines,  “Instructions  for  Preparing  Federal  Income  Tax  Return  Form 
1040A  for  1967,"  and  F.  Scott  Fitzgerald's  Tender  Is  the  Night. 


102 


TEXAS  MEDICINE 


NEW  BOOKS 
IN  TMA  LIBRARY 

August,  R.  V.:  Hypnosis  in  Obstet- 
rics, Obstetric  Hypoanesthesia, 
New  York,  McGraw-Hill  Book  Com- 
pany, Inc.,  1961. 

Butterworth,  J.  S.,  and  others:  Car- 
diac Auscultation,  Including  Au- 
dio-Visual Principles,  ed.  2,  New 
York,  Grune  & Stratton,  1960. 

Ciba  Foundation  Symposium:  Cell 
Differentiation,  A.  V.  S.  de  Reuck 
and  Julie  Knight,  eds.,  Boston, 
Little,  Brown  and  Co.,  1967. 

Ciba  Foundation  100th  Symposium: 
Health  of  Mankind,  Gordon  Wol- 
stenholme  and  Maeve  O'Connor, 
eds.,  Boston,  Little,  Brown  and 
Co.,  1967. 

Ciba  Foundation  Symposium:  Com- 
munication in  Science:  Documen- 
tation and  Automation,  Anthony 
de  Reuck  and  Julie  Knight,  eds., 
Boston,  Little,  Brown  and  Co., 

1967. 

Ducroquet,  R.,  and  others:  Walking 
and  Limping:  A Study  of  Normal 
and  Pathological  Walking,  Phila- 
delphia, J.  B.  Lippincott  Co., 

1968. 

Emery,  A.  E.  H.:  Heredity,  Disease, 
and  Man:  Genetics  in  Medicine, 
Berkeley,  Calif.,  University  of 
California  Press,  1968. 

Freeman,  W.:  The  Psychiatrist:  Per- 
sonalities and  Patterns,  New  York, 
Grune  & Stratton,  1968. 

Freud,  S.:  The  Interpretation  of 
Dreams,  James  Strachey  (trans.- 
ed.),  ed.  8,  New  York,  Basic 
Books,  Inc.,  Publishers,  1953. 

Gilbert,  L.,  and  Daniel,  S.;  Medical 
State  Board  Examination  Review 
Book:  Clinical  Sciences,  ed.  3, 
Flushing,  N.Y.,  Review  Book  Pub- 
lishers, 1966. 

Gollin,  J.:  Pay  Now,  Die  Later,  What's 
Wrong  with  Life  Insurance:  A Re- 
port on  Our  Biggest  and  Most 
Wasteful  Industry,  New  York,  Ran- 
dom House,  1966. 

Hahn,  P.  F.:  Therapeutic  Use  of  Ar- 
tificial Radioisotopes,  New  York, 
John  Wiley  & Sons,  Inc.,  1956. 

Ham,  A.  W.:  Histology,  ed.  5,  Phila- 
delphia, J.  B.  Lippincott  Co., 
1965. 

Harris,  J.  W.:  The  Red  Cell:  Produc- 
tion, Metabolism,  Destruction,  Nor- 
mal and  Abnormal,  Cambridge, 
Mass.,  Harvard  University  Press, 
1965. 


port  for  14  years  and  served  active 
duty  with  the  US  Navy  for  5 years 
during  World  War  II  attaining  the 
rank  of  captain.  He  had  practiced 
in  Port  Arthur  since  1955. 

A member  of  Jefferson  County 
Medical  Society,  Texas  Medical  As- 
sociation, American  Medical  Associ- 
ation, Tri-State  Medical  Society,  and 
Gulf  Coast  Radiologists  Society,  he 
had  been  a member  of  the  Louisi- 
ana Academy  of  General  Practice 
and  of  the  Louisiana  State  Medical 
Society.  He  had  been  certified  by 
the  American  Board  of  Radiology. 
He  was  chief  radiologist  at  St. 
Mary’s  Hospital  in  Port  Arthur  at 
the  time  of  his  death. 

Dr.  Holman  was  a Shriner,  a 
32nd  degree  and  Scottish  Rite  Ma- 
son, and  a Rotarian.  He  was  active 
in  the  medical  explorer  post  of  the 
Boy  Scouts  of  America. 

Surviving  are  his  wife,  Mrs.  Ma- 
belle  Holman,  a daughter,  Delilah 
Holman,  and  a son,  Scott  Holman, 
all  of  Groves. 


DR.  E.  P.  McLEAN 

Retired  Brownsville  physician.  Dr. 
Edwin  Philbrook  McLean,  died  Feb. 
19,  1968,  in  Brownsville.  He  was  77. 

A native  of  Maroa,  III.,  Dr.  Mc- 
Lean had  lived  in  Brownsville  21 
years.  He  attended  Maroa  High 
School  and  the  University  of  Chi- 
cago. He  was  graduated  from  Rush 
Medical  College  in  Chicago  in  1913. 
He  served  his  internship  at  the 
House  of  Correction  and  Sceleth 
Emergency  Hospital  in  Chicago,  and 
his  residency  at  Cook  County  Hos- 
pital, Chicago.  He  was  a past  chief 
of  the  staff  of  Decatur  and  Macon 
County  Hospital  in  Decatur,  III. 

Dr.  McLean  began  the  practice  of 
medicine  in  Maroa  in  1914.  Thir- 
teen years  later  he  moved  his  prac- 
tice to  Decatur,  ML,  and  in  1947  to 
Brownsville,  Tex.,  where  he  prac- 
ticed general  medicine  until  his  re- 
tirement in  1966.  He  had  been  on 
the  staff  of  Mercy  Hospital  in 
Brownsville. 

He  was  a member  of  Cameron- 
Willacy  Counties  Medical  Society, 
Texas  Medical  Association,  American 
Medical  Association,  and  was  a past 
president  of  the  Macon  County  (III.) 
Medical  Society. 

Dr.  McLean  also  belonged  to  the 
Masonic  Lodge,  Grand  Commandery 
Knights  Templar,  Phi  Rho  Sigma 
medical  fraternity.  Delta  Phi  social 
fraternity,  and  the  Presbyterian 
Church. 

He  is  survived  by  his  wife,  the 
former  Jessie  Frances  Smith  of 
Brownsville;  three  daughters,  Mrs. 


Deaths 


DR.  W.  C.  HOLMAN 

A Port  Arthur  radiologist  who 
made  his  home  in  Groves,  Tex.,  Dr. 
Winston  Churchill  Holman,  died  Feb. 
18,  1968,  in  Galveston.  He  was  55. 

Born  in  Montgomery,  Ala.,  on 
July  14,  1912,  Dr.  Holman  was  the 
son  of  William  and  Lena  Lindsey 
Holman.  He  attended  high  school  in 
Montgomery  and  the  University  of 
Alabama  in  University,  Ala.  He  re- 
ceived his  doctor  of  medicine  de- 
gree from  Louisiana  State  Univer- 
sity School  of  Medicine  in  New  Or- 
leans in  1938.  He  served  an  intern- 
ship at  Shreveport  Charity  Hospital 
in  Shreveport,  La.,  and  a radiologi- 
cal residency  at  Confederate  Me- 
morial Medical  Center  also  in 
Shreveport.  He  practiced  in  Shreve- 
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Glenn  R.  Frantz  of  West  Concord, 
Mass.,  Mrs.  John  0.  Denson  of 
Flora,  III.,  and  Mrs.  M.  J.  Tipton, 
Jr.,  of  Brownsville;  one  brother.  Dr. 
Franklin  C.  McLean  of  Chicago;  one 
sister,  Mrs.  George  Gentle  of  Maroa; 
ten  grandchildren;  and  one  great 
grandchild. 


DR.  J.  R.  LEMMON 

Dr.  Jefferson  Ralph  Lemmon,  72, 
Amarillo  pediatrician,  died  April  1, 
1968,  in  his  home  in  Amarillo. 

Dr.  Lemmon  was  born  in  Trenton, 
Tex.,  and  attended  elementary 
schools  in  Greenville  and  Com- 
merce. He  was  graduated  from  high 
school  in  the  Philippines  and  re- 
ceived premedical  training  at  the 
University  of  the  Philippines  in  Ma- 
nila. In  1919  he  received  his  medi- 
cal degree  from  Baylor  University 
College  of  Medicine,  then  in  Dallas. 
His  internship  was  served  at  Park- 
land Memorial  Hospital  of  Dallas, 
and  his  graduate  work  in  pediatrics 
was  done  at  New  York  Postgraduate 
Medical  School  and  Hospital  in  New 
York. 

From  1920  to  1923,  Dr.  Lemmon 
was  co-owner  of  the  Brownfield  Gen- 
eral Hospital  with  his  father.  Dr.  W. 
N.  Lemmon.  He  moved  to  Lubbock 
in  1925  limiting  his  practice  to  ped- 
iatrics, and  came  to  Amarillo  in 
1926,  where  he  practiced  pediatrics 
until  his  death. 

Dr.  Lemmon  was  a member  of 
Potter- Randal  I Counties  Medical  So- 
ciety, Texas  Medical  Association, 
American  Medical  Association,  and 
Panhandle  District  Medical  Society. 
He  was  a fellow  of  the  American 
Academy  of  Pediatrics,  a diplomate 
of  the  American  Board  of  Pediatrics, 
and  a past  president  of  the  Texas 
Pediatric  Society  and  Potter-Randall 
Counties  Medical  Society. 

A veteran  of  World  War  I,  he  was 
a member  of  the  American  Legion. 
Dr.  Lemmon  was  a Mason  and  an 
elder  of  the  First  Christian  Church 
of  Amarillo. 

In  1920  he  married  Margaret  Ro- 
rex  in  Dallas.  She  survives  him,  as 
do  two  sons,  Eugene  Lemmon  of 
Sacramento,  Calif.,  and  Robert  Lem- 
mon of  Tucson,  Ariz.;  a daughter. 
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Mrs.  Beverly  M.  Carpenter  of  Bur 
bank,  Calif.;  his  mother,  Mrs.  W.  N 
Lemmon  of  Amarillo;  a sister,  Mrs 
D.  P.  Grosshans  of  Tulsa;  11  grand 
children;  and  one  great  grandchild 


DR.  L.  H.  REEVES 

Texas  Medical  Association’s  75th 
President,  Dr.  Leopold  Hiram  Reeves, 
90,  of  Fort  Worth,  died  March  22, 
1968,  in  a Fort  Worth  hospital. 

Dr.  Reeves  served  the  Associa- 
tion as  President  in  1939-40  and 
had  also  been  vice  president  in 
1914-1915,  secretary  of  the  Section 
on  Medicine  and  Diseases  of  Chil- 
dren in  1930,  and  councilor  of  the 
13th  District  from  1936-1938.  He 
was  elected  an  emeritus  member  of 
TMA  in  1951. 

In  1953  Dr.  Reeves  was  chosen 
by  Gov.  Allan  Shivers  to  represent 
Texas  among  49  veteran  American 
physicians  honored  at  the  First 
Western  Hemisphere  Conference  of 
the  World  Medical  Association  in 
Richmond,  Va.  He  had  served  as 
president  of  the  Texas  Chapter,  Pan 
American  Medical  Association;  as  a 
special  delegate  to  the  Pan  Ameri- 
can Medical  Association  Congress 
in  Mexico  City;  as  president  of  the 
Tarrant  County  Medical  Society,  as 
health  officer  of  Wise  County;  and 
as  a member  of  the  Texas  State 
Board  of  Medical  Examiners.  In 
1951,  Dr.  Reeves  became  the  first 
Texas  physician  to  be  awarded  hon- 
orary membership  in  the  Texas 
Academy  of  General  Practice.  Also 
in  1951  he  was  awarded  the  “Gold- 
en T”  award  by  the  University  of 
Tennessee  College  of  Medicine  in 
recognition  of  community  service. 

Author  of  a book.  The  Medical 
History  of  Fort  Worth  and  Tarrant 
County:  One  Hundred  Years  1853- 
1953,  Dr.  Reeves  also  contributed 
to  the  compilation  of  A History  of 
the  Texas  Medical  Association,  1853- 
1953,  published  in  1953.  He  served 
as  secretary  of  the  TMA  Past  Presi- 
dents Association  and  was  a long- 
time secretary  of  the  TMA  Fifty 
Year  Club,  which  he  helped  to  or- 
ganize. He  was  also  a member  of 
American  Medical  Association, 
Southern  Medical  Association,  Tex- 


as Railway  and  Traumatic  Surgical 
Association,  Texas  Public  Health  As- 
sociation, Texas  Neuropsychiatric 
Association,  and  Texas  Tuberculosis 
Association. 

Born  in  Bonham  in  1878,  the  son 
of  Hiram  W.  and  Bettie  Coffee 
Reeves,  he  attended  schools  in  Ten- 
nessee. He  received  the  doctor  of 
medicine  degree  in  1901  from  the 
University  of  Nashville  Medical  De- 
partment which  later  became  part 
of  the  University  of  Tennessee.  Im- 
mediately following  graduation  Dr. 
Reeves  returned  to  Texas  and  set 
up  practice  in  Newark.  He  practiced 
there  three  years.  In  1903  he  par- 
ticipated in  the  reorganization  of 
the  Texas  Medical  Association  and 
helped  establish  the  Wise  County 
Medical  Society.  He  was  the  first 
secretary  of  the  Wise  County  Medi- 
cal Society  and  was  editor  of  the 
Wise  County  Medical  Bulletin,  one 
of  the  earliest  county  society  bul- 
letins published  in  Texas  and  pub- 
lished at  Dr.  Reeves’  expense. 

From  Newark  Dr.  Reeves  moved 
to  Decatur.  In  1921  he  moved  to 
Fort  Worth  and  set  up  his  practice 
in  general  medicine. 

Dr.  Reeves  was  a member  of  the 
Baptist  church.  His  hobbies  were 
reading,  writing,  and  making  full 
use  of  his  estate,  “Shamrock 
Shade,”  on  Eagle  Mountain  Lake 
near  Fort  Worth. 

Surviving  Dr.  Reeves  are  a daugh- 
ter, Mrs.  Chatten  Cowherd,  and  a 
sister.  Miss  Polly  Harrison,  both  of 
Fort  Worth.  His  wife  preceded  him 
in  death  in  1933. 


DR.  D.  G.  WHITNEY 

Irving  anesthesiologist.  Dr.  David 
Glenn  Whitney,  died  April  4,  1968, 
in  Irving.  He  was  48. 

Born  on  June  30,  1919,  in  Inde- 
pendence, Iowa,  he  studied  at 
Drake  University  in  Des  Moines, 
Iowa,  and  State  University  of  Iowa, 
in  Iowa  City.  He  was  graduated 
from  the  University  of  Iowa  College 
of  Medicine  in  Iowa  City  in  1950. 
His  internship  was  served  at  Cleve- 
land Metropolitan  General  Hospital 
in  Cleveland,  Ohio,  and  his  residen- 
cy at  University  Hospitals  in  Iowa 
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City.  Dr.  Whitney  had  practiced  in 
Dallas  since  1953. 

He  was  a member  of  Dallas  Coun- 
ty Medical  Society,  Texas  Medical 
Association,  American  Medical  Asso- 
ciation, Texas  Society  of  Anesthesi- 
ologists, American  Society  of  Anes- 
thesiologists, Inc.,  and  Veterans 
Medical  Society,  and  was  certified 
by  the  American  Board  of  Anesthe- 
siology. He  also  belonged  to  Alpha 
Omega  Alpha  and  Alpha  Kappa 
Kappa  medical  fraternities,  and  to 
Alpha  Phi  Omega  social  fraternity. 

A veteran  of  World  War  II,  he  was 
a colonel  in  the  US  Army  reserve  at 
the  time  of  his  death.  Dr.  Whitney 
was  active  in  the  Dallas  Chamber  of 
Commerce,  Dallas  Big  Brothers  of 
America,  and  was  a member  of  the 
Disciples  of  Christ.  His  hobbies 
were  reading  and  listening  to  music. 

Dr.  Whitney  had  never  married. 
He  is  survived  only  by  his  mother, 
Mrs.  W.  G.  Whitney  of  Independence, 
Iowa. 


DR.  L H.  DENMAN 

Dr.  Linwood  H.  Denman,  78-year- 
old  Lufkin  surgeon,  died  March  30, 
1968,  while  attending  the  annual 
Doctors  Day  banquet  sponsored  by 
the  Woman’s  Auxiliary  to  the  Angel- 
ina County  Medical  Society.  He  died 
during  a recess  in  the  program  be- 
fore he  was  to  give  a speech  in 
tribute  of  Dr.  P.  C.  Clements  of  Fort 
Worth. 

Dr.  Denman  was  born  on  July  6, 
1889,  in  Lufkin,  the  son  of  Dr.  A. 
M.  and  Mary  Caroline  Walker  Den- 
man. He  attended  schools  in  Lufkin, 
and  Washington  and  Lee  University 
in  Lexington,  Va.  He  was  graduated 
from  Baylor  University  College  of 
Medicine,  then  located  in  Dallas,  in 
1913.  He  served  an  internship  at 
Baptist  Sanitarium  and  Hospital  in 
Houston  in  1912-1913  and  took 
postgraduate  studies  at  the  Mayo 
Clinic  in  Rochester,  Minn.,  and  at 
the  New  York  Polyclinic.  He  had 
practiced  in  Lufkin  since  1915  ex- 
cept for  one  year  spent  in  Houston 
in  the  1920’s. 

Elected  to  honorary  membership 
in  Texas  Medical  Association  in 
1966,  Dr.  Denman  was  a member 


of  Angelina  County  Medical  Society, 
American  Medical  Association,  and 
American  College  of  Surgeons.  He 
had  been  a founding  member  of 
Southwestern  Surgical  Congress,  a 
member  of  the  Governor's  advisory 
committee  on  trauma  under  Gov. 
John  Connally,  a member  of  the 
Texas  State  Board  of  Medical  Ex- 
aminers, and  chief  of  staff  of  Me- 
morial Hospital  in  Lufkin.  He  also 
had  been  a county  health  officer  in 
Angelina  County  and  president  of 
the  Angelina  County  Hospital  board. 

Other  organizations  to  which  he 
belonged  included  Lufkin  Country 
Club,  Scottish  Rite  Arabian  Temple, 
Masonic  Lodge  No.  669,  the  Angel- 
ina County  Chamber  of  Commerce, 
and  Kappa  Psi  pharmacy  fraternity. 
He  was  on  the  Board  of  Directors 
of  the  First  Bank  and  Trust  Com- 
pany. He  was  also  a member  of 
First  Baptist  Church. 

Survivors  of  Dr.  Denman  include 
two  daughters,  Mrs.  Darrell  Hamric 
of  Dallas  and  Mrs.  James  Newman 
of  Westport,  Conn.;  a brother,  Dr. 
Byford  H.  Denman  of  Lufkin;  a sis- 
ter, Mrs.  Lillian  Shands  of  Lufkin; 
and  five  grandchildren.  His  wife, 
the  former  Ruth  Claire  Richardson 
of  Honey  Grove,  whom  he  married 
on  Aug.  19,  1915,  preceded  him  in 
death. 


DR.  H.  L ALEXANDER 

Retired  Houston  physician.  Dr. 
Herbert  Lloyd  Alexander,  died  in 
Houston  on  March  27,  1968.  A past 
president  of  the  Harris  County  Med- 
ical Society,  he  was  71. 

Dr.  Alexander  was  born  in  Latexo, 
Tex.,  and  had  lived  in  Houston  55 
years.  He  was  a graduate  of  Rice 
University,  and  received  his  medi- 
cal degree  from  The  University  of 
Texas  Medical  School  at  Galveston 
in  1925.  Both  his  internship  and 
his  residency  were  served  at  Cleve- 
land City  Hospital.  Dr.  Alexander 
had  practiced  surgery  since  1928. 

He  was  a member  of  Harris 
County  Medical  Society,  Texas  Med- 
ical Association,  American  Medical 
Association,  American  College  of 
Surgeons,  and  Postgraduate  Medi- 
cal Assembly  of  South  Texas. 
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Active  in  civic  affairs,  he  also  be- 
longed to  the  Presbyterian  Church, 
the  Masonic  Lodge,  the  Kiwanis 
Club  of  Houston,  and  the  Sam 
Houston  Area  Council  of  Boy  Scouts 
of  America.  His  hobby  was  scouting. 

Dr.  Alexander  is  survived  by  his 
wife  Frieda,  whom  he  married  in 
Willard,  Ohio,  on  June  23,  1928;  a 
daughter,  Mrs.  James  Cloninger  of 
Houston;  two  sons,  Herbert  Alexan- 
der, Jr.,  of  Bryn  Mawr,  Pa.,  and  Dr. 
Robert  Alexander  of  Friona,  Tex.;  a 
sister  and  two  brothers. 


DR.  R.  F.  SHAW 

Henderson  physician.  Dr.  Reube 
Franklin  Shaw,  founder  of  Hender- 
son Memorial  Hospital,  died  March 
4,  1968,  in  that  hospital. 

The  son  of  Wiley  and  Leota  Fitch 
Shaw,  Dr.  Shaw  was  born  in  Troup, 
Tex.,  on  Jan.  2,  1898.  He  was  grad- 
uated from  high  school  in  Troup, 
and  worked  his  way  through  Sam 
Houston  State  College  in  Huntsville 
by  keeping  books  after  school  hours 
for  several  drug  companies.  He  was 
graduated  from  Sam  Houston  with 
a B.A.  degree  and  entered  Baylor 
University  College  of  Medicine,  then 
in  Dallas.  Continuing  to  work  his 
way  through  college.  Dr.  Shaw  still 
managed  to  graduate  from  Baylor 
in  1922  with  the  highest  grade  point 
average  to  that  date.  He  had  also 
been  president  of  Phi  Chi  medical 
fraternity  for  two  years  while  at 
Baylor. 

Dr.  Shaw’s  internship  was  served 
at  Parkland  Memorial  Hospital  in 
Dallas,  and  his  residency  at  Mis- 
souri Pacific  Lines  Employees’  Hos- 
pital in  Palestine,  Tex.  He  did  post- 
graduate work  at  Mt.  Sinai  Hospital 
in  New  York  City  and  at  Michael 
Reese  Hospital  and  Medical  Center 
in  Chicago.  In  1923,  Dr.  Shaw  went 
to  Henderson  to  practice  medicine. 
Seeing  the  need  for  a hospital,  since 
there  was  none  in  the  entire  county, 
he  founded  Henderson  Hospital  in 
1927.  It  was  dubbed  Henderson  Me- 
morial Hospital  in  1938.  Dr.  Shaw 
had  Parkinson’s  disease,  and  he 
closed  his  office  and  remained  inac- 
tive after  1944. 
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Dr.  Shaw  was  a member  of  Rusk 
County  Medical  Society,  Texas  Med- 
ical Association,  and  American  Med- 
ical Association.  He  also  served  as 
president  of  the  board  of  Hender- 
son Memorial  Hospital  for  many 
years  and  was  president  emeritus 
at  the  time  of  his  death. 

He  is  survived  by  his  wife,  Mrs. 
Jessie  Lewis  Shaw,  whom  he  mar- 
ried in  Jacksonville,  Tex.,  in  1920; 
two  daughters,  Mrs.  Charles  H. 
Richardson  of  Henderson  and  Mrs. 
Stayton  Montgomery  Bonner  of 
Wichita  Falls;  two  brothers,  Burke 
Shaw  and  Weldon  Shaw,  both  of 
Troup;  four  sisters,  Mrs.  R.  E.  Lacy 
of  Tyler,  Mrs.  Joel  Ward  of  Long- 
view, Mrs.  Robert  Blankenship  of 
Houston  and  Mrs.  Ima  Searcy  of 
Henderson;  and  four  grandchildren. 


DR.  W.  E.  CROW 

Dallas  internist.  Dr.  William  Erwin 
Crow,  89,  died  March  24,  1968,  in 
a Dallas  hospital.  He  had  been  on 
the  staff  of  St.  Paul  Hospital  for  65 
years. 

Born  in  Lafayette,  La.,  on  July  2, 
1878,  Dr.  Crow  was  the  son  of  Wil- 
liam C.  and  Mattie  Brannin  Crow. 
He  attended  public  school  in  Cisco, 
Tex.,  Texas  A&M  University  in  Col- 
lege Station,  and  Tulane  University 
School  of  Medicine  in  New  Orleans. 
After  receiving  his  doctor  of  medi- 
cine degree  in  1901  from  Tulane  he 
served  both  internship  and  resi- 
dency at  Dallas’  Parkland  Memorial 
Hospital.  He  did  postgraduate  work 
at  the  New  York  Postgraduate  Medi- 
cal School  and  Hospital  in  New  York 
City  in  1916  and  at  Massachusetts 
General  Hospital  in  Boston  in  1922. 
He  served  as  a trans-Atlantic  ship’s 
doctor  in  1901-1902. 

An  honorary  member  of  Dallas 
County  Medical  Society,  he  belonged 
to  Texas  Medical  Association,  Amer- 
ican Medical  Association,  Southern 
Medical  Association,  and  Dallas 
Heart  Association.  He  was  also  a 
member  of  Brook  Hollow  Golf  Club, 
Dallas  Country  Club,  Little  Sandy 
Hunting  and  Fishing  Club,  and  the 
Dallas  Club.  He  belonged  to  the 
Methodist  Church. 

Dr.  Crow  is  survived  by  his  wife, 
the  former  Fannie  Davis  of  Beau- 
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mont  whom  he  married  on  March 
15,  1906,  in  Dallas. 


DR.  T.  J.  McELHENNEY 

Austin  pediatrician.  Dr.  Thomas 
Jefferson  McElhenney,  died  March 
20,  1968,  while  on  a four-week  va- 
cation in  South  America.  The  cause 
of  death  was  cerebral  hemorrhage. 

Dr.  McElhenney,  71,  was  the  sec- 
ond pediatrician  to  practice  in  Aus- 
tin when  he  arrived  there  in  1933. 
With  the  help  of  the  Junior  League 
of  Austin  he  began  the  first  well 
baby  clinic  in  1934.  For  15  years 
he  was  state  chairman  of  the  child 
welfare  committee  of  the  American 
Legion. 

Born  in  Atlanta,  Ga.,  on  Feb.  23, 
1897,  and  educated  at  Howard  Col- 
lege in  Birmingham,  Ala.,  and  the 
University  of  Alabama  in  University, 
Ala.,  he  received  his  medical  degree 
from  Tulane  University  School  of 
Medicine  in  New  Orleans.  He  began 
the  practice  of  medicine  in  Besse- 
mer, Ala.,  in  1922  after  service  in 
the  US  Army  Chemical  Corps  in 
World  War  I,  and  moved  to  Austin 
11  years  later.  Dr.  McElhenney  was 
still  in  active  practice  when  he  left 
for  South  America. 

He  was  a member  of  Texas  Med- 
ical Association,  American  Medical 
Association,  Southern  Medical  Asso- 
ciation, and  the  New  York  Academy 
of  Medicine.  He  was  a past  presi- 
dent of  the  Travis  County  Medical 
Society,  a past  president  of  the 
Travis  County  Pediatric  Society  and 
of  the  Texas  Pediatric  Society.  He 
was  certified  by  the  American  Board 
of  Pediatrics  in  1933,  and  was  on 
the  Board  of  the  American  Academy 
of  Pediatrics  for  seven  years. 

In  1930  he  was  a delegate  to  the 
White  House  Conference  on  Child 
Health  and  Protection,  and  in  1960 
he  was  state  chairman  of  the  health 
committee  for  the  White  House  Con- 
ference on  Children  and  Youth.  Dr. 
McElhenney  was  an  elder  of  the 
University  Presbyterian  Church,  and 
a member  of  Rotary  Club  in  Austin, 
American  Legion,  Austin  Chamber 
of  Commerce,  Sons  of  the  American 
Revolution,  and  Nu  Sigma  Nu  medi- 
cal fraternity.  His  hobbies  were  fish- 
ing and  organic  gardening. 


Survivors  include  his  widow  of 
Austin,  the  former  Hilda  Rudd  of 
Temple;  a son.  Dr.  T.  R.  McElhen- 
ney of  Austin;  a daughter,  Mrs.  L. 
B.  Griffith,  Jr.,  of  San  Antonio;  two 
sisters,  Mrs.  J.  C.  Murphy  of  Fair- 
field,  Ala.,  and  Mrs.  F.  W.  Wheeler 
of  Sherman  Oaks,  Calif.;  and  seven 
grandchildren. 


DR.  J.  R.  MATHIS 

Dr.  James  Ross  Mathis,  56,  died 
on  Feb.  15,  1968,  in  his  office  in 
Winnsboro,  Tex.,  of  a coronary  in- 
fa  rction. 

Dr.  Mathis  was  born  May  6,  1911, 
in  Burns,  Tenn.,  the  youngest  of  12 
children  of  Dr.  and  Mrs.  James  Ed- 
gar Mathis.  He  was  a graduate  of 
the  University  of  Tennessee  at  Knox- 
ville and  the  University  of  Tennes- 
see College  of  Medicine  at  Mem- 
phis, following  his  father,  great- 
grandfather, an  uncle,  and  other 
relatives  into  the  field  of  medicine. 
His  internship  was  served  at  Knox- 
ville General  Hospital  and  his  resi- 
dency at  St.  Joseph  Hospital  in  Fort 
Worth. 

Dr.  Mathis  began  his  medical  ca- 
reer at  Mineola  in  1939,  then  vol- 
unteered for  Navy  duty  in  1941.  He 
was  stationed  at  Lambert  Field,  US 
Naval  Air  Station,  in  St.  Louis  for 
two  years,  served  two  years  at  bases 
in  the  US  and  in  the  Pacific,  then 
returned  to  US  Naval  Ordnance 
Plant,  Indianapolis,  as  chief  medi- 
cal officer.  He  left  the  Navy  in 
March,  1946,  with  the  rank  of  lieu- 
tenant commander. 

He  resumed  practice  in  Mineola 
for  a few  months  and  then  moved 
to  Winnsboro  in  November,  1946, 
to  establish  a new  general  practice. 

Dr.  Mathis  was  a leader  in  the 
establishment  of  Winnsboro  Hospi- 
tal, Inc.,  in  1960,  served  as  a mem- 
ber of  its  board  of  directors  until 
May,  1966,  and  was  chief  of  staff 
at  the  time  of  his  death.  He  was 
active  in  many  other  phases  of 
Winnsboro  community  life  and  was 
a breeder  of  registered  Hereford 
cattle. 

He  was  a member  of  Wood  Coun- 
ty Medical  Society,  Texas  Medical 
Association,  American  Medical  As- 
sociation, and  American  Academy  of 
General  Practice. 

Dr.  Mathis  married  the  former 
Jeanne  Johnson  on  Feb.  1,  1943. 
She  survives  him  as  do  two  daugh- 
ters, Mrs.  Bernard  Widacki  of  Hous- 
ton, and  Mrs.  Frank  Weisser,  a sen- 
ior student  at  The  University  of  Tex- 
as at  Austin;  and  nine  brothers  and 
sisters. 
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Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 
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Jackson  H.  Speegle,  M.  D, 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 
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early  relief  from 


NORPRAMIN* 

(desipramine  hydrochloride) 


At  the  recommended  Norpramin 
(desipramine  hydrochloride) 
dosage  level— initially  150  mg. 
per  day— symptomatic 
improvement  may  often 
begin  within  two  to  five 
days.  As  depression  subsides, 
daytime  activity  improves  . . . 
mood  fluctuations  lessen  . . . 
sleep  Is  sounder.  Fast  onset  of 
action  and  usually  mild  side 
effects  are  significant  reasons 
for  Norpramin’s  use  in 
depression  of  any  type  . . . any 
degree  of  severity. 


See  package  insert  for  complete 
prescribing  information 


LAKESIDE 


improvement  often  begins  in  2 to  5 days 


IN  BRIEF: 

INDICATIONS;  In  mental  depression  of  any  kind- 
neurotic  or  psychotic. 

CONTRAINDICATIONS:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe 
coronary  heart  disease,  epilepsy.  Should  not  be 
given  within  two  weeks  of  treatment  with  a mono- 
amine oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS;  (1)  Patients  with 
a history  of  paroxysmal  tachycardia.  (2)  Patients 
receiving  concomitant  therapy  with  thyroid,  anti- 
cholinergics or  sympathomimetics  may  experience 
potentiation  of  effects  of  these  drugs.  (3)  Safety  in 
pregnancy  has  not  been  established.  (4)  Perform 
liver  function  studies  in  patients  suspect  of  having 
hepatic  disease. 

PRECAUTIONS:  (1)  Desipramine  hydrochloride 
should  not  be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered  grave.  Sui- 
cidal ingestion  of  large  doses  may  be  fatal.  (2)  If 
serious  adverse  effects  occur,  reduce  dosage  or 
alter  treatment.  (3)  In  patients  with  manic-depres- 
sive illness  a hypomanic  state  may  be  induced.  (4) 
Discontinue  drug  as  soon  as  possible  prior  to  elec- 
tive surgery. 


ADVERSE  EFFECTS:  The  following  side  effects  have 
been  encountered:  dry  mouth,  constipation,  dizzi- 
ness, palpitation,  delayed  urination,  agitation  and 
stimulation  ("jumpiness,”  "nervousness,”  "anxiety,” 
"insomnia"),  bad  taste,  sensory  illusion,  tinnitus, 
sweating,  drowsiness,  headache,  hypotension 
(orthostatic),  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  tremor,  allergy 
(general),  altered  liver  function,  ataxia  and  extra- 
pyramidal  signs,  agranulocytosis. 

Additional  side  effects  more  recently  reported 
include:  seizures,  eosinophilia,  confusional  states 
with  hallucinations,  purpura,  photosensitivity,  galac- 
torrhea, gynecomastia,  and  impotence.  Side  effects 
which  could  occur  (analogy  to  related  drugs)  in- 
clude weight  gain,  heartburn,  anorexia,  and  hand 
and  arm  paresthesias. 

DOSAGE;  Optimal  results  are  obtained  at  a dosage 
of  50  mg.  t.i.d.  (150  mg. /day). 

SUPPLIED:  NORPRAMIN  (desipramine  hydro- 
chloride) tablets  of  25  mg.;  bottles  of  50,  500  and 
1,000;  and  tablets  of  50  mg.  in  bottles  of  30,  250, 
and  1,000. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


of  hypertension 


MllOYLlXli; 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na""  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patients 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


lIHyCLOlHIWIDE 


mild  to  moderate  to  severe 


See  Brief  Summary  on  final  page  of  advertisement 


I 

Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 
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Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL 


MtimiNIIlZIDESmg.witli 

IE»iNE0.25iiig.or(F0lllE)l).5iiig. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


5 f>4. 

CaulKin  feiW»l'U.SA 
lav  prohitNis  dispenses 
•illHHH  pinai(>i<ciR 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


P«LINEliyDI)ICHL0lllDE25iiig. 

witliMEIHyCLOElllfflDESmg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

MEIHVCLOINIAZIDE 


ENDURONYE 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


/nd/caf/ons— Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


TM-TRADEMARK 


itors;  methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

H/arn/ngs— Patients:  1.  No  other  drugs  (particularly  "cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  if  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 


Precaof/ons— Pargyline:  Use  cautiously  at  reduced  dosage; 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g,,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 


/^averse  reactions 


- rargyiine.  urinostatic  hypotension 

and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash  photo- 
sensitivity, jaurrdice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 
F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  156,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


Robert  P.  Gordon,  C.P.A.,  Administrator 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 
F.A.C.A. 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomats  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5b85  Midland,  Texas 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D, 

T.  J.  Coleman.  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D. 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


THE  JOHNS  CLINIC 
720  West  6th  St.,  Taylor,  Texas 


Jay  J.  Johns,  M.D.,  F.A.C.S. 
S.  W.  Lehmberg,  M.D. 
Marvin  J.  Leshikar,  M.D. 

J.  E.  Kirschvink,  M.D. 


C.  J.  Daniel,  M.D. 

R.  C.  Hermann,  M.D.,  F.A.C.S. 
A.  Bryan  Spires,  Jr.,  M.D. 

R.  Dale  Cummings,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 


FIFTH  AVENUE  CLINIC 


Clinical  Allergy  and  Immunology 


650  Fifth  Avenue 


2649  Procter  Street  Port  Arthur,  Texas 


Fort  Worth,  Texas 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 


MEDICINE 

Sidney  E.  Stout.  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


2530  Morgan 


Corpus  Christi,  Texas 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow.  M.D. 
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KELSEY-SEYBOLD  CLINIC 
8624  Fannin  Street  Houston,  Texas  77025 

JA  6-2671 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat.  M.D. 
Eduardo  P.  Wyse,  M.D. 


Pulmonary  Diseases 


M.D., 


H.  Irving  Schweppe, 
F.A.C.P. 

Stanton  P.  Fischer,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Horacio  Jinich,  M.D. 

F.  Scott  O’Neil,  M.D. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia.  M.D. 

Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 

Carlos  F.  Taboada,  M.D. 

OCCUPATIONAL  HEALTH  & 
PREVENTIVE  MEDICINE 
John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 
William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran.  M.D. 
Ricardo  Daichman,  M.D. 

PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D. 
Charles  W.  Ewing,  M.D. 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith.  M.D. 
NEUROLOGY 

Harris  M.  Hauser,  M.D. 
Robert  R.  Pierce.  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson.  M.D. 
RADIOLOGY 

Charles  J.  Fagan,  M.D. 
Edward  H.  De  Mouy,  M.D. 
PATHOLOGY 

Laurence  J.  McCarthy,  M.D. 
DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Mrs.  Martha  Sue  Lowry, 

M.S. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox.  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

Radiology 

Edward  B.  Singleton,  M.D. 

Ophthalmology 

Henry  E.  Wahlen,  M.D. 
Psychiatry 

Albert  Owers,  M.D. 

Clinical  Pathology 

Carl  J.  Lind,  M.D.,  F.C.A.P. 
WiUiam  T.  Hill,  M.D., 
F.C.A.P. 

John  A.  Webb,  M.D. 

F.C.A.P. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Phonocardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann.  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey.  M.P. 

H.  R.  Rose,  M.D 
C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 
Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Jodi  Sapp 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R.  p.  Little,  M.D. 

David  W.  Samuelson,  M.D 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr..  M.D.. 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason.  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S,  Lancaster  Rd..  Dallas,  Texas 
FR  6-6411 

John  B Chester,  M.D..  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  ppch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton.  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2I5I 

David  E.  Krebs.  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 

General  Practice 

J-  H.  Cochrane.  M.D. 

J.  W,  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 


6448  Fannin.  Houston  25,  Texas 


JA  6-2051 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 


Internal  Medicine  and  Diagnosis 


ED  5-4333 


Cardiovascular  Disease 
Charles  D.  Reece.  M.D. 
Thomas  J.  Fatherree.  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Baine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr., 
M.D. 

Dean  C.  Solcher,  M.D. 
Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy: 

Pulmonary  Fkinctions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infectious  Diseases 

Lewie  L.  Travis.  Jr.,  M.D. 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Bindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Diseases 

William  M.  Donohue,  M.D. 
Joel  E.  Reed.  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris.  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D. 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


CONSULTATION  BY  APPOINTMENT 


Mrs.  Evelyn  Farr,  Business  Manager 


Colon  and  Rectal 
Surgery 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 
Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

T^olloQ  T'oY  Q Q 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4500 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 

Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 

A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2715  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  25,  Texas 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 


Ophthalmology  and 
Otolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan.  M.D.,  F.A.C.S. 
C.  B.  Marcum,  M.D.,  F.A.C.S. 

Internal  Medicine 
J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D. 

W.  A.  Riley.  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot.  Jr..  M.D., 


617  South  Tatar  Street 
Pasadena,  Texas  77502 


F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 
Urology 

G.  F.  Dillon.  M.D. 
Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 
B.  B.  Trotter,  M.D, 
BusiTtess  Manager 
R.  L.  Heith 


MANUEL  G.  LAGON,  M.D. 

Diplomate  of  American  Board  of  Surgery  and  the  American  Board 
of  Colon  and  Rectal  Surgery. 

Proctology 

Colon  and  Rectal  Surgery 

909  Eighth  Avenue  ED  2-9513 

Fort  Worth,  Texas 
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Dermatology 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Maligrnancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 
3801  19th  St.,  Suite  500  Lubbock,  Texas 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 

Skin  Maligmancies 

1410  Medical  Arts  Bid®.  Dallas.  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

lUdium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W,  Rosedale  Fort  Worth,  Texas 

Eye,  Ear,  Nose,  Throat 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngologfy 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat.  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  NaUe,  Jr.,  M.D 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  FjV.C.S.,'  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubhock,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 
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Gastroenterology 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 
GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

General  Surgery 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Plan  to  attend  the 

Texas  Medical  Association's 

1968  PUBLIC  RELATIONS 

CONFERENCE 

September  21  Austin 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 
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Internal  Medicine 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  Clinical  Psychology 

♦Harris  M.  Hauser,  M.D.  Joanne  Borba,  M.  A. 

♦Robert  1.  Hauser,  M.D.  Robert  D.  Langston, 

Wayne  Keller,  M.D.  PH.D.,  Consultant 

♦Gerald  Ratinov,  M.D.  Psychiatric  Social  Work 

Ronald  J.  Hauser,  M.D.  Ethel  M.  Feinsilver, 

M.S. 

808  Memorial  Professional  Building 

Houston,  Texas  77002 

CA  4-5041 

♦Diplomate,  American  Board  of  Psychiatry  and  Neurology 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-7181 

VICTOR  E.  SCHULZE,  M.D.,  F.A.C.P. 
VICTOR  E.  SCHULZE,  JR.,  M.D.,  F.A.C.P. 

Diplomates.  American  Board  of  Internal  Medicine 

Internal  Medicine — Cardiology 

219  So.  Magdalen  St.  San  Angelo,  Texas  76901 

Telephones  655-9131 

J.  SHIRLEY  SWEENEY,  M.D.,  F.A.C.P. 

Practice  Limited  to 

Clinical  Evaluation  and  Management 
of  Diabetes 

410  Gilbert  Street 

Gainesville,  Texas 

Neurology/ Psychiatry 

MORRIS  H.  LAMBERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  eD  6-5469 

Fort  Worth.  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 
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CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

swift  5-4023 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

JEAN  M.  B.  SMITH  MOURE,  M.D, 
Laboratory  of  Electroencephalography 

275  Hermann  Professional  Building 

JAckson  2-9187  Houston,  Texas  77025 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Neurological  Surgery 

WILLIAM  J.  NELSON,  M.D. 
Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

Nuclear  Medicine 

Morris  Sanders,  M.D.  Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

Ophthaimoiogy 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building.  6011  Harry  Hines  Blvd. 
Dallas,  Texas 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 

Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmologry 

2300  West  7th  Avenue  Amarillo,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 
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ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 
Dallas,  Texas  RI  8-2712 


LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 
Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 
Houston,  Texas  77002 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson.  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F,  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N,  19th  St.  Abilene,  Texas 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T,  Lazarz,  M.D. 
1817  Dryden  Road  Phone;  JA  9-4389 
Houston,  Texas 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 
Dallas.  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


CHARLES  E.  GRAHAM,  M.D. 
212  South  Cottonwood  Suite  D 
Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 
AD  1-6396 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and 
Upper  Extremity  Reconstructive 
Surgery 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  75246  TA  3-5351 


Drive 

Defensively. 


ORTHOPEDIC  SURGERY  CLINIC 


Published  to  save  lives  in  cooperation  with 


Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 
3702  21st.,  Suite  9 Lubbock,  Texas  79410 


The  Advertising  Council  and  The  National  Safety  Council. 
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Otolaryngology 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

PILCHER  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 

"Mailing  Containers  on  Request" 

“Office  Pickup  Service  in  Houston" 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

Pathology 

DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race.  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 
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NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
dia^ostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  P.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Patholo^  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  0.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1^0  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

Physical  Medicine 

and  Rehabilitation 

DAVID  A.  GRANT,  M.D.,  P.A.C.S. 
MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

TEXAS  REHABILITATION  HOSPITAL 

OP  GONZALES  * 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  68,  GONZALES,  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR..  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

FRANCIS  A.  MORRIS,  JR.,  M.D. 
WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 
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JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

Radiology 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

Thoracic  Surgery 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  street 

Amarillo,  Texas  79106  373-8324 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph;  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4B43 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  8-6421 

Beaumont,  Texas 

JOHN  L.  KEE,  JR.,  M.D. 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

TA  6-5184  LA  8-6125 
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JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 

JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 

HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomats:  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

802  Medical  Plaza,  Corpus  Christi,  Texas  78404 

1415  Third  TU  4-1635 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

Urology 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urologry 

Use  your 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  350  Films 

875  New  Journals  Each  Month 

Extensive  Reprint  Collection 

Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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Rates:  $4.50  per  issue  for  50  words  or 
less,  payable  in  advance.  Deadline  is  the 
20th  of  the  month  preceding  publication. 
Send  copy  to  the  Advertising  Director, 
Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established 
practice  in  Moody,  Texas.  Available  facilities  include  fully  equip- 
ped office  and  three  examining  rooms.  Located  in  Central  Texas, 
Moody  has  a trnde  area  of  3.500.  Interested  physicians  please 
contact  Mrs.  J.  B,  Vandiver,  Frank  Denny,  Mrs.  Ruth  Newman 
or  Leroy  Wall,  Moody,  Texas. 

NEEDED:  ORTHOPEDIST  to  join  14-man  specialty  group. 
New  million-dollar  clinic,  city  35,000  West  Texas,  clinic  adjoins 
accredited  hospital.  No  other  orthopod  in  city,  drawing  area  100- 
mile  radius.  Requires  no  investment.  Generous  salary  and  many 
fringe  benefits.  Call  collect  if  interested.  Will  reimburse  appli- 
cant for  trip  for  interview.  Malone  and  Hogan  Clinic,  Big  Spring. 
Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE 
INTERNIST  to  join  8 man  group  in  progressive  Texas  Pan- 
handle city  of  12,000.  Write  or  call  C.  E.  Rush,  M.D.,  Hereford, 
Texas. 


WANTED:  ONE  INTERNIST.  ONE  GENERAL  PRACTI- 
TIONER AND  ONE  PEDIATRICIAN  to  join  established  group 
in  Dallas,  either  Board  qualified,  or  with  at  least  two  years 
residence,  not  over  36  years  of  age.  Must  have  Texas  license 
or  be  able  to  get  Texas  license  by  reciprocity.  Salary  open, 
depending  on  training.  Partnership  in  two  years.  Group 
has  own  fully  accredited  hospital.  Anyone  interested,  apply  to 
Box  939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  I^U  details  concerning  grroup  and  the  oppor- 
tunities it  offers  will  be  furnished  on  inquiring. 

WANTED— A GENERAL  PRACTITIONER,  but  would  con- 
sider internist ; to  become  salaried  associate  to  a six  man  clinic 
grroup  who  operate  an  accredited  hospital  under  same  roof  with 
clinic  in  a central  Texas  town  of  10,000 : would  be  on  salaried 
basis  for  two  years  as  associate  and  then  become  owner-part- 
ner. Please  reply  to  Charles  A.  Garrett,  M.D.,  216  Craig  Street, 
Hillsboro,  Texas. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical 
and  Surgical  Group  of  Baytown,  Texas,  need  three  general 
practitioners,  one  internist,  one  ophthalmologist,  and  one  E.N.T. 
To  begin  January  1,  1967.  or  thereafter.  Financial  arrangement 
will  be  worked  out  on  an  individual  basis.  Reply  to  Box  109, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise 
with  overworked  GP  in  fully  equipped  clinic.  Choicest  suburban 
area  of  Houston,  Texas,  near  hospitals,  ideal  living.  Income 
limited  only  by  ambitions.  No  money  needed.  For  information 
write  Box  108,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


INTERNIST:  Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  internist.  Would  prefer  a man 
with  an  interest  in  rheumatoid  or  gastroenterology  problems, 
but  this  not  mandatory.  All  the  advantages  of  independent  prac- 
tice with  the  assistance  and  coverage  of  group  practice.  Please 
reply  to  Box  136,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PEDIATRICIAN : Medical  center  located  in  upper  income 
suburban  area  of  Houston  needs  another  pediatrician.  Would 
prefer  man  with  an  interest  in  hematology,  but  this  not  man- 
datory. All  the  advantages  of  independent  practice  with  the 
assistance  and  coverage  of  group  practice.  Please  reply  to  Box 
137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


DERMATOLOGIST:  Medical  center  located  in  upper  income 
suburban  area  of  Houston  desperately  needs  a dermatologist. 
None  within  five  miles,  patient  load  will  be  heavy  from  the 
start.  Liberal  assistance  in  getting  started,  no  investment  re- 
quired. Please  reply  to  Box  138,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


ASSOCIATE  WANTED— Ear.  Nose  & Throat.  Board  eligible 
for  two-man.  Nose  & Throat  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  168,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


ASSOCIATE  WANTED — Internal  Medicine — Board  eligible  for 
eigh^man  Internal  Medicine  Department  with  well  established 
multi-specialty  group  in  Dallas,  Texas.  Partnership  after  two 
years.  Excellent  fringe  benefits.  No  investment  required.  Teach- 
ing opportunities.  Interviewing  expense  paid.  Please  reply  to 
Box  169,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


OFFICE  SPACE  AVAILABLE:  Community  in  major  metro- 
politan area  undergoing  explosive  growth  with  middle  to  upper 
income  families,  has  no  opthalmologist,  ENT,  dermatologist, 
psychiatrist.  Office  space  available  close  to  hospital,  no  invest- 
ment required.  Please  reply  to  Box  114,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin.  Texas  78701. 

WANTED — M.D.’s  to  do  general  practice  with  surgery,  Hous- 
ton area.  Present  doctors  netting  $4,000  to  $8,000  monthly  after 
six  months  practice.  No  investment  required.  Send  resume  to 
Box  179,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED:  GENERAL  PRACTITIONER  on  or  about  Septem- 
ber 1,  1968.  45  minutes  to  downtown  Houston  on  freeway,  25 
minutes  to  Galveston.  Four  and  a half  day  week,  $2,000  monthly. 
Partnership  available  after  one  year.  For  additional  information 
write  Ad-186,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PHYSICIAN  WANTED  : GP  moving  from  six  year  location. 
Choice  area  of  suburban  Houston.  Three  open-staff  hospitals  in 
neighborhood.  Office  and  equipment  available.  No  cash  needed. 
Ideal  for  GP,  internist,  pediatrician  or  OB/GYN.  Please  reply 
to  Ad-158,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

PEDIATRICIAN : Excellent  opportunity  to  join  40-year  old 
physician  in  established  pediatric  practice  in  Austin.  Willing  to 
consider  any  mutually  agreeable  affiliation  ranging  from  office 
sharing  to  full  partnership.  Please  write  Box  181,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

URGENTLY  NEEDED  to  complete  staff  in  422-bed  accredited 
GM&S  hospital,  located  in  the  heart  of  the  beautiful  Texas  Hill 
Country,  board  certified  or  eligible  orthopedic  surgeon,  two  in- 
ternists, and  one  urologist.  Salary  determined  by  training  and 
experience.  Excellent  vacation  and  sick  leave,  insurance,  retire- 
ment, and  other  fringe  benefits.  Please  write:  Director.  VA 
Hospital,  Kerrville,  Texas  78028.  An  equal  opportunity  employer. 

WANTED;  GENERAL  PRACTITIONER.  PEDIATRICIAN, 
INTERNIST  on  staff  of  Denton  State  School.  Base  annual  sal- 
ary $18,000,  extra  $1,000  to  $3,000  if  board  certified,  40  hour 
week  with  ample  vacation  time,  other  fringe  benefits.  Excellent 
community  to  live.  Near  Dallas,  Fort  Worth.  Contact  Medical 
Director,  Denton  State  School,  Box  368,  Denton,  Texas. 

WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to 
join  two  physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital. 
Guarantee  $18,000  net.  Rotate  weekends,  holidays,  etc.  James  C. 
Price,  M.D.,  or  W.  A.  Sievers,  M.D.,  Gonzales,  Texas. 

TEXAS  CITY— We  are  seeking  a young  board  eligible  general 
surgeon  with  interest  in  orthopedics  and/or  urology  to  assist  our 
present  staff  of  eight  physicians.  Salary  commensurate  with  ex- 
perience and  eagerness  to  work.  If  interested,  send  your  com- 
plete resume  to  Stan  M.  Sheppard,  Clinic  Manager,  Beeler- 
Manske  Clinic,  818  5th  Street  N.,  Texas  City,  Texas  77590. 

WANTED : INTERNIST,  board  eligible  or  certified  to  join 
board  certified  internist  in  private  practice  in  a prosperous  and 
growing  community  in  South  Texas,  bordering  Mexico.  Excellent 
opportunity  to  build  own  practice  rapidly.  Excellent  hospital 
available  in  the  community.  Will  share  modern  medical  building 
with  excellent  laboratory  and  x-ray  facilities.  Address:  Victor 
Malagon,  M.D..  802  South  Main,  McAllen.  Texas  78501. 

TWO  PHYSICIANS  WANTED.  City  of  Corrigan.  Texas, 
located  90  miles  northeast  of  Houston,  Texas,  on  Highway  69 
seeking  two  doctors  for  operation  of  modern  18-bed  hospital, 
complete  with  operating  room,  emergency  room,  and  delivery 
room.  Separate  clinic,  rent  and  all  utilities  with  the  equipment 
furnished  free  along  with  housing  accommodations,  if  necessary. 
Corrigan  area,  which  comprises  an  estimated  5,000  population 
now  completely  without  a doctor.  Inquire  through  City  of  Corri- 
gan  Office,  Corrigan,  Texas,  or  call  area  code  713,  EX  8-2566. 

OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTI- 
TIONER to  associate  or  otherwise  with  well-established  general 
practitioner  in  central  Texas  town.  Negotiate  salary.  Have 
Medicare-approved  hospital  of  16  beds  and  32-bed  rest  home 
complex.  Ideal  country  outdoor  living  with  excellent  schools, 
churches,  and  nearby  recreational  facilities.  No  initial  capital 
investment.  Must  see  to  appreciate.  For  information  reply  to 
Ad-187,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


GENERAL  PRACTITIONER  to  have  own  practice  in  modem 
clinic  and  privately  owned  40-bed  hospital.  Suburban  area  30 
miles  north  of  Houston.  Good  schools  and  recreational  facilities. 
Tv'o  associates,  congenial  working  relationship.  Unique  oppor- 
tunity with  high  income,  40  hour  average  work  week,  on  call 
every  third  night  and  third  week-end.  Contact  Norman  E.  Gra- 
ham, M.D.,  Tomball  Hospital,  Tomball.  Texas  77375. 


GENERAL  PRACTICE— DALLAS.  Established  three  man 
group.  Losing  one  man.  General  medicine  and  obstetrics.  No 
office  investment  needed.  Beginning  salary  with  partnership 
after  interval.  Regular  day  off  and  annual  vacation  with  no 
lost  income.  Write  Drs.  Smith  and  Teel,  221  Pleasant  Grove 
Shopping  Center,  Dallas,  Texas  75217. 

LOCUM  TENEMS  WANTED  for  busy  general  practice  in 
Eastland,  Texas,  for  four  to  six  weeks  in  July  and  August.  If 
interested,  please  telephone  M.  A.  Treadwell,  M.D.,  AC  817, 
629-2442. 
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FORMCRIY  AZNOES 

185  N.  WABASH 
CHICAGO,  ILLINOIS  60601 


Founders  of  the  counseling  service  to  the  medical  profes- 
sion, serving  medicine  with  distinction  over  half  a century. 
TELEPHONE:  (Area  Code  312)  726-5682 


SITUATIONS  AVAILABLE  IN  TEXAS 


GEN  PRACT:  (a)  With  IM  inter;  assn  sev  well-est  GP's;  area 
$25M;  coll  twn  not  too  far  Amarillo,  (b)  Join  qual  GP  estab 
20  yrs  grossng  over  $70M;  substnti  sal  sev  yrs  then  assume 
pract  & equip  at  very  modest  cost;  exc  expndg  two  45M  nr 
Gulf,  (c)  W/obg  exp;  assn  long-est  grp  w/exc  din  & hosp 
facil;  $25M  then  %;  NW  Tex.  (d)  Assn  w/FAAGP;  excl  facil- 
ities; active  gen  pract  includ  Ige  amt  gyn  & gen  S,  some  in^ 
dus  work;  area  $22-$24M;  nr  Dallas,  (e)  With  inter  in  surg; 
assn  w/cert  S & 3 FAAGP's;  1st  yr  sal  basis  $18-$20M  then 
prntr;  panhandle;  twn  servg  area  30M. 

INT  MED:  (u)  Dipl;  well-est  grp;  3 in  IM  dept;  excel  facil; 
$25M  1st  yr;  $31 M,  2nd;  about  $40M  3rd;  prtnr  4th  yr  net- 
ting min  of  $50M;  Houston  area;  recommended. 

ORTHO:  (d)  Chief;  multi-sp  grp,  12  cert  or  elig  men  w/excel 
facil;  pref  one  w/sub-sp  in  either  CD  or  GE;  shld  net  $25M 
1st  yr  with  exc  guar;  prtnrshp  2nd  yr;  one  of  W-Texas's 
finest,  fast  growing  cities;  nr  site  of  future  med  schl;  recom- 
mended. 

PSYCHIATRY:  (a)  Med  dir;  comprehensive  mental  hith  cntr; 
new  post;  facil  of  sev  Ige  hosps;  3 psy  consultants  avail; 
area  $30,000  plus  frngs  worth  reqs  Tex  lie;  NE  Tex. 

(b)  Staff;  female  ward;  about  20  patients;  $18M  plus  xtras; 
Ige  med  schl  affil  hosp;  reqs  Texas  lie.  Ige  city;  S-Texas. 

RADIOLOGY:  (f)  Assn  w/cert  R & nuclear  med;  top  professional 
arrangements;  large  city  serving  area  200,000;  W-Texas. 

SURGERY:  (a)  Oppor  build  excel  pract  w/long-estab  multi-sp 
grp  not  too  far  from  Ige  city  w/med  schl;  1 cert  GS,  FACS  in 
dept;  fine  facilities;  financial  arrngments  negotiated. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 
IN  TEXAS  AND  ELSEWHERE 
STRICTLY  CONFIDENTIAL 


IMMEJDIATE  OPENING — position  in  student  health,  male  or 
female.  Starting  salary  $18,000  per  annum.  Usual  school  holi- 
days.  Fringe  benefits.  Teacher  retirement.  74-bed  hospital  and 
clinic  on  campus  of  North  Texas  State  University,  Denton, 
Texas.  Prefer  experienced  general  practitioner.  Texas  license 
required.  Contact  V.  G.  Edgar,  M.D.,  Acting  Director  Student 
Health,  North  Texas  State  University,  Denton,  Texas. 

GENERAL  PRACTITIONER  NEEDED  for  primarily  indus- 
trial medicine  practice.  First  year  salary  negotiable.  Partnership 
in  clinic  thereafter.  Contact  Charles  E.  Cook.  M.D.,  426  Medical 
Arts  Building,  Dallas.  Texas  75201.  Phone  RI  7-3712. 

WANTED;  PHYSICIANS  for  practice  in  new  hospital.  No 

investment.  Office  facilities  in  hospital  building.  Rotate  call. 
Surgical  background  desirable  but  not  necessary.  Income  limited 
only  by  interest  and  ability.  Contact  Jimmie  McManus  or  Dr. 
Fenella  Frey,  201  East  Grant,  Morton,  Texas  79346  or  call 
collect,  area  code  806,  266-5565. 

PHYSICAL  MEDICINE  AND  REHABILITATION  RESL 
DENCY,  three  year,  integrated  with  Baylor  College  of  Medicine 
affiliated  hospitals.  Non-career  $4,830-$6,750.  Career  $9,657-$13,- 
507;  (license  in  any  one  of  states  required).  Non-discrimination 
in  employment.  William  P.  Blocker,  Jr.,  M.D.,  VA  Hospital, 
Houston,  Texas. 

GP  WANTED  to  live  and  practice  in  suburb  of  Austin,  Texas. 
$1,500  monthly  or  60%  of  gross,  whichever  is  greater.  Well- 
established  practice.  Contact  Ad-196,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701,  giving  full  particulars. 

OPENING  FOR  FOURTH  PHYSICIAN  with  group  of  three. 
Facilities  of  100-bed  hospital  available.  Practice  general  surgery, 
obstetrics,  pediatrics,  internal  medicine.  Salary  open  and  part^ 
nership  available.  Prefer  man  35  years  or  younger.  Contact  Rob- 
ert  E.  Chapman,  M.D.,  5808  E.  Belknap,  Fort  Worth,  Texas. 

NEED  PHYSICIAN  for  general  practice  in  Poteet,  Texas. 
3000  population,  20  miles  south  of  San  Antonio,  10  minutes 
away  from  two  hospitals  with  complete  office  facilities  available. 
Contact  A.  A.  Hollub,  Poteet  Pharmacy,  Box  286,  Poteet,  Texas, 
PI  2-3315  or  Dr.  J.  M.  Faggard,  Drawer  V,  Pleasanton,  Texas, 
LO  9-2135. 

WANTED  FOURTH  INTERNIST,  board  certified  or  eligible, 
for  gro^ng  15  man  multi-specialty  group  in  Southwest.  New 
clinic  with  excellent  facilities.  Liberal  fringe  benefits.  Remuner- 
ation negotiable.  Please  reply  to  Ad-200,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


Situations  Wanted 


SEEKING  LOCATION  : Board  eligible  in  orthopedic  surgery. 
Recent  additional  experience  in  childrens  P.  M.  and  S.  Will  ac- 
cept administrative  responsibilities  in  these  fields.  Please  reply 
to  Ad-192,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What 
have  you?  Write  today  I Murray,  3305  Bryan,  Dallas.  Texas 
75204. 


I OR  SALE — 40  Simmons,  six  year  old  hospital  beds  with  either 
table  or  stands  in  mixed  colors.  Excellent  condition,  one  owner. 
Will  sell  all,  in  a first  come,  first  served  basis,  while  they  last 
at  $65  per  set.  Call  Mrs.  Maddox  or  Mrs.  Armstrong,  Colonial 
Acres  Hospital.  Dallas,  Texas.  AX  8-3326. 


DOCTORS  OFFICE  SPACE  AVAILABLE  in  metropolitan 
area  in^  west,  northwest  Houston,  Texas,  undergoing  explosive 
population  growth.  Sixty  suite  professional  building  now  under 
construction  for  completion  in  June,  1968.  A three  hundred 
(300)  bed  general  hospital  is  designed  to  connect  to  the  profes- 
sional building  by  means  of  a second  level  all-weather  walkway 
with  construction  of  hospital  to  be  completed  in  the  near  future 
after  the  professional  building.  Hospital  and  professional  build- 
ing located  in  center  of  47  store  covered  mall  shopping  center. 
Latest  area  popidation  figTires  reflect  250,000  middle  to  upper 
income  residents  in  Memorial  Spring:  Branch  area.  For  complete 
information  call  area  code  713,  464-2711,  or  write  Memorial  City 
Medical  Center,  12345  Kingsride  Lane,  Houston,  Texas  77024. 


SAN  ANTONIO,  Texas’  newest  medical  complex,  offers  office 
spa,ce  in  the  city’s  most  admired  medical  building.  Physicians’ 
Building,  1000  North  McCullough,  newly  constructed  Spanish- 
Moorish  architecture,  mall-effect  with  custom  designed  suites. 
Participating  laboratory  and  x-ray  facilities  on  premises.  Plenti- 
ful free  parking  for  both  patients  and  doctors.  Near  all  major 
hospitals,  expressways,  and  buslines.  Five  physicians,  including 
three  busy  general  practitioners  that  can  supply  patients  to  an- 
other general  practitioner,  or  can  be  a good  source  of  referrals 
to  specialists.  Lease  with  option  to  buy.  Call  or  write  Dr.  Harold 
N.  Cooper,  1000  North  McCullough,  San  Antonio.  Texas  78212. 
Telephone  Pershing  2-7131. 


OFFICE  FOR  GENERAL  PRACTITIONER  OR 
PEDIATRICIAN,  reasonable  rent,  available  in  Ford  Village, 
southwest  Austin.  Occupant  retired.  Dentist  next  door — across 
street  from  school.  Contact  Bert  Ford,  2405  Bowman  Avenue, 
Austin,  Texas  78703.  Telephone  GR  2-5502. 


AUSTIN  MEDICAL  OFFICE  in  complex  with  three  others  in 
vicinity  of  large  hospital  and  medical  center  with  1084  square 
f^t.  Available  at  reasonable  rates.  Call  area  code  512,  GL  3- 
7167  or  write  4303  Balcones  Drive. 


LEASE  PURCHASE,  office  space  available  in 
north  Dallas  suburb.  Specialists  needed  in  a high  population 
grov^h  area.  Add  to  present  compatible  group  of  pediatrician, 
dentist  and  general  practitioner.  Contact  Robert  Anderson  by 
telephone,  area  code  214,  242-5251. 


FOR  SALE  from  doctor's  estate : Ritter  Table,  Model  75 
electric.  Perfect  condition.  $1200.  Bruce  Woodard,  CPA.  4101 
San  Pedro,  San  Antonio.  Phone  area  code  512,  733-7321. 


square  feet,  excellent  location  for  doctors 
office  near  hospital,  in  fast  growing  area.  Rent  or  lease  reason- 
able.  New  drug  and  pharmacy  next  door,  located  on  major 
street.  New  and  modem  building.  Call  or  write  T.  M.  Taylor, 
1718-B  Dalworth  Street,  Grand  Prairie.  Texas,  area  code  214’ 
AN  2-4960  or  AN  4-3923. 


Have  you  investigated  the 

texas 

medical 

association 

members' 

retirement 

trust? 


For  information,  write 

TMA  Members'  Retirement  Trust 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 
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conditions. 
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THIS  MONTH  IN 


Texas 


SCIENTIFIC  ARTICLES 

36  Lactose  Intolerance  with  Lactosuria 


Allen  H.  Kline  is  clinical  assistant 
professor  of  pediatrics,  Baylor  Uni- 
versity College  of  Medicine,  Hous- 
ton, and  academic  chief,  pediat- 
rics, at  St.  Joseph  Hospital.  His 
coauthor,  Manutchehr  Assemi,  was 
chief  resident  in  pediatrics  at  St. 
Joseph  Hospital. 


KLINE 


50  Transvenous  Cardiac  Pacemaker: 

Left  Cephalic  Vein  Approach 

Martin  L.  Dalton,  Jr.,  Lubbock,  a 
diplomate  of  the  American  Boards 
of  Surgery  and  of  Thoracic  Sur- 
gery, has  written  articles  for  more 
than  a dozen  professional  journals. 
He  specializes  in  thoracic  and 
cardiovascular  surgery.  His  co- 
authors, Samuel  M.  King  and  Joe 
0.  Arrington,  Jr.,  also  of  Lubbock, 
specialize  in  cardiovascular  dis- 
eases. 


DALTON 


40  Evaluation  of  Renovascular  Hypertension 

Robert  D.  Allison  is  Director  of  the 
Cardiovascular  Laboratories  at 
Scott  and  White  Clinic,  Temple, 
Texas.  A graduate  of  Wayne  State 
University  College  of  Medicine,  he 
was  an  associate  fellow  in  the  De- 
partment of  Physiology  and  Phar- 
macology at  Wayne,  an  assistant 
fellow  of  the  Michigan  Heart  Asso- 
ciation at  Harper  Hospital  in  De- 
troit, and  was  an  associate  in  the  Department  of 
Physiology  at  Lovelace  Foundation  in  Albuquerque 
before  joining  the  Scott  and  White  staff.  Alejandro 
Duran  is  a former  resident  in  cardiology  and  San- 
tiago A.  Sanchez  is  an  internist  and  cardiologist  on 
the  Scott  and  White  staff. 


ALLISON 


54  Radiological  Case  of  the  Month 

Robert  N.  Cooley,  professor  and 
chairman  of  the  Department  of 
Radiology,  University  of  Texas 
Medical  Branch,  is  guest  editor 
for  a series  of  presentations  spon- 
sored by  the  Texas  Radiological 
Society.  The  first  case  has  been 
prepared  by  F.  Joseph  Carabin, 
resident  in  radiology,  and  Meivyn 
H.  Schreiber,  professor  of  radiol- 
ogy, Medical  Branch,  Galveston. 


46  Transvenous  Pacemaker 

J.  Judson  McNamara  is  a fellow  in  thoracic  and 
cardiovascular  surgery,  Baylor  University  Medical 
Center,  Dallas,  and  has  been  certified  by  the  Amer- 
ican Boards  of  Surgery  and  Thoracic  Surgery.  A 
graduate  of  Washington  University  School  of  Medi- 
cine, he  took  an  internship  in  surgery  at  Peter  Bent 
Brigham  Hospital,  and  remained  there  for  a resi- 
dency. He  also  served  residencies  at  Massachusetts 
General  Hospital  and  at  Children’s  Hospital  Medi- 
cal Center  in  Boston,  and  has  written  many  articles 
for  medical  journals. 


57  Clinicopathologic  Conference 

Participants  in  this  month’s  CPC  from  Baylor  Uni- 
versity College  of  Medicine,  Houston,  are  H.  Irving 
Schweppe,  Jr.,  clinical  assistant  professor  of  medi- 
cine; Thomas  S.  Harle,  associate  professor  of  radi- 
ology; Herbert  L.  Fred,  associate  professor  of  medi- 
cine and  guest  editor  for  this  series;  and  Minoru 
Suzuki,  associate  professor  of  pathology. 
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Ben  B.  White 
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G.  V.  Brindley,  Jr. 
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ON  THE  COVER 

A series  of  presentations  sponsored  by  the  Texas 
Radiological  Society  begins  in  this  issue,  page  54. 
Dr.  Robert  N.  Cooley  of  Galveston  is  the  guest 
editor. 

The  first  case  is  about  a tugboat  captain  who,  when 
he  reached  high  overhead,  had  double  vision  and 
felt  too  weak  to  sound  the  boat’s  foghorn.  A color- 
ful adventure  in  his  past  caused  the  problem,  and 
arteriography  defined  it. 

The  man  on  our  cover  is  a seafarer,  too.  Little  is 
known  of  his  history,  and  nothing  can  account  for 
the  peculiar  appearance  of  the  roentgenogram  of 
his  head — aside  from  the  artist’s  conception  there- 
of, that  is. 


NEXT  MONTH 

In  August,  Texas  Medicine  will  bring  you  a report 
on  RhoGam,  the  newly  released  Rh  immune  globu- 
lin injection  which  may  soon  eradicate  Rh  hemo- 
lytic disease  in  newborns.  Other  topics  will  include 
prevention  of  injuries  to  the  common  bile  duct,  be- 
havioral pediatrics,  maternal  mortality,  neurilemo- 
ma of  the  cecum,  popliteal  compression  syndrome, 
and  topical  chemotherapy  for  precancerous  derma- 
toses. 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers; $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  w/elcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 
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Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, ammophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


°'’'''^PEN*VEE*K 

(potassium  phenoxymethyl  penicillin) 


CEUriFlCArE 


effective  date 


From  the  Hospital’s  Credit  Man: 

is  km  I Deal  pre-KinM!" 


That,  of  course,  is  what  that  handsome  Blue  Cross/ Blue  Shield 
I.D.  card  means,  to  the  hospital.  And  to  a large  degree,  to  the 
doctor.  It  means  the  patient  has,  either  through  an  employed  group 
or  individually,  budgeted  his  hospital-medical  care,  and  taken  care 
of  most  or  all  of  the  bills,  in  advance.  Blue  Cross/ Blue  Shield,  of 
course,  acting  as  his  disbursing  agent. 

What  a lot  of  credit  red-tape  and  office  work  this  cuts  out! 
Wouldn’t  it  be  wonderful  if  everyone  had  Blue  Cross/ Blue  Shield? 
(By  the  way,  do  you?) 


BLUE  CROSSlP^BLUE  SHIELD" 


GROUP  HOSPITAL  SERVICE.  INC 


GROUP  LIFE  4 HEALTH  INSURANCE  COMPANY 

OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  E.XPRESSWAY  • DALLAS,  TE.XAS  75222 
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‘‘Everything  looks  fine, 

but  we  should  do  something  about  that  extra  weight  you’re  putting  on.” 


6 


TEXAS  MEDICINE 


Get  them  while 
they’re  easily  reversible 


Obesity  doesn  t happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better — during  the  first  10  to  1 5 pounds  of  weight  ^sin. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate.-  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate;  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/c/e£/fecfs.- Overstimulation  of  thecentral  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEC  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels" 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

*“SexuaI  impotence  treatment  tiith  methyl  testosterone  - thyroid  (ANDROID)  a CannOt  be  disputed. 

double  blind  study"  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy  of  reproductive  organs  in 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease,  hypertension  unless  the 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed, role  of 
chemotherapy 


Choice  of  4 strengths 


also  available  with  ESTROGEN 


Android-E 


Each  Tablet  Containsi 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/8  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid  50  mg. 


Android 

Each  yellow  tablet  confains; 
Methyl  Testosterone  . .2. 5 mg. 
Thyroid  Ext.  (1/6  gr.)  .10  mg. 


Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 


Android-HP 

HIGH  POTENCY 

Each  red  tablet  contains; 
Methyl  Testosterone  ..5.0  mg. 


Thyroid  Ext.  (Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 


Thyroid  Ext.  (1  gr.)  ..  64  mg. 

Glutamic  Acid  50  mg, 

Thiamine  HCL  10  mg. 


Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


RtfCR  TO 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ..  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


Bottles  of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St.,  Los  Angeles,  Callt.  90057 


INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen-only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t i.d  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens; 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTPA-tNDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


For  the  treatment  of  the  aging  patient 

apathy 

irritability 

forgetfulness 

confusion 


Cerebro-Nicin 


i® 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


17% 


POOR  FAIR  GOOD 

CEREBRO-NICIN'®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient.  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole 100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Gtutamlc  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE;  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  ntacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 

PDR 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO 

f 2500W.6th  St., Los  Angeles, Calif.90057 
W^nfe  for  Product  Catalog 
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A simplified  approach 
to  the  practice  management 
of  hypertension 


PARCilLIXIi: 


MininCIOTHIAZIDK 


PAKGYIJNF. 


DFSFllPIDIIVE 


PAKRYLIXF 


MKTHIYLOTHIAZIM 


>iiiniY(:L()rHiA/ii)i: 


DESFKI’IDIIVF 


iMIiTHlCLirnilAZIlHi 


>IETHYCIA)THIAZI«i:  DESERPIDliXE 


RPIRliMi; 


PARRYLIAE 


RESERPiRIAlV"  ’ 


METlIYCLOn 


■RlilSIiRPIRINli^S 


PARGYLIAE 


CLOTHIAZlDli: 


METHYCLOIHIAZIDE 


RRYLIXE 


PARGYIJNE 


ERPIRINE 


PARGYLIAE 


RESEUPIDIMi; 


ERPIDIXE 

n 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na""  output, 
yet  easy  on  the  K"" 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


llHyClOIHIAZlOE 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL 


METHVi;L0THIAZIDE5nig.with 
DESERPIDINE  0.25  mg.  or(EmiE)  0.5  mg. 


mild  to  moderate  to  severe 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


EUTRON“ 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


taKGcMMd)  N0724I: 


HfcHocRIooile  fW 

CMtran  Fetfeiai'USA 
In  prohibit  (topenimk 
ailboul  ptncifplicfl 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 

Pil]yLINEHyDII0CHL0RIDE25iiig. 
with  MEEHyCLOlHMDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


ENDURON 

ItlETUfClOTHMZigE 


ENDURONYi: 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Contraindications— Pheoctrromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

IVarnmgs— Patients;  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  Is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/ons— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide;  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — PargyWne:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  In  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATINV  Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


KHROSTATIN*  V 

Ht! 

*»*»  SrSMTlN  - 

iAPsf  f 


329-8/6094 


^aiomiAt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


^aAomut 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . .0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE:  Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


.'Vasomist 


(ANTIHISTAM(NIC) 


'ANTlHISTAMlNfCI 

h4'  • - i-l 

Hcl 


•JOft  Hfrl  - 
SolttiinH 


* 


vdsonusT 


iPLAlN) 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 

Integrity  is  Your 
Guarantee 
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TEXAS  MEDICINE 


BROMSULPHALEIN® 
IN  A COMPLETE. 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  nov/  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC 


BALTIMORE,  MARYLAND  21201 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


) 


An  anorectic  will  help  her  lose  weight- 
but  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 


That’s  why  Abbott  offers 
you  a pill  plus  a program. 


ABBOTT 


The  Product 


For  smooth  appetite 
eontrol  plus  mood 
elevation 


DESOXYN"^  Gradumet®  ^ ^ ^ 

Methamphetamine  Hydrochloride  5 mg.  10  mg.  15  mg. 

in  Long-Release  Dose  Form 


PPr  patients  who  cant 
take  plain  amphetamme 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 


3 I 

FRONT  SIDE 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


] 

FRONT  SIDE 


The  Program 


hVei^ht  Co7lt7~ol  Booklet  written  to  help  your  patients  under- 

**  stand  why  they  are  overweight,  and  what  they  can 

do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 


tht» 

j 

ijanr 


Food  Dia7y 


Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 


Pictu7v  Me7iu  Booklet 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  8oi444 


Ask  Your  Abbott  Man  For  Free  Supplies 


Please  see  Brief  Summary 
on  next  page. 


Brief  Summary 

DKSC)X\N®Giaduinet® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DESBirrAl!  10  Gradunict 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DKSHirrAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


Indications:  Dcsoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, lor  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a v^asopressor  agent  or  ana- 
leptic. 

Contraindications:  Me t ham p beta- 
mine  (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  o.xidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 


Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroid ism,  old  age,  or  those 
sensitive  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  psychic  dependence. 
Careful  superx  ision  is  necessary  to 
avoid  chronic  intoxication  and 
drug  dependence. 

Amphetamine  side  effects  such 
as  headache,  excitement,  agitation. 


palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depre.ssion  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 


tal (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  ex- 
cessive sedation  with 
Desbutal  is  often  transient. 


801444 


anticostive^ 

hematinic 


PERITIXIC^ 

FHematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  megm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

t Bottles  of  60 


anticostive,  adj.  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


A Division  of  American  Cyanamid  Company 


Pearl  River,  New  York  10965 


488-7-6062 
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TEXAS  MEDICINE 


Diagnostic  Products  Sales,  The  Dow  Chemical  Company,  Midland,  Michigan  48640. 


You  won't  have  to  wait  for  these  results  to  come  back  from  the  lab. 

Because  now  you  can  do  blood  chemistry  tests  in  your  own  office.  With 
Diagnostest*  reagents  and  instruments.  You  get  accurate,  precise  results 
in  minutes.  And  we  teach  your  nurse  or  medical  assistant  to  do  the  tests. 
The  system  can  be  used  to  measure  hemoglobin,  glucose,  cholesterol, 
urea  nitrogen,  total  bilirubin  and  uric  acid.  Write  today  for  full  details. 


•Trademark  of  The  Dow  Chemical  Company 


yOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


Th 


FACT  L LEGEND 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPART/INS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES! 


IS  GREATEST  IN  THE  MONTHS; 
DIP"  JANUARY- FEBRUARY  AND  MAY- JUNk 


JANUARY- FEBRUARY  AND  MAY- JUNE 

^OVERWEIGHT  PEOPLE! sj? , 

ARE  LEAST 


INTERESTED 


IN  DIET  IN 

DECEMBER . 


f — \ 

II 

M 

T*Cost  of 

AMBAR  EXTENTABS 

IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  mPORTANT  FACTOR 
H LONG-TERM  TNERAPY/ 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR*. 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 

A.  H.  ROBINS  COMPANY,  >l,U.nriPIMC 
RICHMOND,  VA.  23220  ^ '*  l/UDltMj 


JUDGE  ANTIBIOTIC 


HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution;  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIir 


brand 


lYIWYXIN  B-BACITRACIN-NEOiYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y 


New 


Tegretol' 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  Initial  blood  tests  should  rule  out 
use  of  the  drug-  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 

Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
w/ith  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I. ’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  rnay  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  diaeasa, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  drug 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  treat-i 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  The 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liver 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tonom- 
etry, are  recommended  for  patients  being  treated  with  this  drug  since 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  eye 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated  withi 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reecllons  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytosis,! 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities  in 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fre- 
quency, acute  urinary  retention,  oliguria  with  elevated  blood  pressure, 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  urine 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigue, 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speech’ 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  and 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrome 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
derrnatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  erythem 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythema- 
tosus, gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anorexia 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cranips 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hypo- 
tension, syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  effect 
are  drug-related  is  not  known.  However,  some  of  these  complications  hav( 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should  be 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  meals 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter  the  dose 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  hours 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg  and 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patients 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  ranqe 
between  200  mg.  and  1200  mg.  daily.  ^ 

At  least  once  every  3 months  during  treatment  period  attempts  should  be 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  100  and  1000.  (B)46-820-A 

For  complete  details,  please  see  Prescribing  Information. 

Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


uncommon  relief  of 
unoommon  pain 


HY.61  13 


A little 


Just  one  50  or  100  mg. 
tablet  in  the  morning  con  i 
work  a long  diuretic  day 
in  edema  and  hypertensic 


lygroton^  can  work  a long  day  too 

ilorthalidone 


nat's  because  of  its  prolonged 
ction,  usually  providing  smooth 
iuretic  activity  throughout  the  day. 
nd  one-a-day  dosage,  in  the 
)ng  run,  means  few  tablets  to  take 
nd  few  tablets  to  pay  for. 


Hygroton,  brand  of  chlorthalidone, 
may  mean  troublesome  side  effects 
for  certain  patients.  And  you  can't 
prescribe  it  in  cases  of  demonstrated 
hypersensitivity  to  the  drug  or  in 
severe  renal  or  hepatic  diseases. 


Before  writing  it  for  your 
patients,  please  check  the 
Prescribing  Information. 
It's  summarized  on  the 
next  page. 


hlygroton 

hlorthalidone  in  edema  and  hypertension 


Geigy 


in  edema  and  hypertension 

A little  Hygroton*  can  work  a long  day 

chlorthalidone 

] 

i 

i 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possibility 
of  small  bowel  lesions  (obstruction, 
hemorrhage,  and  perforation)  should 
be  kept  in  mind.  Surgery  for  these 
lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue 
enteric-coated  potassium  supplements 
immediately  it  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastroin- 
testinal bleeding  occur. 

Use  with  caution  in  pregnant  patients. 
Since  the  drug  may  cross  the  placental 
barrier,  adverse  reactions  which 
may  occur  in  the  adult  (thrombocy- 
topenia, hyperbilirubinemia,  altered 
carbohydrate  metabolism, etc.)  are 
potential  problems  in  the  newborn. 
Precautions:  Antihypertensive  ther- 
apy with  this  drug  should  always 


be  initiated  cautiously  in  postsym- 
pathectomy patients  and  in  patients 
receiving  ganglionic  blocking  agents 
or  other  potent  antihypertensive 
drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by 
at  least  one-half.  Barbiturates,  nar- 
cotics or  alcohol  may  potentiate  hypo- 
tension. Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  It  po- 
tassium depletion  should  occur  during 
therapy,  the  drug  should  be  discon- 
tinued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not  rec- 
ommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 


weakness,  restlessness,  hypergly-  ! 
cemia,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 
sion, aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis, 
impotence, dysuria,  transient  myopia, 
skin  rashes,  urticaria,  purpura,  necro-  ; 
tizing  angiitis,  acute  gout,  and  pancrea- 
titis when  epigastric  pain  or  unex- 
plained G.l.  symptoms  develop  after 
prolonged  administration.  Other  reac- 
tions reported  with  this  class  of  com- 
pounds include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  j 

other  day.  j 

Availability:  White,  single-scored  j 

tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R2-46-230-D 
For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HY-6113 


whenever  anxiety  induces  or  intensifies  clinical  symptoms 


Ubrium 

(chlordiazepoxide  HCl) 

Quickly  relieves  anxiety  ~ Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination, on  proper  dosage- 

Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows ; 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving)  .Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  {e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 

Roche® 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunaion  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Ora/— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  of 
50.  Libritabs'^’''*'  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets 
are  indistinguishable. 


Also  available:  hihritaW (chlordiazepoxide)  5-7ng,  10-?ng,  2^ -mg  tablets 


Part  of 
the  fine  art 
of  medicine 


DARVON* 

COIVlPOUND-65 


Each  Pulvule®  contains  65  rag.  propoxyphene  hydrochloride, 
227  rag.  aspirin.  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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Help  for  the  Health  Professions 

RECENTLY  a document  of  major  importance  to 
every  member  of  the  health  professions  was  pub- 
lished. This  is  the  report  of  the  National  Advisory 
Commission  on  Health  Manpower  to  the  President 
in  response  to  a charge  made  by  him  in  mid-1966 
and  is  of  sufficient  import  to  be  required  reading 
for  all  of  us.*  The  Commission,  composed  of  laymen, 
educators,  and  physicians,  has  gathered  information 
about  us  and  the  people  whom  we  serve,  has  made 
an  accurate  analysis  of  the  health  care  system  in 
America,  and  has  made  some  significant  recommen- 
dations. 

President  Johnson  said  on  receiving  the  Report 

. . it  can  move  us  much  closer  to  our  national  goal, 
which  is  good  health  care  for  every  citizen,”  and  he 
further  expressed  the  desire  that  everyone  involved 
and  concerned  with  the  delivery  of  health  services 
and  with  education  for  the  health  occupations  should 
review  the  report  and  make  appropriate  suggestions 
to  the  Secretary  of  the  Department  of  Health,  Edu- 
cation and  Welfare.  As  important  as  is  the  report, 
even  more  important  is  this  fact ; that  the  responsi- 
bility for  solution  of  these  problems  rests  with  the 
people.  The  report  states  ‘h  . . government  alone  is 
not  big  enough  to  solve  the  problems  of  health  care 
for  the  American  people.”  It  further  states  that  the 
enormous  resources  of  the  private  sector : the  health 
professions,  voluntary  agencies,  religious  and  educa- 
tional institutions,  hospitals,  organized  labor,  busi- 
ness and  industry,  and  concerned  citizens  must  be 
applied  to  reshape  effectively  the  health  care  system 
to  meet  the  needs  of  all  of  us.  Voluntary  acceptance 
of  responsibility  is  always  the  most  effective  means 
of  solving  problems,  but  the  time  is  short,  and  if  we 
are  alert  we  Avill  accept  a lesson  from  the  manage- 
ment of  another  problem  of  our  times,  that  of  the 
neglected  urban  centers. 

As  with  all  things,  action  must  begin  with  the  in- 

♦Report  of  the  National  Advisory  Commission  on  Health  Manpower,  Vol.  I 
(Nov.)  1967 ; available  from  Superintendent  of  Documents,  US  Govern- 
ment Printing  Office,  Washington,  D.C.  20402. 
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dividual.  Are  you  as  an  individual  member 
of  the  health  care  team  doing  your  share? 
Do  you  participate  in  your  county  medical 
society  activities  ? Do  you  work  with  hospital 
staff  committees  on  utilization  and  on  means 
of  holding  hospital  costs  down?  Do  you  meet 
with  community  health  organizations  to  de- 
termine additional  health  care  needs  and  the 
means  for  providing  them?  Do  you  discuss 
problems  with  health  insurance  carriers  to 
determine  ways  of  preventing  the  abuses  we 
all  know  exist?  Do  you  talk  to  high  school 
career  clubs  about  our  profession  and  en- 
courage young  men  and  women  to  seek  addi- 
tional advice  on  the  educational  require- 
ments? Do  you  work  in  indigent  care  clinics 
in  your  community  to  determine  firsthand 
the  magnitude  of  the  problem?  These  are  the 
things  we  can  all  do  today  while  we  gather 
the  information  necessary  to  make  our  plans 
for  tomorrow.  If  we  are  “too  busy”  to  do 
these  things,  we  will  find  that  society  has 
demanded  solution  of  these  problems,  and  in 
our  absence  has  found  other  ways  to  solve 
them.  This  is  clearly  a situation  which  calls 
for  our  action  without  waiting  for  “them” 
to  do  what  is  needed. 

Let  us  not  delude  ourselves  with  the 
thought  that  the  health  care  system  in  Amer- 
ica is  so  good  now  that  it  cannot  be  improved. 
It  is  good,  but  it  can  and  must  be  made  better 
if  we  are  to  meet  our  obligations  as  citizens 
and  physicians. 

— F.  C.  Pannill,  M.D.,  Dean, 
The  University  of  Texas 

Medical  School  at  San  Antonio. 


Food  Con  Affect  Bladder 

OCCASIONALLY  a patient  will  ask,  “Doc- 
tor, can  food  affect  my  bladder?”  Thirty 
years  ago  I answered  with  a vigorous  “No!” 
Twenty-five  years  ago  I hedged  with  a 
“Well,  maybe.”  For  at  least  20  years  I have 
replied,  “Yes,  foods,  as  well  as  inhalants,  can 
affect  your  bladder.  And  since  you  asked  this 
question  you  must  suspect  some  food.” 

Allergic  reactions  involving  the  urinary 
tract  seldom  are  suspected.  In  the  acute  un- 
complicated state  these  symptoms  are  of 
short  duration,  and  urinary  frequency,  burn- 
ing, urgency,  and  nocturia  gradually  sub- 
side. If  the  food  is  eaten  within  a short  time 
the  same  symptoms  recur.  Since  the  urinaly- 
sis is  normal  the  physician  assumes  that  the 
patient  is  exaggerating  or  is  psychoneurotic. 
If  urinary  symptoms  occur  during  an  aller- 
gic reaction  involving  other  systems  of  the 
body  (such  as  respiratory,  gastrointestinal 
tract,  or  skin)  treatment  will  relieve  the 
urinary  symptoms  also. 

The  most  common  foods  causing  urinary 
tract  allergy  are  citrus,  tomato,  condiments, 
chocolate,  nuts,  and  seafoods.  If  the  atopic 
patient  is  reactive  to  a food  it  must  be  elimi- 
nated since  it  is  not  possible  to  desensitize 
the  patient  to  foods. 

Pollens  from  trees  (oak  and  pine)  and 
grasses  (Bermuda  and  Johnson)  also  can 
cause  allergic  reactions  in  the  urinary  tract. 
By  desensitization  these  atopic  patients  can 
be  given  prompt  and  lasting  relief  from  their 
symptoms. 

— Norborne  B.  Powell,  M.D., 

Houston. 


30 


TEXAS  MEDICINE 


Responsibility  in  Child  Core 

IN  THE  CARE  of  children  one  is  faced  with 
not  only  the  patient,  but  the  solicitous  par- 
ents and  oversolicitous  grandparents.  This 
results  frequently  in  much  pressure  being 
exerted  upon  the  physician  to  administer 
drugs — mostly  the  so-called  “miracle  drugs” 
that  cure  everything  in  such  short  order.  In 
many  instances  the  busy  individual  physician 
feels  that  these  save  him  time,  and  he  com- 
plies even  when  these  drugs  are  not  request- 
ed. This  is  not  medical  responsibility ; this  is 
medical  license. 

The  public  image  of  the  doctor  has  de- 
creased considerably  in  recent  years.  The 
control  of  medicine  which  has  been  sought 
by  passage  of  laws  has  resulted  because  of 
the  feeling  that  the  practice  of  medicine  is 
primarily  a business  and  secondarily  a pro- 
fession. This  concept  unfortunately  has  been 
the  result  of  conditions,  some  of  which  are 
beyond  Medicine’s  control  and  some  of  which 
are  due  to  the  change  in  attitude  within  the 
medical  fraternity.  Seeing  too  many  children 
in  the  office  during  normal  eight-hour  days 
makes  it  impossible  to  devote  time  to  moth- 
er’s questions,  to  explanations,  and  to  the 
giving  of  drugs  for  each  and  every  illness. 

To  restore  the  image  of  medicine,  we  must 
take  time  to  show  concern  for  our  patients’ 
problems.  Large  or  small,  to  them  they  are 
important.  In  your  examining  room,  a pa- 
tient should  feel  that  he  is  the  only  one  of 
concern  to  you,  which  should  be  the  case 
while  you  are  with  him.  Don’t  be  insincere; 
most  can  see  through  this. 

It  is  our  responsibility  to  prepare  our- 


selves well  to  practice  medicine  and  to  see 
that  we  maintain  this  ability  by  keeping 
abreast  of  knowledge  about  care  of  the  sick. 

All  of  this  is  not  without  its  own  rewards 
— satisfaction,  prestige,  and  financial  income 
— for  which  no  apologies  need  be  made. 

How  nice  it  is  to  be  introduced  as  “Dr. 
Smith,  who  takes  care  of  my  child.” 

— Paul  R.  Meyer,  M.D., 
Port  Arthur. 


commentary 

The  “Rising  Cost  Of 
Medicai  Care”  Subterfuge 

The  American  public,  including  physicians, 
is  being  psychologically  conditioned  for  fed- 
eral control  of  medicine  by  the  repetitious  and 
urgent  publicity  given  to  the  “rising  costs  of 
medical  care.”  The  combined  political-psycho- 
logical exercise  which  the  proponents  of  fed- 
eral medicine  are  using  to  facilitate  their  aim 
consists  of  first  urgently  calling  attention  to 
the  problem  of  rising  expenditures  for  medi- 
cal care.  They,  however,  have  labeled  the 
problem  falsely.  Then  through  this  subter- 
fuge they  hope  to  secure  legislation  to  place 
those  factors  which  control  cost  under  their 
auspices.  In  this  case  the  factors  involved 
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are  doctors  and  hospitals.  The  problem  of  in- 
creasing expenditures  with  its  adverse  infla- 
tionary effects  on  the  economy  will  continue 
unabated  and  will  require  even  more  strin- 
gent government  intrusions  on  personal  lib- 
erty. 

Although  the  cost  of  medical  care  is  rising 
it  is  not  out  of  proportion  to  the  general  in- 
flationary trend  caused  by  many  factors 
such  as  labor’s  demands  for  higher  wages, 
minimum  wage  laws,  welfare  programs, 
higher  taxes,  and  increased  demands  for 
medical  care.  But  that  which  is  called,  “in- 
creased costs  of  medical  care”  should  be  “in- 
creased expenditures  for  medical  care.”  The 
latter  problem  is  out  of  the  realm  of  respon- 
sibility of  hospitals  and  physicians  and  is 
also  out  of  their  power  to  control.  “Increased 
expenditures”  are  brought  about  by  over- 
utilization of  medical  facilities  and  manpow- 
er. As  an  entirely  different  problem  from 
“increased  costs,”  an  entirely  different  ap- 
proach will  be  required  for  solution. 

The  problem,  how  to  curtail  public  over- 
utilization of  medical  facilities,  was  com- 
pletely avoided  in  a recent  HEW  directive 
regarding  experimental  methods  of  estab- 
lishing incentives  to  “encourage  doctors  to 
avoid  providing  unnecessai’y  care.” 

The  basic  mechanism  which  generates  in- 
creased expenditures  is  fairly  simple  and  is 
related  to  health  insurance  coverage.  Many 
persons  believe  that  having  all  citizens  cov- 
ered by  voluntary  health  insurance  will  re- 
lieve pressure  for  government  control.  This 
is  not  true.  Such  complete  coverage  will 
cause  even  greater  pressure  for  federal  con- 
trol because  the  greater  the  coverage,  the 


greater  the  problem  of  overutilization,  the 
greater  the  expenditures,  and  therefore  the 
greater  the  demands  for  controlling  the  er- 
roneous problem,  “rising  costs.” 

The  concept  of  health  insurance  is  a good 
capitalist  concept  and,  as  any  other  insur- 
ance, is  based  on  the  individual  expenditure 
of  a relatively  small  sum  for  protection 
against  a statistical  risk  of  financial  loss. 
But  if  misuse  of  insurance  continues  to  pro- 
duce a steady  but  false  rise  in  the  statistical 
incidence  of  illness,  then  the  natural  econom- 
ic consequence  is  a progressive  rise  in  total 
expenditures  for  “illness,”  or  increased  total 
expenditures  for  services  of  doctors  and  hos- 
pitals. The  physician’s  cost  per  unit  service, 
however,  remains  steady,  fluctuating  only 
because  of  necessary  increase  in  overhead. 
Only  when  this  cost  per  unit  service  increas- 
es is  there  a true  rise  in  cost  of  medical  care, 
not  when  a patient  chooses  to  over  utilize  an 
insurance  policy.  For  instance,  a Medicare 
patient  may  have  previously  seen  his  doctor 
four  times  a year  at  a cost  of  $5  per  visit. 
But,  with  no  economic  restraint,  he  may  now 
elect  to  see  him  every  month  for  a total  of 
$60  per  year.  This  is  a threefold  increase  in 
expenditures  with  no  change  in  the  doctor’s 
per  unit  charge.  From  the  government  view- 
point, however,  this  is  a threefold  increase 
in  its  “costs”  and  this  figure  is  the  one  pre- 
sented to  the  public.  A comparable  situation 
exists  in  private  insurance  when  the  patient 
has  two  or  more  policies.  A $250  actual  med- 
ical cost  can  be  doubled  or  tripled  actuarial- 
ly  when  two  or  more  claims  are  filed. 

Before  insurance,  the  patient’s  desire  to 
utilize  medical  facilities  was  balanced  by  his 
ability  to  pay.  But,  after  insurance,  many 
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individuals  began  to  think,  “I  need  and  I 
want  medical  services  and  someone  else  is 
going  to  pay  for  it  because  I’m  paying  them 
to  pay  for  it.”  So  the  insurance  company  be- 
came the  financial  ballast  for  the  patient — 
the  third  party. 

A man  lives  in  a certain-priced  home  be- 
cause it  represents  a balance  between  his  de- 
sires and  his  ability  to  pay,  but  what  price 
home  would  he  have  or  how  many  would  he 
have  if  someone  else  were  footing  the  bill? 
He  could  overutilize  the  home  building  in- 
dustry and  thus  “costs  would  go  up.”  That 
is  what  is  happening  today  in  medicine. 

To  stay  out  of  the  red,  insurance  carriers 
and  the  government  say  to  the  doctor,  “In 
the  interest  of  making  life  easier  for  us  and 
making  our  book  work  easier,  and  keeping 
us  out  of  the  red,  we  think  you  ought  to  sub- 
scribe to  our  fee  schedules  and  drug  lists  to 
keep  costs  of  medical  care  down.”  The  inher- 
ent conflict  between  the  third  party  and  the 
doctor  is  in  their  asking  the  doctor  to  police 
utilization,  an  economic,  not  a medical,  func- 
tion, and  to  abide  by  their  fee  schedules  and 
drug  lists  in  order  to  keep  their  “costs” 
down.  Since  there  is  no  contract  between  you 
and  the  third  party,  to  do  so  you  must  sub- 
mit voluntarily.  The  government  refuses  to 
recognize  the  real  problem  and  thus  will  con- 
tinue to  search  in  the  wrong  direction  for  an 
answer.  It  is  much  more  feasible  politically 
to  coerce  the  doctor  into  accepting  fee  sched- 
ules or  capitation  plans  for  a make-believe 
solution  to  the  problem  than  it  is  to  enforce 
public  financial  responsibility. 

Are  you  going  to  passively  allow  your 
freedom  to  be  sacrificed  in  order  to  promote 


the  economic  and  political  interest  of  those 
who  hypocritically  fly  the  flag  of  public 
trust? 

— Ben  B.  White,  M.D.,  Houston. 


QUESTIONS 

iMM 

AND 

ANSWERS 

Withholding  of  Records 

May  a physician  ethically  withhold  a former  pa- 
tient’s medical  records  for  nonpayment  of  medical 
fees? 

In  response  to  an  increasing  number  of  com- 
plaints pertaining  to  withholding  of  records  and  in- 
quiries from  county  medical  societies  on  what  action 
should  be  taken,  the  Board  of  Councilors  of  the  Texas 
Medical  Association  has  made  the  following  ruling: 

It  is  unethical  for  a physician  to  refuse  or  improp- 
erly delay  a valid  request  for  the  delivery  of  informa- 
tion on  a former  patient's  medical  records  to  a suc- 
ceeding attending  physician  because  the  patient  has 
not  paid  his  bill. 

Such  practice  of  withholding  records  is  improper 
and  unprofessional  conduct  for  a physician.  The  phy- 
sician’s first  responsibility  is  the  care  and  welfare  of 
the  patient.  Other  means  are  available  for  the  collec- 
tion of  fees. 

—JAMES  H.  SAMMONS,  M.D., 
Houston,  Chairman,  TMA  Board 
of  Councilors. 
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There  were 

525,000  minutes  last  year. 

A registered  Francis  nurse  was 
on  watch  every  single  one  of  them. 


That  s the  kind  of  attention  your  pa- 
tients receive  at  every  Francis  facility 
in  Texas.  We  have  registered  nurses  on 
duty  24  hours  a day,  all  of  them  experts 
in  the  famous  Francis  brand  of  "hospi- 
telity.  ' We're  fully  staffed,  fully 


equipped,  fully  qualified  for  all  pro- 
grams. You  can  be  sure  if  you  recom- 
mend a F rancis  Convalescent  Center  or 
Fiancis  Flospitel,  conveniently  located 
all  over  Texas  in  the  cities  listed  be- 
low. 


fr^ncisT 

HOSPiTELS 

INCORPORATED 


FRANCIS?^ 

I CONVALESCENT 
CENTERS 

oiviMON  CM  >*«Mcn  11 


A^KTi^i^  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT  CENTERS 

Ph  3!?19nv  ho!?.!ton  Vfl  Francis Co„vareL„7ce„teF™0  6"  Av^^^^^^ 

Center  S'Su?nvb!?o^  Ph^ggsv  LONCv'lFvS  CORPUS  CHRISTI:  Francis  Convalescent 

San  Pedro  ManT  orwe,?R„“SrPh  ^rT^pi’RV^r'HSR  ^hyS.lde^^'? 

valescent  Center,  3g00  Highway  365,  Ph.  727-1651.  i eUK  I AK  I HUR.  The  Golden  Triangle  Con- 
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...needs  for  expanding 
educational  opportunities  are  urgent 


One  of  our  greatest  and  immediate 
responsibilities  is  to  help  provide  enough 
physicians  to  administer  good  medical  care  to 
the  people  of  Texas.  This  rvill  be  difficult 
in  view  of  the  increasing  population,  the  demands 
for  greater  quantities  of  medical  care,  the 
enactment  of  new  pirograms  to  provide  medical 
services  financed  by  the  federal  government, 
and  the  remarkable  expansion  of 
biomedical  research. 

T\drereas  Texas  has  three  well-established  and 
highly  regarded  medical  schools,  and  an 
excellent  new  school,  authorities  agree  that  the 
needs  for  expanding  educational  opportunities 
are  urgent.  The  physician  shortage  in  Texas 
is  real  and  it  will  become  acute  unless  prompt 
action  is  taken. 

Medical  schools  are  exerting  definite  efforts 
to  supply  more  and  better  qualified  physicians. 
Curricula  are  being  innovated  for  greater 
flexibility  and  individualization.  Exceptional 
students  may  be  considered  for  advanced 
standing.  Each  school  plans  expansion  of 
facilities: 

1.  The  Liniversity  of  Texas  Medical  Branch 
in  Galveston,  our  oldest  and  largest  school, 
encompasses  a state-supported  teaching  hospital, 
the  Shriners  Burns  Institute,  and  the  new 
School  of  Allied  Health  Sciences.  A major 
expansion  in  the  basic  and  clinical  sciences  is 
developing,  and  a basic  science  building  and 

a new  animal  care  center  are  being  built. 

The  USPHS  plans  a new  hospital  in  the 
University  Center. 

2.  The  University'  of  Texas  Southwestern 
Medical  .School  in  Dallas,  with  an  excellent 
academic  program,  is  undergoing  major  expansion 
of  the  physical  plant  and  has  plans  for  a new 
basic  sciences  building  and  libran’.  Increased 
emphasis  will  be  placed  on  teaching  in  the 

life  sciences  as  composed  of  physical  and 
biological  sciences. 

3.  The  University  of  Texas  Medical  School 
in  San  Antonio,  in  three  years,  with  the  fine 
support  of  the  Bexar  County  Medical  Society, 
has  assembled  the  nucleus  of  an  excellent 
faculty;  and  a superb  new  school  and  teaching 
hospital  have  been  constructed.  Three  classes, 
with  an  enrollment  of  around  120  students, 

will  be  admitted  this  fall. 

4.  Baylor  University  College  of  Medicine  in 
Houston,  acknowledged  as  one  of  the  fine 
private  medical  schools  in  this  country,  has 
outstanding  research  and  clinical  teaching 
facilities. 


To  help  the  medical  schools  meet  the 
supply-demand  crisis,  our  Council  on  Medical 
Education  and  Hospitals,  the  Coordinating 
Board  of  the  Texas  College  and  University 
System.  The  University  of  Texas,  and  Baylor 
University  are  evaluating  medical  education, 
considering  many  ramifications. 

To  the  Coordinating  Board,  the  Governor,  and 
our  Legislature,  the  Texas  Medical  Association 
has  recommended  ( 1 ) the  expansion  of  our 
firesent  medical  schools,  (2)  approval  of  a 
new  medical  school,  and  (3)  continuous  studies 
of  needs  for  additional  facilities  for  medical 
education.  ^ e hope  that  our  medical  schools 
soon  may  be  able  to  admit  every  well-qualified 
applicant.  Idle  we  seek  more  quantity  of 
medical  education,  we  must  continue  to  improve 
its  high  quality  and  insist  that  sufficient  funds 
be  appropriated  to  permit  this  necessary  and 
urgent  expansion. 


President,  Texas  Medical  Association. 
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The  clinical  significance  of  failure  to  utilize 
disaccharide  depends  upon  the  importance 
and  the  amount  of  disaccharide  in  the  diet. 
Either  the  enzyme  responsible  for  hydroly- 
sis of  the  disaccharide  may  be  congenitally  absent  or 
there  may  be  transient  deficiency  or  inhibition  of  the 
enzyme.  According  to  various  investigators,  40  per- 
cent of  full-term  and  65  percent  of  premature  babies 
develop  lactosuria  associated  with  glycosuria. i 

Lactose  intolerance  with  lactosuria  manifests  itself 
in  the  first  few  weeks  of  life  and  is  associated  with 
lactosuria,  vomiting,  diarrhea,  and  anorexia.  This  ex- 
tremely serious  illness  leads  to  renal  and  hepatic  in- 
volvement, hemorrhagic  manifestations  and  death  un- 
less early  diagnosis  prompts  the  exclusion  of  lactose 
from  the  diet  and  replacement  by  carbohydrates 
which  the  patient  can  utilize.  Lactose  comprises 
about  half  of  the  caloric  value  of  breast  milk  and  al- 
most all  of  its  carbohydrate.  Lactose  also  constitutes 
most  of  the  commercial  milk  carbohydrates. 

Case  Reports:  Case  1:  A ten-day-old  Latin-American 
boy  was  admitted  to  the  Pediatric  Service  of  St.  Jo- 
seph Hospital,  Houston,  on  Jan.  20,  1965,  because 
of  loose  stools,  vomiting,  and  failure  to  gain  weight. 
The  day  before  admission  he  refused  to  nurse  and 
cried  excessively. 

He  was  a product  of  normal  gestation,  labor  and 
delivery.  At  birth  he  weighed  3,163  gm.,  and  when 
discharged  from  the  nursery  at  three  days  of  age,  he 
weighed  2,942  gm.  and  was  taking  a modified  cow’s 
milk  formula.  His  parents  are  both  21  years  old, 
healthy,  and  deny  consanguinity.  A two-year-old  broth- 
er is  healthy  and  had  no  feeding  or  growth  difficulty 
during  infancy. 

Physically,  the  baby  was  severely  dehydrated,  ir- 
ritable, and  mildly  icteric  with  poor  skin  turgor.  His 
temperature  was  37.3  C.,  pulse  rate  160  and  respira- 
tions 40  per  minute,  and  weight  2,540  gm.  The  an- 
terior fontanel  was  depressed,  the  eyes  were  sunken, 
oral  mucous  membranes  were  dry  and  there  was  mild 


perioral  cyanosis.  The  liver  was  palpable  2.5  cm.  be- 
low the  right  midcostal  margin. 

The  initial  diagnosis  was  septicemia,  and  treatment 
with  intravenous  fluids,  penicillin  and  kanamycin  was 
begun.  Initial  laboratory  studies  disclosed  the  follow- 
ing values:  white  blood  cell  count  (WBC)  32,800/cu. 
mm.  with  52  percent  neutrophils,  6 percent  stabs,  1 
percent  juveniles,  1 percent  monocytes,  and  39  per- 
cent lymphocytes:  hemoglobin  (Hgb.)  17.4  gm./lOO 
cc.;  and  hematocrit  (Hct.)  56  percent.  The  spinal  tap 
was  traumatic.  Urinalysis  initially  showed  the  presence 
of  a reducing  substance,  but  this  was  attributed  to 
intravenous  glucose.  There  was  also  moderate  pro- 
teinuria. Urine,  blood  and  spinal  fluid  cultures  were 
sterile.  Stool  culture  revealed  no  pathogen.  After  six 
days  of  intravenous  therapy,  the  baby  was  given  a 
modified  cow  s milk  formula.  Diarrhea  returned  ex- 
plosively and  the  sugar  and  protein  remained  in  the 
urine.  One-dimension  paper  chromatography  indicated 
that  the  sugar  was  lactose.  His  formula  was  changed 
to  Nutramigen,  and  his  diarrhea,  lactosuria  and  pro- 
teinuria cleared.  He  began  to  gain  weight  and  ap- 
peared more  alert  and  less  irritable.  All  the  laboratory 
values  were  now  normal,  including  serum  electrolytes, 
liver  function  studies,  chest  and  bone  roentgeno- 
grams, electrocardiogram  and  electroencephalogram. 
His  stool  pH  was  7,  whereas  it  had  been  4.8  on  cow’s 
milk. 

An  oral  glucose  tolerance  test  was  normal.  After 
loading  with  lactose,  2.0  gm./kg.  of  body  weight,  his 
24-hour  urine  specimen  contained  372  mg./lOO  cc.  of 
lactose,  but  there  was  no  rise  in  blood  sugar  by  the 
method  of  Folin-Wu  (Fig.  1).  Results  of  lactose  tol- 
erance tests  and  tests  for  reducing  substance  in  urine 
were  normal  in  both  parents  and  sibling.  Bright  red 
blood  was  found  in  the  stool  once,  but  the  origin  was 
not  discovered.  Roentgenograms  taken  after  a barium 
enema  were  normal.  The  infant  was  discharged  on  a 
regimen  of  Nutramigen,  and  he  appeared  clinically 
well. 

He  was  brought  to  the  emergency  room  six  weeks 
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Case  Reports/ Review:  Two  infants  with  lactose 
intolerance  and  lactosuria  are  described.  History  in  such 
cases  includes  diarrhea,  vomiting  and  weight  loss; 
physically,  severe  dehydration  and  wasting  are  evident. 

Low  stool  pH,  lactose  in  the  urine  and  flat  lactose  tolerance 
curve  are  critical  in  diagnosis.  The  elaboration  of  an 
apparent  coagulation  defect  is  discussed  in  brief.  Early 
diagnosis  is  necessary,  and  lactose  must  be 
eliminated  from  the  diet. 


later;  he  had  been  vomiting  for  18  hours,  was  lethar- 
gic, had  ptosis  of  the  eyelids  and  was  bleeding  from 
the  left  ear  without  history  of  trauma.  He  died  three 
hours  after  admission.  A large  subdural  hematoma 
was  found  at  autopsy  (Fig.  2),  but  there  was  no  evi- 
dence of  child  abuse.  There  was  no  reducing  sub- 
stance in  the  urine. 

Case  2:  A seven-week-old  Latin-American  girl  was 
admitted  to  the  Pediatric  Service  of  St.  Joseph  Hospi- 
tal, Houston,  on  Oct.  29,  1965,  because  of  frequent 
loose  stools  and  loss  of  weight.  She  was  treated  for 
gastroenteritis  and  discharged  ten  days  later,  but 
was  readmitted  on  Nov.  22,  1965,  with  the  same 
complaints. 

She  was  a product  of  normal  gestation,  labor  and 
uncomplicated  delivery;  her  birth  weight  was  3,180 
gm.  She  was  discharged  at  three  days  of  age  from 
the  nursery,  weighing  2,895  gm.  She  was  breast  fed. 
Modified  cow's  milk  formula  as  a supplement  to 
breast  feeding  was  started  at  the  age  of  17  days. 
Her  parents  are  healthy  and  there  is  no  history  of 
consanguinity. 

The  infant  was  severely  dehydrated  and  moribund. 
Her  rectal  temperature  was  37.3  C.,  respiratory  rate 
48,  heart  rate  146,  and  weight  3,005  gm.  The  anterior 
fontanel  was  depressed;  eyes  were  sunken;  buccal 
mucosa  was  dry  and  the  skin  had  a poor  turgor. 
Respiration  was  deep  and  rapid.  A few  sticky  rales 
were  audible  over  both  lung  bases  during  inspiration. 
The  rest  of  the  examination  was  not  revealing. 

The  initial  diagnosis  was  gastroenteritis  with  pos- 
sible disaccharidase  deficiency.  Treatment  with  intra- 
venous fluids  was  started  immediately.  The  initial  lab- 
oratory values  were:  WBC  35,600/cu.  mm.  with  27 
percent  neutrophils,  Hct.  28  percent  and  Hgb.  9.2 
gm./lOO  cc.  Urinalysis  showed  proteinuria  (4  + ) and 
melituria  (2  + ).  Stool  cultures  did  not  reveal  any  spe- 
cific pathogen.  Urine  and  blood  cultures  were  sterile. 
Examination  of  the  cerebrospinal  fluid  showed  no  ab- 
normalities. 


The  baby  improved  rapidly  with  intravenous  fluid 
therapy.  During  this  hospitalization,  a different  modi- 
fied cow’s  milk  formula  and  hypo-allergenic  milk  for- 
mulas were  tried,  but  the  baby  continued  to  have 
diarrhea.  MBF  (meat  base  formula)  was  then  begun 
and  was  tolerated  well.  The  stools  became  formed 
and  diarrhea  disappeared. 

The  following  laboratory  values  were  normal:  D- 
xylose  absorption,  lipiodol  absorption,  oral  glucose 
tolerance,  sucrose  tolerance,  epinephrine  tolerance, 
24-hour  urine  amino  acid  scan,  electrocardiogram, 
bone  marrow  and  chest  x-rays.  A lactose  tolerance 
test  showed  a flat  curve  with  a rise  of  total  blood  re- 
ducing substance  of  only  14  mg./lOO  cc.  (Fig.  3). 

On  Jan.  2,  1966,  a modified  cow’s  milk  formula, 
which  contained  lactose  as  its  essential  sugar,  was 
started.  A few  hours  later,  severe  diarrhea  with  vomit- 
ing developed;  the  stools  were  watery  and  explosive. 
The  infant  became  severely  dehydrated  during  this 
short  period,  and  she  required  intravenous  fluid  ther- 
apy. Before  intravenous  fluid  therapy  was  initiated,  a 
urine  specimen  revealed  250  mg./lOO  cc.  of  reducing 
substance  which  was  identified  as  lactose  by  one- 
dimension  paper  chromatography.  Stool  pH  dropped 
to  4.5  but  returned  to  7 two  days  after  MBF  feeding 
was  reinstituted.  On  Jan.  5,  1966,  her  plasma  pro- 
thrombin time  was  55  seconds,  while  that  of  the  con- 
trol was  12  seconds,  and  prothrombin  activity  was 
less  than  10  percent  of  normal.  A partial  thromboplas- 
tin time  was  140  seconds,  while  the  normal  is  less 
than  100  seconds. 

Discussion:  It  is  well  known  that  disaccharides  must 
be  hydrolyzed  into  their  component  monosaccharides 
before  being  absorbed  and  metabolized.  The  hydroly- 
sis probably  occurs  in  the  brush  border  region  of  the 
cell  of  the  intestinal  mucosa,  though  still  there  is  no 
complete  agreement  upon  the  site.^  -i 

Dahlqvist,5  by  the  method  of  heat  inactivation  of 
the  human  intestinal  mucosa  homogenates,  has 
shown  the  specificity  of  the  human  intestinal  disac- 
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TIME  IN  MINUTES 


Fig.  1.  Case  1.  Blood  glucose  levels 
following  lactose  and  glucose  absorp- 
tion tests  performed  individually. 


Fig.  2.  Massive  subdural  hematoma. 


charidases.  He  describes  five  different  alpha-glucosi- 
dases  (four  of  vi/hich  have  maltase  activity,  and  lac- 
tase) which  hydrolyze  both  beta-glucoside  and  beta- 
galactoside.  Auricchio  and  others^  showed  that  there 
IS  glycosidase  activity  throughout  the  small  intestine 
except  in  the  proximal  duodenum. 

The  gestational  time  of  development  of  disacchari- 
dase  activity  is  of  practical  importance  in  the  care  of 
premature  babies.  The  disaccharidases  reach  a max- 
imum at  about  the  sixth  or  seventh  month  of  gesta- 
tion, but  lactase  (beta-glycosidase)  develops  more 
slowly.7  This  probably  explains  why  neonatal  lac- 
tosuria  is  more  frequent  in  premature  babies.  This  is 
not  in  accord  with  Haworth, 8 who  found  that  the 
degree  of  sugar  excretion  apparently  did  not  depend 
upon  the  maturity  or  age  of  the  child,  or  upon  the 
dose  of  sugar  administered  by  mouth. 

The  urinary  excretion  of  lactose  is  an  uncommon 
but  well  known  finding  in  newborns.  In  full-term  in- 
fants, physiologic  melituria  lasts  for  the  first  ten  days 
and  reaches  its  maximum  between  the  third  and 
fifth  day.  Premature  infants,  according  to  Bickel,9 
have  an  even  greater  degree  of  melituria,  and  sugar 
excretion  normalizes  in  the  second  week  of  life.  The 
highest  values  recorded  for  lactose  in  those  studies 
did  not  exceed  150  mg./lOO  cc. 

Recently  a preliminary  report  by  Gryboski  and 
Boehmio  indicated  that  there  was  lactosuria  in  15.4 
percent,  21.6  percent  and  28.6  percent  of  infants  tak- 
ing evaporated  milk  formula,  Similac  and  breast  milk 
respectively.  Lactulose,  which  is  not  a naturally  oc- 
curring sugar  but  is  formed  by  converting  glucose 
(the  aldose  part  of  lactose)  into  a ketosugar  fructose, 
was  found  in  15.4  percent  of  infants  taking  evaporated 
milk  and  38.6  percent  of  infants  taking  Similac,  but 
not  in  breast-fed  infants. 

Lactosuria  is  seen  in  pathological  conditions. 
Bauzaii  mentions  lactosuria  in  over  90  percent  of 
cases  of  severe  infantile  diarrhea  during  the  first  day 
of  the  disease.  Moncrieff  and  Wilkinsonis  and  Wood- 
ruffi3  described  patients  with  sucrosuria  and  lacto- 


suria associated  with  mental  retardation  and  hiatus 
hernia.  Bickel^  examined  the  urine  of  1,000  patients, 
and  lactosuria  occurred  in  13  of  his  cases,  especially 
in  cases  of  concurrent  intestinal  tract  diseases,  and 
in  two  of  six  cases  of  hiatus  hernia.  Weser  and  oth- 
ers,i4  found  lactosuria  in  adult  patients  with  celiac 
disease  and  with  other  causes  of  malabsorption.  In 
some  of  these  cases  lactase  activity  was  measured 
and  it  was  low.  The  authors  suggested  the  increased 
intestinal  permeability  to  lactose  as  well  as  lactase 
deficiency  as  the  cause  of  lactosuria.  Dahlqvist  and 
associatesis  reported  three  adult  patients  with  lac- 
tose-induced diarrhea,  abdominal  distress  and  flat 
lactose  tolerance  curves.  Intestinal  mucosal  biopsy 
showed  a low  value  for  lactase  activity.  The  authors 
suspected  a familial  basis  for  lactase  deficiency  in 
the  adult.  It  is  of  interest  to  see  if  children  with  in- 
tolerance to  lactose  will  develop  lactosuria  in  adult- 
hood. 

In  1958,  Durandi6  reported  a 15-month-old  infant 
who  died  of  chronic  enteritis,  proteinuria,  lactosuria 
and  renal  acidosis.  Darling  and  others^'^  and  Jeune 
and  othersis  described  hemorrhagic  manifestations 
including  hematemesis,  melena,  skin  hemorrhages  and 
subdural  hemorrhages.  An  explanation  of  this  tend- 
ency to  bleeding  has  not  previously  been  considered. 

Our  second  patient  had  an  abnormal  clotting 
mechanism.  The  venous  clotting  time  was  36  min- 
utes, and  the  prothrombin  time  was  55  seconds  or 
less  than  10  percent  activity.  Partial  thromboplastin 
time  was  140  seconds,  while  the  normal  is  less  than 
100  seconds.  Detailed  hematologic  studies  will  be  re- 
ported later,  but  at  this  time  it  is  fair  to  assume  that 
the  defect  is  intestinal,  since  intramuscular  vitamin 
K corrects  the  defect  while  oral  vitamin  K does  not. 

The  usual  patient  is  an  infant  with  diarrhea,  vomit- 
ing, anorexia,  and  malnutrition.  Laboratory  studies 
show  acidosis,  proteinuria,  amino-aciduria,  low  stool 
pH  (in  the  range  of  4.5  to  6)  due  to  fermentation  of 
lactose  and  accumulation  of  lactic  and  acetic  acid, 
and  a reducing  substance  m the  urine  which  is  identi- 
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Fig.  3.  Case  2.  Blood  glucose  levels 
following  lactose,  sucrose  and 
glucose  absorption  tests 
performed  individually. 


fied  as  lactose.  This  is  the  prime  finding  for  accurate 
diagnosis  and  proper  therapy.  Results  of  a glucose 
tolerance  test  are  normal,  but  the  lactose  tolerance 
curve  is  usually  flat.  Our  two  cases  showed  this  type 
of  flat  curve.18 

Pathogenesis  of  the  disease  is  not  well  understood. 
Durandi®  and  Holzel  and  others^s  concluded  that 
there  is  a deficiency  or  absence  of  lactase;  thus,  un- 
hydrolyzed lactose  accumulates  in  the  gut  and  is  ab- 
sorbed by  mass  action.  Lifshitz  and  Holman20  per- 
formed a biopsy  of  duodenal  mucosa  at  laparotomy 
in  a child  with  multiple  disaccharidase  deficiencies 
three  months  after  institution  of  a disaccharide-free 
diet.  Intestinal  mucosal  biopsy  might  prove  danger- 
ous in  association  with  coagulation  deficiency.  Anoth- 
er hypothesis  is  lactase  deficiency  due  to  delay  in 
maturation  of  the  apparatus  producing  the  enzyme, 
and  this  could  explain  why  the  disease  is  a transient 
one.  It  is  unlikely  that  lactose  can  permeate  the  intes- 
tinal mucosa  while  other  disaccharides  cannot. 

The  cause  of  organ  damage  is  not  clear,  since 
many  normal  newborn  and  premature  babies  have 
lactosemia  and  lactosuria  with  no  consequential  dam- 
age. There  is  no  direct  evidence  that  lactosemia  and 
the  resulting  lactosuria  can  cause  the  organ  damage 
reported  in  patients  with  the  disease.  In  the  cases 
reported  by  Darling  and  othersi'^  and  Jeune  and  oth- 
ersis  there  is  evidence  of  familial  occurrence  of  the 
disease.  Durand’s  patient  was  the  offspring  of  a con- 
sanguineous marriage.16  This  suggests  that  the  dis- 
ease occurs  along  the  recessive  hereditary  lines,  but 
is  temporary  in  nature. 

Treatment  of  lactose  intolerance  requires  total 
elimination  of  lactose  from  the  diet.  If  this  disorder 
is  recognized  early  and  rehydration  achieved  rapidly, 
these  infants  will  recover.  The  hemorrhagic  manifes- 
tations must  be  considered  and  intramuscular  vita- 
min K administered. 

The  prognosis  depends  upon  early  recognition  and 
prompt  institution  of  therapy.  Delay  in  diagnosis  may 


be  disastrous.  About  half  of  the  reported  patients 
have  died. 
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Clinical  Medicine:  Several  tests  are 
useful  for  distinguishing  between 
essential  and  renovascular  hypertension; 
most  hypertensive  patients  need  not 
undergo  abdorninorenal  aortography 
with  renal  angiography  if  other  tests 
are  utilized  appropriately. 


DIFFERENTIATION  OF  ESSENTIAL  hypertension  from 
other  types  of  hypertensive  disease  should  be  a 
prime  objective  of  diagnostic  studies  which  are  con- 
ducted in  cardiovascular  laboratories.  At  the  Scott 
and  White  Clinic,  a definite  series  of  tests  (Table  1) 
is  used  for  diagnosing  hypertension  and  for  selecting 
patients  for  abdorninorenal  aortography  (abdominal 
aortography  with  renal  angiography).  In  a group  of 
148  patients  with  hypertension  who  were  studied  for 
14  months  during  1966  and  1967,  only  18  (12  per- 
cent) subsequently  were  subjected  to  abdorninorenal 
aortography;  and  the  aortograms  demonstrated  that 
10  of  these  18  patients  had  abnormal  renal  vessels. 

Radiologic  Procedures:  Intravenous  Pyelogram:  To 
evaluate  hypertension,  an  intravenous  pyelogram  is 
employed  in  each  patient’s  diagnostic  survey.  A scout 
roentgenogram  (KUB  film)  is  followed  by  a standard 
intravenous  pyelogram  employing  sodium  diatrizoate, 
DSP  (Hypaque  sodium,  50  percent). 

Radiographic  findings  which  suggest  renovascular 
disease  are  a decrease  in  the  size  of  one  kidney,  vas- 
cular or  parenchymal  calcification,  absence  or  delay 
in  the  appearance  of  the  contrast  medium  in  the  kid- 
neys, increased  density  of  the  medium  on  the  affect- 
ed side,  and  spasticity  or  decreased  flow  of  the  me- 
dium to  the  ureter  or  calyces  on  the  affected  side.i 
In  patients  with  bilateral  stenosis  of  the  renal  artery, 
the  intravenous  pyelogram  frequently  will  not  reveal 
abnormalities  which  are  diagnostic.  Also,  the  intrave- 
nous pyelogram  is  used  for  locating  the  upper  and 
lower  poles  of  the  kidneys  and  positioning  electrodes 
prior  to  radioisotopic  and  impedance  renographic 
studies. 2 

Radioisotopic  Renogram:  Because  hydration  is  of 
utmost  importance  for  producing  a reliable  renogram, 
each  patient  should  be  well  hydrated  before  renogra- 
phy is  attempted.  During  the  procedure,  the  patient 
assumes  the  prone  position;  and  probes  are  placed 
directly  over  and  in  contact  with  the  skin  covering 
the  renal  areas  (as  previously  localized  by  an  intrave- 
nous pyelogram).  A standardized  dosage  (60  p-c.)  of 
the  radioactive  isotope  (Hippuran,  sodium  iodohip- 
purate,  i3i|)  js  administered  intravenously,  and  the 
radioactivity  which  accumulates  over  the  kidneys  por- 
trays their  integrity. 

The  equipment  for  radioisotopic  renography  con- 
sists of  identical  sets  of  instruments.  Each  set  (for 
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studies  over  each  kidney)  is  composed  of  a scintilla- 
tion detector  with  a collimator  and  a two-inch  sodium 
iodide  crystal. 3 Pulsations  from  the  detector  (in 
response  to  the  radioactive  material)  are  passed 
through  a rate  meter  (dual  pulse-height  analyzer) 
and  then  to  a recorder  operated  at  a chart  speed  of 
one  inch  per  five  minutes.  After  a recording  is  begun, 
it  is  continued  until  the  tracing  from  each  kidney  re- 
turns to  the  baseline  level. 

Although  a radioisotopic  renogram  does  not  always 
distinguish  renal  parenchymal  or  renovascular  dis- 
ease, this  procedure  serves  as  a sensitive  index  of 
renal  impairment.3-5  The  test  is  particularly  valuable 
when  it  reveals  functional  differences  (disparity)  be- 
tween the  two  kidneys  (Fig.  1).  Renography  is  less  re- 
liable when  both  kidneys  are  impaired  (as  is  possible 
in  patients  with  chronic  glomerulonephritis  or  bilateral 
stenosis  of  the  renal  arteries).  Unilateral  renal  disease 
often  is  characterized  by  prolongation  of  the  ascend- 
ing phase,  delay  in  the  maximal  peak,  diminished 
amplitude,  pronounced  delay  of  the  descending 
phase,  or  prolongation  of  all  factors  in  the  descend- 
ing phase. 

Abdotninorenal  Aortogram  (when  indicated):  Initial- 
ly, an  abdominal  aortogram  is  performed  by  pressure 
injection  of  diatrizoate  (Hypaque-M,  75  percent,  45-60 
cc.)  with  serial  filming.  If  selective  renal  angiography 
is  indicated,  the  catheter  tip  is  manipulated  into  the 
renal  artery,  under  image  intensification,  after  which 
diatrizoate  (Renografin-60,  10-25  cc.)  is  injected 
manually.  Serial  filming  is  employed. 

Cardiovascular  Procedures:  Basal  Blood  Pressure:  Basal 
blood  pressure,  measured  from  each  brachial  region, 
is  recorded  sphygmomanometrically  after  the  patient 
has  rested  supine  on  a bed  for  from  15  to  30  minutes. 
This  measurement  of  blood  pressure  under  controlled 
conditions  is  particularly  valuable  for  interpreting  sub- 
sequent procedures. 

Cold  Pressor  Test:  After  the  basal  blood  pressure 
is  determined,  one  of  the  patient’s  hands  (up  to  the 
wrist)  is  immersed  in  cold  water  (4  C.)  for  one  minute 
while  the  blood  pressure  of  the  opposite  arm  is  re- 
corded every  15  seconds.  Normally,  this  stimulus 
produces  a rise  in  blood  pressure  of  less  than  25  mm. 
of  mercury,  systolic,  and  15  mm.  of  mercury,  dias- 
tolic. As  soon  as  the  blood  pressure  has  returned  to 


Fig.  1.  Radioisotopic  renograms  depicting 
(left)  normal  renal  function  and  (right) 
stenosis  of  the  right  renal  artery.- 


Routine  Clinical  Studies; 

Urinalysis 
Determinations  of; 

Blood  urea  nitrogen 
Serum  sodium  and 
serum  potassium 
Vanil  mandeiic  acid  in 
urine 

Urinary  catecholamines 
and  metabolites 
Urinary  sedimentation* 
Radiologic  Procedures; 

Scout  roentgenogram 
(KUBfilm) 

Intravenous  pyelogram 
Radioisotopic  renogram 
Abdominorenal  aortogram* 
Cardiovascular  Procedures; 

Basal  blood  pressure 
Cold  pressor  test 
Provocative  (histamine- 
Regitine)  tests 
Angiotensin  infusion  test 
Impedance  renogram 
*When  indicated 


Table  1 . Diagnosis  and 
evaluation  of  hypertension. 

Fig.  2.  To  obtain  an  impedance  renogram, 
pairs  of  electrodes  are  placed  over  the  upper 
poles  (li,  El)  and  the  lower  poles  (E2,  F)  of 
each  kidney.- 
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Fig.  3.  Impedance  renograms  (left)  in 
patient  with  normal  renal  function  and 
(right)  in  patient  with  stenosis 
of  the  right  renal  artery.  The  volume 
pulse  is  reduced  significantly  over 
the  kidney  affected  by  renal  artery 
stenosis.- 
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Angiotensin  infusion  test 
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14 
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Impedance  renogram 
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11 

137 

‘Regitine  and  histamine  studies 

were  correlated  in  some  instances. 

Hence,  the  number  of  patients  is  less  than  the  total  number  of  pro- 
vocative tests. 

Table  2.  Results  of  screening  tests  and 
renal  angiography  in  148  patients 
with  hypertensive  disease. 


Table  3.  Comparative  results  of  screening 
tests  in  10  patients  with  renal  angiograms 
indicating  renovascular  disease. 


Diagnostic  Procedures 

Results 

Positive  Negative 

Intravenous  pyelogram 

3 
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Radioisotopic  renogram 
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Renal  angiogram 
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7 
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Cold  pressor  test 
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Provocative  (histamine- 
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Regitine)  test 

1‘ 

9 
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Angiotensin  infusion  test 

3 

1 

fO 

o 

Impedance  renogram 

8 

2 

‘One  case,  pheochromocytoma  plus  compression  of  the  renal  artery. 

the  basal  level,  the  procedure  is  repeated  on  the  op- 
posite extremity. 

The  cold  pressor  test  is  a standardized  study  of 
neural  and  vascular  responses  to  cold  temperatures. 
Persons  with  hypertensive  disease  or  a tendency  to- 
ward hypertension  will  produce  exaggerated  vasocon- 
striction of  both  systemic  and  pulmonary  arterial 
beds,  increased  arterial  resistance,  and  probably  in- 
creased cardiac  output  when  subjected  to  sympathet- 
ic stimuli  (cold.)6  Frequently,  elevated  systemic  blood 
pressure,  either  systolic  or  diastolic,  reflects  the  con- 
ditions under  which  the  patient’s  blood  pressure  was 
measured — not  sustained  hypertension.  A measure- 
ment of  blood  pressure  under  controlled  conditions 
may  show  normal  systemic  pressure  while  the  cold 
pressor  test  indicates  a hyperreaction. 

Provocative  (Histamine-Regitine)  Tests:  Following 
the  cold  pressor  test,  provocative  tests  employing  his- 
tamine phosphate  (0.275  mg.)  and  Regitine  (phen- 
tolamine,  5 mg.)  are  performed  on  the  patients  who 
have  basal  blood  pressure  levels  which  are  less  than 
170  mm.  of  mercury,  systolic,  and  110  mm.  of  mer- 
cury, diastolic.  If  the  basal  blood  pressure  is  higher, 
then  only  the  Regitine  test  is  performed. 

The  result  of  a histamine  test  is  considered  positive 
if  the  systolic  blood  pressure  exceeds  the  maximal 
systolic  response  to  cold  immersion  by  50  mm.  of 
mercury;  and,  following  injection  of  Regitine,  the 
blood  pressure  is  reduced  by  at  least  35  mm.  of  mer- 
cury, systolic,  and  25  mm.  of  mercury,  diastolic.  A 
positive  result  suggests  the  presence  of  a pheochro- 
mocytoma.'^ 

The  provocative  (histamine-Regitine)  tests  are  used 
routinely  in  our  cardiovascular  laboratory  for  the  diag- 
nosis of  pheochromocytoma;  and,  if  pheochromocy- 
toma  is  suspected,  the  patient’s  blood  plasma  or 
urine  is  tested  for  catecholamines  and  their  metabo- 
lites. In  patients  with  pheochromocytoma,  a charac- 
teristic finding  is  paroxysmal  hypertension,  a re- 
sponse which  often  is  similar  to  that  of  a severe  hy- 
perreaction to  cold  temperatures.  The  elevated  levels 
of  systolic  and  diastolic  blood  pressure  are  comparable 
to  those  detected  in  patients  with  essential  hyper- 
tension. 

Angiotensin  Infusion  Test:  Angiotensin*  (4.0  m^g. 
‘Formerly  called  angiotonin  or  hypertension. 
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per  kg.  of  body  weight)  is  infused  at  a constant  rate 
for  five  minutes.  A rise  in  diastolic  pressure  of  20 
mm.  of  mercury  is  a normal  response,  suggesting  ab- 
sence of  renovascular  disease. 

If  the  rise  in  diastolic  pressure  is  less  than  20  mm. 
of  mercury,  a diagnostic  test  should  be  performed. 
This  additional  procedure  consists  of  two  parts:  (1)  an 
intravenous  infusion  of  500  cc.  of  normal  saline  in 
one  hour,  followed  by  (2)  an  intravenous  injection  of 
angiotensin  (6.0  mp-g.  per  kg.  of  body  weight)  at  a 
constant  rate  for  five  minutes.  Failure  to  stimulate  a 
rise  in  diastolic  pressure  of  20  mm.  of  mercury  is  sug- 
gestive of  renovascular  disease.^ 

Renal  artery  stenosis  and  moderate  or  advanced 
renal  parenchymal  disease  will  cause  elevated  levels 
of  circulating  endogenous  angiotensin,  and  a lessened 
response  to  the  pressor  effects  of  exogenously  admin- 
istered angiotensin.  Although  the  value  of  the  angio- 
tensin infusion  test  has  been  disputed,  we  have 
found  it  to  be  useful  for  establishing  renovascular 
disease  as  a cause  for  a patient’s  hypertension.  A 
renal  angiogram  may  not  be  sensitive  enough  to  dem- 
onstrate the  moderate  ischemia  which  may  be  asso- 
ciated with  elevated  levels  of  circulating  endogenous 
angiotensin  11;  and  thus  may  explain  some  of  the 
"false”  positive  results  of  the  angiotensin  infusion 
test.  Because  ischemia  is  associated  with  renal  paren- 
chymal disease,  the  results  of  angiotensin  infusion 
tests  may  be  positive,  and  some  cases  of  renal  paren- 
chymal disease  will  not  be  distinguished. 

Impedance  Renogram:  Because  the  upper  and  the 
lower  poles  of  each  patient’s  kidneys  must  be  located, 
an  important  prerequisite  to  the  impedance  renogram 
is  an  intravenous  pyelogram.  Eight  strips  of  aluminum 
foil  (four  pairs,  8 by  1 cm.)  are  used  as  electrodes. 
For  each  kidney,  one  pair  of  electrodes  (Ij,  E^)  is  posi- 
tioned horizontally  at  the  upper  pole,  and  one  pair 
(I,,  Eo)  is  placed  at  the  lower  pole  (Fig.  2).  The 
leads  from  two  impedance  amplifiers  are  attached  to 
the  electrodes.  High  frequency  signals  (50  and  120 
kc.)  are  introduced  to  the  outer  strips  (1^,  U).  On 
each  side,  variations  in  the  conduction  of  the  signals 
(Ej  and  Eo)  are  detected,  amplified,  and  recorded  (on 
separate  channels  of  a visicorder)  simultaneously 
with  an  electrocardiogram.^^  Use  of  different  fre- 
quencies obviates  harmonic  distortion  between  the 
amplifiers.  Experimental  studies  employing  labora- 


tory animals  have  demonstrated  good  penetration  of 
the  signal  to  the  renal  areas.2 

The  impedance  renogram  reflects  changes  in  elec- 
trical resistance  to  high  frequency  signals  which  are 
introduced  to  electrodes  placed  on  the  skin  over  the 
renal  areas.  Variations  in  the  conduction  of  signals 
through  these  regions  are  related  directly  to  the  car- 
diac cycle  and  to  the  volume  of  blood  distributed  to 
the  renal  areas  during  systole.i5-i7  Because  the 
kidneys  are  highly  perfused  with  blood  in  contrast  to 
the  perirenal  areas,  severe  unilateral  stenosis  of  the 
renal  arteries  is  characterized  by  diminished  conduc- 
tion of  the  signal  and  reduction  in  the  recorded  am- 
plitude of  pulsations  over  the  affected  side  (Fig.  3). 
The  pulse  curves  are  related  to  the  total  pulse  volume 
in  the  renal  areas  and  are  related  indirectly  to  renal 
perfusion.  In  extremely  obese  patients  and  in  patients 
with  bilateral  stenosis  of  the  renal  arteries,  bilateral 
pulse  curves  of  low  amplitude  frequently  are  ob- 
served. 

Discussion:  Any  program  to  evaluate  hypertension 
should  provide  a maximal  diagnostic  yield  with  mini- 
mal risk  to  the  patient.  For  selecting  candidates  for 
renovascular  repair,  the  widespread  use  of  abdomino- 
renal  aortography  has  correlated  well  with  subsequent 
surgical  findings;i8  however,  the  presence  of  renovas- 
cular hypertension  in  only  5 to  15  percent  of  the  pop- 
ulation does  not  justify  subjecting  all  patients  with 
elevated  levels  of  blood  pressure  to  aortography. 

A diagnosis  of  hypertension  may  be  confirmed  by 
recording  elevated  blood  pressure  (diastolic,  95  mm. 
of  mercury)  under  controlled  conditions.is  Then,  es- 
sential hypertension  may  be  differentiated  from  reno- 
vascular hypertension  by  a series  of  screening  tests — 
a major  objective  of  these  screening  tests  being  to 
select  patients  for  abdominorenal  aortography.  Of  the 
148  patients  who  were  tested  at  the  Scott  and  White 
Clinic,  only  18  were  subjected  to  abdominal  aorto- 
graphy with  renal  angiography  (Table  2).  Ten  of  these 
18  patients  who  had  angiograms  were  found  to  have 
grossly  abnormal  renal  arteries.  When  the  results  of 
the  various  screening  tests  were  tabulated  for  the  10 
patients  whose  renal  angiograms  indicated  renovascu- 
lar disease,  8 of  their  impedance  renograms  demon- 
strated that  the  amplitudes  of  the  pulsations  over 
the  affected  kidneys  were  reduced  significantly  (Ta- 
ble 3). 
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Better  correlative  methods  for  estimating  renal  is- 
chemia are  needed  urgently.  By  present  standards, 
the  following  angiographic  evidence  would  infer  renal 
ischemia:  (1)  altered  rate  of  flow  of  the  injected  con- 
trast medium  through  the  renal  arteries  when  com- 
pared with  the  flow  rate  through  the  opposite  kidney 
or  other  vessels;  (2)  demonstrable  occlusive  change 
(50  percent  or  more)  with  post-stenotic  dilation  of  a 
main  artery  or  variation  in  flow  to  a branch  of  a renal 
artery;  (3)  decreased  intensity  or  delayed  appearance 
of  nephrographic  phase  on  one  side;  (4)  a decrease 
in  the  size  of  the  kidneys  in  conjunction  with  any  of 
the  preceding  findings;  and  (5)  hyperconcentration 
(at  15  to  30  minutes)  of  the  medium  in  only  one  side 
of  the  collecting  system. 

Usually,  more  concern  is  given  to  the  alterations 
which  are  visible  on  a renal  angiogram  than  to  the 
rate  of  the  changes.  Delayed  filling  and  renal  is- 
chemia may  not  be  synonymous,  and  delayed  filling 
does  not  indicate  an  ischemic  kidney  unless  this  re- 
tarded function  can  be  correlated  with  other  clinical 
or  laboratory  evidence.  Renal  arterial  stenosis  alone 
can  be  associated  with  normal  renal  function  and  can 
exist  without  hypertension. 20 

Surgical  exploration  should  be  reserved  for  patients 
with  abnormal  abdominorenal  aortographic  findings 
and  clinical  evidence  of  altered  renal  function.  Per- 
haps measurement  of  a significant  pressure  gradient 
across  a stenosed  renal  artery  (40  mm.  of  mercury) 
during  surgical  exploration  would  be  a more  reliable 
quantitative  indication  of  renal  ischemia  than  would 
abdominal  aortography  with  renal  angiography. 

Summary:  Several  tests  have  proved  valuable  for  se- 
lecting patients  for  abdominorenal  aortography.  This 
multiple  testing  approach  attempts  to  answer  four 
questions;  (1)  Does  the  patient  have  sustained  hyper- 
tension? (2)  Does  the  patient  hyperreact  to  a cold 
stimulus?  (3)  Does  the  patient  have  a pheochromocy- 
toma?  (4)  Does  the  patient  have  renovascular  dis- 
ease? 

At  the  Scott  and  White  Clinic,  routine  clinical  stud- 
ies are  correlated  with  specific  radiologic  and  cardio- 
vascular procedures  to  augment  the  diagnosis  of 
renovascular  hypertension  and  to  evaluate  its  sever- 
ity. The  intravenous  pyelogram,  angiotensin  infusion 
test,  and  radioisotopic  renogram  are  useful  proce- 
dures for  detecting  hypertension  secondary  to  renal 
disease  (renovascular  or  parenchymal),  while  imped- 
ance renograms  indicate  unilateral  renal  artery  steno- 


sis or  reduced  flow  secondary  to  external  compres- 
sion. Only  patients  with  laboratory  evidence  suggest- 
ing renovascular  disease  are  selected  for  abdominal 
aortography  with  renal  angiography. 
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Clinical  Medicine:  The  technique  and 
results  of  implanting  permanent 
transvenous  endocardial  pacemakers  in  27 
patients  who  had  complete  heart  block 
are  reported.  Initially,  the  surgical  risk 
is  less  than  that  for  transthoracic  pacemaker  units, 
and  the  results  are  equally  effective. 
Both  the  advantages  and  disadvantages 
of  transvenous  units  are  described. 


TRANSVENOUS  PACEMAKER 

J.  JUDSON  McNAMARA,  M.D.;  HAROLD  C.  URSCHEL,  JR.,  M.D.;  and  DONALD  L PAULSON,  M.D. 


PERMANENT  TRANSVENOUS  ELECTRODES  attached 
to  an  implanted  pulse  generator  have  been  estab- 
lished as  an  effective  means  of  myocardial  pacing  in 
the  patient  with  complete  heart  block.i-7  It  is  now  the 
method  of  choice  in  elderly  patients  in  whom  the  im- 
plantation of  epicardial  electrodes,  requiring  general 
anesthesia,  thoracotomy  and  pericardiotomy,  carries 
a risk  of  5 to  10  percent  mortality.  Experience  with 
this  method  of  cardiac  pacing  in  27  patients  during 
the  past  27  months  forms  the  basis  of  this  report. 

Patients:  Twenty-seven  patients  ranging  in  age  from 
64  to  92  years  have  undergone  implantation  of  a per- 
manent transvenous  endocardial  pacemaker;  15  were 
women  and  12  were  men.  Twenty-six  patients  had 
complete  heart  block,  although  in  several  this  alter- 
nated with  sinus  rhythm.  All  were  symptomatic  in  as- 
sociation with  the  heart  block,  25  with  Stokes-Adams' 
attacks  and  1 with  angina.  One  patient  had  an  inter- 
mittent sino-atrial  arrest  during  which  time  a slow 
nodal  rhythm  at  a rate  of  less  than  40  per  minute 
resulted  in  congestive  heart  failure  (Table  1). 

Technique:  The  procedure  is  carried  out  in  the  car- 
diac catheterization  laboratory  using  sterile  operating 
room  techniques  for  asepsis.  The  patient  receives 
premedication,  and  an  intravenous  infusion  of  5 per- 
cent dextrose  and  water  is  established.  All  heart  block 
patients  have  a temporary  bipolar  electrode  catheter 
inserted  via  an  antecubital  vein  prior  to  implanting 
the  permanent  pacemaker.  Electrical  pacing  of  the 
heart  is  then  instituted  via  the  temporary  electrode 
and  is  maintained  during  the  insertion  of  the  perma- 


nent unit.  The  patient  with  sino-atrial  arrest  did  not 
have  a temporary  unit  placed  initially. 

The  entire  right  side  of  the  neck,  chest  and  axilla 
are  prepared  and  draped  for  surgery.  An  incision  one 
inch  long  is  made  2 or  3 cm.  above  the  clavicle  over 
the  external  jugular  vein.  The  vein  is  exposed  for  2 
cm.,  ligated  distally  and  controlled  proximally  by  a 
traction  ligature  (Fig.  1).  A small  incision  is  made  in 
the  vein  and  the  catheter  electrode  passed  through 
it  into  the  superior  vena  cava.  Occasionally  the  ex- 
ternal jugular  vein  is  too  small  to  admit  the  catheter, 
and  the  internal  jugular  vein  can  be  used  with  the 
catheter  inserted  through  a purse-string  suture  in  the 
vein.  A second  alternative  is  the  cephalic  vein,  which 
has  been  used  in  two  patients  without  difficulty. 

With  the  aid  of  fluoroscopy,  the  catheter  is  passed 
next  into  the  right  atrium.  The  distal  guide  wire  is 
withdrawn,  gently  angled  at  its  tip  and  re-inserted. 
The  curve  thus  obtained  in  the  catheter  facilitates  its 
passage  into  the  right  ventricle.  The  catheter  is  posi- 
tioned in  the  right  ventricular  apex.  This  is  usually 
best  accomplished  by  replacing  the  curved  guide  wire 
with  a straight  one,  passing  the  catheter  into  the  ven- 
tricular outflow  tract  and  then  withdrawing  it  slowly 
until  it  snaps  off  the  ventricular  wall  and  into  the 
apex.  It  is  then  gently  advanced  back  and  forth  until 
it  is  insinuated  beneath  the  myocardial  trabeculae 
and  as  deeply  into  the  ventricular  apex  as  possible. 
Withdrawing  the  guide  wires  several  centimeters  dur- 
ing this  last  phase  of  catheter  positioning  will  mini- 
mize the  risk  of  ventricular  perforation.  When  proper- 
ly positioned,  the  electrode  will  demonstrate  slight  re- 
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Fig.  1.  The  course  of  the 
electrode  from  the  pace- 
maker pocket,  subcutane- 
ously up  into  the  neck, 
into  the  external  jugular 
vein,  down  through  the 
right  atrium  and  tricuspid 
valve  and  into  the  apex  of 
the  right  ventricle 
is  shown. 


sistance  to  withdrawal  when  gentle  traction  is  applied. 
The  catheter  should  form  a smooth  loop  through  the 
right  atrium  and  across  the  tricuspid  valve  with  no 
slack  in  the  catheter  to  allow  "whipping"  during  ven- 
tricular contraction  (Fig.  2).  Stability  of  the  electrode 
position  is  further  determined  by  observing  it  fluoro- 
scopically  during  inspiration,  coughing  and  movement 
of  the  head.  The  distal  traction  ligature  around  the 
external  jugular  vein  is  then  tied  firmly  to  maintain 
the  catheter  position.  A small  pocket  is  then  created 
from  the  upper  border  of  the  neck  incision  to  allow  a 
gentle  loop  of  the  catheter  to  be  placed  in  the  neck. 
The  catheter  is  then  anchored  in  several  places  with 
heavy  silk  sutures.  Before  going  further,  the  stimulat- 
ing threshold  of  the  catheter  is  checked  by  connect- 
ing the  catheter  electrodes  via  sterile  wires  with  clips 
to  an  external  pacing  unit.  The  output  of  the  pacing 
unit  is  then  increased  slowly  from  0 until  ventricular 
capture  by  the  electrode  is  obtained.  Pacing  threshold 
of  less  than  2.5  ma.  is  considered  satisfactory, 
though  in  most  cases  the  threshold  is  usually  less 
than  1 ma.  When  a bipolar  unit  is  used  the  threshold 
for  each  electrode  is  determined,  and  the  electrode 
with  the  lowest  threshold  is  marked  with  a ligature. 
Care  is  then  taken  to  introduce  the  marked  electrode 
into  the  anode  of  the  pulse  generator. 

A pocket  is  then  created  for  the  pulse  generator 
unit.  The  selection  of  the  pocket  site  depends  some- 
what on  the  physiognomy  of  the  patient.  In  obese  pa- 
tients, particularly  women  with  pendulous  breasts,  a 
subcutaneous  pocket  created  by  blunt  and  sharp  dis- 
section 4 to  5 cm.  beneath  the  clavicle  is  preferred. 


AGE 

SEX 

Average:  74  years 

Female:  12 

Range  64-92  years 

Male:  15 

REASONS  FOR 

PACEMAKER 

Complete  Heart  Block 

26 

Stokes-Adams  disease  25 

Angina 

1 

Sino-Atrial  Arrest  & Congestive  Heart  Failure  1 

Table  1.  Series  of  27  patients  in  whom 
transvenous  pacemakers  were  implanted. 


Competitive  Pacing 

7 

Hematoma,  Pacemaker  Pocket 

3 

Electrode  Malfunction  (2-6  weeks) 

6 

Electrode  failure 

2 

Ventricular  perforation 

1 

Electrode  dislodged 

3 

Mortality 

0 

Table  2.  Complications  of  pacemaker. 


Electrode  Malfunction  (2-6  weeks) 

6(22%) 

Reposition  electrode 

4 

Ground  electrode 

1 

Implant  epicardial  pacemaker 

1 

Battery  Replacement  (15-20  mo.) 

6 

Table  3.  Further  procedures  to  maintain 
pacing. 
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In  thin  patients,  a pocket  well  into  the  axilla  behind 
the  pectoralis  muscle  has  been  more  satisfactory. 
Creation  of  the  pocket  requires  a skin  incision  ap- 
proximately 10  cm.  long  and,  by  blunt  and  sharp  dis- 
section, this  incision  is  carried  down  to  the  prepec- 
toral fascia.  The  pocket  is  then  created  on  the  pec- 
toral fascia  and  must  be  large  enough  to  insert  the 
pulse  generator  unit  easily  without  undue  kinking  of 
the  electrode  during  insertion.  A subcutaneous  tunnel 
is  created,  running  from  the  pulse  generator  pocket 
to  the  incision  in  the  neck  by  blunt  and  sharp  dissec- 
tion with  scissors.  Catheter  electrodes  are  drawn 
through  this  tunnel  with  a pair  of  sponge  forceps  and 
attached  to  the  pacemaker  unit  in  the  prescribed  man- 
ner and  sealed  with  silicone  cement.  The  unit  is  then 
inserted  in  the  pocket  so  that  there  are  no  kinks  or 
angulations  of  the  catheter  electrode.  In  a pocket 
which  is  placed  high  on  the  chest  wall,  a second 
catheter  loop  within  the  pocket  itself  may  be  neces- 
sary. The  incisions  are  closed  in  layers  with  nonabsorb- 
able sutures.  We  have  not  left  a drain  in  any  patient. 

Antibiotics  are  administered  to  all  patients  12 
hours  prior  to  surgery  and  continued  for  three  days 
thereafter.  We  have  preferred  to  leave  the  transvenous 
catheter  in  place  for  24  hours,  at  which  time  it  is  re- 
moved on  the  ward.  The  patients  are  kept  in  bed  and 
monitored  continuously  for  two  to  three  days.  An 
overpenetrated  chest  x-ray  and  electrocardiogram 
are  obtained  on  all  patients  as  a baseline  for  future 
comparison.  Women  are  instructed  to  wear  a support- 
ing bra  24  hours  a day,  and  all  patients  are  told  to 
avoid  activities  requiring  excessive  use  of  the  pectoral 
muscles  for  six  weeks  following  implantation. 

Results:  Of  the  27  patients,  24  (89  percent)  are  alive 
and  well  1 to  27  months  following  initial  insertion  of 
the  transvenous  endocardial  pacemaker.  Three  died 
3 to  15  months  after  pacemaker  insertion.  In  each 
case,  death  appeared  to  be  unrelated  to  pacemaker 
malfunction.  One  patient  died  of  pneumonia  in  the 
hospital  and  was  continuously  monitored  until  the 
time  of  death;  another  died  following  surgery  on  the 
genitourinary  tract,  and  a third  died  in  bed  at  home. 
In  all  instances,  postmortem  examination  was  ob- 
tained; the  electrodes  were  in  proper  position  in  the 
right  ventricular  apex  and  pacemaker  impulse  was  re- 
corded from  the  electrode  tip  (Table  2). 

Seven  patients  had  competitive  pacing  following 
insertion  of  the  permanent  transvenous  unit.  No 
symptoms  referable  to  the  competitive  rhythm  have 
been  apparent  in  any  of  these  patients.  Three  patients 
developed  hematoma  of  the  pacemaker  pocket  which 
resolved  spontaneously  and  required  no  specific  ther- 
apy. Electrode  malfunction  occurred  in  six  patients 
two  to  six  weeks  following  implantation  of  the  perma- 
nent transvenous  unit.  In  three  patients,  the  electrode 
dislodged  and  pacing  ceased,  but  in  each  case  it  was 
repositioned  and  satisfactory  pacing  was  restored  with 


no  untoward  effects.  Two  patients  had  electrode  failure 
within  two  weeks  after  implantation  of  their  units.  In 
one  of  these,  a faulty  stitch  had  cut  through  the 
electrode  insulation  causing  the  pacemaker  failure. 
This  unit  was  removed  and  an  epicardial  electrode  in- 
serted by  the  thoracic  approach.  In  retrospect,  this 
could  easily  have  been  managed  by  grounding  the 
faulty  electrode  if  the  problem  had  been  recognized. 
In  the  other  patient  with  electrode  failure,  pacing 
ceased  and  threshold  determinations  of  each  elec- 
trode revealed  a very  high  threshold  in  one  lead. 
Grounding  of  this  defective  lead,  converting  to  a 
monopolar  spacing  system,  resulted  in  satisfactory 
pacing  which  has  persisted  to  date.  In  the  sixth  pa- 
tient, electrode  malfunction  occurred  three  weeks  after 
insertion,  and  presented  both  a cessation  in  myo- 
cardial pacing  and  stimulation  of  the  diaphragm.  The 
diagnosis  of  ventricular  perforation  was  made  and 
confirmed  at  fluoroscopy.  The  catheter  was  pulled 
back  and  repositioned  in  the  ventricular  apex.  The 
patient  was  observed  closely  for  two  days  following 
repositioning  of  the  catheter.  There  was  no  change  in 
heart  size  or  signs  or  symptoms  of  pericardial  tam- 
ponade. Effective  pacing  was  immediately  restored  by 
repositioning  the  catheter,  and  has  been  maintained 
three  and  a half  months  since  implantation  (Table  3). 

Thus,  of  27  units  inserted,  23  are  in  place  and 
functioning  satisfactorily  after  1 to  27  months.  Fur- 
ther procedures  were  required  in  six  patients  to  cor- 
rect electrode  malfunction  which  developed  in  the 
first  two  to  six  weeks  following  implantation.  An  ad- 
ditional six  procedures  have  been  required  for  battery 
replacement,  all  between  15  and  20  months  after  im- 
plantation of  the  original  unit  (Table  4). 

Discussion:  The  incidence  of  symptomatic  heart  block 
appears  to  be  increasing  as  life  expectancy  lengthens. 
One  of  the  most  common  disorders  of  cardiac  rhy- 
thm, it  is  exceeded  in  frequency  only  by  atrial  fibril- 
lation, premature  ventricular  systole  and  paroxysmal 
atrial  tachycardia.  The  prognosis  of  heart  block  with 
medical  treatment  depends  to  some  extent  on  the 
underlying  etiology,  but  an  average  life  expectancy  of 
from  two  and  a half  to  seven  years  has  been  report- 
ed.9 Friedberg  and  associates,  in  a series  of  100 
cases,  report  a one-year  mortality  of  50  percent  and 
a four-year  mortality  of  80  percent.io  Certainly  for 
the  patient  with  symptomatic  heart  block  unrespon- 
sive to  medical  therapy,  some  form  of  artificial  elec- 
trical stimulation  of  the  heart  is  necessary.  The  role 
of  medical  treatment  is  difficult  to  evaluate,  but  it  is 
often  effective  as  initial  therapy  and  occasionally  is 
useful  for  subsequent  long-term  management.ii- 12  As 
methods  of  artificial  pacing  become  safer  and  more 
reliable,  pacemakers  will  be  preferred  more  often  as 
the  initial  therapy  of  symptomatic  heart  block. 

Numerous  reports  now  support  the  efficacy  of  per- 
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manent  implantable  transvenous  pacemaker  units. 
This  method  of  pacing  has  several  advantages  (Table 
5).  A transvenous  unit  can  be  inserted  under  local 
anesthesia  and  no  thoracotomy  is  required.  Clinical 
threshold  problems  are  unusual;  in  the  six  patients  in 
whom  the  pulse  generator  units  were  replaced  15  to 
20  months  after  insertion,  thresholds  were  tested  and 
all  were  the  same  as  they  had  been  at  the  time  of  in- 
sertion. Infection  has  not  been  a problem  nor  has 
electrode  breakage.  There  is  comparatively  less  ini- 
tial time  and  postsurgical  morbidity  following  inser- 
tion of  the  transvenous  unit. 

However,  there  are  undesirable  features  in  the  use 
of  the  transvenous  unit.  Failure  to  pace  in  the  first 
few  weeks  after  insertion  has  been  a problem.  This 
occurred  in  six  of  our  patients  and,  in  each  instance, 
it  was  easily  managed  by  repositioning  the  electrode 
or  by  grounding  a faulty  electrode  to  convert  the  unit 
to  a monopolar  pacing  system.  The  singular  ventricu- 
lar perforation  is  an  unusual  complication  but  if  it 
occurs  early,  as  in  our  case  and  those  reported  by 
others,  it  can  be  managed  safely  by  repositioning  the 
electrode. 5-'^  Each  episode,  however,  required  readmis- 
sion to  the  hospital;  consequently,  the  transvenous 
unit  may  require  somewhat  more  late  hospital  time. 

A final  possible  disadvantage  of  the  transvenous 
unit  is  that  its  battery  life  apparently  is  shorter  than 
that  of  other  units.  The  average  battery  life  of  the 
epicardial  unit  is  about  30  months  as  opposed  to  15 
to  20  months  in  the  units  used  in  the  present  se- 
ries. The  transvenous  unit  is  set  to  have  an  output  of 
10  ma.  across  1,000  ohms  resistance,  which  is  con- 
siderably higher  than  the  output  of  the  epicardial  unit. 
The  manufacturers  currently  recommend  that  six 
weeks  following  insertion,  the  unit  be  turned  down  to 
a level  closer  to  that  of  the  measured  myocardial 
threshold.  Reducing  the  output  is  likely  to  correct 
this  apparent  shortening  of  battery  life. 

The  obvious  major  advantage  of  the  transvenous 
epicardial  pacemaker  system  is  the  absent  mortality 
associated  with  pacemaker  insertion.  This  is  in  con- 
trast to  a 5 to  10  percent  mortality  reported  with  the 
epicardial  transthoracic  unit  in  several  large  series. 

Ventricular  fibrillation  due  to  a pacemaker  stimulus 
falling  in  the  vulnerable  zone  of  the  cardiac  cycle  has 
been  postulated  and  actually  observed,  but  is  cer- 
tainly a rare  complication. However,  currently  avail- 
able demand  pacemakers  should  obviate  this  problem 
in  patients  in  whom  competitive  rhythm  would  occur. 
That  this  was  the  cause  of  death  in  one  of  our  pa- 
tients cannot  be  ruled  out,  but  appears  unlikely. 

Summary;  Twenty-seven  cases  of  symptomatic  heart 
block  treated  by  a permanently  implanted  pacemaker 
unit  with  a transvenous  electrode  catheter  are  pre- 


Alive  and  Well  24  (89%) 

Endocardial  pacemaker  23 

Epicardial  pacemaker  1 

Deceased  (3-15  months  after  implantation)  3 (11%) 
Pneumonia  l 

Unrelated  surgery  l 

Cerebral  vascular  accident  1 


Table  4.  Results  of  treatment,  1-27  months. 


Desirable 

Features 

Undesirable 

Features 

Safety  of  procedure 

More  problems  after  insertion 

No  threshold  problems 

More  late  hospital  time 

No  electrode  breakage 

Shorter  battery  life 

No  infection 

Less  initial  hospital  time 

Table  5.  Endocardial  versus  epicardial 
pacemakers. 


sented.  Morbidity  and  mortality  in  the  procedure  are 
low  and  the  overall  results  of  effective  pacing  are 
comparable  to  those  achieved  by  the  transthoracic 
approach.  Early  postoperative  electrode  malfunction 
appears  to  occur  more  frequently  than  with  the  trans- 
thoracic unit,  but  it  is  easily  corrected  and  has  car- 
ried no  risk  for  the  patient  in  the  present  series.  Thus, 
myocardial  pacing  with  the  implantable  transvenous 
endocardial  pacemaker  unit  provides  as  effective 
management  of  the  patient  with  complete  heart  block 
as  an  implantable  transthoracic  epicardial  unit,  and  in 
the  elderly  patient  it  can  be  performed  with  lower 
mortality  than  with  the  latter  unit. 
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Clinical  Medicine:  Transvenous  cardiac 
pacemakers  were  implanted,  utilizing 
the  left  cephalic  vein,  in  14  consecutive 
cases.  This  is  a highly  reliable  method 
of  approach,  with  virtually  no 
morbidity  and  low  mortality.  Theoretical 
and  practical  advantages  of  the  left 
cephalic  vein  approach  are  discussed, 
and  the  procedure  is  described. 

KANTROWITZ  has  estimated  that  25,000  cases 
of  heart  block  with  associated  Adams-Stokes 
seizures  occur  annually  in  this  country. i Until  recent- 
ly, the  only  available  therapy  was  isoproterenol  and 
other  cardiac  medications.  Following  the  pioneering 
efforts  of  Glenn  and  associates  in  1959,i  a successful 
permanent  cardiac  pacemaker  utilizing  epicardial  elec- 
trodes was  devised  and  successfully  implanted  by 
Chardack  and  others  in  1960.3  Shortly  thereafter, 
Zoll  and  associates  implanted  the  first  of  their  series 
of  permanent  pacemakers.^  Chardack  has  estimated 
that  approximately  10,000  patients  have  been  treat- 
ed for  heart  block  with  an  implanted  self-contained 
cardiac  pacemaker  since  the  original  case  was  thus 
treated  by  his  group.s  However,  because  of  the  in- 
creased morbidity  and  mortality  associated  with  the 
performance  of  a thoracotomy  in  the  usual  elderly  pa- 


tient with  Adams-Stokes  syndrome,  methods  which 
could  obviate  the  need  for  thoracotomy  were  sought. 
Furman  and  Schwedel  reported  the  first  successful 
use  of  endocardial  transvenous  stimulation,  using  an 
external  pacemaker,  in  1959.6  The  patient  was  stim- 
ulated for  two  hours  during  resection  for  carcinoma 
of  the  sigmoid  colon,  and  a later  patient  was  stimu- 
lated for  96  days  without  complications.  The  feasibil- 
ity of  this  method  led  to  the  development  of  a perma- 
nent transvenous  endocardial  electrode  and  appropri- 
ate implantable  pulse  generator.  In  February,  1962, 
Lagergren  and  Johansson  implanted  the  first  perma- 
nent transvenous  pacemaker.^  Following  initial  suc- 
cessful reports  of  this  technique,  the  Chardack  pace- 
maker generator  was  modified  for  use  with  a bipolar 
transvenous  catheter  electrode  which  was  first  used 
in  this  country  in  December,  1963.6  Since  then,  the 
use  of  permanent  transvenous  pacing  has  been 
greatly  extended  and,  in  many  centers,  has  largely 
supplanted  epicardial  pacing. 

Method:  The  method  of  Chardack,  which  is  in  general 
use,  utilizes  the  right  external  jugular  vein  for  the  in- 
sertion of  the  catheter  electrode.®  However,  following 
early  disappointing  results  with  this  method,  we 
elected  to  place  the  catheter  electrode  through  the 
left  cephalic  vein,  as  this  site  theoretically  offered 
some  advantages.  The  procedure  involves  a single  in- 
fraclavicular  incision  with  isolation  of  the  left  cephalic 
vein  in  the  deltoid-pectoral  groove  and  introduction  of 
the  pacemaker  catheter.  The  catheter  is  then  ma- 
nipulated under  fluoroscopic  observation  into  the 
right  ventricular  apex,  but  not  forcibly  wedged,  and 
is  fixed  at  the  point  of  venous  entry  by  one  or  two 
nonabsorbable  sutures.  A satisfactory  pocket  is  then 
developed  on  the  pectoral  fascia,  which  easily  accom- 
modates the  pacemaker  battery  pack.  The  wounds 
are  closed  in  layers,  using  continuous  catgut  sutures, 
and  no  drainage  is  necessary. 

From  June  1966  through  June  1967,  we  have  im- 
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planted  14  transvenous  pacemakers  via  the  left 
cephalic  vein.  In  all  cases,  a Medtronic  model 
#5870-C  pulse  generator  was  used  with  a model 
#5816  bipolar  catheter.  The  patients,  nine  women 
and  five  men,  had  an  age  range  of  53  to  82  years 
and  a mean  age  of  72.4  years.  In  all  cases,  pacing 
was  performed  because  of  abnormalities  of  atrioven- 
tricular conduction,  the  indication  being  Adams- 
Stokes  attacks  in  ten  and  low  cardiac  output  mani- 
festations due  to  ventricular  bradycardia  in  four.  In 
six  patients,  a temporary  transvenous  catheter  was 
inserted  preoperatively  and  in  no  case  did  this  inter- 
fere with  the  positioning  of  the  permanent  catheter. 
In  12  patients  the  cephalic  vein  was  of  ample  caliber 
and  readily  accepted  the  bipolar  catheter.  In  two  pa- 
tients, a cephalo-subclavian  venotomy  was  performed 
before  the  catheter  could  be  introduced  into  the  rela- 
tively inadequate  cephalic  vein.  All  patients  tolerated 
the  procedure  well  under  local  anesthesia  with  no 
mortality  and  no  significant  morbidity.  As  a rule,  our 
patients  were  continuously  monitored  postoperatively 
for  two  or  three  days.  Failure  of  ventricular  capture 
did  not  occur,  which  is  in  contrast  to  our  previous  ex- 
perience utilizing  the  right  jugular  vein. 

In  no  case  did  thrombophlebitis  along  the  course 
of  the  catheter  or  infection  at  the  site  of  the  implant- 
ed pulse  generator  develop.  The  postoperative  hospi- 
tal stay  varied  from  five  to  nine  days.  Our  period  of 
postoperative  follow-up  now  extends  from  5 to  16 
months  with  a mean  of  8 months.  There  have  been 
no  hospital  deaths,  but  two  deaths  have  occurred  five 
months  and  eight  months  after  pacemaker  implanta- 
tion, accounting  for  a late  mortality  rate  of  14  per- 
cent. The  details  of  one  patient’s  death  could  not  be 
obtained  and  the  other  patient  died  of  unrelated 
renal  disease.  One  patient  developed  Adams-Stokes 
attacks  seven  months  after  pacemaker  implantation; 
these  were  due  to  paroxysmal  ventricular  tachycardia 
and  have  been  effectively  controlled  with  quinidine. 

Discussion:  In  spite  of  its  advantages  and  simplicity. 


Fig.  1.  Posteroanterior  chest  x-ray  of 
patient  with  transvenous  pacemaker 
catheter  electrode  inserted  through 
the  left  cephalic  vein.  Note  the  gentle, 
continuous  single  loop  formed  as  the 
catheter  is  wedged  into  the  right 
ventricular  apex  from  this  approach. 
The  hyperlucency  of  the  right  lung 
is  an  artifact. 


permanent  transvenous  pacing  is  not  without  compli- 
cations. As  with  any  pacing  system,  wire  breakage, 
premature  battery  depletion  or  pulse  generator  failure 
may  occur.  In  addition,  there  are  several  complica- 
tions unique  to  the  transvenous  technique.  These  in- 
clude perforation  of  the  right  ventricle,  pacing  failure 
due  to  loss  of  the  catheter  tip  position  and,  rarely, 
air  embolism.9  Ventricular  perforation,  relatively  com- 
mon, occurred  in  three  of  Chardack’s  original  31 
cases^  and  in  four  of  68  cases  recently  reported  by 
Harthorne  and  others.^®  This  is  a serious  complica- 
tion, as  it  often  results  in  cardiac  tamponade  and  fre- 
quently requires  urgent  transthoracic  repair  of  the 
defect. 

Pacing  failure  resulting  from  a change  of  the  cathe- 
ter tip  position  within  the  right  ventricle  is  the  major 
problem  of  transvenous  pacing.  The  maintenance  of 
reliable  endocardial  contact  remains  the  prime  deter- 
minant of  success.  Utilizing  the  standard  technique 
with  catheter  insertion  via  the  right  external  jugular 
vein,  Morris  and  associates  recently  reported  their  ex- 
perience with  51  cases  of  transvenous  implanted 
pacemakers.il  Thirteen  of  these  patients  developed 
transient  or  permanent  pacing  failure  due  to  migra- 
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tion  of  the  electrode.  In  four  of  these,  a transthoracic 
pacemaker  was  ultimately  required  to  establish  re- 
liable pacing.  In  our  opinion,  it  is  in  this  aspect  of 
pacing  that  the  use  of  the  left  cephalic  vein  has  the 
most  significant  advantages.  When  the  pacemaker 
catheter  is  introduced  into  the  left  cephalic  vein  (or 
left  subclavian  venous  system),  the  catheter  forms  a 
gentle  but  considerable  loop  in  reaching  the  right 
ventricular  apex  (Fig.  1).  The  uncoiling  force  of  this 
loop  tends  to  maintain  the  catheter  tip  in  apposition 
with  the  floor  of  the  right  ventricular  apex  and  it  is 
for  this  reason,  we  believe,  that  the  left  cephalic  ap- 
proach affords  such  extremely  reliable  pacing.  In  con- 
trast, when  the  catheter  is  introduced  through  the 
right  external  jugular  vein,  a relatively  straight  cathe- 
ter course  is  taken  and  there  are  no  innate  forces 
tending  to  maintain  endocardial  contact.  Furthermore, 
an  acutely  angulated  catheter  loop  is  invariably  pres- 
ent above  the  entrance  of  the  catheter  into  the  ex- 
ternal jugular  vein  which,  by  virtue  of  its  uncoiling 
force,  tends  to  withdraw  the  catheter  from  the  right 
ventricle.  These  features  can  be  at  least  partially  cir- 
cumvented by  wedging  the  catheter  tip  into  the  right 
ventricular  apex  and  extensively  transfixing  the  prox- 
imal catheter.  However,  these  steps,  in  effect,  produce 
a rigid  catheter  system  and  enhance  the  possibility  of 
catheter  wire  breakage.  Furthermore,  it  is  our  impres- 
sion that  wedging  the  catheter  into  the  right  ventricu- 
lar trabeculae  significantly  increases  the  possibility  of 
ventricular  perforation.  Lastly,  the  possibility  of  wire 
breakage  from  clavicular  friction  is  avoided  with  the 
cephalic  approach. 

Many  different  veins  have  been  utilized  for  inser- 
tion of  a pacemaker  catheter  electrode.  In  addition  to 
the  external  jugular  vein,  the  basilic  vein  has  been 
recommended  by  Sowton^s  and  the  saphenous-fem- 
oral venous  system  has  been  utilized  for  catheter 
electrode  insertion  by  Keshishian.i^  To  our  knowl- 
edge, the  first  to  recommend  use  of  the  left  cephalic 
vein  was  Parsonnet’s  group  in  1966.14  Later,  Furman 
and  others  used  this  approach  in  73  percent  of  38 


patients;  in  the  remaining  cases  the  external  jugular 
vein  was  utilized. is  However,  our  experience  has  been 
that  if  the  cephalic  vein  is  inadequate,  a cephalo- 
subclavian  venotomy  will  always  provide  an  entrance 
site  for  the  catheter  electrode  with  no  increase  in 
morbidity.  Therefore,  it  is  our  opinion  that  either  the 
cephalic  vein  or  the  cephalo-subclavian  junction  is  al- 
ways available  and  that  the  catheter  electrode  can 
always  be  inserted  through  one  of  these  venous 
routes  thereby  gaining  all  of  the  advantages  of  the 
left  cephalic  approach. 
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To  fightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 
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A TUGBOAT  CAPTAIN,  age  47,  first  noted  brief  epi- 
sodes of  double  vision  and  a feeling  of  faintness  ap- 
proximately three  months  prior  to  admission.  Other 
than  this,  he  felt  \«ell  and  had  not  seen  a physician 
for  several  years. 

The  diplopia  and  near-syncopal  attacks  were  pre- 
cipitated by  exercise  of  his  left  arm,  especially  raising 
it  above  his  head  to  pull  the  tugboat’s  fog  horn.  These 
attacks  had  never  resulted  in  actual  syncope,  but  the 
patient  had  required  a moment’s  rest  to  regain  his 
vision.  There  were  no  other  significant  complaints, 
and  he  was  taking  no  prescribed  medications. 

The  review  of  symptoms  was  essentially  negative. 
The  patient  said  that  about  two  years  earlier,  he  and 
his  crew  had  been  involved  in  an  unregulated  pugilis- 
tic contest  in  one  of  the  local  taverns.  During  this 
fight,  the  patient  sustained  a small  stab  wound  in  the 
left  supraclavicular  area.  He  felt  that  conservative  pri- 
vate management  would  be  most  expeditious.  In  a 
couple  of  weeks  he  “felt  good  as  new.’’ 

Physical  Examination:  Blood  pressure  was  140/90 
mm.  of  mercury  in  the  right  arm  and  100/70  in  the 
left.  The  right  radial  pulse  was  strong  at  a rate  of  76 
per  minute;  the  left  radial  pulse  felt  weak  when  com- 
pared with  the  right  and  was  difficult  to  count.  The 
carotid  and  femoral  pulses  were  equal  bilaterally. 
Auscultation  of  the  heart  was  within  normal  limits.  A 
faint  bruit  was  heard  over  the  left  supraclavicular 
area.  Results  of  neurological  examination  and  the  re- 
mainder of  the  physical  examination  were  entirely 
within  normal  limits. 

Laboratory  Studies:  Values  were  as  follows:  hemoglo- 
bin, 12.6  gm./lOO  cc.;  blood  urea  nitrogen,  12  mg./ 
100  cc.;  fasting  blood  glucose,  normal;  hematocrit, 
36  percent.  Urinalysis  showed  no  abnormal  values.  A 
roentgenogram  of  the  chest  was  normal  except  for  a 


Fig.  1. 
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small  rounded  calcific  density  in  the  left  supraclavi- 
cular area  with  a central  target  type  calcification  and 
eggshell  calcification  at  its  borders.  The  skull  series 
was  within  normal  limits. 

A retrograde  femoral  aortic  catheterization  was  per- 
formed, and  the  tip  of  the  catheter  was  maneuvered 
into  the  innominate  artery.  Contrast  material  was  in- 
jected and  serial  films  were  exposed.  Three  of  the 
films  from  this  series  are  reproduced  in  Fig.  1.  They 
read  from  left  to  right. 

This  case  is  an  example  of  left  subclavian  steal  syn- 
drome secondary  to  trauma. 

The  sequence  of  films  in  Fig.  1 shows  retrograde 
filling  of  the  left  vertebral  artery  and  then  filling  of 
the  left  subclavian  artery  from  the  vertebral.  Follow- 
ing this  study,  the  catheter  was  pulled  back  into  the 
aortic  arch,  and  a second  injection  was  performed. 
Films  from  the  second  series,  one  of  which  is  repro- 
duced (Fig.  2),  showed  obstruction  of  the  left  sub- 
clavian artery  near  its  origin  from  the  aorta  (arrow). 
The  innominate  and  left  common  carotid  arteries 
filled  normally. 

Reversal  of  blood  flow  will  occur  in  occlusive  dis- 
ease of  the  subclavian  artery  only  if  the  block  is  prox- 
imal to  the  origin  of  the  vertebral  artery.  Complete 
obstruction  of  the  subclavian  is  not  necessary  as  long 
as  the  obstruction  is  effective  in  lowering  the  pres- 
sure in  the  subclavian  to  below  the  pressure  in  the 
basilar  artery.  In  this  case,  and  in  most  reported 
cases,  the  reversal  of  blood  flow  down  the  vertebral 
artery  apparently  originated  at  the  vertebral-basilar 
junction.  The  reversal  of  blood  flow  in  a vertebral 
artery  will  lower  the  total  supply  to  the  brain,  in  par- 
ticular the  posterior  circulation.  This  presumably  pro- 
duces symptoms  of  basilar  artery  insufficiency.  An 
attempt  to  compensate  for  this  decrease  in  the  verte- 
bral blood  flow  will  result  in  increased  flow  through 


Fig.  2. 


the  carotids  with  supply  to  the  posterior  circulation 
through  the  posterior  communicating  arteries.  In- 
creased flow  through  the  contralateral  vertebral  ar- 
tery usually  results  in  hypertrophy  of  this  vessel.  If 
the  other  cerebral  vessels  are  intact,  symptoms  may 
be  minimal  and  only  demonstrable  during  exercise  of 
the  ipsilateral  arm.i 

Reivich  and  associates  first  described  the  syndrome 
in  man  in  1961.  In  experiments  with  dogs,  they 
showed  that  blood  ceased  to  flow  in  the  vertebral 
artery  when  the  mean  pressure  in  the  distal  subclav- 
ian artery  was  reduced  by  10  percent.  When  the 
pressure  falls  below  this  level,  there  is  reversal  of 
flow  in  the  vertebral  artery  which  may  precipitate 
cerebral  ischemia.  A compensatory  increase  in  flow 
occurred  in  the  right  vertebral  and  both  cartoid  ar- 
teries, but  the  overall  effect  was  a 41  percent  decrease 
in  the  total  cerebral  blood  flow.2 

The  first  recorded  case  of  subclavian  steal  syn- 
drome on  the  right  side  was  reported  by  Mannick  and 
others.  The  patient  presented  with  signs  and  symp- 
toms of  cerebral  ischemia,  a bruit  over  the  right 
supraclavicular  area  and  decreased  blood  pressure  in 
the  right  arm.  Mannick  stressed  the  importance  of 
simultaneous  visualization  of  the  four  great  vessels  to 
the  brain.4 

This  condition  may  be  artificially  created  in  the 
Blalock  operation  and  may  be  seen  in  coarctation  of 
the  aorta,  aortic  aneurysm,  traumatic  lesions  to  the 
proximal  subclavian  artery,  and  arteritis  of  large  ves- 
sels. When  ligation  of  the  subclavian  artery  is  re- 
quired proximal  to  the  vertebral  artery,  the  vertebral 
artery  should  be  ligated  also.  However,  ligation  of  the 
vertebral  artery  is  not  without  danger.  Serious  com- 
plications may  occur  if  the  vertebral  artery  supplying 
the  major  portion  of  the  basilar  blood  flow  is  ligated. 
Therefore,  arteriography  should  be  performed  before 
surgery  in  which  ligation  of  a vertebral  artery  is  con- 
templated to  determine  whether  the  contralateral 
vertebral  artery  appears  adequate  to  maintain  pos- 
terior cerebral  circulation.  It  has  been  estimated  that 
with  ligation  of  the  left  vertebral  artery,  basilar  artery 
insufficiency  will  be  produced  in  at  least  3 percent  of 
the  cases.3 
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A young  divorcee,  v/hose  children  had  been  taken 
from  her,  had  intermittent  v^eakness  in  her  right 
arm  and  left  leg  for  three  weeks.  Then,  v\/hile 
visiting  her  children,  she  became  agitated  and 
confused  and  was  brought  to  the  emergency  room. 
She  spoke  with  difficulty  and  her  right  arm  was 
paralyzed,  but  these  symptoms  responded  to 
glucose  administration.  Her  history  included  toxemia 
of  pregnancy  and  recent  hypertension  treated  with 
rauwolfia  alkaloids,  but  no  trauma,  seizures,  or 
drug  use  except  for  oral  contraceptives.  Conversion 
reaction  seemed  likely,  however  the  patient’s  condi- 
tion deteriorated,  and  arterial  obstructions  were 
evident.  Dilantin,  mannitol  and  finally  adrenocorti- 
costeroids  were  tried,  but  the  patient  died. 

CLINICOPATHOLOGIC  CONFERENCE 

H.  IRVING  SCHWEPPE,  JR.,  M.D.;  THOMAS  S.  HARLE,  M.D.; 

HERBERT  L FRED,  M.D.;  and  MINORU  SUZUKI,  M.D. 


CLINICAL  PROTOCOL:  A 27-year-old  white  divorcee 
was  in  good  health  until  three  weeks  before  admis- 
sion when  she  began  to  experience  weakness  in  her 
right  arm  and  left  leg.  The  day  before  her  admission, 
while  visiting  with  her  children  who  recently  had  been 
taken  from  her,  the  patient  became  agitated  and  con- 
fused and  was  brought  to  the  Emergency  Room  of 
Ben  Taub  General  Hospital.  In  the  Emergency  Room 
she  complained  of  weakness  of  the  right  side  and  dif- 
ficulty in  speaking.  On  physical  examination,  the  only 
abnormalities  were  lethargy  and  paralysis  of  the  right 
arm.  The  reflexes  in  the  right  arm,  however,  were  nor- 
mal. Ten  minutes  after  the  administration  of  50  cc. 
of  50  percent  glucose  solution  intravenously,  and  af- 
ter a strong  suggestion  from  the  physician  in  attend- 
ance, the  patient  was  able  to  move  her  right  arm  and 
to  speak  without  difficulty.  Shortly  thereafter,  the 
blood  sugar  concentration  obtained  before  the  admin- 
istration of  glucose  was  reported  as  100  mg./lOO  cc. 
The  initial  impression  was  conversion  reaction,  and 
she  was  admitted  to  the  psychiatric  service. 

The  patient  had  had  toxemia  of  pregnancy  several 
years  earlier  and  recently  had  undergone  treatment 
for  hypertension  with  rauwolfia  alkaloids.  Further  de- 
tails of  her  hypertension  were  not  available.  There 
was  no  history  of  seizures,  alcoholism,  drug  addic- 
tion, or  trauma.  She  had  been  using  oral  contracep- 
tives for  an  undetermined  length  of  time. 

On  admission  to  the  psychiatric  service,  the  patient 
appeared  older  than  her  stated  age  and  she  commu- 
nicated poorly.  Her  oral  temperature  was  98.6  F.; 
pulse  rate,  88  regular  beats  per  minute;  respiratory 


rate,  20  per  minute;  and  blood  pressure,  160/100 
mm.  of  mercury.  Her  face  was  asymmetrical  with  loss 
of  the  right  nasolabial  fold.  No  other  abnormalities 
were  detected.  Specifically,  the  carotid,  radial,  fem- 
oral, and  pedal  pulses  were  equal  and  active  bilater- 
ally. There  were  no  conjunctival  or  cutaneous  pete- 
chiae  or  cardiac  murmurs.  The  optic  fundi  revealed 
no  abnormality  and  the  liver  and  spleen  were  not 
palpable.  Deep  tendon  reflexes  were  normal  and  sym- 
metrical bilaterally,  and  Babinski  signs  were  absent. 

The  hematocrit  value  was  35  percent  and  the  total 
leukocyte  count,  11,500  cu.  mm.  with  85  percent 
polymorphonuclear  neutrophils,  12  percent  lympho- 
cytes, and  3 percent  monocytes.  A smear  of  the 
peripheral  blood  revealed  normal  erythrocytes  and  an 
adequate  number  of  platelets.  Urinalysis  showed  no 
abnormalities.  The  blood  urea  nitrogen  and  sugar 
concentrations,  the  serum  electrophoretic  pattern, 
and  the  values  for  serum  sodium,  chloride,  potas- 
sium, carbon  dioxide,  calcium,  phosphorus,  bilirubin, 
and  alkaline  phosphatase  were  all  within  normal  lim- 
its. Serum  bromide  content  was  0.7  mg./lOO  cc.  A 
test  for  the  presence  of  barbiturates  in  the  blood  and 
two  LE  cell  preparations  gave  negative  results.  Lum- 
bar puncture  yielded  clear  fluid  under  an  opening 
pressure  of  80  mm.  of  water  with  a protein  content  of 
30  mg./lOO  cc.,  a sugar  concentration  of  54  mg./ 
100  cc.  (simultaneous  blood  sugar,  84  mg./lOO  cc.), 
a nonreactive  test  for  syphilis,  34  erythrocytes  per  cu. 
mm.,  and  no  leukocytes.  Culture  of  the  spinal  fluid 
and  three  cultures  of  the  blood  revealed  no  growth. 
Roentgenograms  of  the  chest  and  skull  were  normal. 
An  electrocardiogram  disclosed  sinus  tachycardia. 
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1.  Almost  exclusively  in  females. 

1.  Acute  intermittent  porphyria. 

2.  Usually  first  symptoms  appear  before  age  25. 

2.  Hypercapnia  and  hypoxemia. 

3.  Often  relapsing,  though  less  with  aging. 

3.  Hypoglycemic  encephalopathy. 

4.  Rarely  monosymptomatic. 

4.  Hypercalcemic  crisis. 

5.  Hepatic  precoma. 

Table  1.  Hallmarks  of  hysteria. 

Table  2.  Syndromes  associated  with 
bizarre  personality  and  abnormal 
neurological  findings. 


An  electroencephalogram  showed  evidence  of  a “dif- 
fuse encephalopathy.”  Tc-99m  brain  scan  demonstrat- 
ed abnormal  accumulation  of  isotope  on  the  surface 
of  the  left  cortical  hemisphere  in  the  vicinity  of  the 
sylvian  fissure;  this  was  interpreted  as  suggesting  en- 
cephalomalacia  rather  than  brain  tumor  or  subdural 
hematoma. 

During  the  first  day  in  the  hospital,  therapy  con- 
sisted of  50  mg.  of  Thorazine  administered  intramus- 
cularly every  four  hours.  On  the  day  after  admission, 
the  patient  became  more  disoriented  and  bilateral 
ankle  clonus  and  Babinski  signs  appeared.  Within 
hours,  decerebrate  posture  developed,  and  the  pa- 
tient responded  only  to  painful  stimuli.  Soon  there- 
after, intermittent,  generalized  seizures  began  and 
she  was  transferred  to  the  medical  service.  Carotid 
arteriograms  obtained  two  days  after  admission  dem- 
onstrated total  occlusion  of  the  left  anterior  cerebral 
artery  and  of  the  right  internal  carotid  artery  just 
above  the  cavernous  sinus.  Treatment  with  Dilantin 
and  mannitol  was  without  measurable  effect  and  the 
patient's  condition  steadily  deteriorated.  Adrenocorti- 
costeroids  were  administered  on  the  fifth  hospital 
day,  but  the  patient  died  24  hours  later.  Throughout 
the  hospital  course  the  patient’s  blood  pressure 
ranged  from  110/75  to  160/110  mm.  of  mercury,  and 
during  the  last  three  days  of  life,  her  rectal  tempera- 
tures hovered  around  103  F. 

Clinical  Discussion:  Dr.  H.  Irving  Schweppe:  It  would 
be  appropriate  to  analyze  today’s  case  in  three 
phases.  The  first  is  that  of  the  presenting  complaints 
and  their  interpretation.  Second  is  the  differential  con- 
sideration of  the  patient’s  progressive  neurological 
syndrome.  Third  is  a review  of  what  we  in  internal 
medicine  should  know  concerning  the  relationship  of 
oral  contraceptives  to  thromboembolic  complications. 

First,  we  should  focus  on  the  presenting  com- 
plaints— agitation,  confusion,  weakness  of  the  right 
arm  and  left  leg,  and  the  subsequent  response  to  glu- 
cose administration  in  a young  woman  with  recent 
emotional  stress.  This  makes  a good  case  for  conver- 
sion reaction.  The  diagnosis  of  hysteria  obviously 
should  be  arrived  at  carefully  and  only  after  a period 
of  observation.  The  standard  accepted  hallmarks  of 
hysteria  are  summarized  in  Table  1.  Hysteria  occurs 


almost  exclusively  in  women.  It  almost  always  begins 
before  25  years  of  age.  There  is  usually  a high  fre- 
quency of  complaints  or  problems  of  incompatibility, 
separation,  or  divorce  as  exemplified  by  this  patient. 
Symptoms  usually  begin  in  the  teens  and  are  related 
especially  to  the  menstrual  cycle,  sexual  problems,  or 
procreative  function.  Most  hysterics,  because  of  their 
numerous  complaints,  have  had  some  type  of  abdom- 
inal operation  before  age  20.  They  rarely  are  mono- 
symptomatic;  multiple  symptoms  involving  multiple 
organ  systems  are  the  rule.  Symptoms  become  less 
prominent  as  the  patient  grows  older. 

Examination  of  the  hysteric  patient  provides  only  a 
few  helpful  clues.  Such  clues  lie  primarily  in  the  men- 
tal status  examination.  Classically,  the  hysteric  re- 
mains outwardly  calm  in  the  face  of  what  appears  to 
be  a fairly  turbulent  illness  or  syndrome.  This  non- 
chalance of  the  hysteric  has  led  to  the  term  “la  belle 
indifference.”  Classically  there  are  memory  defects, 
particularly  concerning  the  present  illness.  Otherwise, 
these  individuals  usually  are  oriented,  have  insight, 
and  many  times  are  ingratiating  to  the  physician.  Un- 
fortunately, there  are  no  characteristic  physical  find- 
ings of  hysteria.  Any  manner  of  syndromes  have  been 
described.  These  vary  from  hysterical  vomiting  to 
seizures,  abdominal  pain,  fugue  states,  paralysis  and 
tremors.  As  I see  it,  the  only  real  assurances  that 
we  have  about  the  presence  of  hysteria  in  an  individ- 
ual are  reproducible  unphysiological  findings  in  a 
young  female  with  a past  history  of  similar  com- 
plaints. Only  then,  after  a period  of  careful  observa- 
tion, are  we  justified  in  making  the  diagnosis  of  hys- 
teria. In  most  cases,  this  observation  should  be  done 
on  the  medical  service  with  psychiatric  consultation. 

To  complicate  recognition  of  the  hysteric,  several 
organic  illnesses  characteristically  are  associated 
with  personality  change  and  abnormal  neurological 
findings  (Table  2).  Patients  with  acute  intermittent 
porphyria  usually  are  young  women  who  present  with 
inappropriate,  bizarre  personality  changes.  Most  of 
them,  however,  have  had  abdominal  pain  and  recur- 
rent abdominal  crises  before  the  neuropsychiatric 
symptoms  occur.i 

The  second  syndrome  to  consider  is  that  of  hyper- 
capnia and  hypoxemia.  Certainly  abnormal  mental 
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1.  Endocarditis  with  systemic  emboli. 

2.  Systemic  collagen  disease — SLE,  polyarteritis. 

3.  Dissecting  aneurysm. 

4.  Blood  dyscrasias — TTP. 


Table  3.  Differential  considerations 
in  multiple  vessel  occlusive 
diseases. 


and  neurological  signs  such  as  confusion,  agitation, 
slurred  speech,  belligerence,  personality  change, 
papilledema,  and  positive  toe  signs  have  been  de- 
scribed in  individuals  with  elevated  arterial  carbon 
dioxide  tension  and  hypoxemia.2  These  signs  are  re- 
versible once  the  blood  gas  values  become  normal. 

Hypoglycemia  should  have  been  and  was  consid- 
ered in  this  patient.  Hypoglycemic  encephalopathy  is 
manifested  by  confusion,  mental  change,  convulsions, 
coma,  and  reflex  changes,  particularly  pathological 
reflexes.  Hypercalcemic  crisis  should  also  be  interject- 
ed in  the  differential  diagnosis.^  Lethargy,  mental 
confusion,  slurred  speech,  and  profound  neuromuscu- 
lar weakness  leading  to  coma  are  hallmarks  of  acute 
hypercalcemia.  Lastly,  hepatic  precoma  associated 
with  mental  dullness,  asterixis,  weakness,  and  EEG 
changes  has  been  reported  many  times. 

I am  not  critical  of  the  way  this  patient  was  man- 
aged in  the  Emergency  Room.  The  symptoms  and 
signs  were  bizarre,  and  I think  hysteria  was  certainly 
a distinct  consideration.  The  most  important  part  of 
her  initial  management  was  the  fact  that  she  was 
admitted  to  the  hospital  for  observation. 

Next,  let  us  turn  to  the  differential  diagnosis  of 
the  patient's  progressive  central  nervous  system  man- 
ifestations. May  we  seethe  carotid  arteriograms? 

Dr.  Thomas  S.  Harle:  A frontal  film  from  the  left 
carotid  arteriogram  shows  opacification  of  the  exter- 
nal carotid  artery,  the  internal  carotid  artery,  and  the 
middle  cerebral  artery  (Fig.  1).  There  is  no  visualiza- 
tion of  the  left  anterior  cerebral  artery;  this  by  itself 
may  not  be  pathological,  because  one  carotid  artery 
frequently  supplies  both  anterior  cerebral  arteries. 
The  right  carotid  arteriogram  shows  filling  of  the  ex- 
ternal carotid  artery  and  its  branches,  but  no  filling 
of  the  internal  carotid  artery  beyond  the  carotid  si- 
phon (Fig.  2).  Therefore,  the  nonvisualization  of  the 
anterior  cerebral  artery  on  the  left  carotid  arteriogram 
is  pathological.  Occlusion  of  the  distal  right  internal 
carotid  artery  and  left  anterior  cerebral  artery  ex- 
plains the  angiographic  findings. 

Dr.  Schweppe:  In  my  judgment,  the  differential 
diagnosis  of  the  demonstrated  bilateral  carotid  occlu- 
sive disease  is  not  large  (Table  3).  The  first  and  per- 


Fig.  1. 

Fig.  2. 
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Fig.  3.  Major  cerebral  arteries.  Cross 
cut  surfaces  of  right  internal  carotid 
and  middle  cerebral  arteries  show 
thrombotic  occlusion  of  the  lumina 
(arrows).  The  oculomotor  nerves  are 
seen  between  the  posterior  cerebral  and 
superior  cerebellar  arteries. 


Fig.  4.  Cross  section  of  middle  cerebral 
artery  shows  occlusion  of  lumen  by  thrombus. 
Note  platelet-rich  clot  on  left,  and  fibrin  with 
leukocyte-erythrocyte  mass  on  right. 
Hematoxylin  and  eosin,  X 31. 


Fig.  5.  Cut  surface  of  left  parietal  lobe  shows 
recent  hemorrhagic  infarct  in  cerebral 
cortical  gray  matter. 


Fig.  6.  Hemorrhagic  infarct  of  left  parietal 
lobe  shown  in  Fig.  3.  Perivascular  and 
pericapillary  diapedesis  is  evident.  Neurons  are 
undergoing  degenerative  changes.  Hematoxylin 
and  eosin,  X 74. 
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haps  most  important  consideration  is  that  of  bland 
or  septic  emboli  from  the  heart  or  some  central  ves- 
sel. These  considerations  \would  certainly  include  bac- 
terial endocarditis,  thrombotic,  noninfective  (maran- 
tic) endocarditis,  atrial  myxoma,  fragments  from  a 
large  necrotic  aneurysm  of  the  aortic  arch,  etcetera. 
About  20  percent  of  patients  with  endocarditis  have 
neurologic  manifestations.  The  presence  of  a murmur 
obviously  would  help  establish  the  diagnosis,^  but  the 
absence  of  a murmur  would  not  exclude  endocarditis. 
Three  negative  blood  cultures  in  this  patient  weigh 
against  this  diagnosis,  and  I would  have  suspected 
more  evidence  of  peripheral  emboli  elsewhere,  namely 
cutaneous  or  retinal  lesions,  or  hematuria. 

The  next  major  consideration  would  be  a collagen 
disorder,  particularly  systemic  lupus  erythematosus 
(SLE).  In  some  5 percent  of  patients  with  SEE,  the 
presenting  symptom  is  neurological  in  type,  prin- 
cipally seizures.  Moreover,  some  65  percent  of  patients 
with  SLE  will  have  neurological  symptoms  and  signs 
during  the  course  of  the  illness.®  At  least  two  patients 
with  SLE  have  had  cerebral  arteritis  sufficient  to  cause 
vascular  occlusion  evident  on  carotid  arteriograms.'^ 
Most  patients  with  SLE  and  arteritis-induced  abnor- 
malities of  the  central  nervous  system  (CNS)  have 
positive  LE  preparations.  The  patient  under  discus- 
sion had  two  negative  LE  preparations.  Obviously,  this 
diagnosis  was  considered  because  of  the  use  of  corti- 
costeroids in  the  last  day  of  her  life. 

The  third  consideration  would  be  aneurysms,  parti- 
cularly dissecting  aneurysm  of  the  aortic  arch  as  in 
Marfan’s  syndrome.  Traumatic  aneurysms  of  the  arch 
occluding  the  origin  of  the  innominate  and  carotid 
vessels  have  been  described.®  This  patient  had  pal- 
pable neck  vessels  at  the  time  she  was  admitted,  and 
certainly  on  chest  roentgenogram  there  was  no  evi- 
dence of  aortic  ectasia. 

Blood  dyscrasias,  particularly  thrombotic  thrombo- 
cytopenic purpura  (TTP),  also  deserve  consideration. 
TTP  is  characterized  by  anemia,  thrombocytopenia 
and  CNS  abnormalities.  In  this  case,  platelets  ap- 
peared adequate  on  smear.  Classically,  TTP  is  a dis- 
ease of  small  vessels  with  platelet  thrombi  in  the  cap- 


Fig. 7.  Small  uterine  artery  shows 
layers  of  fibrous  intimal  thickening 
narrowing  the  lumen.  Hematoxylin 
and  eosin,  X 425. 


illaries.  From  the  available  data,  I would  favor  a colla- 
gen disorder  as  the  most  likely  cause  for  this  patient’s 
bilateral  occlusive  cerebral  vascular  disease. 

The  question  naturally  arises  as  to  what  role,  if  any, 
oral  contraceptives  played  in  this  case.  There  is  con- 
siderable literature  on  this  subject,  and  the  question 
of  hypercoagulability  in  pregnancy  and  in  association 
with  these  drugs  has  been  discussed  in  many  arti- 
cles.9'  10  The  following  appears  to  be  established: 

1.  Oral  contraceptives  increase  the  frequency  and 
severity  of  vascular  headaches,  especially  hemiplegic 
migraine. 

2.  Retinal  edema,  papilledema,  and  subsequent  vi- 
sual symptoms  can  be  clearly  related  to  the  onset  or 
offset  of  use  of  oral  contraceptives. n 

3.  The  estrogen-progesterone  products  such  as 
Enovid  will  cause  definite  changes  in  the  coagulation 
mechanism  in  healthy  young  women.  These  changes 
are  the  same  as  those  that  result  from  pregnancy,  and 
consist  of  an  increase  in  fibrinogen,  in  blood  clotting 
factors  VII  and  VIII,  and  probably  in  prothrombin 
activity. 12 

From  the  retrospective  data  available  at  this  time, 
there  appear  to  be  some  patients  who  comprise  a 
high-risk  group  in  whom  oral  contraceptive  therapy 
often  is  accompanied  by  subsequent  development  of 
thromboembolic  disease.  These  patients  are  those 
with  any  sort  of  history  suggesting  vascular  head- 
ache, periodic  ischemic  cerebral  episodes,  toxemia  of 
pregnancy  or  peripheral  thrombophlebitis,  as  well  as 
those  with  arterial  hypertension. 

The  patient  today  had  both  arterial  hypertension 
and  a history  of  toxemia  of  pregnancy.  Nevertheless,  I 
am  unable  to  answer  the  question  as  to  the  influence 
of  oral  contraceptives  in  the  genesis  of  her  illness. 

Dr.  Herbert  L.  Fred:  At  the  time  of  this  patient’s 
transfer  to  the  medical  service,  the  nature  of  her  neu- 
rological disturbance  was  uncertain.  Our  chief  consid- 
erations were  intracranial  vascular  disease,  neoplasm, 
or  infection  versus  an  acute  demyelinating  process. 
The  results  of  carotid  arteriography  narrowed  the  diag- 
nostic possibilities  but  did  not  provide  a clear  indica- 
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tion  as  to  the  cause  of  the  arterial  obstructions.  After 
careful  review  of  all  available  data,  we  decided  that 
the  patient  most  likely  had  bland  thromboses  associ- 
ated with  the  use  of  oral  contraceptives.  By  that  time, 
however,  a fatal  outcome  seemed  inevitable.  Adreno- 
corticosteroids  were  administered  mainly  as  a “last 
ditch”  means  of  combating  any  “arteritis”  and  of 
stemming  the  patient’s  rapid  downhill  course. 

Pathological  Findings:  Dr.  Minoru  Suzuki:  The  cardinal 
pathologic  findings  at  postmortem  examination  were 
bilateral  thromboses  of  the  major  cerebral  arteries  and 
recent  infarcts  of  the  left  parietal  lobe  and  upper 
brain  stem.  The  circle  of  Willis,  dissected  away  from 
the  brain,  showed  complete  occlusions  of  the  right 
internal  carotid  artery  and  bilateral  occlusions  of  the 
anterior,  middle  and  posterior  cerebral  arteries  as  well 
as  the  superior  cerebellar  arteries  (Fig.  3).  The  pos- 
terior communicating  arteries  and  portions  of  the 
anterior  cerebral  arteries  distal  to  the  anterior  com- 
municating artery  were  patent.  Microscopically,  cross 
sections  at  the  main  stems  of  the  middle  cerebral 
arteries  showed  complete  occlusion  of  the  lumina  by 
thrombus.  The  arterial  walls  were  stretched  and  the 
lumens  distended,  but  there  was  no  inflammatory 
reaction  (Fig.  4).  Peripheral  branches  of  the  middle 
cerebral  arteries  were  also  occluded  by  thrombi.  The 
major  cerebral  arteries  were  free  of  atherosclerosis. 

The  left  parietal  lobe  supplied  by  the  middle  cere- 
bral artery  showed  foci  of  hemorrhagic  lesions  within 
the  cortical  gray  matter  (Fig.  5).  Microscopic  sections 
of  these  lesions  revealed  perivascular  and  pericapil- 
lary  diapedesis  of  blood  cells  (Fig.  6).  Ischemic  chang- 
es of  neurons  and  satellitosis  by  perineuronal  associ- 
ation of  glial  cells  were  also  seen.  There  were  hemor- 
rhagic lesions  in  the  midbrain  and  upper  pons,  similar 
to  those  seen  in  the  left  parietal  lobe. 

In  view  of  the  past  history  of  eclampsia  in  this  pa- 
tient, we  searched  for  hypertensive  vascular  changes. 
Small  arteries  of  the  uterus  showed  marked  narrowing 
of  their  lumina  by  laminated  layers  of  fibrous  intimal 
thickening  (Fig.  7).  In  the  kidneys,  the  lumina  of  arte- 
rioles were  moderately  narrowed  by  hyaline  thickening 
of  the  vascular  walls. 

The  lower  lobe  of  the  left  lung  showed  focal  bron- 
chopneumonia. 

The  final  anatomic  diagnoses  were  as  follows: 

Arterial  thromboses,  multiple,  of  right  internal  caro- 
tid artery  and  of  the  anterior,  middle  and  posterior 
cerebral  arteries  and  superior  cerebellar  arteries,  bilat- 
erally. 

Recent  infarcts,  left  parietal  lobe,  midbrain  and 
pons. 

Arteriolosclerosis  of  the  kidneys,  moderate,  and  of 
the  uterus,  severe  (history  of  toxemia  of  pregnancy). 

Bronchopneumonia,  lower  lobe  of  left  lung,  focal. 


An  interesting  aspect  of  this  case  is  the  apparent 
association  of  oral  contraceptive  medication  with 
thrombosis  of  cerebral  arteries.  Since  synthetic  pro- 
gestational steroids  for  oral  contraception  became 
available  to  the  public  in  1960,  there  have  been  a 
number  of  reports  concerning  the  complications  of 
this  medication.  Thrombophlebitis,  pulmonary  throm- 
boembolism, or  thrombosis  of  the  systemic  arterial 
system  occurs  more  frequently  in  women  taking  oral 
contraceptives  than  in  controls.is  However,  the  risk 
of  developing  occlusive  vascular  disorders  among  the 
women  taking  oral  contraceptives  is  small  and  less 
than  that  which  arises  from  ordinary  pregnancy  and 
delivery.  Among  the  thromboembolic  diseases  occur- 
ring in  users  of  these  drugs,  superficial  phlebitis  of 
the  legs  is  common,  but  arterial  thrombosis  is  rela- 
tively uncommon. 

In  the  postmortem  examination  of  this  patient,  no 
source  for  thromboemboli  was  evident  in  the  cardio- 
vascular system,  and  the  intracranial  arteries  were  the 
only  site  of  thrombosis  in  the  body.  Although  occlu- 
sive vascular  disease  of  the  central  nervous  system 
associated  with  oral  contraceptive  medication  is  rare, 
once  it  occurs  it  may  cause  serious  sequelae. i3-i5 
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FIRST  REGIONAL  MEDICAL  PROGRAM  PROJECT  UNDERWAY 


The  first  operational  project  to  be 
funded  by  the  Regional  Medical  Pro- 
gram in  Texas  is  underway  in  Dal- 
las. 

The  University  of  Texas  South- 
western Medical  School  has  an- 
nounced that  it  will  cooperate  with 
Presbyterian  Hospital  in  Dallas  in 
setting  up  a “Stroke  Treatment 
Demonstration  Unit”  which  will  be 
dedicated  to  the  continuing  educa- 
tion of  physicians  and  persons  in 
allied  health  professions. 

Part  of  the  motivation  is  a need 
for  follow-up  treatment  and  rehabili- 
tation of  the  stroke  sufferer,  notes 
Dr.  Howard  C.  Coggeshall,  member 
of  the  medical  school  faculty  and 
director  of  the  Regional  Medical 
Program  in  Northeast  Texas. 

Dr.  William  S.  Fields  is  project  di- 
rector for  the  unit  at  Presbyterian 
Hospital,  and  also  heads  the  com- 
puterized stroke  registry  and  stroke 
research  program  at  Southwestern. 

"The  ultimate  objective  of  stroke 
research  is  to  determine  who  among 
the  general  population  is  stroke 
prone  and  to  develop  adequate 
means  of  stroke  prevention,”  Dr. 
Fields  reports. 

Most  of  the  stroke  patients  who 
are  seen  by  doctors  already  have 
established  disability  and  will  re- 
quire the  most  sophisticated  type  of 
rehabilitation  program,  he  said. 

“In  the  immediate  future,  this  as- 
pect of  the  stroke  problem  must  re- 
ceive the  greatest  attention.  But  re- 
search programs  must  also  be  di- 
rected toward  prevention  of  the 
catastrophe.” 

There  are  more  than  two  million 
persons  now  living  who  have  dis- 
ability as  a result  of  strokes,  he 
said,  adding  “This  creates  a tre- 
mendous economic  burden  on  the 
family  and  the  community.  With  an 
aging  population,  this  will  undoubt- 
edly increase.” 

The  goals  for  the  overall  program 
are 

1.  To  collect  information  which 
will  assist  in  learning  about  people 
likely  to  have  stroke; 

2.  To  continue  in  the  cooperative 
study  to  determine  which  categories 
of  patients  are  best  suited  for  sur- 
gical treatment;  and 


3.  To  provide  demonstration  fa- 
cilities in  which  physicians  and  al- 
lied health  professionals  can  be 
trained  to  establish  more  effective 
programs  in  their  local  communi- 
ties. 

Areas  receiving  attention  from 
Southwestern  besides  the  unit  aided 
by  the  Regional  Medical  Program  for 
Heart  Disease,  Cancer,  and  Stroke 
are  the  stroke  registry  and  a cere- 
brovascular clinical  research  center. 

Dr.  Fields  directs  the  stroke  reg- 
istry in  the  Department  of  Neurol- 
ogy at  Southwestern.  This  opera- 
tion, begun  in  1960  in  Houston,  was 
brought  to  Dallas  by  Dr.  Fields  last 
year. 

The  registry  is  a cooperative 
study  in  which  23  university  medi- 
cal centers  in  the  United  States  and 
one  in  Montevideo,  Uruguay,  collect 
exhaustive  records  and  analyses  of 


stroke  patients.  Now,  data  on  more 
than  8,000  patients  have  been  put 
in  computer  storage  for  use  in  as- 
sisting physicians  in  classifying  pa- 
tients and  in  decisions  on  surgery. 

The  third  broad  area  of  attack  is 
establishment  of  a Cerebrovascular 
Clinical  Research  Center  which  will 
involve  facilities  at  Southwestern 
and  at  Parkland  Memorial  Hospital. 

For  the  research,  there  is  an  ef- 
fort to  recruit  additional  specialized 
personnel,  such  as  psychologists, 
for  measurement  of  the  sometimes 
elusive  disabilities  caused  by  stroke. 
This  program  also  will  involve  pa- 
tients at  Presbyterian  Hospital.  An 
on-site  physician  to  assume  day-to- 
day  responsibilities  for  the  demon- 
stration unit  also  is  sought. 

More  than  a million  dollars  has 
been  granted  toward  the  stroke  pro- 
gram by  various  agencies. 


Dr.  Charles  W.  Yates  of  Rosenberg,  member  of  the  Texas  Medical  Associa- 
tion s Board  of  Trustees,  left,  congratulates  Texas  Medicine  Award  winner 
Dr.  Dennis  G.  Brown  of  Houston,  June  graduate  of  Baylor  University  College 
of  Medicine  in  Houston,  Recipient  of  the  third  annual  award  for  scientific 
writing  excellence.  Dr.  Brown  was  honored  during  Baylor’s  25th  Anniversary 
Honors  Convocation  on  June  6.  The  winning  article,  "The  Use  of  Surgical 
Tape  (Micropore)  as  a Substitute  for  Suturing  Nerves,’’  will  be  published  in 
Texas  Medicine. 
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The  112-year-old  Meredith  Hart  House,  seven  miles  south  of  Cleburne,  is  the 
family  home  of  Dr.  R.  W.  Kimbro.  Initially  purchased  for  a weekend  retreat, 
the  frontier-day  structure  has  been  restored  to  its  original  condition  and  is 
inhabited  by  the  Kimbros  year-round.  The  house,  although  designated  as  a 
historical  landmark,  is  "no  museum"  when  the  four  Kimbro  children  are  at 
home. 


Live  in  Landmark? 
Kimbros  Like  It  Fine 

Many  Texas  doctors  are  becom- 
ing increasingly  interested  in  their 
state's  unusual  history.  Dr.  and 
Mrs.  R.  W.  Kimbro  of  Cleburne  have 
moved  right  into  the  past.  They  live 
in  the  112-year-old  Meredith  Hart 
House,  seven  miles  south  of  Cle- 
burne. 

Originally  the  Kimbros  had 
thought  to  use  the  house  as  a week- 
end retreat,  but  they  became  in- 
trigued with  the  prospect  of  restor- 
ing it  to  its  original  condition,  and 
decided  to  live  there  year-round. 

The  house  rests  on  310  of  the 
original  1,280  acres.  On  this  land 
the  Kimbros  raise  Charolais  cattle 
and  keep  Tennessee  Walking  horses. 
The  spread  looked  like  good  invest- 
ment property  to  the  Kimbros  who, 
in  1961,  were  interested  only  in  the 
land.  The  two-story  house,  which 
evolved  from  a double  log  cabin 
with  connecting  dogtrot,  was  in  a 
run-down  condition  although  still 
sturdy. 

Mrs.  Kimbro  began  reading  books 
on  restoration,  consulting  architects, 
and  talking  to  descendants  of  the 
Hart  family.  Eventually  her  passing 
interest  turned  into  a full-time  oc- 
cupation. 

Hart-Kimbro  House  was  awarded 
the  Texas  Historical  Building  Me- 
dallion in  1963  and  was  designated 
a recorded  historical  landmark  in 
1965.  In  April  of  this  year,  Mrs. 
Kimbro  was  honored  with  the  cov- 
eted Historical  Preservation  Award 
of  the  Texas  Historical  Survey  Com- 
mittee. 

Meredith  Hart  himself  designed 
the  house.  A central  hall  connects 
two  rooms  and  encloses  the  stair- 
case leading  to  two  second-story 
bedrooms.  Dining  room  and  kitchen 
join  the  parlor  at  ground  level,  and 
balconies  extend  the  length  of  the 
house. 

In  restoring  the  house  to  its  orig- 
inal condition,  the  Kimbros  were 
able  to  locate  some  furnishings  that 
belonged  to  the  Meredith  Hart  fam- 
ily, among  them  a four-poster  bed 
that  had  been  stored  in  the  garage 
for  the  past  25  years. 

"The  most  authentic  room  in  the 
house,”  according  to  Mrs.  Kimbro, 
is  an  upstairs  bedroom  that  is  paint- 
ed the  shade  of  yellow  that  it  was 
100  years  ago.  The  original  colors 
have  been  used  throughout  the 
house  where  it  was  possible  to  de- 
termine them. 

About  eight  months  ago,  con- 
struction was  finished  on  a rear 


wing  which  has  become  the  Kim- 
bros’ living  center.  The  building 
project  began  with  the  kitchen  where 
handhewn  wooden  beams  were  con- 
structed to  simulate  the  originals. 
Tall,  stained  wood  cabinets  line  one 
wall,  and  connected  to  the  kitchen 
is  a brick-floored  den,  an  informal 
gallery  for  paintings  by  noted  Mexi- 
can artists,  and  for  contemporary 
Texas  landscapes. 

The  primary  obstacle  in  restoring 
a home  is  finding  the  materials  ne- 
cessary to  replace  the  original  ma- 
terial, Mrs.  Kimbro  points  out. 
Adapting  a heating  and  cooling  sys- 
tem to  antique  conditions  is  another 
problem.  "You  have  to  decide  if 
you’re  going  to  live  in  a museum  or 
a house,”  she  observes. 

Hart-Kimbro  House  is  certainly  no 
museum  when  the  Kimbros’  four 
children  are  home  from  school,  or 
when  Mrs.  Kimbro  has  it  "geared 
up  for  a party.” 

Mrs.  Kimbro,  chairman  of  the 
Johnson  County  Historical  Survey 
Committee,  is  currently  engaged  in 
researching  the  Hart  family  history. 

Home  Injuries  Subject 
Of  Health  Service  Study 

The  Public  Health  Service  will 
study,  for  the  first  time  in  its  own 
laboratory,  ways  to  reduce  the  48.5 
million  injuries,  58,000  of  them  fa- 
tal, which  occur  every  year  in  Amer- 
ican homes  or  places  of  recreation. 


Jerome  H.  Svore,  director  of  the 
National  Center  for  Urban  and  In- 
dustrial Health  in  Cincinnati,  an- 
nounced today  that  studies  of  con- 
sumer behavior  will  be  conducted  at 
the  center’s  research  facility  in 
Providence,  R.l.  Until  now,  studies 
on  automobile  driving  behavior  have 
been  carried  out  in  this  laboratory. 

The  studies  will  be  designed  to  re- 
veal situations  encountered  in  peo- 
ple’s daily  patterns  of  living  that 
result  in  injuries  such  as  burns, 
falls,  and  electric  shock. 


Clinical  Toxicology 
Academy  Organized 

Objects  of  a newly  organized 
group,  the  American  Academy  of 
Clinical  Toxicology,  will  be  to  fos- 
ter the  study  of  problems  peculiar 
to  the  practice  of  clinical  toxicology 
and  to  unite  into  one  group  mem- 
bers of  the  medical  profession  with 
interests  in  clinical  toxicology.  The 
academy  will  encourage  the  devel- 
opment of  therapeutic  methods  and 
technology  and  will  promote  more 
general  understanding  of  the  princi- 
ples of  practice  in  clinical  toxicol- 
ogy. 

Individuals  interested  in  partici- 
pating in  the  academy  should  write 
Dr.  Eric  G.  Comstock,  Acting  Secre- 
tary-Treasurer, American  Academy 
of  Clinical  Toxicology,  P.O.  Box 
2565,  Houston  77001. 
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Nutrition  Survey  Begins 
In  Texas,  Louisiana 

The  National  Nutrition  Survey  in 
Texas  began  in  the  first  of  26  ran- 
domly selected  counties  on  June  18. 
The  state’s  survey  directors  are  Dr. 
William  J.  McGanity,  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton, and  Dr.  Fratis  Duff,  health 
planning  director  of  the  Texas  State 
Department  of  Health,  Austin. 

Texas  and  Louisiana  are  the  two 
states  selected  to  initiate  the  na- 
tional survey  requested  and  author- 
ized by  Congress  under  the  Partner- 
ship for  Health  Amendments  of 
1967.  The  secretary  of  the  Depart- 
ment of  Health,  Education  and  Wel- 
fare has  been  given  the  responsi- 
bility for  carrying  out  the  survey  at 
the  national  level;  and  the  nutrition 
program  of  the  US  Public  Health 
Service  has  been  designated  to  de- 
velop the  nationwide  program  and 
to  report  its  findings  to  the  Con- 
gress. 

The  objective  of  this  comprehen- 
sive nutrition  study  is  to  identify  the 
prevalence,  magnitude,  location,  and 
cause  of  malnutrition  and  related 
health  problems  in  the  United 
States.  The  study  is  being  carried 
out  in  partnership  with  state  health 
departments  by  supporting  local  re- 
sources, principally  those  of  medical 
schools  and  research  institutes.  A 
key  objective  is  the  development 
within  each  state  of  resources  and 
capabilities  to  strengthen  the  super- 
vision of  self-help  programs,  to 
evaluate  the  effectiveness  of  action 
programs  which  are  directed  to  cor- 
rect those  deficiencies  found,  and 
to  develop  preventive  programs.  The 
State  Health  Department,  under  the 
direction  of  Commissioner  Dr.  James 
E.  Peavy  of  Austin,  has  given  its  ap- 
proval to  the  Texas  survey  and  has 
assisted  The  University  of  Texas 
Medical  Branch  in  the  planning,  de- 
velopment, and  implementation. 

The  survey  team  of  50  members 
will  be  drawn  from  within  the  state. 
To  insure  a comprehensive  survey 
there  will  be  an  evaluation  of  social, 
economic,  dietary,  clinical,  dental, 
and  biochemical  aspects.  Physicians, 
dentists,  nutritionists,  dietitians  and 
home  economists,  public  health 
nurses,  social  workers,  and  bio- 
chemists at  the  professional  and 
student  level  will  be  members  of  the 
survey  team.  The  incidence  and  lo- 
cation of  nutritional  problems  will 
be  identified  from  data  collected. 
This  will  permit  local,  state,  and 
national  agencies  as  well  as  com- 
munity, professional,  and  educa- 
tional and  health  groups  to  plan 


and  recommend  activities  and  pro- 
grams to  solve  problems  as  they 
may  exist  within  the  state. 

A total  of  103  census  tract  enu- 
meration districts  in  26  counties  in 
Texas  have  been  designated  for  vis- 
itation by  the  survey  team.  An  aver- 
age of  20  families  will  be  contacted 
in  each  enumeration  district.  The 
counties  to  be  visited  in  the  survey 
which  were  selected  at  random  are 
Newton,  Hardin,  Bexar,  Guadalupe, 
Travis,  Washington,  Anderson,  Lime- 
stone, McLennan,  Lampasas,  Dallas, 
Tarrant,  Wichita,  Haskell,  Jones,  Ec- 
tor, El  Paso,  Uvalde,  Frio,  Dimmit, 
Duval,  San  Patricio,  Nueces,  Hidal- 
go, Cameron,  and  Harris.  Large  ur- 
ban areas  to  be  visited  in  the  survey 
include  San  Antonio,  Austin,  Hous- 
ton, El  Paso,  Waco,  Dallas,  Fort 
Worth,  and  Corpus  Christi. 

The  study  consists  of  eight  phas- 
es. The  first,  obtaining  identifica- 
tion, educational,  social,  and  econ- 
omic data  for  each  family  is  ob- 
tained by  interview  in  the  home. 

The  remaining  phases  are  plan- 
ned in  one  central  facility  within 
each  enumeration  district.  These 
seven  areas  of  study  are 

1.  Height,  weight,  fat  thickness, 
and  eight  other  diameters  or  cir- 
cumferences of  arms,  legs,  head, 
and  chest; 

2.  Blood  pressure  determination 
and  a screening  hearing  examina- 
tion; 

3.  An  x-ray  of  the  right  wrist  to 
determine  the  bone  age  and  min- 
eral concentration  within  the  bones; 

4.  A small  blood  and  urine  sam- 
ple which  will  then  have  22  differ- 
ent mineral,  vitamin,  and  other  nu- 
tritional determinations; 

5.  A medical  history  and  physi- 
cal examination  directed  toward  nu- 
tritional and  chronic  disease  prob- 
lems; 

6.  A dental  examination  to  deter- 
mine the  number  of  decayed,  filled, 
and  missing  teeth  as  well  as  an  in- 
dex of  disease  in  the  supporting 
gums;  and 

7.  A dietary  interview  of  house- 
hold food  use  as  well  as  individual 
dietary  intake. 

Team  members  do  not  provide 
medical  or  dental  diagnosis  or  ther- 
apy. Subjects  in  need  of  such  atten- 
tion are  referred  to  their  appropriate 
local  physician  or  community  health 
department. 

Interest  and  support  of  the  Texas 
survey  has  been  expressed  from 
many  federal,  state,  and  local  agen- 
cies, and  professional  groups  such 
as  Committees  on  Public  Health  and 
Nutrition  of  the  TMA,  Texas  State 
Department  of  Welfare  and  the  Tex- 


as Nutrition  Council.  State  Commis- 
sioner of  Education,  Dr.  J.  W.  Edgar, 
and  appropriate  members  of  his  ad- 
ministrative and  supervisory  staff 
have  not  only  given  their  support 
to  the  survey,  but  have  expressed 
interest  in  the  furthering  of  curricu- 
lum development  in  nutrition  educa- 
tion in  the  appropriate  subject  areas 
in  the  state’s  elementary  and  sec- 
ondary schools. 


Increase  in  Pharmacists 
Shown  for  Texas  in  1967 

The  number  of  pharmacists  en- 
gaged in  the  practice  of  pharmacy 
in  Texas  has  increased  in  the  past 
year,  and  the  number  of  community 
pharmacy  outlets  has  remained  con- 
stant, according  to  Pharmaceutical 
Foundation’s  Manpower  Study  in 
Texas  Pharmacy  for  1968. 

The  increase  in  the  number  of 
active  pharmacists  was  attributed 
primarily  to  the  introduction  of  the 
various  governmental  programs  of 
assistance  to  the  aged. 

In  1968,  300  additional  pharma- 
cists were  engaged  in  the  practice 
in  the  same  number  of  community 
pharmacy  outlets  that  existed  in 
Texas  in  1967.  The  one-pharmacist 
pharmacy  outlets  declined  in  num- 
ber with  213  fewer  in  1967,  while 
the  two-pharmacy  outlets  increased 
by  169.  Increases  were  shown  in 
all  multiple  use  pharmacy  outlets  in 
1967. 

The  educational  qualifications  re- 
ported for  1967  indicate  that  a ma- 
jority of  the  registered  pharmacists 
in  Texas  practicing  consumer-ori- 
ented pharmacy  are  college  gradu- 
ates, and  that  at  least  80  percent 
are  under  50  years  of  age. 

The  population  estimate  for  Tex- 
as in  April,  1967,  was  10,838,502, 
according  to  the  Population  Re- 
search Center  of  The  University  of 
Texas.  The  ratio  of  pharmacist  to 
pharmacy  in  Texas  then  is  1.92  to 
1;  the  ratio  of  population  to  phar- 
macy is  3,557  to  1;  and  the  popu- 
lation-pharmacist ratio  is  1,845  to  1. 

The  total  number  of  pharmacists 
licensed  and  in  good  standing  in 
Texas  at  the  beginning  of  1968  was 
7,995,  an  increase  of  169  or  about 
2 percent  more  than  the  7,826 
pharmacists  at  the  beginning  of 
1967.  Also,  more  women  pharma- 
cists are  registered  in  1968  than 
were  registered  in  1967.  The  num- 
ber of  pharmacists  licensed  but  not 
practicing  decreased  in  1968. 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


SOUP 

* Tl:  * 


burning 


itching 


discharge 


of  trichomonal  vaginitis... 


metronidazole 


tablets/ inserts 


brings 

♦clinical  cures 
♦microscopic  cures 
♦culture  cures 


For  the  most  widespread  form  of  vagi- 
nitis the  most  widely  successful  thera- 
peutic agent,  Flagyl,  is  clearly  indi- 
cated. 

In  trichomonal  vaginitis,  most  physi- 
cians have  reported  a cure-rate  of  95 
per  cent  or  more  with  Flagyl  when  in- 
fected male  partners  are  treated  con- 
currently and  when  treatment  is 
repeated  for  occasional  refractory  in- 
fections in  women. 

Among  the  few  patients  who  do  not 
respond  to  Flagyl  are  those  who  may 
not  have  taken  the  prescribed  dosage 
and  those  who  may  have  been  rein- 
fected. 

This  high  rate  of  cure  obtained  with 
Flagyl  is  unparalleled.  Only  systemi- 
cally  active  Flagyl  reaches  the  hidden 
reservoirs  of  reinfection  in  male  and 
female  genitourinary  tracts. 

Indications:  Flagyl  is  indicated  only  in  the 
treatment  of  trichomoniasis  in  both  the  male 
and  female. 

Contraindications:  Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  es- 
pecially if  a second  course  is  necessary. 


Side  effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 


SEARLE 


Research  in  the  Service  of  Medicine 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 

Precautions:  Anemia  is  a manifestation  that  requires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  Bi?  therapy  may  result  in  hematologic  remission  but  neu- 
rological progression.  Adequate  doses  of  vitamin  B12  (parenteral, 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  or 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiological  doses  of  vitamin  B12.  If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  B12,  may  be  necessary.  No  single  regi- 
men fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  812  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
oral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [032.6.] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


Tower 
of  Babble 


Are  your  patients  confused  by  ad  claims? 

by  shapes  and  sizes?  by  strange- 
sounding  ingredients? 
When  they  need  fast 
relief  from  pain,  you 
can  reassure  them  that 
aspirin  is  still  the 
strongest  analgesic  they 
can  buy  without  your 
prescription.  And 
Bayer  is  100%  aspirin. 

No  wonder  Bayer  works  wonders. 


I lie?  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 

aluminum  and  magnesium  hydroxides  p/us  simethicone 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  a/so  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5“/o  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  ’"Oanhof,  i.  e.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


when  cough 

is  not 

the  only  sound 
you  hear.,  ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNl-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus— which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
tammic,  and  expectorant  action  of  Omni-Tuss 
The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (I)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage-extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Chddren  (6-\2 years):  Vz  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


Hospital  Daily  Expense 
Per  Patient  Up  in  1967 


Midland  Mayor  H.  C.  Avery  and  Midland  County  Judge  Barbara  Culver  offi- 
cially open  the  Permian  Basin  Health  Fair,  held  in  Midland  March  24-29, 
using  surgical  scissors  and  gauze.  Onlookers  are  Billy  Gilbreath  of  Midland,' 
general  chairman  of  the  fair,  and  a guest.  The  fair  was  sponsored  by  the 
Midland  County  Medical  Society  and  woman's  auxiliary,  the  Midland  Cham- 
ber of  Commerce,  the  Midland  Independent  School  District,  and  the  Midland 
Memorial  Hospital  Auxiliary. 

33,000  AHEND  PERMIAN  BASIN  FAIR 


More  than  33,000  persons  at- 
tended the  Permian  Basin  Health 
Fair,  held  in  Midland  this  spring. 
Sponsored  by  the  Midland  County 
Medical  Society  and  Woman’s  Aux- 
iliary, the  Midland  Chamber  of  Com- 
merce, the  Midland  Independent 
School  District,  and  the  Midland 
Memorial  Hospital  Auxiliary,  the  fair 
was  the  fourth  of  its  kind  to  be  held 
in  Texas. 

Communities  represented  at  the 
fair  included  Midland,  Plainview, 
Lubbock,  Sterling  City,  Colorado 
City,  Monahans,  Rankin,  Crane,  Mc- 
Camey,  Lamesa,  Andrews,  Big 
Spring,  Odessa,  Stanton,  Lenorah, 
and  Hobbs,  N.M. 

Objectives  of  the  fair  were  four: 
(1)  to  inspire  more  young  people  to 
enter  training  for  a vocation  in  med- 
ical and  paramedical  fields;  (2)  to 
disperse  information  concerning 
medical  and  health  organizations  in 
an  informative  and  ethical  manner; 

(3)  to  attract  more  persons  to  em- 
ployment in  the  fields  of  medicine, 
health,  research,  and  science;  and 

(4)  to  produce  a better  liaison  be- 
tween all  available  health  services 
in  the  community. 

The  health  fair  featured  57  ex- 
hibits, 18  of  which  were  from  the 


American  Medical  Association  and 
valued  at  approximately  $1,000,000. 
Popular  exhibits  included  the  AMA’s 
“Transparent  Twins,”  and  National 
Aeronautics  and  Space  Administra- 
tion’s space  capsule.  Local  exhibits 
also  received  considerable  attention. 
One  of  the  most  popular  local  ex- 
hibits was  a veterinary  exhibit  which 
displayed  a series  of  calf  fetuses 
showing  development  stages  of  un- 
born calves  and  a newborn  live  calf. 
The  fair  was  held  in  the  Midland 
County  Exhibits  Building  which  con- 
tains 20,000  sq.  ft.  of  exhibit  space. 

Each  exhibitor  was  given  the  op- 
portunity of  submitting  a film. 
These  films  were  shown  continuous- 
ly after  5 p.m.  on  all  days  of  the 
fair. 

Dr.  Charles  Berry  of  Seabrook, 
Tex.,  chief  of  medical  programs  for 
NASA,  delivered  the  “blast-off” 
speech  at  a banquet  prior  to  the 
opening  of  the  fair. 

Mr.  Billy  G.  Gilbreath  was  gen- 
eral chairman  of  the  fair.  Dr.  Mar- 
tha Madsen,  Midland  pathologist,  is 
chairman  of  the  Midland  Chamber 
of  Commerce  health  committee,  and 
worked  closely  with  others  in  plan- 
ning and  presenting  the  Permian 
Basin  Health  Fair. 


The  cost  to  the  nation’s  commu- 
nity hospitals  to  provide  one  patient 
with  a day  of  care  rose  to  an  aver- 
age of  $58.06  in  1967,  reports  the 
American  Hospital  Association.  The 
figure  represents  a 15.4  percent  in- 
crease over  the  1966  average  ex- 
pense of  $50.31  per  patient  day. 

The  $58.06  includes  average 
daily  expenses  to  the  hospitals  for 
payroll,  equipment,  services,  sup- 
plies, and  employee  fringe  benefits. 
A 17.4  percent  increase  in  payroll 
expense  per  patient  day  was  among 
the  factors  contributing  to  the  over- 
all increase  in  expenses.  Wages  and 
salaries  accounted  for  $36.30  of  the 
per  patient  day  expense  in  1967,  or 
$5.38  more  than  the  $30.92  re- 
quired in  1966.  Inclusion  of  hospi- 
tal employees  under  federal  mini- 
mum wage  and  overtime  pay  laws 
and  higher  salaries  paid  to  nurses 
and  other  paramedical  personnel 
contributed  to  the  higher  payroll 
costs. 

The  nation’s  5,812  community 
hospitals  incurred  total  expenses  of 
$12.6  billion  for  both  inpatients  and 
outpatients  in  1967.  That  is  $2.1 
billion  more  than  the  $10.5  billion 
in  1966  expenses. 

Increased  utilization  of  hospital 
facilities  played  a part  in  the  hos- 
pitals’ total  increased  expenses.  For 
example,  total  admissions  to  com- 
munity hospitals  were  up  nearly  1 
percent  in  1967  over  1966,  and  the 
average  daily  census  increased  4.2 
percent  in  the  past  year. 

In  addition,  the  length  of  patient 
stay  increased  from  7.7  days  per 
admission  in  1966  to  8.0  in  1967, 
and  the  number  of  outpatient  visits 
jumped  by  7 percent  during  the 
year.  The  occupancy  rate  was  also 
up  in  1967  from  77  percent  to  78.1 
percent. 

The  impact  of  Medicare  upon  hos- 
pital utilization  by  persons  65  and 
over  is  reflected  in  the  5.1  percent 
increase  in  the  over-65  admissions 
reported  in  the  last  six  months  of 
1967  over  the  same  six  months  of 
1966.  The  Medicare  program  began 
July  1,  1966. 

The  number  of  births  in  hospitals 
continued  to  decline  in  1967.  There 
were  a reported  3.2  million  births, 
a decrease  of  1.5  percent  from 
1966. 

Full-time  hospital  employees  in- 
creased again  in  1967.  In  1946, 
there  were  148  full-time  employees 
for  every  100  patients,  but  in  1967 
that  ratio  had  risen  to  264  em- 
ployees per  100  patients. 
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Organizations  Criticize 
Doman-Delacato  Method 

Nine  medical  and  health  organi- 
zations in  the  United  States  and 
Canada  have  issued  a joint  state- 
ment regarding  the  Doman-Delacato 
treatment  from  brain-damaged  chil- 
dren which  is  practiced  by  the  In- 
stitutes for  the  Achievement  of  Hu- 
man Potential. 

The  AMA  News  (May  27,  1968) 
reports  that  the  organizations  join- 
ing in  the  statement  are  the  Ameri- 
can Academy  of  Neurology,  the 
American  Academy  of  Pediatrics, 
the  American  Association  of  Mental 
Deficiency,  the  American  Academy 
for  Cerebral  Palsy,  the  American 
Academy  of  Physical  Medicine  and 
Rehabilitation,  the  National  Associa- 
tion for  Retarded  Children,  and  three 
Canadian  organizations  for  mentally 
disabled  persons.  In  addition,  the 
News  said.  The  Journal  of  the  Amer- 
ican Medical  Association  last  year 
published  an  unfavorable  report 
about  the  therapy. 

The  statement  of  these  groups 
maintains  that  the  treatment  is 
“without  merit.”  Seven  reasons  for 
this  conclusion  are  given: 

1.  Parents  are  put  in  a position 
of  calling  into  question  their  ade- 
quacy and  motivation  as  parents  if 
they  refuse  the  treatment. 

2.  Because  the  regimens  pre- 
scribed are  so  demanding  and  in- 
flexible, other  family  members  may 
be  neglected. 

3.  Proponents  stress  that  if  ther- 
apy is  not  carried  out  as  rigidly  as 
prescribed,  the  child’s  potential  will 
be  damaged,  and  that  anything  less 
than  100  percent  effort  is  useless. 

4.  Though  unwarranted  by  any 
supportive  data  and  knowledge  of 
long-term  results  published  to  date, 
restrictions  are  often  placed  upon 
age-appropriate  activities  of  which 
the  child  is  capable. 

5.  The  “Development  Profile,”  by 
which  claims  are  made  for  rapid  and 
conclusive  diagnosis,  is  of  no  known 
validity. 

6.  Undocumented  claims  are 
made  for  cures  in  a substantial 
number  of  cases. 

7.  Without  supporting  data,  pro- 
ponents indicate  that  many  typical 
child-rearing  practices  limit  a child’s 
potential  and  thereby  increase  the 
anxiety  of  already  burdened  and 
confused  parents. 

Under  the  Doman-Delacato  the- 
ory, a child  goes  through  a daily 
routine  of  creeping  and  crawling,  as 
well  as  a series  of  limb  manipula- 
tions, all  of  which  is  supposed  to 


produce  permanent  neurological 
changes  and  improve  the  child’s 
condition. 

In  conclusion  the  organizations 
state  that  no  empirical  evidence 
substantiates  the  value  of  either  the 
theory  or  the  practice  of  neurologi- 
cal organization.  These  groups  be- 
lieve that  if  the  theory  is  to  be  se- 
riously weighed  its  advocates  should 
“provide  reasonable  support  for  the 
tenets  of  the  theory  and  a series  of 
experimental  investigations,  consist- 
ent with  scientific  standards,  which 
test  the  efficacy  of  the  rationale.  To 
date,  we  know  of  no  attempt  to  ful- 
fill this  obligation.” 

Child  Development  Test 
Measures  Abnormalities 

A new  test  has  been  devised  to 
detect  abnormal  development  in  in- 
fants and  small  children,  according 
to  the  US  Public  Health  Service. 
Called  the  Denver  Developmental 
Screening  Test,  it  is  simple  to  ad- 
minister, easy  to  score,  and  can  be 
used  for  repeated  evaluations  of  the 
same  child.  The  new  screening  tool, 
developed  under  a National  Insti- 
tutes of  Health  General  Research 
Support  Grant  and  recommended  to 
pediatricians  by  the  American  Acad- 
emy of  Pediatrics,  is  being  used  in 
Project  Head  Start. 

Under  the  test  format,  an  individ- 
ual child’s  performance  can  be  com- 
pared quickly  with  other  children  on 
a standardized  scale  for  four  major 
functional  areas:  gross  motor,  fine 
motor-adaptive,  language,  and  per- 
sonal-social. The  new  test  is  not  an 
intelligence  test,  according  to  de- 
velopers Dr.  William  K.  Frankenburg 
and  Dr.  Joseph  B.  Dodds  of  the  Uni- 
versity of  Colorado  School  of  Medi- 
cine. It  is  intended  mainly  as  a 
screening  device  to  detect  children 
with  development  delays. 

The  test  is  made  up  of  105  items 
selected  from  a number  of  develop- 
mental and  preschool  intelligence 
tests.  These  items  were  adminis- 
tered to  1,036  healthy  Denver  chil- 
dren between  the  ages  of  two  weeks 
and  six  years.  The  ages  at  which 
25,  50,  75,  and  90  percent  of  the 
children  passed  each  item  were  cal- 
culated for  25  different  age  cate- 
gories. 

As  the  developmental  screening 
test  was  being  standardized,  the  in- 
vestigators also  calculated  norms 
for  boys,  girls,  children  whose  fa- 
thers were  “blue  collar”  employees, 
and  children  whose  fathers  were 
“white  collar”  employees.  Accord- 
ing to  Dr.  Frankenburg,  who  did 
not  include  differences  in  various 


sample  segments  on  the  final  test, 
there  were  few  marked  differences 
between  the  ages  at  which  children 
performed  individual  test  items. 

“During  the  first  two  years  of  life 
there  were  also  no  marked  differ- 
ences in  the  ages  at  which  children 
of  parents  from  different  occupa- 
tional groups  could  perform  the  test 
items,”  said  Dr.  Frankenburg.  “Af- 
ter two  years  of  age,  the  children  of 
white  collar  workers  performed  a 
number  of  language  items  at  an 
earlier  age  than  children  of  blue 
collar  workers.” 

Using  General  Research  Support 
funds,  Drs.  Frankenburg  and  Dodds 
are  currently  investigating  the  de- 
velopment of  1,000  Denver  children 
whose  fathers  are  in  unskilled  occu- 
pations with  the  idea  of  possibly 
creating  a separate  test  for  use  in 
examining  these  children. 

Elderly  Get  36  Minutes 
More  Nursing  Care  Daily 

Hospitalized  patients  65  and  over 
receive  at  least  36  minutes  more  of 
nursing  care  per  day  than  do  other 
adults,  a study  by  the  American 
Hospital  Association  shows. 

Because  of  Medicare  and  Medic- 
aid, hospitals  have  a particular  in- 
terest in  the  relationship  between 
age  and  the  amount  of  nursing  ser- 
vices received  by  patients.  The  AHA 
study,  conducted  over  a three-month 
period,  pointed  out  that  the  differ- 
ence in  time  “does  not  necessarily 
mean  that  care  for  the  older  group 
costs  more  per  day,  because  the 
findings  do  not  take  into  account 
the  type  of  nursing  personnel  pro- 
viding the  care.” 

The  article  noted,  however,  that 
a cost  analysis  based  on  the  cate- 
gory of  nursing  staff  providing  the 
service  was  made  for  one  of  the 
hospitals  studied.  The  analysis  in- 
dicated that  nursing  care  for  the 
older  group  did  cost  the  hospital 
relatively  more  than  care  for  young- 
er adults. 

Hospital  administrators  common- 
ly use  nursing  hours  per  patient  per 
day  as  one  measure  of  nursing  care 
given  to  patients.  The  measure  is 
obtained  by  dividing  the  total  work- 
ing hours  of  all  nursing  personnel 
assigned  to  a nursing  unit  per  day 
by  the  number  of  patients  in  the 
unit  on  that  day. 

Using  that  method,  the  AHA  sur- 
vey found  that  slightly  more  than 
half  of  the  52  hospitals  for  which 
data  were  complete  gave  between 
four  and  five  hours  of  care  per  pa- 
tient per  day  to  all  adult  patients  in 
the  nursing  units  studied. 
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TEXAS  MEDICINE 


TEXAS  MEDICAL  ASSOCIATION 
PUBLIC  RELATIONS  CONFERENCE 

Five  main  speakers  are  scheduled  to  appear  on  Texas  Medical 
Association’s  Public  Relations  Conference  program  Sept.  21  in 
Austin.  Scheduled  to  speak  are  Dr.  James  W.  Turpin  of  San 
Diego,  Calif.,  founder.  Project  Concern,  Inc.,  independent  relief 
organization;  Dr.  Irvine  H.  Page  of  Cleveland,  Ohio,  editor. 
Modem  Medicine;  Dr.  Edward  R.  Annis  of  Miami,  Fla.,  mem- 
ber, American  Medical  Association  Board  of  Trustees,  and  past 
AMA  president;  Calvin  Johnson  of  Washington,  D.C.,  director 
of  customer  relations,  Remington-Rand  Office  Systems,  Sperry- 
Rand  Corporation;  and  Philip  Lesly  of  Chicago,  president, 
Philip  Lesly  Company,  public  relations  firm. 

Speakers  at  two  panel  sessions  will  discuss  public  relations  pro- 
grams, projects,  and  ideas  for  county  medical  societies,  and 
health  planning  programs. 

C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin  78701,  is 
Executive  Secretary  of  TMA. 

TEXAS  REHABILITATION  ASSOCIATION 

“Rehabilitation:  Opportunities  for  Change”  will  be  the  theme 
of  the  1968  meeting  of  the  Texas  Rehabilitation  Association, 
July  21-24  at  Fort  Worth’s  Hotel  Texas. 

Topics  for  discussion  will  include  change  through  professional- 
ism, statewide  planning,  helping  the  disadvantaged;  urban  re- 
habilitation; new  medical  developments;  legislative  responsi- 
bility for  rehabilitation;  and  services  to  the  alcoholic,  the  men- 
tally retarded,  the  blind,  the  public  offender,  and  the  hard  of 
hearing  and  deaf. 

Program  speakers  will  include  E.  B.  Porter  of  Washington, 

D. C.,  president.  National  Rehabilitation  Association;  Dr.  Rich- 
ard Burk  of  Dallas,  chairman.  Department  of  Physical  Medi- 
cine and  Rehabilitation,  The  University  of  Texas  Southwestern 
Medical  School;  Walter  Richter  of  Austin,  regional  director. 
Office  of  Economic  Opportunity;  Dr.  David  Wade  of  Austin, 
assistant  commissioner  for  medical  services,  Texas  State  De- 
partment of  Public  Welfare;  and  Dr.  Richard  Allison  of  Dallas. 
Affiliated  organizations  meeting  in  conjunction  with  the  meet- 
ing of  the  Texas  Rehabilitation  Association  are  Texas  Educa- 
tion Agency  Vocational  Rehabilitation  Division;  State  Com- 
mission for  the  Blind,  Associated  Goodwill  Industries  of  Texas, 
Texas  Commission  on  Alcoholism,  Texas  Employers  Insurance 
Company;  and  Texas  Association  of  Vocational  Adjustment 
Coordinators. 

J.  A.  Hillis,  3001  W.  Fifth  St.,  P.  0.  Box  9367,  Fort  Worth 
76107,  is  regional  director  of  the  Vocational  Rehabilitation  Di- 
vision, Texas  Education  Agency. 

POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH  TEXAS 

The  34th  annual  meeting  of  the  Postgraduate  Medical  Assembly 
of  South  Texas  will  take  place  in  two  cities.  The  assembly  will 
meet  July  29-30  in  Houston  at  the  Shamrock  Hilton  Hotel  and 
will  move  to  San  Antonio  on  Aug.  1.  In  the  HemisFair  city, 
attendees  may  tour  the  Aerospace  Medical  Center  and  will  have 
an  opportunity  to  visit  HemisFair  ’68. 

Meeting  sections  will  be  devoted  to  hypertension  and  renal  dis- 
ease, hematology  and  medical  oncology,  clinical  obstetrics  and 
gynecology,  surgical  oncology,  and  aerospace  medicine.  Panel 
discussions  will  be  held  on  the  subjects  of  therapy  of  hyper- 
tension in  pregnancy  and  of  the  patient  with  incurable  cancer. 
Mrs.  W.  H.  Dahme,  209  Jesse  H.  Jones  Library  Bldg.,  Houston 
77025,  is  executive  secretary  of  the  assembly. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 


TEXAS  NURSING  HOME  ASSOCIATION 
will  sponsor  a Personnel  Management  In- 
stitute July  21-24  in  Con^us  Christi.  The 
Robert  Driscoll  Hotel  will  be  the  head- 
quarters hotel  for  the  institute  to  be  con- 
ducted by  The  University  of  Texas  Division 
of  Extension  Distributive  Education  De- 
partment. 

Institute  speakers,  all  from  The  University 
of  Texas  at  Austin,  will  include  Mrs. 
Mary  Frances  Bowden,  supervisory  and 
management  specialist.  Distributive  Edu- 
cation Department:  Clyde  Coke  and  Don  A. 
Dodge,  both  supervisory  training  special- 
ists, Industrial  Education  Department ; 
Francis  A.  Flynn,  assistant  director.  Dis- 
tributive Education  Department ; Dr,  Eliz- 
abeth Lanham  (Ph.D.),  associate  professor 
of  management.  Graduate  School  of  Busi- 
ness ; and  Dr.  Bumard  H.  Sord  (Ph.D.), 
associate  dean.  College  of  Business  Ad- 
ministration. 

Subjects  to  be  discussed  will  include  human 
relations,  problem  solving,  how  to  super- 
vise, job  analysis,  organization,  and  moti- 
vation. 

John  M.  Crawford.  Jr..  6225  US  Highway 
290  E.,  Austin  78723,  is  executive  director 
of  the  association. 


TEXAS  CHAPTER,  FLYING  PHYSI- 
CIANS ASSOCIATION,  will  meet  at  Holi- 
day Inn  West  in  Oklahoma  City  July  20-21. 
Features  of  the  meeting  will  include  a 
tour  of  the  Civil  Aeronautical  Medical  In- 
stitute and  a breakfast  meeting  at  which 
the  psychological  problems  of  aviators  will 
be  discussed.  Dr.  Harry  Gibbons,  chief  of 
research  branch.  Civil  Aeronautical  Medi- 
cal Institute,  and  Dr.  Nolen  Armstrong, 
chairman.  Flying  Physicians  Association 
committee  on  psychological  pi-oblems  of 
aviators,  will  be  program  participants.  Dr. 
W.  C.  Nowlin,  Box  112,  Littlefield.  Tex. 
79339,  is  president  of  the  association’s 
Texas  chapter. 


TEXAS  ASSOCIATION  FOR  MENTAL 
HEALTH,  Austin,  July  19-20,  1968.  Fred 
Bell,  107  Lantern  Lane,  Austin  78731, 
Exec.  Dir. 
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TEXAS  TUBERCULOSIS  ASSOCIATION 
(Business  Meeting),  Austin.  Aug.  4,  1968. 
Mrs.  Pauline  K.  Matthis,  Box  6158,  Austin 
78702,  Exec,  Dir. 


TEXAS  SOCIETY  FOR  THE  PREVEN- 
TION OF  BLINDNESS.  INC.,  will  hold 
its  semiannual  board  of  directors  meeting 
in  San  Antonio,  Aug.  23-24,  at  the  St. 
Anthony  Hotel.  The  board  will  conduct  bus- 
iness meetings  at  dinner  Friday,  Aug.  23, 
and  at  breakfast.  Aug.  24.  Meetings  have 
been  scheduled  to  allow  board  members 
opportunities  to  attend  HemisFair  *68.  Mrs. 
Pauline  Outland,  3617  Fannin  St..  Houston 
77004,  is  executive  director  of  the  society. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


ROCKY  MOUNTAIN  CANCER  CONFER- 
ENCE, sponsored  by  the  Colorado  Medical 
Society  and  the  Colorado  Division.  Ameri- 
can Cancer  Society,  will  take  place  July 
19-21  at  the  Brown  Palace  Hotel  in  Den- 
ver. Conference  speakers  will  include  Dr. 
Dwight  L.  Wilbur  of  San  Francisco,  presi- 
dent. American  Medical  Association ; Dr. 
Clifton  D.  Howe  of  Houston,  head,  Depart- 
ment of  Medicine,  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  In- 
stitute; Dr.  A.  H.  Letton  of  Atlanta.  Ga. ; 
Dr.  Justin  J.  Stein  of  Los  Angeles;  Dr. 
Warren  R.  Lang  of  Philadelphia;  Dr.  Wil- 
liam M.  Christophersen  of  Louisville,  Ky.  ; 
and  Dr.  Jerome  A.  Urban  of  New  York 
City.  They  will  discuss  such  topics  as 
gynecological  carcinoma,  current  ti’ends  in 
the  treatment  of  breast  cancer,  chemo- 
therapy of  ovarian  cancer,  outpatient  diag- 
nosis of  cervical  carcinoma,  and  some  prob- 
lems in  the  control  of  cancer  of  the  uterine 
ceiwix.  Symposia,  scientific  sessions,  scien- 
tific exhibits,  and  luncheons  will  round  out 
the  conference  offerings.  Dr.  Kenneth  C. 
Sawyer  is  president  of  the  Colorado  Di- 
vision. American  Cancer  Society,  1764 
Gilpin  St.,  Denver,  Colo.  80218. 


SEPTEMBER 

TEXAS  MEDICAL  ASSOCIATION  (Public  Relations 
Conference),  Austin,  Sept.  21,  1968.  Mr.  C.  Lincoln  Wil- 
liston,  1801  N.  Lamar,  Austin  78701,  Exec.  Sec. 

TEXAS  CHAPTER.  AMERICAN  ACADEMY  OF  PE- 
DIATRICS. Dallas.  Sept.  27,  1968.  Dr.  Robert  L.  Mathis. 
4119  Montrose  Blvd.,  Houston  77006,  Sec.-Treas. 

TEXAS  PEDIATRIC  SOCIETY.  Dallas.  Sept.  26-28,  1968. 
Dr.  Pat  A.  Cato,  1015  E.  32nd  St.,  Austin  78705,  Sec. 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Las  Vegas,  Sept.  13-22,  1968.  Dr.  Mac  F.  Cahal,  Volker 
Blvd.  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Atlantic  City, 
N.J.,  Sept.  16-19,  1968.  James  E.  Hague,  840  N.  Lake 
Shore  Dr.,  Chicago  60611,  Sec. 

CHRISTIAN  MEDICAL  SOCIETY,  San  Antonio,  Sept. 
23-25,  1968.  Dr.  Jerry  Merritt  (D.D.S.),  114  Southbridge, 
San  Antonio  78216,  Program  Chairman. 

SIXTH  NATIONAL  CANCER  CONFERENCE.  Denver, 
Colo.,  Sept.  18-20,  1968.  Dr.  Roald  N.  Grant,  American 
Cancer  Society,  219  E.  42nd  St.,  New  York  10017,  Con- 
ference Coordinator. 


AMERICAN  MEDICAI.  ASSOCIATION 
AIR  POLLUTION  MEDICAL  RESEARCH 
CONFERENCE  will  be  held  at  the  Denver- 
Hilton  Hotel,  Denver.  Colo.,  .July  22-24. 
The  three-day  conference  is  divided  into 
seven  sessions  dealing  with  problem  formu- 
lation and  analysis  ; epidemiologic  relation- 
ships ; pathogenetic  role  of  atmospheric 
pollutants  ; animal  toxicology ; biochemical 
effects  of  air  pollutants  : emphysema  : and 
acute  effects  of  air  pollution  in  man.  Con- 
tact: American  Medical  Association,  De- 
partment of  Environmental  Health,  535  N. 
Dearborn  St.,  Chicago  60610. 


THE  EIGHTH  ANNUAL  NATIONAL 
CANCER  CONFERENCE  will  be  spon- 
sored by  the  University  of  Wisconsin  Med- 
ical School  Division  of  Clinical  Oncology 
Aug.  22-24  at  the  Park  Motor  Inn,  Madi- 
son, Wis.  The  conference,  “Cancer  Chemo- 
therapy ’68,”  is  open  to  all  United  States 
physicians  interested  in  cancer  chemo- 
therapy. The  guest  faculty  will  include  Dr. 
Emil  Frei,  III,  of  Houston  ; Dr.  .Jesse 
Steinfeld  of  Los  Angeles ; and  Dr.  Ovid 
Meyer  of  Madison.  Wis.  Other  faculty 
members  will  be  from  the  Division  of 
Clinical  Oncology.  Dr.  Fred  J.  Ansfield, 
1300  University  Ave.,  Madison.  Wis.  53706, 
is  program  director. 


OCTOBER 

PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Ama- 
rillo, Oct.  19,  1968.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 79106,  Exec.  Sec. 

TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  Corpus 
Christi,  Oct.  14-16,  1968.  Mr.  Don  C.  Jackson,  1905  N. 
Lamar,  Austin  78705,  Exec.  Sec. 

TEXAS  DERMATOLOGICAL  SOCIETY,  Corpus  Christi, 
Oct.  5-6,  1968.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

TEXAS  DISTRICT  BRANCH,  AMERICAN  PSYCHIAT- 
RIC ASSOCIATION,  May,  1969,  Dr.  Irvin  M.  Cohen, 
641  Hermann  Professional  Bldg.,  Houston  77025,  Sec.- 
Treas. 

TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio,  May 
2,  1969.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703,  Sec.- 
Treas. 

TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS,  San  Antonio,  May  1-4,  1969.  Dr.  Daniel 
E.  Jenkins,  1200  Moursund  Ave.,  Houston  77025,  Sec.- 
Treas. 

TEXAS  HEART  ASSOCIATION,  San  Antonio,  Oct.  24- 
27,  1968.  Ernest  T.  Guy,  P.O.  Box  25041,  Houston  77005, 
Executive  Director. 

TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Wash- 
ington, D.C.,  October,  1968.  Dr.  Presley  H.  Chalmers, 
2310  Gramercy,  Houston  77025,  Sec.-Treas. 
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TEXAS  SURGICAL  SOCIETY,  Dallas,  Oct.  6-8,  1968. 
Dr.  Jesse  E.  Thompson.  3434  Swiss.  Dallas  76204,  Sec. 

BLACKFORD  MEMORIAL  LECTURES,  Denison,  Tex., 
Oct.  19-20,  1968.  Dr.  Donald  H.  Brandt.  213  N.  Barrett 
Ave.,  Denison  75020,  Chairman. 

FIFTEENTH  WESTERN  CARDIAC  CONFERENCE, 
Denver,  Oct.  9-11,  1968.  Colorado  Heart  Association,  1375 
Delaware  St.,  Denver  80204. 

OKLAHOMA  CITY  CLINICAL  CONFERENCE.  Okla- 
homa City,  Oct.  28-30,  1968.  Miss  Alma  O’Donnell.  2809 
N.W.  Expressway,  Oklahoma  City  73112,  Exec.  Sec. 

AMERICAN  MEDICAL  ASSOCIATION.  FOURTH  NA- 
TIONAL CONGRESS  ON  HEALTH  QUACKERY,  Chi- 
cago, Oct.  2-3,  1968.  Dr.  Joseph  A.  Sabatier,  Jr.,  535  N. 
Dearborn  St.,  Chicago  60610,  Chairman,  Committee  on 
Quackery. 

AMERICAN  MEDICAL  ASSOCIATION.  SECOND  NA- 
TIONAL CONGRESS  ON  MEDICAL  ETHICS,  Chicago, 
Oct.  5-6,  1968.  Dr.  E.  G.  Shelley,  535  N.  Dearborn  St., 
Chicago  60610,  Chairman,  Judicial  Council. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION.  Atlanta, 
Ga.,  Oct.  5-8,  1968.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  Nashville,  Tenn.  37219,  Sec.-Treas. 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY.  Chicago,  Oct.  27-Nov.  1,  1968.  Dr. 
William  L.  Benedict,  15  Second  St.  SW,  Rochester,  Minn., 
55901,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago. 
Oct.  19-24,  1968.  Dr.  Robert  G.  Frazier,  1801  Hinman 
Ave.,  Evanston,  111.  60201,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS  Wash- 
ington, D.C..  Oct.  28-31,  1968.  Lois  J.  James,  30  N.  Mich- 
igan Ave.,  Chicago  60602,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey,  4 E.  Clinton,  P.  0.  Box  10,  Joliet,  lU.  60431, 
Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Chicago,  Oct.  26-27,  1968.  Lawrence  A.  Zupan,  1100  17th 
St.  NW,  Washington,  D.C.  20036,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York,  Oct. 
21-23,  1968.  Joseph  S.  Silber,  219  E.  42nd  St.,  New  York 
10017,  Sec. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY 
Boston,  Oct.  27-30,  1968.  Daniel  Weiss.  33  W.  60th  St  ’ 
New  York  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS  (Clinical  Con- 
gress), Atlantic  City,  N.J.,  Oct.  14-18,  1968.  Dr.  John  P. 
North,  55  E.  Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DIETETIC  ASSOCIATION.  San  Francisco. 
Oct.  14-18,  1968.  Mrs.  Isabel  Patterson,  620  N.  Michigan 
Ave.,  Chicago  60611,  Sec. 

AMERICAN  SOCIETY  OP  ANESTHESIOLOGISTS. 
Washington,  D.  C..  Oct.  19-23,  1968.  John  W.  Andes,  515 
Busse  Hwy.,  Park  Ridge,  III.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS  New 
York  City.  Oct.  11-19,  1968.  Dr.  William  D.  Dolan,  Ar- 
lington Hospital,  Arlington,  Va.  22205,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  New  Orleans,  Oct.  17-19,  1968.  Harry  E. 
Northam,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601  Exec.  Dir. 

ASSOCIATION  OF  I.IP'E  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  St.  Louis.  Oct.  28-30,  1968. 
Dr.  Arthur  E.  Brown.  Medical  Director,  Back  Bay  P.O. 
Box  333,  Boston  02117,  Exec.  Dir. 

ASSOCIATION  OP  MILITARY  SURGEONS.  Washing- 
ton, D.C.,  Oct.  21-23,  1968.  Dr.  Jack  Masur,  Director,  Na- 
tional Institutes  of  Health  Clinical  Center.  Bethesda,  Md. 
20014,  Convention  General  Chairman. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Tokyo, 
Japan,  Oct.  6,  1968.  International  College  of  Surgeons, 
1516  N.  Lake  Shore  Dr.,  Chicago  60610. 


NOVEMBER 

TEXAS  NURSING  HOME  ASSOCIATION,  Dallas,  Nov. 
19-21.  1968.  John  M.  Crawford,  Jr.,  6225  US  Highway 
290  E.,  Austin  78723,  Exec.  Dir. 

CONFERENCE  ON  ENGINEERING  IN  MEDICINE 
AND  BIOLOGY.  Houston,  Nov.  18-21,  1968.  William  T. 
Maloney,  6 Beacon  St.,  Boston  02108,  Conference  Co- 
ordinator. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans. 
Nov.  18-21,  1968.  Mr.  Robert  F.  Butts,  2601  Highland 
Ave.,  Birmingham.  Ala.  35205.  Exec.  Dir. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Houston,  Nov.  10-15,  1968.  Mark  T.  Bowers,  2075 
Main  St,  Riverside,  Calif.  92501,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Chi- 
cago, Oct.  29-Nov.  2,  1969.  Jack  C.  Smith.  112  E.  Chest- 
nut St.,  Chicago  60611,  Bus.  Mgr. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  De- 
troit, Nov.  11-15,  1968.  Dr.  B.  F.  Mattison,  1740  Broad- 
way, New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY.  Cleveland,  Ohio. 
Nov.  7-9,  1968.  Dr.  Warren  R.  Lang,  1025  Walnut  St., 
Philadelphia  19107,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES 
Houston,  Nov.  1-4,  1968.  Dr.  Robert  B.  Howard,  Dean! 
University  of  Minnesota  Medical  School,  Minneapolis 
55414,  Exec.  Sec. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Mazatlan,  Sinaloa,  Mexico,  Nov.  6-9,  1968.  Dr. 
James  D.  Nauman,  1603  N.  Tucson  Blvd.,  Tucson  Ariz! 
85716»  Pres. 


DECEMBER 

PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIATION 
OF  TEXAS,  Houston,  Dec.  5-7,  1968.  Mrs.  Patty  Petti- 
grew. Kaufman,  Tex.  75142,  Sec.-Treas. 

TEXAS  ACADEMY  OP  INTERNAL  MEDICINE,  Dallas, 
Dec.  7,  1968.  Dr.  William  C.  Levin,  816  Strand,  Galves- 
ton  77550,  Sec. 

TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Houston,  Dec.  6-7,  1968.  Dr.  James  H. 
Scruggs,  2223  Austin  Ave.,  Waco  76702.  Sec. 

TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  Dec.  2-4.  1968.  Dr.  M.  H.  Crabb.  1612  Sum- 
mit Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION,  Boca  Raton, 
Fla.,  Dec.  9-11,  1968.  Dr.  George  H.  Yeager,  314  Medical 
Arts  Bldg.,  Baltimore  21201,  Sec. 

AMERICAN  MEDICAL  ASSOCIATION  (Clinical  Meet- 
ing), Miami  Beach,  Fla.,  Dec.  1-4,  1968.  Dr.  P.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres, 

AMERICAN  MEDICAL  ASSOCIATION,  TENTH  NA- 
TIONAL CONFERENCE  ON  THE  MEDICAL  AS- 
PECTS OF  SPORTS,  Miami  Beach,  Fla.,  Dec.  1,  1968. 
Dr.  Fred  V.  Hein,  535  N.  Dearborn  St.,  Chicago  60610, 
Sec.,  Committee  on  the  Medical  Aspects  of  Sports. 

AMERICAN  ACADEMY  OP  DERMATOLOGY,  INC 
Chicago,  Dec.  7-12,  1968.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.  60201,  Pres. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  Bos- 
ton, Dec.  4-7,  1968.  Gertrude  F.  Conroy,  1740  Broadway, 
New  York  10019,  Exec.  Dir. 

AMERICAN  RHEUMATISM  ASSOCIATION  (Interim 
Meeting),  Atlanta,  Ga.,  Dec.  6-7,  1968.  Margaret  M. 
Walsh,  1212  Avenue  of  the  Americas,  New  York  10036, 
Exec.  Sec. 

RADIOLOGICAL  SOCIETY  OP  NORTH  AMERICA, 
Chicago,  Dec.  1-6,  1968.  Dr.  Maurice  D.  Frazer,  5145  O 
St.,  Lincoln,  Neb.  68510,  Sec. 
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JANUARY 

TEXAS  MEDICAL  ASSOCIATION,  Austin.  Jan.  18, 
1969.  Mr.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin 
78701,  Exec.  Sec. 

FIFTH  DISTRICT  SOCIETY,  San  Antonio,  January. 
1969.  Dr.  A.  F.  Clark,  Jr.,  3-F  Medical-Professional  Bldg., 
San  Antonio  78212,  Sec.-Treas. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  San  Antonio,  Jan.  27-29,  1969.  Mr.  S. 
E.  Cockrell.  Jr.,  202  W.  French  PI.,  San  Antonio  78212, 
Exec.  Dir. 

TEXAS  RADIOLOGICAL  SOCIETY,  San  Antonio,  Jan. 
24-25,  1969.  Dr.  Herman  C.  Sehested,  1550  W.  Rosedale, 
Fort  Worth  76104,  Sec. 

UNITED  CEREBRAL  PALSY  ASSOCIATION  OF  TEX- 
AS, El  Paso,  Jan.  11-12,  1969.  Mr.  Wally  Christensen, 
1008  Lavaca,  Austin  78701,  Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY,  Miami  Beach,  Fla., 
Jan.  12-17,  1969.  Dr.  John  G.  Bellows,  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Sec. 

FEBRUARY 

SCOTT  AND  WHITE  CONFERENCE  IN  MEDICINE 
AND  SURGERY,  February,  1969.  Dr.  W.  A.  Lea,  Scott 
and  White  Clinic.  Temple  76501,  Chairman. 

TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Dallas,  February,  1969.  Dr.  R.  E.  Johnson,  Box 
4905,  Midland  79702,  Sec.-Treas. 

TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Dallas,  Feb. 
23-26,  1969.  Joseph  N.  Murphy,  Jr.,  Box  5192,  Austin 
78703,  Sec.-Treas. 

TEXAS  UROLOGICAL  SOCIETY,  Port  Arthur,  Febru- 
ary. 1969.  Dr.  James  L.  Petry,  3115  Procter  St.,  Port 
Arthur  77642,  Sec. 

SOUTHWESTERN  MEDICAL  ASSOCIATION,  El  Paso, 
February,  1970.  Bob  Reid,  723  Mills  Bldg.,  El  Paso  79901, 
Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOIXIGY,  Atlanta,  Ga., 
Feb.  18-22,  1969.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 


MARCH 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & GYNE- 
COLOGISTS, San  Antonio,  March  7-8,  1969.  Dr.  J.  L. 
Jinkins,  Jr.,  Suite  921,  200  North  Blvd.,  Galveston  77550, 
Sec.-Treas. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  17-19,  1969.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75301,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  10-13,  1969.  Mrs.  Irma  B.  Sher- 
wood, 1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, San  Antonio,  March  7-9,  1969.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

AMERICAN  ACADEMY  OF  ALLERGY,  Bal  Harbour, 
Fla.,  March  15-19,  1969.  Dr.  Paul  P.  VanArsdel,  Jr.,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle  98105, 
Sec. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, San  Francisco,  March  31-April  2,  1969.  Dr.  Thom- 
as B.  Ferguson,  Suite  311,  7710  Carondelet  Ave.,  St. 
Louis  63105,  Sec. 


APRIL 

EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City, 
Tex.,  April,  1969.  Dr.  William  Nicholson.  304  W.  Broad, 
Freeport  77541,  Sec.-Treas. 


AMERICAN  DERMATOLOGICAL  ASSOCIATION, 
Scottsdale,  Ariz.,  April  17-22,  1969.  Dr.  Barrett  Kennedy, 
1542  Tulane  Ave.,  New  Orleans,  La.  70112,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION.  Houston,  Ap- 
ril 21-24,  1969.  Howard  N.  Schulz,  55  E.  Washington  St., 
Chicago,  111.  60602,  Exec.  Dir. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, April  30-May  4,  1969.  Russell  F.  Staudacher,  2635 
Flossmoor,  Flossmoor,  111.  60422,  Exec.  Dir. 


MAY 

TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May 
1-4,  1969.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  May  17-21, 
1969.  O.  Ray  Hurst,  P.O.  Box  4553,  Austin  78751,  Exec. 
Dir. 

TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  Antonio, 
May  3,  1969.  Dr.  Ray  Lawson,  2828  Lemmon  Ave.,  Dallas 
75204,  Sec.-Treas. 

TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  San 
Antonio,  May,  1969.  Dr.  Charles  Engelking,  224-34  W. 
Beauregard,  San  Angelo  76902,  Sec. 

TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio,  May, 
1969.  Dr.  James  M.  Hampton,  448  Hermann  Professional 
Bldg.,  Houston  77025,  Sec.-Treas. 

TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San  An- 
tonio, May,  1969.  Dr.  Frank  Dunton,  3601  Swiss  Ave., 
Dallas  75204,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Miami 
Beach,  Fla.,  May  5-9,  1969.  Dr.  Robert  S.  Garber,  Car- 
rier Clinic,  Belle  Mead,  N.J.  08502,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  San  Fran- 
cisco, May  12-15,  1969.  William  P.  Didusch,  1120  N. 
Charles  St.,  Baltimore  21201,  Exec.  Sec. 

AMERICAN  THORACIC  SOCIETY,  Miami  Beach,  Fla., 
May  24-26,  1969.  Robert  G.  Weymueller,  1780  Broadway, 
New  York  10019,  Exec.  Sec. 


JUNE 

SOUTHWESTERN  SURGICAL  CONGRESS,  Lake  Ta- 
hoe, June  2-5,  1969.  Dr.  Jack  A.  Barney,  301  Pasteur 
Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Francisco, 
May  5-8,  1969.  Dr.  Merrill  H.  Goodwin,  Aerospace  Medi- 
cal Association,  Washington  National  Airport,  Washing- 
ton, D.C.  20001,  Exec.  Vice  Pres. 

AMERICAN  ORTHOPAEDIC  ASSOCIATION,  Hot 
Springs,  Va.,  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St.,  Chicago  60602,  Sec. 

AMERICAN  PROCTOLOGIC  SOCIETY,  Boston,  June 
16-19,  1969.  Dr.  James  A.  Ferguson,  320  W.  Lafayette, 
Detroit  48226,  Sec. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Boston, 
June  19-20,  1969.  Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec.  Sec. 

UNITED  STATES  - MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION,  Santa  Fe,  N.M.,  June,  1969. 
Dr.  Jorge  Jimenez  Gandica,  501  US  Court  House,  El 
Paso  79901,  Sec. 


JULY 

AMERICAN  MEDICAL  ASSOCIATION,  New  York,  July 
13-17,  1969.  Dr.  F.  J.  L.  Blasin^ame,  535  N.  Dearborn 
St.,  Chicago  60610,  Exec.  Vice  Pres. 
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San  Angelo 

Medical  Surgical  Clinic 

111  East  Harris  Arenue 

Dial  2-6811 

SAN  ANGELO,  TEXAS 

Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 

M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C.S. 

General  Surgery : 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

General  Practice : 

Wm.  Lacey  Smith,  M.D, 

Obstetrica  and  Gynecology : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O.G. 

Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 

Robert  B.  Stell,  M.D. 

Adult  and  Pediatric  Cardiology : 

J.  L.  Read,  M.D. 

Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D,,  F.A,C.P, 

Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 
Administration : 

Fred  Wills 

Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


R^adUufi  QlUUc 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 


James  Rountree,  M.  D. 


Co-Owners 


F.  E.  Seale,  M.  D. 
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Some  things  cannot 
be  beat  at  any  price ! 


AND  WHEN  SPEAKING  OF  DISAEtlLITY  INSURANCE 


nThe  Texas  Medical  Association  long-term  plan  pays  sickness  benefits  to 
age  65  for  all  disabilities  which  occur  prior  to  age  60  Between  age  60  and 
70  the  maximum  benefit  period  is  S-years,  but  no  payments  are  made 
beyond  age  72.  Accident  disabilities  are  payable  for  lifetime  regardless  of 
the  age  of  the  insured. 

HThe  Group  Disability  Insurance  Program  sponsored  by  the  Texas  Medical 
Association  has  been  in  force  since  1955-your  assurance  of  permanence 
and  stability 

HThe  T.M.A.  Plan  has  paid  cash  dividends  to  policyholders  each  year  since 
1961  The  dividend  for  the  policy  year  ending  October  31,  1967  was  22% 
of  the  annual  premium. 

H T.M.A  policies  are  renewable  to  age  70.  Many  policies  of  this  type  fail 
to  provide  protection  during  the  critical  years  because  they  terminate  at 
age  65 

HYoLir  T.M.A.  long-term  group  plan  contains  a sound  and  equitable  premium 
rate  for  all  ages.  The  premium  has  never  been  increased  even  though  the 
plan  has  been  improved  several  times. 
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ASSOCIATION  NEWS 


Chiropractic,  Public  Criticism  of  Medicine, 
Elections  Concern  Texas  Delegates  to  AMA 


The  role  of  the  American  Medical 
Association  in  responding  to  public 
comment  and  criticism,  and  protec- 
tion of  the  public  against  health 
quackery  received  the  primary  atten- 
tion of  Texas  Delegates  at  the  1968 
AMA  annual  convention  in  San  Fran- 
cisco on  June  16-20.  Texas  resolu- 
tions on  both  subjects  were  adopted 
by  the  AMA  House  of  Delegates. 

Support  of  Private  Practice:  The 
Texas  delegation  asked  the  AMA 
to  provide  leadership  in  support- 
ing the  private  practice  of  medi- 
cine through  full  activation  of  a 
Speaker’s  Bureau.  The  Texas  reso- 
lution called  for  the  AMA  to  provide 
leadership  in  defending  the  medical 
profession  from  attacks  which  are 
appearing  in  the  national  news  me- 
dia. The  public  image  of  American 
physicians  has  suffered  as  a result 
of  charges  related  to  "soaring”  med- 
ical costs. 

The  AMA  will  use  speakers  of 
proven  ability,  as  it  has  done  in  the 
past,  in  responding  to  comment  re- 
lated to  health  care  costs.  The  Tex- 
as resolution  pointed  out  that  many 
of  these  attacks  were  unjustified, 
and  that  these  were  being  made 
primarily  by  those  who  seek  to  do 
away  with  fee-for-service  and  the 
private  practice  of  medicine.  The 
resolution  also  cited  the  role  of  the 
federal  government  in  contributing 
to  rising  medical  costs  through  in- 
flationary policies,  new  programs  of 
health  service,  and  in  siphoning  off 
physicians  for  the  staffing  of  those 
activities. 

The  House  of  Delegates  also 
adopted  a statement  of  “AMA  pos- 
ture on  public  comment.”  When 
statements  about  medicine  are  mis- 
guided or  unfair,  corrective  state- 
ments will  be  issued  promptly  when 
the  facts  are  available  and  an  or- 
derly response  is  possible.  The  AMA 
staff  will  develop  in  written  form 
the  best  possible  anticipatory  state- 
ments regarding  all  foreseeable  cir- 
cumstances. Through  the  availabil- 
ity of  well-thought-out  and  docu- 
mented statements,  the  AMA  will  be 


able  to  reduce  the  instances  of  sur- 
prise, decrease  the  time  required 
for  response,  and  assure  consis- 
tency on  various  issues.  The  AMA 
v/ill  concentrate  on  building  a posi- 
tive posture  by  developing  under- 
standing for  medicine's  functions 
and  its  positions  on  various  consid- 
erations. Attention  also  will  be  de- 
voted to  educating  the  press,  broad- 
casters, and  opinion  leaders.  That 
approach  should  help  forestall  much 
misguided  criticism  and  build  a 
favorable  climate  that  will  inoculate 
against  susceptibility  to  unfair  crit- 
icism. 

Chiropractic:  In  other  action  the 
AMA  House  of  Delegates  adopted 
a second  Texas  resolution  which 
urged  all  state  and  county  medical 
societies  to  alert  the  general  public 
to  the  health  hazard  posed  by  the 
cult  of  chiropractic.  The  resolution 
pointed  out  that  physicians  have  a 
direct  and  personal  responsibility  to 
provide  the  best  scientific  medical 
care  and  to  protect  the  health  of 
the  public. 

The  Texas  resolution  called  atten- 
tion to  the  AMA's  statement  of  pol- 
icy which  notes  in  part  that: 

It  is  the  position  of  the  med- 
ical profession  that  chiropractic 
is  an  unscientific  cult  whose 
practitioners  lack  the  neces- 
sary training  and  background 
to  diagnose  and  treat  human 
disease.  Chiropractic  consti- 
tutes a hazard  to  rational 
health  care  in  the  United  States 
because  of  the  substandard 
and  unscientific  education  of 
its  practitioners  and  their  rigid 
adherence  to  an  unscientific 
approach  to  disease  causation. 

. . . The  delay  of  proper  medi- 
cal care  caused  by  chiroprac- 
tors and  their  opposition  to  the 
many  scientific  advances  in 
modern  medicine,  such  as  life- 
saving vaccines,  often  ends 
with  tragic  results. 

The  Texas  resolution  urged  state 
medical  associations  and  compon- 


ent medical  societies  to  adopt  the 
AMA  Policy  Statement  on  Chiroprac- 
tic, or  a somewhat  similar  expres- 
sion. The  Texas  Medical  Association 
adopted  a statement  on  chiroprac- 
tic in  1967. 

Officers  Elections:  The  Texas  dele- 
gation v/as  extremely  proud  of  Dr. 
Milford  0.  Rouse,  Dallas,  who  pre- 
sented an  outstanding  address  to 
the  House  of  Delegates  in  San  Fran- 
cisco. Dr.  Rouse  served  the  Ameri- 
can Medical  Association  and  the 
physicians  of  this  nation  with  great 
distinction  during  the  past  year.  Dr. 
Rouse  completed  his  tenure  of  office 
as  President  on  June  18,  and  was 
succeeded  in  office  by  Dr.  Dwight  L. 
Wilbur  of  San  Francisco. 

The  Texas  delegation  was  unsuc- 
cessful in  its  bid  to  reelect  Dr.  J.  B. 
Copeland  of  Austin,  to  the  AMA 
Board  of  Trustees.  Dr.  John  M. 
Chenault  of  Decatur,  Ala.,  was  elect- 
ed to  the  office  by  the  House  of 
Delegates  in  a close  contest. 

TMA  RETIREMENT  PLAN 
ENROLLMENTS  BEGIN 

More  than  1,050  physician  groups 
representing  2,500-3,000  physicians 
have  responded  to  the  initial  mail- 
ing concerning  the  Texas  Medical 
Association’s  Retirement  Plan.  An 
information  packet  containing  pro- 
spectuses, informational  brochures 
on  the  retirement  plan,  enrollment 
forms,  and  other  needed  materials 
has  been  sent  to  each  of  these  phy- 
sician groups. 

The  trustee,  the  Mercantile  Na- 
tional Bank  of  Dallas,  is  receiving 
enrollments  in  the  retirement  plan. 
Physicians  are  urged  to  study  the 
information  in  the  packets  and  con- 
sult with  their  legal  and  financial 
advisers  before  enrolling. 

Physicians  who  have  not  received 
information  packets  may  obtain 
them  by  writing  Texas  Medical  As- 
sociation Headquarters  Bldg.,  1801 
N.  Lamar  Blvd.,  Austin  78701. 
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Regional  Advisory  Committee  Apportions 
$850,000  For  RMP  Operational  Projects 


BULLETtN 

As  this  issue  went  to  press, 
Dr.  John  Thomas,  chairman  of 
the  Regionai  Advisory  Com- 
mittee, received  official  notifi- 
cation that  Texas'  RMP  funds 
would  be  cut  by  5 percent. 
Figures  cited  in  the  following 
article  are  based  on  earlier  in- 
formation, and  do  not  reflect 
the  overall  decrease  in  com- 
mitments and  allocations. 


The  Regional  Medical  Program  of 
Texas  has  received  a commitment 
of  $850,000  for  13  operational  pro- 
grams for  the  fiscal  year  beginning 
July  1,  1968.  An  additional  $850,- 
000  commitment  for  planning  grants 
also  has  been  approved  by  the  Di- 
vision of  Regional  Medical  Pro- 
grams, National  Institutes  of  Health. 
Not  included  in  these  figures  is  a 
$240,449  operational  grant  which 
was  approved  in  May  to  support 
The  University  of  Texas  Southwest- 
ern Medical  School’s  proposed  28- 
bed  demonstration  unit  to  house  all 
of  the  disciplines  of  medicine  need- 
ed to  diagnose  and  treat  stroke. 

Allocation  of  the  monies  among 
the  various  operational  programs 
(RMP  of  Texas  had  applied  for  $6,- 
231,000  for  two-year  support  of  20 
proposals)  was  made  by  the  Region- 
al Advisory  Committee  at  its  June 
23  meeting  in  Austin. 

Earlier  that  month,  the  National 
Review  Committee  had  reported 
that  the  RMP  of  Texas  does  not  now 
adequately  portray  the  image  of  a 
regional  medical  program  as  in- 
tended under  P.L  89-239  and  the 
Division  of  Regional  Medical  Pro- 
grams Guidelines.  The  site  visit 
team  had  recommended  that  of  the 
planning  funds,  a minimum  of 
$210,500  should  be  allocated  to  the 
administrative  development  of  a 
strong  core  staff,  with  the  goal  be- 
ing for  RMP  of  Texas  to  restructure 
the  decision-making  process  and  ef- 
fect a better  coordinated  effort.  The 
remaining  planning  funds  wiii  pro- 
vide job  continuity  for  persons  who 


are  already  employed,  but  will  not 
cover  expansion  of  the  planning 
base  at  the  institutional  level. 

Currently,  the  Regional  Advisory 
Committee  has  33  members,  5 of 
whom  are  representatives  of  the 
Texas  Medical  Association.  Re-elect- 
ed as  chairman  of  the  committee 
was  Dr.  John  Thomas,  Austin,  ap- 
pointee of  the  President  of  TMA.  Re- 
elected to  second  terms  on  the  com- 
mittee were  two  other  TMA  appoin- 
tees: Dr.  Byron  P.  York,  Houston, 
representing  the  Board  of  Trustees, 
and  Dr.  B.  L Aronoff,  Dallas,  repre- 
senting the  Committee  on  Cancer. 
Dr.  N.  C.  Hightower,  Temple,  now 
represents  the  Council  on  Scientific 
Advancement,  and  Dr.  0.  Brandon 
Hull,  Lubbock,  represents  the  Com- 
mittee on  Cardiovascular  Diseases. 

The  13  approved  projects,  their 
action  bases,  and  amounts  allocated 
to  each  by  the  Regional  Advisory 
Committee  are  as  follows: 

Medical  Genetics,  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  $26,- 
473.  The  dual  purpose  is  to  gain 
more  knowledge  of  genetic  factors 
in  cancer  etiology  and  to  teach  prac- 
ticing physicians  more  about  how 
genetic  knowledge  can  be  used  for 
early  cancer  detection. 

East  Texas  Teaching  Chain,  Uni- 
versity of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston,  Di- 
vision of  Continuing  Education,  M2,- 
278.  Assistance  will  be  provided  to 
the  staffs  of  seven  hospitals  in  East 
Texas  for  strengthening  their  medi- 
cal educational  programs  in  cancer, 
heart  disease,  stroke,  and  related 
disease. 

Helping  Hospitals  Organize  and 
Strengthen  Inhalation  Therapy  Patient- 
Care  Programs,  Methodist  Hospital 
in  affiliation  with  Baylor  University 
College  of  Medicine,  $50,000.  This 
will  enable  hospital  employees  to 
study  and  receive  clinical  experience 
in  inhalation  therapy  for  patients 
with  cardiorespiratory  diseases. 

Consultation  Service  in  Radiother- 
apy, M.  D.  Anderson  Hospital  and 
Tumor  Institute,  $50,000.  This  wiii 
be  provided  through  action  base  af- 
filiation with  community  hospitals. 

Regional  Professional  Consultation 
Service  in  Medical  Physics,  M.  D.  An- 
derson Hospital  and  Tumor  Institute, 


Physics  Department,  $30,000.  The 
program  will  work  toward  improving 
the  quality  and  extent  of  medical 
physics  available  at  the  community 
level. 

Survey  of  Cancer  Incidence  and 
Resources  in  Texas,  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  $^,- 
470.  Every  known  case  of  cancer  in 
Texas  from  1944-1966  will  be  ab- 
stracted and  computerized  to  obtain 
data  for  general  use  as  well  as  spe- 
cific information  for  individual  phy- 
sicians. 

State-wide  Cancer  Registry  Sys- 
tem, University  of  Texas  School  of 
Public  Health,  $40,000.  This  will  es- 
tablish a central  repository  and 
source  of  information  on  cancer 
cases  in  Texas. 

Area-Wide  Total  Respiratory  Care, 
Baylor  University  College  of  Medicine 
in  cooperation  with  the  San  Jacinto 
Area  TB-RD  Association,  $183,566. 
This  is  a program  of  public  and 
professional  education,  area-wide 
screening  for  tuberculosis  and  res- 
piratory disease,  and  a cooperative 
network  of  respiratory  care  facilities. 

Regional  Rehabilitation  Program 
through  Coordinated  Community  Ac- 
tion (includes  three  projects):  Bay- 
lor University  College  of  Medicine, 
$112,639;  University  of  Texas  Medi- 
cal School  at  San  Antonio,  $63,904; 
University  of  Texas  Southwestern 
Medical  School,  $43,024.  Each  medi- 
cal school  will  work  with  a satellite 
site  in  its  area  to  develop  rehabili- 
tation and  service  programs  at  the 
community  level  to  serve  patients 
with  heart  disease,  cancer,  stroke, 
and  related  diseases. 

Cardiac  Work  Evaluation  for  Re- 
habilitation, Baylor  University  College 
of  Medicine,  $43,348.  A cardiac  work 
evaluation  unit  will  be  established  to 
serve  patients  in  the  area,  and  to  af- 
ford training  for  personnel. 

Eradication  of  Cervical  Cancer  in 
South  Texas,  University  of  Texas 
Medical  School  at  San  Antonio,  $84,- 
298.  Principles  of  exfoliative  cytol- 
ogy will  be  utilized  in  mass  screen- 
ing for  cervical  cancer.  Supported 
also  will  be  education,  improvement 
of  patient  access  and  laboratory  fa- 
cilities, evaluation,  and  referral  for 
definitive  diagnosis  and  therapy 
when  indicated. 
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Dr.  Leonides  G.  Cigarroa,  Laredo 
surgeon,  was  named  ‘‘Man  of  the 
Hour”  by  the  Laredo  20-30  Club  at  a 
banquet  May  15.  He  was  cited  for 
his  contributions  to  numerous  com- 
munity development  programs,  par- 
ticularly to  school  projects  and 
youth  activities. 

Dr.  Harold  Frank  of  Anson  will 
become  medical  director  of  a Sev- 
enth-Day Adventist  church  hospital 
in  Fort  Jameson,  Zambia,  Africa,  in 
September.  He  and  his  family  plan 
to  be  in  South  Africa  five  years. 

Dr.  Robert  D.  Moreton  of  Houston 
was  the  recipient  of  the  distin- 
guished citizen  award  from  Goodwill 
Industries  of  Houston  on  May  8. 
One  of  four  recipients  of  the  annual 
awards,  Dr.  Moreton  was  honored 
for  his  contributions  to  the  reha- 
bilitation of  cancer  patients  through- 
out Texas. 

The  Aerospace  Medical  Associa- 
tion has  awarded  its  1968  Strughold 
Award  to  Dr.  David  G.  Simons  of 
Houston.  He  was  recognized  be- 
cause of  his  pioneering  work  in 
space  medicine,  having  participated 
in  research  with  monkeys  using  Ger- 
man V-2  rockets.  In  1957,  he  made 
a 32-hour  balloon  flight  to  101,000 
feet  in  a sealed  capsule. 

Dr.  William  Hall  of  Houston  will 
participate  in  a panel  discussion  on 
the  program  of  the  International 
College  of  Surgeon’s  two  Western 
Hemisphere  Federations  Sept.  28- 
Oct.  3 in  Honolulu.  The  title  of  the 
panel  is  ‘‘Circulatory  Assist  De- 
vices.” 

Chosen  as  speaker-elect  of  the 
American  Psychiatric  Association 
May  14  at  the  association’s  annual 
meeting  in  Boston  was  Dr.  Perry  C. 
Talkington  of  Dallas. 

San  Antonio  physician.  Dr.  Sam- 
uel J.  Friedberg,  has  received  an 
award  of  $25,000  from  the  National 
Heart  Institute  for  research  in  ath- 
erosclerosis and  lipid  metabolism. 
The  award  is  for  the  purpose  of  en- 
abling institutions  to  finance  posi- 
tions favorable  to  the  intellectual 
growth  and  research  productivity  of 
established  investigators  of  high 
competence  for  the  duration  of  their 
careers.  Dr.  Friedberg  is  a newly-ap- 
pointed professor  of  internal  medi- 
cine at  The  University  of  Texas 
Medical  School  at  San  Antonio. 

Dr.  M.  T.  Jenkins  of  Dallas  will 
be  installed  as  a fellow  in  the  Fac- 


ulty of  Anesthetists,  Royal  College 
of  Surgeons,  in  London  in  Septem- 
ber. The  recognition  will  take  place 
during  a meeting  of  the  World  Fed- 
eration of  Societies  of  Anesthesiol- 
ogy. Dr.  Jenkins  is  a delegate  of  the 
American  Society  of  Anesthesiology 
to  the  federation  meeting. 

The  board  of  trustees  of  the  Tex- 
as Hospital  Association  have  pre- 
sented Dr.  G.  V.  Brindley,  Jr.,  of 
Temple,  Texas  Medical  Association 
President,  an  honorary  membership 
in  THA.  Dr.  Brindley  is  the  ninth 
Texas  physician  to  be  so  honored. 

Dr.  Robert  E.  Haan,  El  Paso  or- 
thopedic surgeon,  left  on  June  14 
and  Dr.  Vincent  J.  Kitowski,  Houston 
physical  medicine  and  rehabilitation 
physician,  left  on  June  28  for  vol- 
unteer service  in  South  Vietnam. 
They  will  spend  two  months  giving 
medical  care  to  the  civilians  of 
South  Vietnam  under  the  auspices 
of  the  American  Medical  Association 
Volunteer  Physicians  for  Viet  Nam 
program. 

Dr.  Abe  Greines  has  been  named 
Fort  Worth's  Senior  Citizen  of  the 
Year.  Dr.  Greines,  71,  has  practiced 
in  Fort  Worth  since  1919,  is  a for- 
mer school  board  member,  and 
longtime  civic  worker  in  Fort  Worth. 


POSTGRADUATE 

COURSES 


Dermal  Pathology:  The  University  of 
Texas  Graduate  School  of  Biomedi- 
cal Sciences  at  Houston,  Division  of 
Continuing  Education,  and  The  Uni- 
versity of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at 
Houston  will  present  a five-day 
course  in  dermal  pathology,  Aug. 
26-30. 

The  course  is  designed  primarily 
for  the  pathologist  and  dermatolo- 
gist. Emphasis  will  be  placed  on  re- 
viewing the  basic  concepts  of  der- 
mal pathology,  including  embryol- 
ogy, histology,  electron  microscopy, 
histochemistry,  inflammatory  derma- 
toses, granulomatous  dermatoses, 
reticuloendothelial  and  alterative 
dermatoses,  and  nevi  and  neo- 
plasms. There  will  also  be  presenta- 
tions on  special  topics  and  recent 
advances. 

Guest  faculty  will  include  Drs. 
James  H.  Graham,  Waine  C.  John- 
son, and  William  A.  Schrader,  all  of 
Philadelphia:  Drs.  Howard  R.  Gray 
and  Victor  C.  Hackney,  both  of  In- 
dianapolis; Dr.  Elson  B.  Helwig  of 


Washington,  D.C.;  Dr.  Hermann 
Pinkus  of  Detroit;  and  Dr.  Alvin  S. 
Zelickson  of  Minneapolis. 

Houston  physicians  on  the  fac- 
ulty will  include  Drs.  Milton  Boniuk, 
Robert  G.  Freeman,  John  M.  Knox, 
Marvin  M.  Romsdahl,  William  O. 
Russell,  J.  Leslie  Smith,  Jr.,  and 
Carl  F.  Tessmer. 

Tuition  will  be  $120,  and  the 
course  will  be  limited  to  60  regis- 
trants. Those  interested  in  further 
information  or  advance  registration 
should  write  The  University  of  Tex- 
as Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of 
Continuing  Education,  P.O.  Box 
20367,  Houston  77025. 

Electroencephalography:  A continu- 
ation course  in  clinical  electroence- 
phalography will  be  sponsored 
by  the  American  Electroencephalo- 
graphic  Society  Sept.  9-11  in  San 
Francisco.  The  course  is  designed 
as  a basic  review  of  the  applications 
of  electroencephalography  to  clini- 
cal medical  practice.  The  course  is 
aided  by  a grant  from  the  National 
Center  for  Chronic  Disease  Control, 
US  Public  Health  Service. 

Two  Texans  will  be  on  the  faculty: 
Dr.  David  D.  Daly  of  Dallas  and  Dr. 
Peter  Kellaway  of  Houston.  Other 
faculty  members  include  Drs.  Reg- 
inald G.  Bickford  of  Rochester, 
Minn.,  Robert  J.  Ellingson  of  Oma- 
ha, Eli  S.  Goldensohn  of  New  York 
City,  Michael  G.  Saunders  of  Winni- 
peg, Canada,  Daniel  Silverman  of 
Philadelphia,  and  Richard  D.  Walter 
of  Los  Angeles. 

Inquiries  about  further  details  of 
the  course  or  registration  procedure 
should  be  addressed  to  Dr.  Donald 
W.  Klass,  EEG  Course  Director, 
Mayo  Clinic,  Rochester,  Minn. 
55901. 

Otolaryngology:  The  Department  of 
Otolaryngology  of  the  Illinois  Eye 
and  Ear  Infirmary  and  the  College 
of  Medicine  of  the  University  of  Illi- 
nois at  the  Medical  Center,  will  con- 
duct a postgraduate  course  in  lar- 
yngology and  bronchoesophagology 
Sept.  23-Oct.  4.  The  course  will  be 
under  the  direction  of  Dr.  Paul  H. 
Holinger. 

The  course  will  include  visits  to 
a number  of  Chicago  hospitals.  In- 
struction will  be  provided  by  means 
of  animal  demonstrations  and  prac- 
tice in  bronchoscopy  and  esopha- 
goscopy,  diagnostic  and  surgical 
clinics,  as  well  as  didactic  lectures. 

Interested  registrants  should  write 
to  the  Department  of  Otolaryngol- 
ogy, College  of  Medicine,  University 
of  Illinois  at  the  Medical  Center, 
P.O.  Box  6998,  Chicago  60680. 
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Tofranil®,  imipramine  hydrochloride 

Indications:  ToiranW  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  alloiwed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  lo\w,  increases  should  be  gradual, 
and  the  patient's  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 


the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 


y 

thyroid  patients  and  in  patients  re- 
ceiving thyroid  medication  when 
this  compound  was  added  to  the 
regimen. 

Imipramine  may  block  the  pharma- 
cologic activity  of  guanethidine  and  ^ 
other  related  adrenergic  neuron-  | 

blocking  agents.  j 

The  drug  is  not  recommended  at  the  i 
present  time  in  patients  under  12  yeai 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat-' 
ing,  dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  in 
schizophrenics  and  agitation  (includ- 
ing hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 


For  him,  commencement. 


The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.’s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  in  those  receiving  anticholinergics 
(including  antiparkinsonism  agents),  thyroid 
medication  or  adrenergic  neuron-blocking 
antihypertensive  agents;  and  in  those  in  the 
first  trimester  of  pregnancy,  the  precautions 
discussed  in  the  Prescribing  Information  _ 
should  be  carefully  observed.  Although  toxic 
reactions  severe  enough  to  require  discontinua- 
tion of  Tofranil  are  uncommon,  please  refer 
to  the  Prescribing  Information  for  a description 
of  such  instances  when  discontinuation  may 
be  necessary. 


For  his  mother,  the  beginning 
of  his  career  may  seem  the  end 
of  hers.  The  end  of  feeling 
needed  and  useful.  The  begin- 
ning, perhaps,  of  a pathological 
depression. 

Tofranil  can  often  relieve  the 
symptoms  of  her  depression.  If 
it  can  relieve  her  mental  anguish, 
you  may  be  able  to  help  her 
graduate  into  a new  and  fruitful 
life  of  her  own. 

Tofranil  could  be  her  commence- 
ment, too. 


Tofranir  Geigy 

imipramine 

hydrochloride 

in  depression 


and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood 
pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
ro\w  depression  including  agranulocy- 
tosis, sensitization  and  skin  rash 
including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
on  sudden  discontinuation  after  pro- 
longed treatment  with  high  doses. 
Occasional  hormonal  effects  (im- 
potence, decreased  libido,  and  estro- 
genic effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
susceptible  patients  and  in  those 
using  anticholinergic  agents  (includ- 
ing antiparkinsonism  drugs). 

Outpatient  Adult  Dosage:  Initially, 

75  mg.  daily,  increased,  if  necessary, 
to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 


Geriatric  and  Adolescent  Dosage. 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 


For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


MEDICINE  AND  THE  LAW 


In  a landmark  decision  which  may 
set  a precedent  in  other  juris- 
dictions, the  supreme  court  of 
Missouri  has  held  a neurosurgeon 
and  an  orthopedic  surgeon  jointly 
liable  in  a malpractice  action  con- 
cerning failure  to  remove  a sponge 
following  a laminectomy.  The  signi- 
ficant opinion  was  given  in  Crump 
V.  Piper,  425  S.W.  2d  924,  April  8, 
1968. 

The  plaintiff  consulted  Dr.  Pucci, 
a neurosurgeon,  in  February,  1964, 
complaining  of  severe  low  back 
pain.  He  had  had  one  laminectomy 
in  1957  and  another  one  in  1959. 
In  discussing  his  condition  with  Dr. 
Pucci,  the  plaintiff  suggested  that  if 
another  operation  were  necessary  he 
thought  a fusion  should  be  per- 
formed. Dr.  Pucci  suggested  that 
Dr.  Piper  be  called  in  for  consulta- 
tion in  connection  with  a possible 
fusion  and  that  a myelographic 
study  be  made.  Dr.  Piper  was  con- 
sulted, and  the  two  doctors  agreed 
that  another  laminectomy  and  a 
stabilization  was  required  to  correct 
the  plaintiffs  condition.  The  plain- 
tiff was  so  advised,  and  he  agreed 
to  surgery.  There  is  no  indication 
that  Dr.  Pucci  and  Dr.  Piper  were 
partners  or  in  any  manner  associ- 
ated in  the  practice  of  medicine. 

During  the  surgery.  Dr.  Pucci 
made  the  incision  and  explored  the 
area  to  be  operated  upon.  He  found 
a nerve  root  and  subjacent  to  it  the 
offending  disk  fragment,  which  he 
removed.  At  this  point.  Dr.  Piper 
took  over  for  a fusion  of  L-4  and 
L-5.  Finishing  this  procedure,  he 
closed  the  incision  and  sent  the 
plaintiff  to  the  recovery  room.  The 
court  determined  that  “Dr.  Piper 
was  Dr.  Pucci’s  assistant  during 
that  part  of  the  operation  performed 
by  the  latter,  and  vice  versa.” 

Dr.  Pucci  testified  that  “he  helped 
Dr.  Piper  do  the  fusion  part  . . . 
“but  that  he  was  not  in  the  operat- 
ing room  when  the  incision  was 
closed  as  he  had  left  to  “attend  to 
other  business.” 

The  sponge  left  in  the  patient’s 
body  was  of  a type  called  a “pea- 
nut” sponge  which  was  not  used 
during  that  part  of  the  operation 
performed  by  Dr.  Pucci.  This  type 
of  sponge  was  used  during  Dr.  Pi- 
per’s part  of  the  operation.  The 
sponge  was  discovered  in  the  pa- 
tient’s body  approximately  four 
months  after  the  original  surgery 


MISSOURI  COURT 
HOLDS  TWO 
“CAPTAINS 
OF  THE  SHIP” 
JOINTLY  LIABLE 

and  was  removed  by  the  same  two 
doctors  about  two  weeks  after  dis- 
covery. 

Among  other  defenses  plead  by 
the  physicians  at  trial,  the  doctors 
argued  that  they  were  “independ- 
ent contractors,  each  engaged  for 
a specific  part  of  the  operation;  that 
each  is  responsible  for  his  own  neg- 
ligence in  that  part  of  the  opera- 
tion performed  by  him  and  no 
more.  . . .”  Dr.  Pucci  urged  the 
court  not  to  charge  him  with  negli- 
gence since  he  was  not  in  charge 
of  the  fusion  part  of  the  operation 
and  did  not  use  “peanut”  type 
sponges  in  that  part  of  the  opera- 
tion he  did  perform.  He  argued  that 
the  plaintiff  failed  to  make  a sub- 
missible  case  against  Dr.  Pucci. 

The  court  quoted  with  approval 
the  following  general  rule: 

Physicians  independently  em- 
ployed or  acting  independently  in 
the  case  are  not  vicariously  lia- 
ble, unless  the  one  observed,  or, 
in  the  exercise  of  ordinary  care, 
should  have  observed,  the  wrong- 
ful act  of  the  other.  On  the  other 
hand,  vicarious  liability  has  been 
recognized  where  the  physicians 
are  jointly  employed  or  acting 
jointly  in  the  case,  or  are  in  a 
partnership  for  the  practice  of 
medicine,  unless  the  wrongful  act 
was  outside  the  scope  of  the 
firm’s  business. 

The  court  also  accepts  the  view 
that: 

Physicians  who  are  employed  to- 
gether, who  diagnose  and  treat 
the  case  together,  without  with- 
drawal by  or  discharge  of  either, 
are  both  responsible  if  the  treat- 
ment is  negligent,  and  under  such 
joint  employment,  one  of  the  phy- 
sicians cannot  relieve  himself  of 
responsibility  for  negligent  treat- 
ment by  simply  staying  away, 
without  notice  to  the  patient. 

Looking  at  the  fact  situation  be- 
fore it,  the  Missouri  supreme  court 
concluded  that  the  evidence  might 
reasonably  imply  that  “defendants 


were  employed  jointly,  not  inde- 
pendently, to  treat  plaintiff  jointly 
for  the  relief  of  his  condition,  ac- 
cording to  their  best  judgment.”  In 
reaching  this  determination,  the 
court  noted  that  the  two  physicians 
diagnosed  the  patient’s  condition 
together  and  reached  the  same  con- 
clusion: they  both  recommended  a 
laminectomy  and  fusion  of  verte- 
brae in  one  operation. 

Based  upon  these  circumstances, 
the  court  held  that  the  two  defend- 
ants were  not  independent  contrac- 
tors with  each  responsible  only  for 
his  own  sole  negligence  occurring 
during  that  particular  part  of  the 
operation  performed  by  him.  Thus, 
the  neurosurgeon  is  vicariously  li- 
able for  the  negligence  of  the  ortho- 
pedic surgeon;  and  Dr.  Pucci  may 
not  be  relieved  of  responsibility  for 
negligence  simply  because  he  left 
the  operating  room  “to  attend  to 
other  business”  before  Dr.  Piper 
finished  closing  the  wound. 

In  the  writers’  opinion,  a court 
would  likely  apply  this  same  rule  of 
joint  responsibility  and  liability  in 
the  instance  of  the  surgeon  and  the 
anesthesiologist.  With  modern  sur- 
gery requiring  the  technical  skills  of 
so  many  different  medical  special- 
ists, it  is  reasonable  to  assume  that 
the  old  rule  of  a single  “captain  of 
the  ship”  in  total  charge  of  the  sur- 
gical procedure  would  be  modified 
and  updated  when  surgical  teams 
replace  the  single  surgeon. 

The  rule  adopted  by  the  Missouri 
court  is  flexible  enough  in  that 
surgeons  independently  employed 
would  not  necessarily  be  vicariously 
liable  for  the  negligent  acts  of  oth- 
ers unless  “one  observed,  or,  in  the 
exercise  of  ordinary  care,  should 
have  observed,  the  wrongful  act  of 
the  other.”  (Emphasis  added.)  Im- 
portant also  is  that  the  court  in  this 
case  specifically  set  out  that  a phy- 
sician will  not  be  relieved  of  liability 
simply  by  leaving  the  operating 
room  “to  attend  to  other  business” 
before  the  procedure  is  completed. 

The  adoption  of  such  a rule  by 
Texas  courts  would,  of  course,  serve 
to  alter  the  practice,  where  it  exists, 
of  one  physician  serving  and  parti- 
cipating in  more  than  one  surgical 
procedure  at  the  same  time. 

PHILIP  R.  OVERTON,  LL.B., 
and  SAM  V.  STONE,  JR.,  LL.B., 

Austin. 
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TEXTBOOKS,  TERMINOLOGY  MANUAL 
GIVE  AID  FOR  MEDICAL  ASSISTANTS 


The  Office  Assistant  in  Medical 
Practice.  Portia  M.  Frederick  and 
Mary  E.  Kinn,  461  pp.,  illus.,  ed. 
3,  Philadelphia,  W.  B.  Saunders 
Co.,  1967. 

THE  ROLE  of  a medical  assistant  in 
the  office  is  varied.  This  book  ade- 
quately covers  in  detail  many  of  the 
phases  of  a medical  assistant’s  of- 
fice responsibilities. 

The  first  section  concentrates  on 
the  business  and  secretarial  aspects 
of  the  office.  Subjects  discussed  in- 
clude ethics,  medical  law,  patient 
reception,  telephone  technique,  ap- 
pointments, mail  handling  and  post- 
al services,  medical  records,  medi- 
cal management,  medical  fees,  bill- 
ing and  collecting  procedures,  book- 
keeping systems,  banking  methods, 
and  insurance. 

Medical  duties  the  medical  as- 
sistant might  be  required  to  per- 
form are  covered  in  the  second  sec- 
tion. Subjects  considered  include  mi- 
nor surgery  assistance,  emergen- 
cies, sterilization  procedures,  in- 
struments, syringes  and  needles, 
pharmacology,  preparation  and  ad- 
ministration of  medications,  immun- 
ology, physical  therapy,  housekeep- 
ing, and  supplies. 

Also  discussed  in  the  book  are 
library  and  editorial  duties,  profes- 
sional and  health  organizations,  ter- 
minology, suggested  readings  and 
reference  books,  common  abbrevia- 
tions and  symbols,  and  diagnostic 
laboratory  procedures  and  instruc- 
tion. 

This  book  is  valuable  for  new  per- 
sonnel, for  review  by  experienced 
personnel,  and  for  a general  refer- 
ence book.  Medical  assistants  pre- 
paring for  the  certification  examina- 
tion offered  by  the  certifying  board 
of  the  American  Association  of  Med- 
ical Assistants  will  also  find  this 
book  valuable  because  it  covers 
most  subjects  included  in  the  exam- 
ination. 

JO  ESTRADA,  R.N., 
San  Antonio. 


Medical  Terminology  Manual  for  the 
Nonprofessional  Employee.  Mary 
Lyle,  186  pp..  Walnut  Creek, 
Calif.,  The  Mail  Box,  1967,  $6. 

THIS  MANUAL  is  designed  for  the 
secretary,  stenographer,  clerk,  typ- 
ist, or  other  paramedical  personnel 
responsible  for  transcribing  medical 
histories  and  physicals,  consulta- 
tions, discharge  summaries,  prog- 
ress notes,  x-ray  and  pathology  re- 
ports, and  letters  to  attorneys  and 
insurance  companies. 

The  material  is  arranged  so  that 
the  employee  may  refer  to  the  Gen- 
eral Index  or  the  Anatomical  Index 
for  the  information  desired.  The 
manual  lists  surgical  procedures, 
each  followed  by  the  reason  for 
the  procedure  and  the  words, 
phrases,  and  sentences  which  are 
ordinarily  used  in  performing  the 
procedure. 

It  is  not  a valuable  book  for  veri- 
fying medical  terminology,  for  it 
does  not  give  the  definition  of  the 
medical  terms.  However,  it  appears 
to  be  an  excellent  aid  to  the  typist 
in  transcribing  medical  reports  of 
all  types. 

JO  ESTRADA,  R.N., 
San  Antonio. 


A Textbook  for  Medical  Assistants. 

M.  Murray  Lawton  and  Donald  F. 

Foy,  465  pp.,  St.  Louis,  The  C.  V. 

Mosby  Co.,  1967,  $8.85. 

APPROPRIATE  FOR  USE  in  nursing 
school  curricula,  in  secretarial 
schools,  and  as  a guide  for  the  phy- 
sician in  setting  up  an  office  prac- 
tice, the  text  includes  both  business 
and  medical  history. 

The  first  section  of  the  book, 
“Business  Practices,”  stresses  the 
secretarial  and  business  approach 
to  medical  practice,  while  the  sec- 
ond section,  “Clinical  Practice,”  pro- 
vides a review  of  general  medicine 
including  anatomy,  medical  termin- 
ology, drugs,  medical  technology, 
x-ray,  and  emergency  procedures. 


NEW  BOOKS  IN 
TMA  LIBRARY 

Adair,  F.  L.:  The  Country  Doctor 
and  the  Specialist,  Maitland,  Fla., 
Adair  Award  Fund,  1968. 

Bailey,  B.  N.:  Bedsores,  London,  Ed- 
ward Arnold  (Publishers)  Ltd., 
1967. 

Baker,  R.  D.:  Postmortem  Examina- 
tion: Specific  Methods  and  Proce- 
dures, Philadelphia,  W.  B.  Saun- 
ders Co.,  1967. 

Beattie,  E.  J.,  Jr.,  and  Economou, 
S.  G.:  An  Atlas  of  Advanced  Sur- 
gical Techniques,  Philadelphia,  W. 
B.  Saunders  Co.,  1968. 

Bedson,  Sir  S.,  et  al.:  Virus  and  Ric- 
kettsial Diseases  of  Man,  London, 
Edward  Arnold  (Publishers)  Ltd., 
ed.  4,  1967. 

Beregi,  E.,  Jankovics,  R.,  and 
Brasch,  Z.:  Malignant  Tumors  of 
the  Thyroid  Gland,  Budapest, 
Akademiai  Kiado,  1967. 

Brainerd,  H.,  Margen,  S.,  and  Chat- 
ton,  M.:  Current  Diagnosis  & 
Treatment,  Los  Altos,  Calif.,  Lange 
Medical  Publications,  1968. 

Brest,  A.  N.:  Heart  Substitutes, 
Springfield,  III.,  Charles  C Thom- 
as, Publisher,  1966. 

Caccamo,  L.  P.,  Kessler,  E.,  and  Ax- 
neer,  J.  L.:  Resuscitation,  A Pro- 
grammed Course,  Philadelphia,  F. 
A.  Davis  Co.,  1968. 

Carpenter,  A.  M.:  Human  Histology: 
A Color  Atlas,  New  York,  Mc- 
Graw-Hill Book  Co.,  1968. 

Ciba  Foundation  and  Science  of 
Science  Foundation  Symposium: 
Decision  Making  in  National  Sci- 
ence Policy,  Anthony  de  Reuck, 
Maurice  Goldsmith,  and  Julie 
Knight,  (eds.)  Boston,  Little, 
Brown  and  Co.,  1968. 

Ciba  Foundation  Study  Group  No. 
31,  Nutrition  and  Infection,  Bos- 
ton, Little,  Brown  and  Co.,  1967. 

Ciba  Foundation  Symposium:  Inter- 
feron, G.  E.  W.  Wolstenholme  and 
Maeve  O’Connor,  (eds.),  Boston, 
Little,  Brown  and  Co.,  1967. 

Close,  S.:  The  Know-How  of  Infant 
Care,  Bristol,  John  Wright  and 
Sons  Ltd.,  1967. 

Colcock,  B.  P.,  and  Braasch,  J.  W.: 
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Surgery  of  the  Small  Intestine  in 
the  Adult,  W.  B.  Saunders  Co., 
Philadelphia,  1968. 

Coppleson,  M.,  and  Reid,  B.:  Pre- 
clinical  Carcinoma  of  the  Cervix 
Uteri,  New  York,  Pergamon  Press, 
1967. 

Davenport,  H.  T.:  Paediatric  Anaes- 
thesia, Philadelphia,  Lea  and  Fe- 
biger,  1967. 

Dreifus,  L.  S.,  and  Likoff,  W.,  Moy- 
er, J.  N.;  Mechanisms  and  Therapy 
of  Cardiac  Arrhythmias,  The  Four- 
teenth Hahnemann  Symposium, 
New  York,  Grune  & Stratton, 
1966. 

Ebner,  M.;  Physiotherapy  in  Obstet- 
rics, London,  E & S Livingstone, 
ed.  3,  1967. 

Ferguson,  A.  B.,  Jr.;  Orthopaedic 
Surgery  in  Infancy  and  Childhood, 
ed.  3,  Baltimore,  The  Williams 
and  Wilkins  Co.,  1968. 

Garlock,  J.  H.;  Garlock’s  Surgery  of 
the  Alimentary  Tract,  New  York, 
Appleton-Century-Crofts,  1967. 
Gold,  J.  J.:  Textbook  of  Gynecologic 
Endocrinology,  New  York,  Hoeber 
Medical  Division,  Harper  & Row, 
Publishers,  1968. 

Greenwald,  E.  S.:  Cancer  Chemo- 
therapy, Medical  Outline  Series, 
New  York,  Medical  Examination 
Publishing  Co.,  Inc.,  1967. 

Grout,  R.  E.:  Health  Teaching  in 
Schools,  For  Teachers  in  Elemen- 
tary and  secondary  schools,  ed.  5, 
Philadelphia,  W.  B.  Saunders  Co., 
1968. 

Irvine,  W.  J.:  Thyrotoxicosis:  Proceed- 
ings of  an  International  Sympos- 
ium, Edinburgh,  May,  1967,  Bal- 
timore, The  Williams  and  Wilkins 
Co.,  1967. 

NEW  FILM 
IN  TMA  IIBRARV 

The  Measurement  of  Depression. 
Sound,  color,  22  minutes.  1966, 
Dr.  William  W.  K.  Zung,  author. 

THE  MEASUREMENT  OF  DEPRES- 
SION depicts  the  development,  vali- 
dations, and  use  of  a scale  for  the 
quantitative  measurement  of  de- 
pression. Originally  devised  by  Dr. 
William  W.  K.  Zung,  a psychiatrist 
of  Durham,  N.C.,  for  use  in  psychi- 
atric research,  the  scale  readily 
lends  itself  to  the  general  practice 
of  medicine. 


PAMPHLETS 

The  American  Medical  Associa- 
tion's new  pamphlet.  How  to  Close 
the  Parent-Child  Communication  Gap, 
describes  a variety  of  pamphlets  de- 
signed to  enable  parents  to  fulfill 
intelligently  this  educational  need. 

This  brochure  describes  the  AMA 
materials  on  sex  education,  drug 
abuse,  venereal  disease,  smoking, 
and  alcohol.  It  contains  an  order 
blank  to  facilitate  handling  and  also 
a "reduced  rate”  offer  for  Today’s 
Health. 

To  obtain  copies  of  the  brochure 
listing  available  materials,  write  the 
AMA  Circulation  and  Records  Dept., 
535  N.  Dearborn  St.,  Chicago  60610. 

As  an  instructive,  cautionary  aid 
to  parents,  the  American  Medical 
Association  has  published  a new 
pamphlet.  Your  Teen-ager  and  Smok- 
ing. 

Geared  to  the  parents  of  teen- 
agers, the  pamphlet  provides  data 
on  the  effect  of  cigarettes  on  a 
smoker’s  health.  It  also  provides 
reasons  and  conclusions  why  chil- 
dren should  not  smoke. 

A US  Public  Health  Service  study, 
the  pamphlet  states,  concluded  that: 
(1)  The  teen-age  smoker  has  a much 
greater  chance  of  dying  from  lung 
cancer,  chronic  bronchitis,  emphy- 
sema, or  coronary  heart  failure  than 
the  smoker  who  starts  later  in  life, 
or  the  non-smoker.  (2)  The  earlier  a 
person  starts  cigarette  smoking,  the 
greater  the  chances  are  that  he  will 
become  a heavy  smoker. 

The  pamphlet  contains  helpful 
hints  for  parents  who  want  to  dis- 
courage their  children  from  smok- 
ing. It  urges  parents  to  avoid  taking 
the  "it’s  too  late”  attitude  and  pre- 
sent the  facts  about  smoking  slowly 
and  patiently.  It  encourages  them  to 
set  a good  example,  respect  the 
child’s  intelligence  and  try  to  de- 
stroy the  romantic  images  of  smok- 
ing. 

Review  copies  are  available  from 
the  AMA  Department  of  Health  Ed- 
ucation, 535  N.  Dearborn  St.,  Chi- 
cago 60610.  QuanJty  copies  are 
available  from  Order  Handling  at 
various  costs. 

To  offer  suggestions  for  commu- 
nities seeking  a physician,  the  Amer- 
ican Medical  Association  has  intro- 
duced a revised  version  of  the  pub- 
lication, A Physician  For  Your  Com- 
munity. 

This  20-page  booklet  tells  how  to 
attract  a physician  to  a community 
and  how  to  keep  him.  It  suggests 
that  communities  take  an  inventory 
of  the  advantages  and  opportunities 


the  area  can  offer  a physician  and 
what  can  be  done  to  increase  the 
attractiveness  of  the  area  to  him. 

Because  of  the  tremendous  need 
for  physicians,  the  booklet  cautions 
communities  to  evaluate  their  needs 
carefully.  If  the  community  is  sure 
it  can  support  a new  physician,  it  is 
advised  to  proceed  by  following  sev- 
eral sound  suggestions  on  how  to 
go  about  obtaining  a physician.  An 
added  feature  is  a listing  of  the 
stated  medical  society  placement 
bureaus. 

Copies  of  A Physician  For  Your 
Community  are  available  from  the 
AMA  Physicians’  Placement  Service, 
535  N.  Dearborn  St.,  Chicago  60610. 

Shaving  Advice  for  Men,  an  eight- 
panel  pamphlet  produced  by  the 
AMA’s  Committee  on  Cutaneous 
Health  and  Cosmetics,  is  now  avail- 
able to  the  public. 

Single  copies  may  be  obtained 
complimentarily  if  requests  are  di- 
rected to  the  Committee  on  Cutan- 
eous Health  and  Cosmetics,  Ameri- 
can Medical  Association,  535  N. 
Dearborn  St.,  Chicago  60610.  Quan- 
tity copies  are  available  at  various 
costs. 

A self-instruction  publication  en- 
titled, Legal  Aspects  of  PHS  Medical 
Care  — A Programmed  Instruction 
Course,  has  been  announced  by  the 
Health  Services  and  Mental  Health 
Administration  of  the  Public  Health 
Service.  The  booklet  is  a companion 
piece  for  use  with  a reference  book- 
let by  the  same  title. 

The  material  presents  legal  obli- 
gations and  barriers  that  PHS  phy- 
sicians and  other  medical-health 
personnel  face  when  they  treat  pa- 
tients in  facilities  of  the  Public 
Health  Service.  The  two  manuals 
should  prove  helpful  to  physicians 
generally,  administrators  of  all  med- 
ical facilities,  nurses,  other  provid- 
ers of  medical  care,  and  students  of 
public  health. 

Both  publications  are  on  sale 
from  the  Superintendent  of  Docu- 
ments, US  Government  Printing  Of- 
fice, Washington,  D.C.  20402.  The 
programmed  instruction  manual 
(PHS  Publication  No.  1468-A)  is  55 
cents.  The  related  reference  book- 
let (PHS  Publication  No.  1468)  is 
50  cents.  Single  free  copies  are 
available  from  Public  Inquiries 
Branch,  US  Public  Health  Service, 
Washington,  D.C.  20201. 
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TEXAS  MEDICINE 


Recent 

Deaths 


DR.  L E.  DARROUGH 

Dallas  otolaryngologist,  Dr.  Law- 
rence Earl  Darrough,  68,  died  May 
23,  1968,  in  Dallas.  He  was  chief  of 
otolaryngology  at  the  Dallas  Medi- 
cal & Surgical  Clinic  at  the  time  of 
his  death.  His  residence  was  in 
Grapevine,  Tex. 

A member  of  Texas  Medical  As- 
sociation through  Dallas  County 
Medical  Society,  Dr.  Darrough  was 
also  a member  of  American  Medical 
Association,  Texas  Society  of  Oph- 
thalmology and  Otolaryngology,  Dal- 
las Academy  of  Ophthalmology  and 
Otolaryngology,  and  Dallas  South- 
ern Clinical  Society.  He  was  a fel- 
low of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology 
and  a diplomate  of  the  American 
Board  of  Otolaryngology. 

A graduate  of  Washington  Uni- 
versity School  of  Medicine  in  St. 
Louis,  he  had  served  an  internship 
at  Missouri  Baptist  Hospital  in  St. 
Louis  and  residencies  at  Frisco  Em- 
ployees Hospital  and  Barnes  Hos- 
pital, both  in  St.  Louis,  and  was  in- 
structor in  otolaryngology  at  Wash- 
ington University  for  one  year.  After 
beginning  practice  in  Dallas,  he  had 
served  on  the  medical  staffs  of 
Parkland  Memorial  Hospital,  Chil- 
dren's Hospital  of  Texas,  and  Rich- 
mond Freeman  Memorial  Clinic;  and 
he  had  been  an  instructor  of  oto- 
laryngology at  The  University  of 
Texas  Southwestern  Medical  School. 

Dr.  Darrough  was  born  in  Pinck- 
neyville,  ML,  on  Aug.  14,  1899.  He 
had  lived  in  Texas  38  years.  He  is 
survived  by  his  wife,  Mary  Jose- 
phine of  Grapevine,  and  a brother, 
David  Howard  Darrough  of  Corpus 
Christi. 


DR.  J.  T.  HARTMAN 

Dr.  John  Thomas  Hartman,  48, 
died  in  Valley  Baptist  Hospital  in 
Harlingen,  May  12,  1968.  He  was  a 
radiologist  and  had  practiced  in  Har- 
lingen for  18  years. 

The  son  of  Ralph  C.  and  Mar- 
garet Jackson  Hartman,  he  was 
born  in  Janesville,  Wis.,  on  April  19, 
1920.  Dr.  Hartman  had  lived  in 
Harlingen  since  1947,  moving  there 
from  Temple.  He  attended  the  Uni- 
versity of  Wisconsin  in  Madison 
from  1937  to  1939,  and  The  Uni- 
versity of  Texas  at  Austin  from  1939 
to  1940.  He  received  his  medical 
degree  from  Loyola  University  Stritch 
School  of  Medicine,  Chicago,  in  De- 
cember, 1943.  His  internship  was 
served  at  Santa  Rosa  General  Hos- 
pital in  San  Antonio  and  his  resi- 
dency at  Scott  and  White  Clinic  in 
Temple.  He  also  was  trained  in 
radiology  at  the  Mayo  Clinic  in  Ro- 
chester, Minn. 

A past  president  and  former  sec- 
retary of  the  Cameron-Willacy  Coun- 
ties Medical  Society,  Dr.  Hartman 
was  also  a member  of  Texas  Medi- 
cal Association,  American  Medical 
Association,  Texas  Radiological  So- 
ciety, American  College  of  Radiol- 
ogy, and  Radiological  Society  of 
North  America. 

He  was  a member  of  Harlingen 
Masonic  Lodge  1131,  a 32nd  degree 
Mason  in  the  San  Antonio  Consis- 
tory; and  a member  of  the  Alzafar 
Shrine  Temple.  He  was  a Methodist. 

Survivors  include  two  daughters. 
Miss  Elizabeth  Hartman  of  Harlin- 
gen and  Miss  Mary  Alice  Hartman  of 
Janesville,  Wis.;  two  sons,  Peter  and 
John  T.  Hartman,  both  of  Janesville; 
a sister,  Mrs.  Jane  Mooradian  of 
Alexandria,  La.;  and  a brother.  Dr. 
Ralph  F.  Hartman  of  San  Antonio. 

DR.  W.  N.  JENKINS 

Dr.  Wesley  N.  Jenkins,  59,  who 
had  been  in  general  practice  in  Fort 
Worth  for  24  years,  died  of  cancer 
in  a Fort  Worth  hospital  May  9, 
1968. 

Dr.  Jenkins  was  born  near  Waco, 
attended  Baylor  University  in  Waco 
and  Southern  Methodist  University 


DR.  JENKINS 


in  Dallas,  and  was  graduated  in 
1939  from  Baylor  University  Col- 
lege of  Medicine  then  in  Dallas.  He 
interned  at  Baylor  University  Medi- 
cal Center  in  Dallas  and  at  John 
Peter  Smith  Hospital  in  Fort  Worth 
before  he  began  his  private  practice 
in  1943. 

He  was  a founding  member  of 
the  American  Academy  of  General 
Practice  and  a past  chief  of  the 
medical  staff  of  All  Saints  Episcopal 
Hospital  in  Fort  Worth.  He  was  also 
a member  of  the  medical  staffs  of 
Harris  and  St.  Joseph  hospitals  in 
Fort  Worth.  He  taught  nurses  and 
interns  at  Peter  Smith  Hospital  for 
20  years. 

Dr.  Jenkins  was  a member  of  the 
Tarrant  County  Medical  Society,  Tex- 
as Medical  Association,  and  Ameri- 
can Medical  Association.  He  was 
also  a member  of  Colonial  Country 
Club  in  Fort  Worth. 

Survivors  include  his  wife;  a son, 
Lt.  Robert  W.  Jenkins  of  Biloxi, 
Miss.;  two  daughters,  Mrs.  Raymond 
Dueser  of  Austin  and  Mrs.  Scott 
Kee  of  Fort  Worth;  his  mother,  Mrs. 
T.  A.  Jenkins  of  Waco;  a brother, 
John  A.  Jenkins  of  Waco;  three  sis- 
ters, Mrs.  Harold  Boley  of  Topeka, 
Kan.,  Mrs.  T.  P.  Tackett  of  Stephen- 
ville,  Tex.,  and  Mrs.  Jenkins  Chidley 
of  Bynum,  Tex. 

DR.  K.  PITTARD 

Dr.  and  Mrs.  Knox  Pittard  of 
Anson  died  May  3,  1968,  in  the 
crash  of  a Braniff  Airlines  Electra 
near  Dawson,  Tex.  They  were  re- 
turning home  from  the  Texas  Medi- 
cal Association  Annual  Session  in 
Houston. 

Dr.  Pittard  was  born  Nov.  2,  1912, 
in  Anson.  He  was  a graduate  of  An- 
son High  School,  The  University  of 
Texas  at  Austin,  and  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton. His  internship  was  served  at 
Jefferson  Davis  Hospital  in  Houston 
and  his  residency  at  New  York  So- 
ciety for  the  Relief  of  the  Ruptured 
and  Crippled  Hospital  in  New  York 
City. 

He  married  Mrs.  Pittard,  the  for- 
mer Ruth  Marie  Clark  of  Brecken- 
ridge,  in  Washington,  D.C.,  on  May 
30,  1941.  Following  six  years  of  ac- 
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tive  duty  in  the  US  Navy  from  1940 
to  1946,  Dr.  Pittard  moved  his  fam- 
ily to  Anson  where  he  began  private 
medical  practice. 

He  was  selected  as  the  Outstand- 
ing Citizen  in  Anson  in  1952,  and 
served  on  the  city  council.  He  was 
a member  of  Taylor-Jones  Counties 
Medical  Society,  Texas  Medical  As- 
sociation, American  Medical  Associ- 
ation, and  Association  of  Military 
Surgeons  of  the  United  States.  He 
also  belonged  to  the  Abilene  Petro- 
leum Club  and  the  40  Acres  Club 
of  Austin.  Both  he  and  Mrs.  Pittard 
were  members  of  First  Methodist 
Church  in  Anson. 

Dr.  Pittard  was  a flight  surgeon 
during  World  War  II,  serving  in  Eu- 
rope, in  Africa,  and  aboard  a car- 
rier in  the  Pacific.  He  was  recalled 
to  active  duty  in  October,  1966,  and 
served  in  Vietnam  as  head  of  the 
Military  Provincial  Hospital  Assist- 
ance Program.  While  on  duty  in  Viet- 
nam Dr.  Pittard  was  awarded  the 
Purple  Heart,  the  Vietnam  Cam- 
paign Medal,  the  Vietnam  Service 
Medal,  and  the  Vietnamese  Medical 
Service  Medal. 

Dr.  Pittard,  55,  served  three 
terms  as  chief  of  staff  at  Anson 
General  Hospital  between  1952  and 
1966,  and  was  planning  to  return 
to  the  hospital  and  to  his  private 
practice  in  June.  He  had  also  served 
at  Hendrick  Memorial  and  St.  Ann 
Hospitals  in  Abilene. 

Survivors  include  two  sons,  Knox, 
Jr.,  of  Blue  Ridge,  Tex.,  and  George, 
a student  at  The  University  of  Texas 
at  Austin:  a daughter,  Linda,  a stu- 
dent at  Texas  Christian  University 
in  Fort  Worth;  his  mother,  Mrs.  J. 
Knox  Pittard  of  Anson;  and  a sister, 
Mrs.  Joe  W.  Thiele  of  San  Antonio. 


DR.  L E.  ADIN,  JR. 

Dallas  otolaryngologist.  Dr.  Louis 
E.  Adin,  was  killed  May  3,  1968,  in 
an  airplane  crash  near  Dawson,  Tex. 
He  was  48  years  old.  He  had  been 
in  Houston  attending  the  Texas  Med- 
ical Association’s  101st  Annual  Ses- 
sion. 

Dr.  Adin  was  chief  of  the  otolaryn- 
gology section  at  St.  Paul  Hospital 
in  Dallas  and  was  secretary  of  the 
St.  Paul  medical  staff.  He  also 
served  as  assistant  professor  of  oto- 
laryngology at  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas  and  was  on  the  staff  of 
Baylor  University  Medical  Center. 

A member  of  the  Dallas  County 
Medical  Society,  Dr.  Adin  was  also  a 
member  of  Texas  Medical  Associa- 
tion, American  Medical  Association, 
Dallas  Southern  Clinical  Society, 


and  American  Academy  of  Ophthal- 
mology and  Otolaryngology.  He  was 
a charter  member  of  Texas  Oto- 
laryngological  Association  and  serv- 
ed the  association  as  its  first  sec- 
retary. 

Dr.  Adin  was  a member  of  High- 
land Park  Methodist  Church.  He  was 
commissioner  of  Circle  10  Council 
of  the  Boy  Scouts  of  America  and 
had  been  a recipient  of  the  Silver 
Beaver  Award. 

Born  in  Dallas  on  Aug.  14,  1919, 
the  son  of  Louis  E.  Adin,  Sr.,  and 
Imogene  Swinney  Adin,  he  was  grad- 
uated from  Adamson  High  School 
in  Dallas  in  1936.  He  received  a 
B.A.  degree  from  Southern  Method- 
ist University  in  1939  and  an  M.D. 
degree  in  1943  from  Baylor  Univer- 
sity College  of  Medicine  which 
moved  from  Dallas  to  Houston  in 
that  year.  He  interned  at  the  US 
Naval  Hospital  in  Corpus  Christi  and 
served  a residency  at  Barnes  Hospi- 
tal in  St.  Louis.  He  did  postgraduate 
ear,  nose,  and  throat  study  at  Wash- 
ington University  in  St.  Louis  in 
1948.  He  served  in  the  US  Navy 
Medical  Corps  from  1943  to  1947. 

Surviving  Dr.  Adin  are  his  wife, 
Mrs.  Bettye  King  Adin;  three  daugh- 
ters, Carolyn,  Janet,  and  Nancy 
Adin;  two  sons,  William  Byron  Adin 
and  Richard  Louis  Adin;  his  mother, 
Mrs.  Louis  E.  Adin,  Sr.;  and  a sister, 
Mrs.  Mary  Pounds,  all  of  Dallas. 

DR.  W.  C.  TENERY 

Dr.  William  Collins  Tenery  died 
May  4,  1968,  at  W.  C.  Tenery  Com- 
munity Hospital  in  Waxahachie  after 
a long  illness.  He  was  81. 

Born  in  Bunker  Hill,  Tenn.,  on 
June  18,  1886,  Dr.  Tenery  followed 
his  family  to  Texas  after  working 
his  way  through  Vanderbilt  Univer- 
sity School  of  Medicine  in  Nash- 
ville. He  began  the  practice  of  medi- 
cine in  Boyce,  Tex.,  in  1909. 

In  1912  he  went  to  Waxahachie 
and  established  his  own  hospital  in 
a converted  boarding  house  with 
wood  stoves  for  heat  and  a pres- 
sure cooker  for  a sterilizer.  Out  of 
this  hospital  grew  the  Waxahachie 
Sanitarium  which  was  operated  as 
a nonprofit  institution  and  for  which 
Dr.  Tenery  served  as  administrator 


until  his  resignation  in  1965.  At 
this  time  he  donated  the  hospital 
and  $225,000  in  cash  for  a new 
wing  to  the  community  of  Waxa- 
hachie. The  hospital  was  renamed 
W.  C.  Tenery  Community  Hospital 
in  his  honor. 

Dr.  Tenery  was  named  outstand- 
ing citizen  of  Waxahachie  in  1966 
by  the  Chamber  of  Commerce.  He 
was  a 32nd  degree  Mason,  a Shrin- 
er,  a Rotarian,  and  a deacon  of  the 
First  Baptist  Church. 

He  was  also  a member  of  Amer- 
ican Medical  Association,  a fellow 
of  the  American  College  of  Sur- 
geons, a senior  fellow  of  the  Texas 
Surgical  Society,  and  a past  presi- 
dent of  Ellis  County  Medical  Society 
and  of  North  Texas  Medical  Associ- 
ation. In  1964  Dr.  Tenery  was  elect- 
ed to  honorary  membership  in  the 
Texas  Medical  Association. 

Survivors  include  his  wife,  the 
former  Grade  Tapp  of  Waxahachie; 
a son,  Dr.  Robert  Mayo  Tenery,  a 
past  President  of  TMA,  also  of  Wax- 
ahachie; three  brothers,  Jim  and 
Weddington  Tenery  of  Gladewater 
and  George  Tenery  of  Port  Arthur; 
three  sisters,  Mrs.  George  Campbell 
of  Seaton,  Mrs.  Mary  Toler  of  Glade- 
water,  and  Mrs.  Jennie  Tribble  of 
Dallas:  a grandson,  Robert  Mayo 
Tenery,  Jr.,  a June,  1968,  graduate 
of  The  University  of  Texas  Medical 
School  at  Galveston:  and  a grand- 
daughter, Miss  Susan  Lee  Tenery,  a 
student  at  Sweet  Briar  College, 
Sweet  Briar,  Va. 

DR.  S.  D.  COLEMAN 

Former  Texas  Medical  Associa- 
tion Vice  President,  Dr.  Solon  Doug- 
las Coleman  of  Navasota,  Tex.,  died 
May  17,  1967,  in  Navasota  of  a 
myocardial  infarction. 

Dr.  Coleman  has  served  as  pres- 
ident of  the  Postgraduate  Medical 
Assembly  of  South  Texas,  as  a 
member  of  the  Texas  State  Board 
of  Health,  and  was  serving  as  presi- 
dent of  the  Austin-Grimes-Waller 
Counties  Medical  Society  at  the  time 
of  his  death.  He  had  served  Texas 
Medical  Association  as  Vice  Presi- 
dent in  1943-44  and  as  secretary  of 
the  TMA  Section  on  Public  Health 
in  1950.  He  was  a member  of  Amer- 
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lean  Medical  Association,  Texas  Sur- 
gical Society,  American  College  of 
Surgeons,  International  College  of 
Surgeons,  Ninth  District  Medical  So- 
ciety, and  Alpha  Kappa  Kappa  med- 
ical fraternity.  He  was  a founding 
member  of  Private  Clinics  and  Hos- 
pitals Association  of  Texas. 

A graduate  of  The  University  of 
Texas  Medical  School  at  Galveston 
in  1924,  he  had  interned  at  Scott 
and  White  Memorial  Hospital  in 
Temple  and  had  served  a residency 
at  Charity  Hospital  of  Louisiana  at 
New  Orleans.  He  had  done  post- 
graduate work  at  Mayo  Clinic,  in 
Rochester,  Minn.,  at  Cook  County 
Hospital  in  Chicago,  and  at  Ochsner 
Foundation  Hospital  in  New  Orleans. 
He  opened  his  practice  in  Navasota 
in  1925. 

In  1929  Dr.  Coleman  built  a 12- 
bed  hospital,  the  Brazos  Valley  San- 
itarium. The  sanitarium  was  en- 
larged in  1936,  and  in  1963  the 
Grimes  Memorial  Hospital  was  open- 
ed. The  latter  was  financed  by  a 
bond  issue  which  Dr.  Coleman  had 
campaigned  for  throughout  the 
county  while  recuperating  from  the 
amputation  of  his  right  leg  above 
the  knee. 

Active  in  civic  affairs.  Dr.  Cole- 
man was  a past  president  of  the 
Grimes  County  Chamber  of  Com- 
merce and  was  vice  president  of  the 
Security  State  Bank  in  Navasota. 
He  was  an  Ancient  Free  and  Accept- 
ed, Royal  Arch,  and  Royal  Order  of 
Scotland  Mason,  was  a member  of 
the  Arabia  Temple  of  Houston,  of 
the  Independent  Order  of  Oddfel- 
lows, and  of  Kiwanis  International. 
He  was  a deacon  of  the  First  Baptist 
Church  in  Navasota. 

Dr.  Coleman  was  born  on  Feb.  8, 
1901,  in  Mineola,  Tex.,  the  son  of 
Dr.  W.  J.  and  Eugenia  Dubose  Cole- 
man. On  June  2,  1924,  he  married 
Mabelle  Outlar  of  Wharton,  Tex.,  in 
Wharton.  Mrs.  Coleman  survives,  as 
do  a son.  Dr.  L.  0.  Coleman  of  Nav- 
asota: a daughter,  Mrs.  W.  S.  Conk- 
ling,  also  of  Navasota;  a brother, 
Charles  Coleman  of  Mineola;  and  11 
grandchildren. 

DR.  W.  C.  TATUM 

Dr.  William  Carr  Tatum,  who  had 
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practiced  medicine  in  Fort  Worth 
for  42  years,  died  March  24,  1968, 
in  his  home  in  Fort  Worth. 

Dr.  Tatum  was  born  in  Burkeville, 
Tex.,  Dec.  16,  1891,  the  son  of 
Henry  P.  and  Kate  Lenahan  Tatum. 
He  attended  high  schools  in  New- 
ton, Tex.,  and  Burkeville,  and  three 
colleges;  Sam  Houston  State  Col- 
lege in  Huntsville,  The  University  of 
Texas  at  Austin,  and  Baylor  Univer- 
sity in  Waco.  He  received  his  medi- 
cal degree  in  1926  from  Baylor  Uni- 
versity College  of  Medicine,  then  in 
Dallas,  served  an  externship  at  Bay- 
lor Hospital  in  Dallas,  and  an  in- 
ternship at  Harris  Hospital  in  Fort 
Worth. 

Dr.  Tatum  did  postgraduate  work 
at  Mayo  Clinic  in  Rochester,  Minn., 
at  New  York  Polyclinic  Medical 
School  and  Hospital,  and  St.  Mark’s 
Hospital  in  London,  as  well  as  at 
City  and  County  Hospital  of  Fort 
Worth.  He  had  practiced  medicine 
in  Fort  Worth  since  1927,  but  began 
to  specialize  in  proctology  in  1939. 
He  was  a staff  member  at  St.  Jo- 
seph Hospital  in  Fort  Worth  and 
also  served  at  other  area  hospitals. 

Dr.  Tatum  was  a member  of  Tar- 
rant County  Medical  Society,  Texas 
Medical  Association,  American  Med- 
ical Association,  and  American  Proc- 
tologic Society.  A veteran  of  World 
Wars  I and  II,  he  also  belonged  to 
Arlington  Heights  Methodist  Church, 
the  Masons,  and  the  National  So- 
ciety of  Sons  of  the  American  Revo- 
lution. 

Dr.  Tatum  was  preceded  in  death 
by  his  wife,  the  former  Lucille  Bus- 
sey, whom  he  married  in  Dallas  in 
1924.  Survivors  include  his  daugh- 
ter, Miss  Katherine  Tatum  of  Fort 
Worth;  two  sisters,  Mrs.  Claire 
Hanks  and  Mrs.  Leola  Faulkner,  and 
two  brothers,  0.  C.  Tatum  and  L.  L. 
Tatum,  all  of  Houston. 

DR.  P.  R.  ELLIS,  JR. 

Dr.  Paul  Roscoe  Ellis,  Jr.,  40,  Dal- 
las thoracic  and  cardiovascular  sur- 
geon, died  in  an  airplane  crash  near 
Dawson,  Tex.,  May  3,  1968.  He  was 
returning  to  Dallas  after  attending 
the  Texas  Medical  Association’s 
101st  Annual  Session  in  Houston. 
At  the  Annual  Session  he  had  re- 


ceived a first  place  award  for  a sci- 
entific exhibit,  "Surgical  Treatment 
of  Coronary  Artery  Disease,”  pre- 
pared by  Dr.  Ellis  and  two  other 
Dallas  physicians. 

Dr.  Ellis  was  born  in  Sherman, 
Tex.,  on  July  6,  1927,  the  son  of 
Paul  R.  Ellis,  Sr.,  and  Mary  Whar- 
ton Ellis.  He  received  a B.S.  degree 
from  Texas  A&M  University  in  Col- 
lege Station  and  received  an  M.D. 
degree  from  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las in  1953.  His  internship  and  resi- 
dency were  served  at  Baylor  Uni- 
versity Medical  Center  in  Dallas.  He 
served  in  the  US  Army  in  1944  and 
1945. 

A member  of  Texas  Medical  As- 
sociation through  Dallas  County 
Medical  Society,  Dr.  Ellis  was  also  a 
member  of  American  Medical  Asso- 
ciation, American  College  of  Chest 
Physicians,  American  Association  for 
Thoracic  Surgery,  Society  of  Thora- 
cic Surgeons,  American  College  of 
Surgeons,  and  Dallas  Southern  Clin- 
ical Society.  He  was  certified  by  the 
American  Board  of  Surgery  in  1959. 
He  was  director  of  surgical  train- 
ing at  Baylor  University  Medical  Cen- 
ter in  Dallas  from  1960  to  1964  and 
was  director  of  surgical  research  at 
the  time  of  his  death.  He  was  as- 
sistant professor  of  thoracic-cardio- 
vascular surgery  at  The  University 
of  Texas  Southwestern  Medical 
School  at  Dallas.  He  had  set  up  his 
practice  in  Dallas  in  1960. 

Dr.  Ellis  is  survived  by  his  wife, 
Mrs.  Patsy  Louise  Herzog  Ellis  of 
Dallas  whom  he  married  on  June 
30,  1951,  in  Galveston;  one  daugh- 
ter, Patricia  Ellis;  three  sons,  Paul 
R.  Ellis,  III,  Richard  Ellis,  and  David 
Ellis,  all  of  Dallas;  his  mother,  Mrs. 
Paul  R.  Ellis,  Sr.,  of  Sherman;  a 
sister,  Mrs.  Beverly  E.  Steadman  of 
Houston;  and  a brother.  Dr.  John 
W.  Ellis  of  Sherman. 

DR,  H.  M.  BUSH 

Dr.  Howard  Marion  Bush,  a San 
Antonio  physician  for  more  than  50 
years,  died  in  San  Antonio  on  March 
9,  1968.  The  cause  of  death  was 
uremia  due  to  carcinomatosis. 

Dr.  Bush,  81,  was  born  in  Ben- 
ton, Tex.,  the  son  of  Jeremiah  Wash- 
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ington  and  Ella  Jane  Henderson 
Bush.  He  was  a 1916  graduate  of 
The  University  of  Texas  Medical 
School  at  Galveston,  having  attend- 
ed The  University  of  Texas  at  Aus- 
tin. His  internship  was  served  at 
Santa  Rosa  General  Hospital  in  San 
Antonio.  He  began  his  medical  prac- 
tice in  San  Antonio  in  1916  and  had 
remained  there  ever  since. 

Dr.  Bush  was  a past  president  of 
the  Bexar  County  Medical  Society, 
and  a member  of  Texas  Medical  As- 
sociation and  of  American  Medical 
Association. 

He  belonged  to  Laurel  Heights 
Methodist  Church,  Anchor  Lodge 
No.  424  AF  & AM,  Scottish  Rite 
Temple,  San  Antonio  Consistory, 
and  Alzafar  Temple  Mystic  Shrine. 

Dr.  Bush  was  preceded  in  death 
by  his  wife.  He  is  survived  by  a son, 
Howard  M.  Bush,  Jr.,  of  San  An- 
tonio; a daughter,  Mrs.  Guy  Thorn- 
ton McBride,  Jr.,  of  Washington, 
N.C.:  two  brothers,  Jeremiah  Win- 
fred Bush,  Sr.,  and  Ellis  Milton 
Bush,  both  of  Lytle;  and  six  grand- 
children. 

DR.  C.  V.  WELLS 

Dr.  Cora  V.  Wells,  79,  of  Rogers, 
Tex.,  died  May  6,  1968,  in  Browns- 
ville. She  was  a general  practitioner. 

Dr.  Wells  was  born  on  July  23, 
1888,  in  Rogers.  She  was  the 
daughter  of  B.  F.  and  Sarah  Graham 
Wells.  She  attended  Sam  Houston 
State  College  in  Huntsville  and  The 
University  of  Texas  at  Austin,  and 
received  her  doctor  of  medicine  de- 
gree from  The  University  of  Texas 
Medical  School  at  Galveston  in  June, 
1919.  Her  internship  was  served  at 
Memorial  Hospital  in  Worcester, 
Mass.,  from  1919  to  1920;  and  she 
did  postgraduate  study  at  Roosevelt 
Hospital  in  New  York  City  in  1926 
and  at  Memorial  Hospital  in  1934. 

Having  practiced  in  Fort  Worth, 
Beaumont,  Waco,  and  Rogers,  Dr. 
Wells  had  been  a member  of  the 
Tarrant,  McLennan,  and  Bell  Coun- 
ties Medical  Societies.  She  was  also 
a member  of  Texas  Medical  Associ- 
ation and  American  Medical  Asso- 
ciation. 

Dr.  Wells  belonged  to  the  Chris- 
tian church.  Her  hobbies  were  paint- 
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ing  and  collecting  rocks  and  Indian 
artifacts. 

Survivors  include  a sister.  Miss 
Zada  Wells  of  Dallas;  and  four 
nieces  and  nephews  whom  Dr.  Wells 
reared.  Dr.  Julian  Wells  of  Dallas, 
Mrs.  Herman  Walker  of  Crandall, 
Tex.,  Mrs.  Denver  Marsh  of  San  An- 
tonio; and  Allen  Wells  of  Rogers. 

DR.  J.  L.  CHIASSON 


Green  Eight  Counties  Medical  So- 
ciety, Texas  Medical  Association, 
and  American  Medical  Association. 
He  was  an  honorary  member  of  the 
San  Angelo  police  force  and  was  a 
past  president  of  Loyal  Knights  of 
the  Round  Table.  He  served  in  the 
US  Army  cavalry  in  World  War  I. 

Surviving  Dr.  Mee  are  a son,  Ed- 
die Mee  of  Midland;  and  a daughter, 
Mrs.  Harold  Headrick  of  Odessa. 


Port  Neches  physician.  Dr.  John 
Leon  Chiasson,  89,  died  May  15, 
1968,  after  a 15-year  illness.  A na- 
tive of  Lafayette  Parish,  La.,  Dr. 
Chiasson  moved  to  Port  Neches  in 
1922  where  he  practiced  medicine 
and  surgery  until  1952  when  he  suf- 
fered his  first  stroke. 

Dr.  Chiasson  was  a 1906  gradu- 
ate of  The  University  of  Southwest- 
ern Louisiana  in  Lafayette  with  a 
degree  in  architecture,  and  a 1910 
graduate  of  Tulane  University 
School  of  Medicine  in  New  Orleans. 

For  12  years  he  practiced  medi- 
cine in  Scott,  La.,  where  he  also 
served  as  mayor  from  1911  to  1921. 
He  was  a member  of  Jefferson 
County  Medical  Society,  Texas  Med- 
ical Association,  and  American  Med- 
ical Association. 

Dr.  Chiasson  was  cofounder  of 
the  Lafayette  Sanitorium  Associa- 
tion, which  is  now  known  as  Lafay- 
ette General  Hospital.  He  was  a 
member  of  St.  Elizabeth  Catholic 
Church  in  Port  Neches  and  Wood- 
men of  the  World. 

Dr.  Chiasson  was  preceded  in 
death  by  one  daughter,  Dr.  Mary 
Chiasson.  He  is  survived  by  his 
wife,  Mrs.  Katie  Chiasson  of  Port 
Neches,  and  another  daughter,  Mrs. 
John  G.  King  of  Columbia,  Mo.,  the 
former  Dr.  Chaille  Chiasson  of  Port 
Neches. 

DR  E L,  MEE 

San  Angelo,  Tex.,  urologist.  Dr. 
Edmond  Lester  Mee,  69,  died  May 
17,  1968,  in  Midland. 

Born  in  1898  in  Marlboro,  Mass., 
Dr.  Mee  received  his  doctor  of  med- 
icine degree  from  the  University  of 
Arkansas  School  of  Medicine  in  Lit- 
tle Rock  in  1925.  He  began  his 
practice  in  San  Angelo  in  1928. 

Dr.  Mee  was  a member  of  Tom 
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DR.  J.  G.  RAPE 

Arlington  general  practitioner.  Dr. 
Joe  Glenn  Rape,  died  on  March  2, 
1968,  at  his  home  in  Arlington. 

The  son  of  I.  G.  and  Maude  E. 
Mahaffey  Rape,  he  was  born  May 
28,  1917,  in  Campbell,  Tex.  His  pre- 
liminary education  was  obtained  in 
Ozona,  Tex.,  and  he  received  a 
bachelor  of  arts  degree  in  1940, 
from  Baylor  University,  Waco.  In 
1947  he  received  a bachelor  of  sci- 
ence in  pharmacy  degree  from  The 
University  of  Texas  at  Austin.  Then, 
in  1951,  he  was  graduated  from 
The  University  of  Texas  Medical 
Branch  at  Galveston.  He  interned  at 
Jefferson  Davis  Hospital  in  Hous- 
ton. He  served  in  the  US  Army  from 
1944  to  1946. 

Dr.  Rape  had  practiced  in  Arling- 
ton since  1952.  He  was  associated 
with  the  Medical  and  Surgical  Clinic 
in  Arlington  and  was  school  physi- 
cian for  The  University  of  Texas  at 
Arlington  and  its  football  team.  He 
had  served  as  chief  of  staff  at  Ar- 
lington Memorial  Hospital,  and  was 
chairman  of  the  hospital’s  building 
committee. 

Dr.  Rape  was  a member  of  Tar- 
rant County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association. 

He  was  a member  of  the  First 
Methodist  Church  of  Arlington,  and 
was  a Mason  and  a Shriner.  He  was 
president-elect  of  the  Arlington  Con- 
cert Association. 

Survivors  include  his  wife,  the 
former  Martha  Beth  Cayton  of 
Groesbeck  whom  he  married  on  Nov. 
7,  1943,  in  Galveston.  Two  sons 
survive,  Joe  Marvin  and  John  David 
of  Arlington;  as  do  a daughter,  Eliz- 
abeth; his  mother,  Mrs.  I.  G.  Rape 
of  Arlington;  and  a brother.  Dr.  Mar- 
vin G.  Rape  of  Houston. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 


A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  proeram  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3804  or  WA  6-1774. 


BOND  RADIOLOGICAL  GROUP 

FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A,C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
Janies  W.  Buice,  M.D.,  M.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  D.A.B.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 
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this  issue: 
serous  otitis  media 
an  original  article 
by  Robert  H.  Lofgren,  M.D. 
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Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  childten,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache” instead  of  a "scteaming  earache”  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thick 
glue-like  fluid  causes  immobility  of  both  the  oval 
and  round  window.  Both  conditions  return  to  nor- 
mal when  the  fluid  is  removed,  but  they  make  the 
interptetation  of  screening  audiograms  very  difficult. 

There  is  no  single  cause  for  serous  otitis.  One  fac- 
tor always  present  is  blockage  of  the  eustachian 
tube,  but  this  alone  is  not  enough  to  produce  fluid. 
There  must  also  be  an  inflammatory  reaction.  Block- 
age of  the  eustachian  tube  may  be  caused  by  many 
conditions.  In  children  the  most  common  cause  is 
enlarged  adenoids.  In  the  summer  the  next  most 
common  cause  is  allergy.  Upper  respiratory  infec- 
tions or  influenza  are  common  causes  in  the  winter. 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep- 
tal deformity  and  cleft  palate  can  all  cause  eusta- 
chian tube  obstruction.  Some  children  may  have  a 
congenitally  small  eustachian  tube,  but  fortunately 
they  usually  "grow  out  of  the  problem.” 

the  first  sign  of  a nasopharyngeal  tumor  is  often  a 
serous  otitis.  One  must  always  rule  this  out  in  any 
adult  who  later  in  life  develops  repeated  or  persist- 
ing serous  otitis.  Causes  sometimes  overlooked  are 
nasogastric  tubes  after  surgery,  simple  obesity  and 
cardiorenal  disease,  which  may  produce  congestion 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re- 
cent years  we  have  been  seeing  a new  cause— acute 
otitis  media,  where  the  patient  is  adequately  treated 
with  antibiotics  but  where  drainage  has  not  been 


established  either  through  the  eardrum  or  down  the 
eustachian  tube.  A sterile  exudate  is  left  in  the  mid- 
dle ear. 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 


The  inflammatory  response  may  be  caused  by  a 
marked  negative  pressure  as  in  air  otitis  from  flying, 
or  it  may  be  from  a mild  bacterial  or  viral  infection 
in  the  middle  ear.  Serous  fluid  is  a good  culture 
medium  and  will  frequently  go  on  to  purulent  otitis 
media,  especially  if  the  original  blockage  was  caused 
by  an  infectious  process  such  as  acute  rhinitis  or 
adenoiditis.  When  the  infection  heals  there  may  be 
scarring  in  the  middle  ear  mucosa.  Mucous  glands 
develop  in  this  tissue  and  pour  out  a thick  mucoid 
material.  This  ear  usually  looks  normal  until  a 
pneumatic  otoscope  is  used.  The  objectives  in  treat- 
ing serous  otitis  are  to  remove  the  obstructing  agent 
and  to  provide  drainage  from  the  middle  ear.  Often 
this  can  be  accomplished  by  decongestants  and  nose 
drops.  If  large  obstructing  adenoids  are  present  they 
should  be  removed.  Sinusitis  should  be  treated  with 
oral  decongestants  or  nose  drops,  plus  antibiotics 
where  indicated.  Nasopharyngeal  tumors  should  be 
treated.  Allergies  should  be  treated  with  antihista- 
mines and,  where  indicated,  by  desensitization. 

■ 

If  the  fluid  does  not  clear  with  medical  treatment 
within  a week  or  two,  a myringotomy  should  be 
done.  If  there  is  a question  of  active  infection  or  if 
the  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
of  acute  otitis,  cultures  are  taken.  On  adults  this  can 
be  done  in  the  office  without  anesthesia.  It  is  no 
more  painful  than  an  intravenous  needle  for  a blood 
test.  A good  safe  topical  anesthetic  has  a tremen- 
dous psychological  value  to  the  patient.  Children 
under  the  age  of  1 require  no  anesthesia.  Between 
the  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
sential although  a general  anesthetic  may  be  used  to 
avoid  the  child’s  possible  mistrust  at  follow-up  ex- 
aminations. I usually  do  the  myringotomy  at  the 
same  time  as  the  adenoidectomy  if  the  adenoids  are 
enlarged.  Once  drainage  has  been  established  with 
decongestants  or  by  myringotomy,  positive  pressure 
inflation  of  the  middle  ear  is  invaluable  in  forcing 
out  the  serous  fluid  and  keeping  it  from  reforming. 
The  patient  can  do  this  himself  by  performing  the 
Valsalva  maneuver.  This  should  be  done  several 


In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 

I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  ro  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 
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dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 

In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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6655  Travis  Houston,  Texas  77025  JA  8-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  G.  Con  Smith,  M.D. 

Frank  L.  Bynum.  M.D.  Donald  S.  Gibbs,  M.D. 

Ed  Etier,  Jr.,  M.D. 

RADIOLOGY 
Otto  H.  Grunow.  M.D 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


Cardiovascular  Disease 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 

Crysup  Sory.  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Jodi  Sapp 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 
Electrocardiography 

Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograms 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Business  Office  Telephone  214  - 748-3715 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA 
members  at  $6.50  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month's  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 
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THE  JOHNS  CLINIC 
720  West  6th  St.,  Taylor,  Texas 


DIAGNOSTIC  CLINIC  OF  HOUSTON 


6448  Fannin,  Houston  25,  Texas 


JA  6-2051 


Jay  J.  Johns,  M.D.,  F.A.C.S. 
S.  W.  Lehmberg,  M.D. 
Marvin  J.  Leshikar,  M.D. 


C.  J.  Daniel,  M.D. 

R.  C.  Hermann,  M.D.,  F.A.C.S. 
A.  Bryan  Spires,  Jr.,  M.D. 


Internal  Medicine  and  Diagnosis 

Cardiovascular  Disease  Internal  Medicine 


J.  E.  Kirschvink,  M.D.  R.  Dale  Cummings,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street  ’ 713  LE  2-1700 

INTERNAL  MEDICINE 


R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 
Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan.  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr., 
M.D. 

Dean  C.  Solcher,  M.D. 
Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  BMnctions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 


Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Diseases 
WiUiam  M.  Donohue,  M.D. 
Joel  E.  Reed.  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 
John  E.  Norris.  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass't. 
Administrator 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-6411 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2151 

David  E.  Krebs.  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 


9th  Avenue  N. 
Texas  City, 
AC  713, 

Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


at  5th  Street  N. 
Texas  77590 
WI  8-8521 

General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 


Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infections  Diseases 
Lewie  L.  Travis.  Jr.,  M.D. 

CONSULTATION 


Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 
Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 
Y APPOINTMENT 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
Otolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby.  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  amd  Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S, 
M.  A.  Porter.  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D., 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon.  M.D. 
Consultants  in  Pathology 

Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


Jos.  F.  McVeigh,  M.D.,  F.A.C.P. 
A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 


Mrs.  Evelyn  Farr,  Business  Manager 


At  Your  Service! 


Wm.  D.  Chalmers,  M.D. 

Morris  R.  Hill,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 
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Colon  and  Rectal  Surgery 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  M^ical  Arts  Bldg.  San  Antonio,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 

MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

IJqIIqQ  ' 1 Y A Q 

Off.  Tel.  TA  4-2673  ’ Res.  Tel.  EM  1-4500 

WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Maligniancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

MANUEL  G.  LAGON,  M.D. 

Diplomate  of  American  Board  of  Surgery  and  the  American  Board 
of  Colon  and  Rectal  Surgery. 

Proctology 

Colon  and  Rectal  Surgery 

909  Eighth  Avenue  ED  2-9513 

Fort  Worth,  Texas 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancie* 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

Dermatology 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 

Skin  Maliemancies 

1410  Medical  Arts  Bldg.  Dallas.  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 
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DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

Eye,  Ear,  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  NaUe,  Jr.,  M.D 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  EUsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D, 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Gastroenterology 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 
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HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 

CASWELL  K.  SMITH,  M.D. 

Diplomate  American  Board  of  Neurology  & Psychiatry 
NEUROLOGY  & ELECTROENCEPHALOGRAPHY 

1609  Medical  Arts  Building  Dallas,  Texas 

Riverside  8-2219 

Internal  Medicine 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  Clinical  Psychology 

*Harris  M.  Hauser,  M.D.  Joanne  Borba,  M.  A. 

*Robert  I.  Hauser,  M.D.  Robert  D.  Langston, 

Wayne  Keller,  M.D.  PH.D.,  Consultant 

*Gerald  Ratinov,  M.D.  Psychiatric  Social  Work 

Ronald  J.  Hauser,  M.D.  Ethel  M.  Feinsilver, 

M.S. 

808  Memorial  Professional  Building 

Houston,  Texas  77002 

CA  4-5041 

♦Diplomate,  American  Board  of  Psychiatry  and  Neurolo^ 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-7181 

VICTOR  E.  SCHULZE,  M.D.,  F.A.C.P. 

VICTOR  E.  SCHULZE,  JR.,  M.D.,  F.A.C.P. 

Diplomates,  American  Board  of  Internal  Medicine 

Internal  Medicine — Cardiology 

219  So.  Magdalen  St.  San  Angelo,  Texas  76901 

Telephones  655-9131 

J.  SHIRLEY  SWEENEY,  M.D.,  F.A.C.P. 

Practice  Limited  to 

Clinical  Evaluation  and  Management 
of  Diabetes 

410  Gilbert  Street 

Gainesville,  Texas 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagrnosis 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 

MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

Neurology/Psychiatry 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 

Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

•Herbert  G.  Rvish,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 
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CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 

swift  5-4023 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S.  j 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Neurological  Surgery 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

Nuclear  Medicine 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

Ophthalmology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  657-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 

Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell.  Jr.,  M.D, 

Diplomatea  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

HAL  W.  MAXWELL,  M.D, 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 

Dallas,  Texas  RI  8-2712 

Make  plans  now! 

1969  TMA  ANNUAL  SESSION 

May  1-4  San  Antonio 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 
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Orthopedic  Surgery 

CHARLES  E.  GRAHAM,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  76080 

ORTHOPEDIC  SURGERY 

AD  1-6396 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and 

Upper  Extremity  Reconstructive 

Surgery 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  75246  TA  3-5351 

EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 

Otolaryngology 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb.  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders.  M.D. 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Sureery 

1133  N.  19th  St.  Abilene,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone;  JA  9-4389 

Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

ORTHOPEDIC  SURGERY  CLINIC 

Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 

3702  21st.,  Suite  9 Lubbock,  Texas  79410 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

Pathology 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 
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A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1106  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

PILCHER  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  P.  0.  Box  6279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

60H  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  25,  Texas 

^“Mailing  Containers  on  Request’’ 

“Office  Pickup  Service  in  Houston’’ 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  0.  Box  160  Lufkin.  Texas  75901 

Phone  634-4453 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P-0-  Box  3160  Waco,  Texas  76707 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

Physical  Medicine 
and  Rehabilitation 

DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytologjy,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

^orge  J.  Itece,  M.D.  M.S.  Wm.  B.  Kingsley.  M.D. 

Gwndolyn  Crass,  M D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC, 

P.O.  BOX  58.  GONZALES,  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 

through  twelfth  grade. 

J®-  M.D.  LYNN  SMITH.  SR. 

Med.ca]  Director  Administrator 

Plastic  Surgery 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  G^ton  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10»  Texas  Irvine  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D, 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston.  Texas  77004 
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WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

630  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77026  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

602  Goo^ue  Bldg. 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B, 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

JOHN  R.  HILL,  M.D. 

Plastic,  Reconstructive  & Hand  Surgery 

Diplomate  American  Board 

Hermann  Professional  Bldg.  Houston,  Texas 

JA  8-2481 

Thoracic  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  street 

Amarillo,  Texas  79106  373-8324 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 
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Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph;  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 

TA  6-5184 

JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza.  Corpus  Christi,  Texas  78404 

1415  Third  TU  4-1635 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urologry 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  1x) 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

Urology 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  1.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

Plan  to  attend  the  TMA 

1968  PUBLIC  RELATIONS  CONFERENCE 
September  21  Austin 
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TEXAS  MEDICINE 


Physicians  Wanted 


WANTED  : GENERAL  PRACTITIONER  for  established  young:  three- 
man  general  practitioner  clinic.  Coa-stal  Texas  city,  200,000.  Immediate 
opening.  Guaranteed  income.  hTill  partnership  in  three  years.  Modern 
clinic  with  dentist  and  pharmacy  in  same  Iniilding.  Alternate  nights  and 
weekends.  Excellent  hospital  privileges.  Ideal  climate,  fishing,  hunting. 
Write  T L York,  M.D.,  4541  Everhart,  Corpus  Christi,  Texas  78411. 


need  family  doctor.  Fastest  growing  small  E^t  Texas  tpwn. 
Excellent  opportunity.  Located  in  scenic  and  recreation  wonderland. 
Highest  per  capita  income  of  any  county  in  East  Texas.  Pleasant  com- 
munity and  intelligent  progressive  people.  Relocation  a^istance  if  de- 
sired.  Call  Jim  Tucker,  area  code  214  - 7361,  Lone  Star,  Texas. 


ASSOCIATE  WANTED  -Internal  Medicine— Hoard  eligible  for  eight- 

man  Internal  Mcnlicine  Department  with  well  established  multi-specialty 
group  in  T)alla.s,  Texas.  Partnership  after  two  years.  Excellent  fringe 
benefits.  No  investment  refiuired.  Teaching  opportunities.  Interviewing 
expense  paid.  Please  reply  to  Hox  16i),  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


OFFICE  SPACE  AVAITjAHLE:  Community  in  major  metropolitan 
area  undergoing  explosive  growth  with  middle  to  upper  income  families, 
has  no  ophthalmologist,  ENT,  dermatologist,  psychiatrist.  Office  space 
available  close  to  hospital,  no  investment  requirt^.  Please  reply  to  Box 
114,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED — M.D.'s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Box  179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTICE,  downtown  Houston  for  23  years,  available 
August  1,  1968.  Insurance,  company  and  industrial  connections.  Immedi- 
ate $80  000  gross.  Will  remain  to  assist  in  making  all  contacts.  No  cash 
necessary.  Arthur  E.  Moers,  M.D.,  401  Melrose  Building,  Houston,  Texas 
77002.  Phone  area  code  713,  CA  8-5281. 


WANTED:  GENERAL  PRACTITIONER  on  or  about  January  1, 
1969.  45  minutes  to  downtown  Houston  on  freeway,  25  minutes  to  Gal- 
veston. Four  and  a half  day  week,  $2,000  monthly.  Partnership  available 
after  one  year.  For  additional  information  write  Ad-186,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST  NEEDED  IN  FORT  WORTH  to  service  an  attractive 
practice  vacated  by  illness.  Work  will  be  as  associate  and  partner  with 
an  established  group  of  internists.  Write  or  telephone  Internist  Group, 
701  Fifth  Avenue,  Fort  Worth,  Texas  76104,  telephone  335-1451. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRACTITIONER  to 
locate  in  upper  income  area  of  Houston.  Office  space  available  in  clinic 
adjacent  to  40-bed  privately  owned  general  hospital.  For  complete  infor- 
mation reply  to  Administrator,  Westbury  Hospital,  5566  Gasmer,  Houston, 
Texas  77035. 


WANTED:  MD  TO  DO  GENERAL  PRACTICE  with  surgery  and  OB 
in  a two  doctor  clinic.  Financial  arrangements  can  be  worked  out  on  in- 
dividual basis.  Mineral  Wells,  Texas,  has  a rapidly  growing  population  of 
18  000  with  a trade  area  of  40,000  to  50,000  located  four  miles  west  of 
Fort  Wolters.  We  have  good  schools,  industry,  nice  lakes,  golf  course, 
hunting  and  fishing.  Fifty  minutes  from  Fort  Worth  and  Dallas  C^tact, 
W.  W.  Carter,  Business  Manager,  Baker  Clinic,  Mineral  Wells,  iexas. 
FA  5-2664.  


PHYSICIAN  WANTED : GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-158,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN : Excellent  opportunity  to  join  40-year  old  physician 
in  established  pediatric  practice  in  Austin.  Willing  to  consider  any  mu- 
tually agreeable  affiliation  ranging  from  office  sharing  to  full  partner- 
ship. Please  write  Box  181,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Autin,  Texas  78701. 


URGENTLY  NEEDED  to  complete  staff  in  422-bed  accredited  GM&S 
hospital,  located  in  the  heart  of  the  beautiful  Texas  Hill  Country,  board 
certified  or  eligible  orthopedic  surgeon,  two  internists,  and  one  urologist. 
Salary  determined  by  training  and  experience.  Excellent  vacation  and 
sick  leave,  insurance,  retirment,  and  other  fringe  benefits.  Please  write: 
Director,  VA  Hospital,  Kerrville,  Texas  78028.  An  equal  opportunity  em- 
ployer. 


WANTED  : General  Practitioner  to  assume  well-^tablished  practice  in 
Moody,  Texas.  Available  facilities  include  fully  equipped  office  and  three 
examining  rooms.  Located  in  Central  Texas.  Moody  bas  a trade  area  of 
3 500.  Interested  physicians  please  contact  Mrs.  J.  B.  Vandiver,  hrank 
Denny,  Mrs.  Ruth  Newman  or  Leroy  Wall,  Moody,  Texas. 

WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE  INTERN- 
IST to  join  8 man  group  in  progressive  Texas  Panhandle  city  of  12,000. 
Write  or  call  C.  E.  Rush.  M.D.,  Hereford,  Texas.  


WANTED-  ONE  INTERNIST,  ONE  GENERAL  PRACTITIONER 
AND  ONE  PEDIATRICIAN  to  join  established  group  in  Dallas,  either 
Board  qualified,  or  with  at  least  two  years  residence,  not  over  R5  years 
of  age.  Must  have  Texas  license  or  be  able  to  get  Texas  license  by  reci- 
procity. Salary  open,  depending  on  training.  Partnership  in  two  years. 
Group  has  own  fully  accredited  hospital.  Anyone  interested,  apply  to  Box 
939.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  Full 
details  concerning  group  and  the  opportunities  it  offers  will  be  furnished 
on  inquiring.  


WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist; to  become  salaried  associate  to  a six  man  clinic  group  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  ^ ass<> 
ciate  and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  215  Craig  Street,  HiUsboro,  Texas.  


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical  and  Surr- 
eal Group  of  Baytown,  Texas,  need  three  general  practitioners,  one  in- 
ternist, one  ophthalmologist,  and  one  E.N.T.  To  begin  January  1,  1967, 
or  thereafter.  Financial  arrangement  will  be  worked  out  on  an  indmdual 
basis.  Reply  to  Box  109,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  


WANTED:  GENERAL  PRACTITIONER,  PEDIATRICIAN,  INTERN- 
IST on  staff  of  Denton  State  School.  Base  annual  salary  $18,000,  extra 
$1,000  to  $3,000  if  board  certified.  40  hour  week  with  ample  vacation  time, 
other  fringe  benefits.  Excellent  community  to  live.  Near  Dallas.  Fort 
Worth.  Contact  Medical  Director,  Denton  State  School,  Box  368,  Denton, 
Texas. 


WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to  join  two 
physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital.  Guarantee  $18,000 
net.  Rotate  weekends,  holidays,  etc.  James  C.  Price,  M.D.,  or  W.  A.  Siev- 
ers,  M.D.,  Gonzales,  Texas. 

TEXAS  CITY — We  are  seeking  a young  board  eligible  general  surgeon 
with  interest  in  orthopedics  and/or  urology  to  assist  our  present  staff  of 
eight  physicians.  Salary  commensurate  with  experience  and  eagerness  to 
work.  If  interested,  send  your  complete  resume  to  Stan  M.  Sheppard, 
Clinic  Manager,  Beeler-Manske  Clinic.  818  5th  Street  N.,  Texas  City, 
Texas  77590.  

WANTED  : INTERNIST,  board  eligible  or  certified  to  join  board  cer- 
tified internist  in  private  practice  in  a prosperous  and  growing  com- 
munity in  South  Texas,  bordering  Mexico.  Excellent  opportunity  to  build 
own  practice  rapidly.  Excellent  hospital  available  in  the  community.  Will 
share  modern  medical  building  with  excellent  laboratory  and  x-ray  facil- 
ities. Address:  Victor  Malagon,  M.D.,  802  South  Main,  McAllen,  Texas 
78501. 

OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTITIONER  to 
associate  or  otherwise  with  well-established  general  practitioner  in  central 
Texas  town.  Negotiate  salary.  Have  Medicare-approved  hospital  of  16 
beds  and  32-bed  rest  home  complex.  Ideal  country  outdoor  living  T^th 
excellent  schools,  churches,  and  nearby  recreational  facilities.  No  initial 
capital  investment.  Must  see  to  appreciate.  For  information  reply  to  Ad- 
187,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise  with  over- 
worked GP  in  fully  equipped  clinic.  Choicest  suburban  area  of  Houston, 
Texas  near  hospitals,  ideal  living.  Income  limited  only  by  ambitions.  No 
money  needed.  For  information  write  Box  108,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST:  Medical  center  located  in  upper  income  suburban  area  of 
Houston  needs  another  internist.  Would  prefer  a man  with  an  interest  m 
rheumatoid  or  gastroenterology  problems,  but  this  not  mandatory.  All 
the  advantages  of  independent  practice  with  the  assistance  and  coverage 
of  group  practice.  Please  reply  to  Box  136,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN:  Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  pediatrician.  Would  prefer  man  with  an 
interest  in  hematology,  but  this  not  mandatory.  All  the  advantages  _ of 
independent  practice  with  the  assistance  and  coverage  of  group  practice. 
Please  reply  to  Box  137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Aus- 
tin, Texas  78701.  


GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  75217. 

IMMEDIATE  OPENING — position  in  student  health,  male  or  female. 
Starting  salary  $18,000  per  annum.  Usual  school  holidays.  FYinge  bene- 
fits. Teacher  retirement.  74-bed  hospital  and  clinic  on  campus  of  North 
Texas  State  University,  Denton,  Texas.  Prefer  experienced  generM  prac- 
titioner. Texas  license  required.  Contact  V.  G.  Edgar,  M.D.,  Acting  Di- 
rector Student  Health,  North  Texas  State  University,  Denton,  Texas. 

PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY,  three 
year,  integrated  with  Baylor  College  of  Medicine  affiliated  hospitals.  Non- 
career $4,830-$6,760.  Career  $9,657-$13,507  ; (license  in  any  one  of  states 
required).  Non-discrimination  in  employment.  William  P.  Blocker,  Jr., 
M.D.,  VA  Hospital,  Houston,  Texas. 


DERMATOLOGIST:  Medical  center  located  in  upper  income  suburban 
area  of  Houston  desperately  needs  a dermatologist. _ None  within  five 
miles,  patient  load  will  be  heavy  from  the  start.  Liberal  assistance  in 
getting  started,  no  investment  required.  Please  reply  to  Box  138,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ASSOCIATE  WANTED— Ear,  Nose  & Throat.  Board  eligible  for  two- 
man,  Nose  & Throat  Department  with  well  established  multi-specialty 
group  in  Dallas,  Texas.  Partnership  after  two  years.  Excellent  fringe 
benefits.  No  investment  required.  Teaching  opportunities.  Interviewing 
expense  paid.  Please  reply  to  Box  168,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


CLASSIFIED  AD  RATES  & DATA;  Classified  Advertising 
sells  for  $4.50  per  issue  for  50  words  or  less,  payable 
in  advance.  Copy  deadline  is  the  20th  of  the  month  pre- 
ceding publication.  Send  copy  to  Advertising  Assistant, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 
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WOODWARD 


185  N.  WABASH 


CHICAGO.  ILLINOIS  60601 


Founders  of  the  counseling  service  to  the  medical  profes- 
sion, serving  medicine  with  distinction  over  half  o century. 
TELEPHONE:  (Area  Code  312)  726-5682 


OPPORTUNITIES  WORTH  INVESTIGATING 

ANES:  Chief;  50-bd  accred  hosp,  prirtciply  surgical;  500  majors;  900 
minors;  2 RNA's;  fee-for  serv  shid  net  $65,000;  Calif. 

EMERG-ROOM:  Dir  emerg-room  program  being  founded;  Ige  accred  hosp; 
shId  be  exp'd  in  emergency-rm  work;  $30,000;  Mid  S. 

GEN  PRACT:  (a)  Grp  assn;  own  hosp;  $35,000;  no  ob;  no  invest;  Fla. 
(b)  Grp  assn;  own  hosp;  $36,000;  deep  S.  (c)  FAAGP  to  assoc  w/same; 
shid  have  surg  exp;  $25,000;  Calif. 

INT  MED:  (a)  Dipl;  multi-sp  grp;  3 IM  in  dept;  $25,000;  increasing  to 
prtnr,  3 yrs,  nettg  to  $60,000;  Houston  area,  (b)  Chief;  cert;  join  dipl 
IM  foundng  & bldg  new  cl  on  2 acres;  may  lay  out  own  suite;  $25,000; 
after  12-18  mo,  fee-for-serv  nettg  area  $80,000  if  responble  & hard 
worker;  open  staff,  2 hosps,  750  bds;  half  intrvu  exps  pd;  agcy  tee 
neg;  desir  twn  nr  St.  Louis  (c)  W/endocr  sub-sp;  assn  70  specialists 
75%  on  faculties  2 med  schls;  300-bds  hsp;  Ige  prog  endo  resrch  tied 
to  cancer,  hypertension,  arthritis;  one  of  finest  cl-hosp-tchg  facil  in 
country,  (d)  Med  dir  fairly  Ige  JCAH;  shid  be  cert;  to  $45,000;  SW. 

OBG:  Assn,  3 cert  obgs  oper  2 offices;  grp  est  '48  by  men  of  highest 
calibre;  1 is  nationally  known  prof  obg;  reqs  dipl  or  elig;  gd  sal  in- 

creasg  18  mo  then  jr  prtnr  leadg  to  full  prtnr  nettng  today,  $70,000; 
Ige  city;  univ  med  center;  WN-central. 

RAD:  Chief  TR;  dir  dept  w/cobalt,  & nuc  med  units;  75  spec,  75%  w/ 
tchg  posts  2 med  schls;  200-bd  hosp;  Ige  amt  pure  & cl  resrch;  one 
of  finest  cl-hsp-tchg  facil  in  country. 

SURG:  (a)  GS  w/some  trauma-ortho  exp;  join  3 cert  S;  1 is  med  dir, 
Ige  CO  semi-heavy  indus;  gd  sal  increasg  to  full  prtnr  sev  yrs  nettg 
$70,000;  Ige  cty  on  Gulf,  (b)  Cert/elig  T&CVS;  assn  2 dipis,  same; 
1 is  cl  prof  S;  500  m.ajors  inclu  pulm  wk  & 200  open-hrts;  dog  lab  & 
cath  studies;  gd  sal  1st  yr;  later  prtnr  shid  net  to  $75,000;  Ige  med 
sch  city;  S.  (c)  Cert  ORS;  Chief;  10  spec;  2 offices;  exc  facil;  sal  1 
yr  then  jr  prtnr;  Hawaii,  (d)  Join  2 cert  S;  equal  prtnr  3rd  yr  nettg 
$80M;  SW. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE  AN 
INDIVIDUAL  SURVEY  FOR  YOU 
STRICTLY  CONFIDENTIAL 


OPENING  FOR  FOURTH  PHYSICIAN  with  ^roup  of  three.  Facilities 
of  lOO-bed  hospital  available.  Practice  general  surgery,  obstetrics,  pedi- 
atrics, internal  medicine.  Salary  open  and  partnership  available.  Prefer 
man  35  years  or  younger.  Contact  Robert  E.  Chapman,  M.D.,  5808  E. 
Belknap,  Fort  Worth,  Texas. 


NEED  PHYSICIAN  for  general  practice  in  Poteet,  Texas.  3000  popu- 
lation, 20  miles  south  of  San  Antonio,  10  minutes  away  from  two  hospi- 
tals with  complete  office  facilities  available.  Contact  A.  A.  Hollub,  Po- 
teet Pharmacy,  Box  286,  Poteet,  Texas,  PI  2-3315  or  Dr.  J.  M.  Faggard, 
Drawer  V,  Pleasanton,  Te.xas,  LO  9-2135. 


WANTED  FOURTH  INTERNIST,  board  certified  or  eligible,  for  grow- 
ing 15  man  multi-specialty  group  in  Southwest.  New  clinic  with  excel- 
lent facilities.  Liberal  fringe  benefits.  Remuneration  negotiable.  Please 
reply  to  Ad-200,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


WANTED : Physician  to  assume  duties  of  Amarillo  Hospital  District 
Physician,  October  1 through  October  21,  1968.  Must  have  "Texas  license. 
Practice  limited  to  indigents  and  personnel.  Contact  R.  L.  Dutton,  As- 
sistant Administrator,  Amarillo  Hospital  District,  Box  1110,  Amarillo, 
Texas  79105. 


WANTED:  GENERAL  PRACTITIONER,  (medical  doctor)  to  enter 
solo  practice,  partnei-ship  or  salaried.  Would  join  five  man  group  in  ro- 
tating calls.  Office  space  now  available  adjoining  a new  lOO-bed  general 
hospital.  Located  edge  of  city  limits  of  Corpus  Christi,  Texas,  and  four 
miles  from  Robstown.  Serving  a wide  and  growing  community.  Free 
rent  and  salary  available  for  the  right  pei-son.  Income  limited  only  by 
ambitions.  Contact  Doyne  B.  Hamilton,  M.D.,  Route  4,  Bo.x  46,  Robstown, 
Texas. 


WANTED:  BOARD  CERTIFIED  PATHOLOGIST  as  Director  of  Lab- 
oratories in  modern  accredited  226-bed  general  hospital  in  attractive  ultra 
progressive  North  Central  Texas  metropolitan  area.  Contract  terms  open. 
Contact  Mike  W.  Ditto,  Administrator,  Arlington  Memorial  Hospital, 
Arlington,  Texas  76010. 


Situations  Wanted 


AVAILABLE  FOR  LOCUM  TENENS  for  one  or  two  weeks  in  Septem- 
ber or  October.  Board  eligible  in  internal  medicine.  1961  University  of 
Texas  (Galveston)  graduate  with  Texas  license.  Prefer  Gulf  Coast  (Hous- 
ton) area,  but  will  consider  any  place  in  Texas.  Please  reply  to  Ad-202, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial,  college 
or  relief  work.  Experienced  in  private  practice  and  industrial  and  insti- 
tutional work.  Part  time  or  locum  tenens.  Please  reply  to  Ad-195,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SEEKING  LOCATION : Board  eligible  in  orthopedic  surgery.  Recent 
additional  experience  in  childrens  P.  M.  and  S.  Will  accept  administrative 
responsibilities  in  these  fields.  Please  reply  to  Ad-192,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


FOR  SALE  OR  LEASE,  modern,  fully  equipped  office.  3,000  square 
foot  building  on  75,000  square  foot  lot.  26-car  paved  parking  lot.  Gross 
collected  in  1967,  $60,000.  9.5  miles  from  Austin  city  limits.  Please  reply 
to  Ad-201,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What  have 
you?  Write  today!  Murray,  3305  Bryan,  Dallas,  Texas  75204. 


DOCTORS  OFFICE  SPACE  AVAILABLE  in  metropolitan  area  in 
west,  northwest  Houston,  Texas,  undergoing  explosive  population  growth. 
SLxty  suite  professional  building  now  under  construction  for  completion 
in  June,  1968.  A three  hundred  (300)  bed  general  hospital  is  designed  to 
connect  to  the  professional  building  by  means  of  a second  level  all- 
weather  walkway  with  construction  of  hospital  to  be  completed  in  the 
near  future  after  the  professional  building.  Hospital  and  professional 
building  located  in  center  of  47  store  covered  mall  shopping  center.  Latest 
area  population  figures  reflect  250,000  middle  to  upper  income  residents 
in  Memorial  Spring  Branch  area.  For  complete  information  call  area  code 
713,  464-2711,  or  write  Memorial  City  Medical  Center,  12345  Kingsride 
Lane,  Houston,  Texas  77024. 


MODERN  OFFICE  FOR  GENERAL  PRACTITIONER  OR  PEDIA- 
TRICIAN, reasonable  rent,  available  in  Ford  Village,  southwest  Austin. 
Occupant  retired.  Dentist  next  door — across  street  from  school.  Contact 
Bert  Ford,  2405  Bowman  Avenue,  Austin,  Texas  78703.  Telephone 
GR  2-5502. 

AUSTIN  DENTAL  OFFICE  SUITE  FOR  LEASE.  Modern  brick 
building  on  main  thoroughfare  near  central  business  district.  Waiting 
room,  three  operatories,  nurses  area,  laboratory,  private  office,  storage, 
and  ample  parking.  Please  reply  to  Ad-203,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


The  advertising  in 

TEXAS  MEDICINE 

keeps  you  informed 
and  pays  for 
publishing  costs! 

When  the  local 
representative  calls, 
tell  him  you  saw 
his  company’s  ad  in 
your  journal. 


Have  you  investigated  the 

Texas 

medical 

association 

members' 

retirement 

trust? 


For  information,  write 

TMA  Members'  Retirement  Trust 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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He  is  elderly, 
he  is  on  corticosteroids, 
when  he  needs  an  antibiotic 
he  may  he  a candidate  for 


DECLOSTATIN‘300 


Drmethjlchlorlelracycline  HCl  300  rag 
and  Nj'slatin  500,000  units 
CAPSULE-SHAPED  TABLETS  Lederle 


b.i.d. 


f 


S' 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
ny$tatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Contraindication:  History  of  hypersensitivity  to  deniethylchlortetracy- 
dine  or  nystatin. 

\\  arning . In  renal  inipairrnent.  usual  doses  may  lead  to  excessive  accumu- 
lation and  liver  toxicity\  Under  such  contlitirms.  ]c>wer  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolongeil,  serum  level  determinations 
^ photodynamic  reaction  to  natural  or  artificial  sun- 
light  has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  he  carefully  observed. 

Precaution^.  Overgrowth  of  nonsuscejitihle  organisms  may  occur.  Con- 


stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon 
cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system-anorexia,  nausea,  vomiting,  diar- 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  ca.se  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the: 
nails  ( rare) . Kidney-rise  in  BUN.  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rareM 
Hypersensitivity  reactions  urticaria,  angioneurotic  edema,  anaphylaxis 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  thi‘ 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drf{ 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  ipi.d,  or  300  mg  b.i.d.  Should  k 
pven  1 hour  before  or  2 hours  after  meals,  since  absorption  is  imiiairet 
by  the  concomitant  administration  of  high  calcium  content  drugs,  food' 
and  some  dairy  products.  Treatment  of  streptococcal  infections  shoulj 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIE.S,  A Division  of  American  Cyanamid 

Pearl  River, |New  York  ^ H 


open-eyed  nights 


T 00  tense  to  sleep. ..too 
tired  to  get  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension.  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications : Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications : Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  m 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  m women  of  childbearing  age  recpiires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitc: a and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  I'A  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  he  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEC  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults; 
lension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.l.d.;  alcoholism,  10  mg  t.i.d,  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  I'd  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  2Vz 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 

(not  for  use  under  6 rnontbs). 

Roche®  Supplied  : Valium®  (diazepam) Tab- 

LABORATORIES  1 mg,  5 mg  and  10  mg;  bottles 

Division  o<  Hotfmann-La  Roche  Inc.  ^ } rnn 

Nutley,  New  Jersey  07110  Ot  jU,  lUU  QIIU  jUU. 

\^liuni’(d  iazepam) 

useful  for  the  relief  of  psychic  tension, 
alone  or  with  associated  depressive  symptoms 


DIVISION  OF  MEDICINE 
Department  of  Internal 
Medicine 

Sections  of  Internal 
Medicine 

Allergy  and  Immunology 
Cardiovascular  Disease 
Endocrinology 
Gastroenterology 
and  Endoscopy 

Hematology  and 
Oncology 

Pulmonary  Disease 
Rheumatology 

Department  of  Pediatrics 

Subspecialties  of 
Allergy 

Endocrinology 

Hematology 

Department  of  Neurology 

Department  of  Psychiatry 

Section  of  Psychology 

Department  of  Dermatology 


_ ..a  Dept. 

~ ■ '.'ornia 
, ,ioal  Center 
it.  9kl22 
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Cardiovascular  Surgery 
General  Surgery 
Neurosurgery 
Ophthalmology 
Orthopedics 
Otorhinolaryngology 
Plastic  and  Maxillofacial 
Surgery 

Thoracic  Surgery 
Urology 


DIVISION  OF  OBSTETRICS 
AND  GYNECOLOGY 
Department  of  Obstetrics 
Department  of  Gynecology 

DIVISION  OF  RADIOLOGY 
Departments  of 

Diagnostic  Radiology 
Nuclear  Medicine 
Radiation  Therapy 


DIVISION  OF  LABORATORIES 
Departments  of 

Surgical  Pathology 
Clinical  Pathology 
Sections  of 
Microbiology 
Biochemistry 

Clinical  Physiology 
Sections  of 
Biophysics 

Cardiovascular  Physiology 
Gastrointestinal 
Physiology 
Neurophysiology 
Pulmonary  Physiology 

DIVISION  OF  EDUCATION 
AND  RESEARCH 
Department  of  Education 
Department  of  Research 
Research  Laboratories 
Biochemistry 
Cardiovascular 
Experimental  Physiology 
Experimental  Surgery 
Hematology 
Pulmonary 
Rheology 


Scott  and  White  Clinic 

AN  ASSOCIATION  AFFILIATED  WITH  SCOTT  AND  WHITE  MEMORIAL  HOSPITAL 
AND  SCOTT,  SHERWOOD  AND  BRINDLEY  FOUNDATION,  TEMPLE,  TEXAS 


ASSOCIATED  WITH  KING'S  DAUGHTERS  HOSPITAL 
302  So.  22nd  Street  Temple,  Texas  Telephone  PR  8-5501 


GENERAL  SURGERY 

R.  N.  Bartels,  M.  D. 

R.  K.  Harlan,  M.  D 
T.  L.  Hill,  M.  D. 

H.  A.  Wiebelhaus,  M.  D. 


thoracic  surgery 

R N.  Bartels,  M.  D. 

H.  A.  Wiebelhaus,  M.  D. 


INTERNAL  MEDICINE 

W,  }.  Bean,  M.  D. 

J.  B.  Brown,  M.  D. 

R.  C.  Page,  M.  D. 


UROLOGY 

R.  S.  Fillmore,  Jr.,  M.  D. 


ORTHOPEDIC  SURGERY 

R.  N,  Bartels,  M.  D. 

T.  L.  Hill,  M.  D. 


PEDIATRICS 

T.  C.  Denson,  M.  D. 


PERIPHERAL  VASCULAR  SURGERY 
H A.  Wiebelhaus,  M,  D. 


ORAL  SURGERY 

T.  W.  Cagle,  D.  D.  S. 


RADIOLOGY 

J.  D.  Wilson,  M.  D. 


OBSTETRICS  & GYNECOLOGY 

R.  E,  Wallace,  M.  D 


PATHOLOGY 

G.  H.  Wahle,  Jr.,  M.  D. 


ADMiNISTRATOR 

R.  L.  Epperson 
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GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

A.  C.  Bennett,  M.D„  F.A.C.S.*** 
P.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
•T.  B.  Barnett,  M.D.* 

W.  F.  McKinley,  Jr,,  M.D. 

James  S.  Bussell,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchings.  M.D.,  F.A.C.S.** 
S,  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison.  M.D.,  F.A.C.O.G. 
W.  L.  Reese.  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 

W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  .Jr.,  M.D. 
Gardner  Thomas,  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B,  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruhy  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 
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Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
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Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 
Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 
John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green.  M.D.,  Surgery 
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Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
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Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
Terry  D.  Allen,  M.D.,  D.A.B.U.,  Urology 

J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S..  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L,  Maddox,  D.D.S.,  General  Dentistry 

Lewis  R.  Thompson,  Jr.,  M.D.,  D.A.B. O.S.,  Orthopedic 
Surgery 

Donald  A.  Sutherland,  M.D.,  Internal  Medicine  (Hematology) 
Dennis  Luedke,  M.D.,  Orthopedic  Surgery 
Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 
T.  K.  Johnston,  Business  Manager 

C.  H.  Rosamond,  Associate  Administrator 
Arthur  L.  Cook,  Assistant  Business  Manager 
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THIS  MONTH  IN 


SCIENTIFIC  ARTICLES 

38  Management  of  Hodgkin’s  Disease 

Justin  J.  Stein,  a graduate  of  Bay- 
lor University  College  of  Medicine, 
is  professor  of  radiology  and  chief, 
radiation  therapy  division.  Depart- 
ment of  Radiology,  University  of 
California  at  Los  Angeles  Center 
for  Health  Sciences.  He  served  an 
internship  at  Cincinnati  General 
Hospital  in  Cincinnati,  Ohio,  and  a 
residency  at  Edward  G.  Hines,  Jr., 
Hospital  in  Hines,  III.  A board  certified  radiologist. 
Dr.  Stein  is  also  a past  president  and  member  of 
the  California  State  Board  of  Medical  Examiners 
and  in  1965  was  recipient  of  the  distinguished 
alumnus  award  from  Baylor  Medical  Alumni  Asso- 
ciation. He  is  a fellow  of  the  American  College  of 
Surgeons,  American  College  of  Radiology,  and  Royal 
Society  of  Medicine. 


42  Neurilemoma  of  the  Cecum 

John  L.  Doyle,  San  Antonio,  is  a 
diplomate  of  the  American  Board 
of  Surgery  and  a fellow  of  the 
American  College  of  Surgeons.  He 
was  graduated  from  St.  Louis  Uni- 
versity School  of  Medicine  and 
took  surgical  residencies  at  the 
Lahey  Clinic,  Boston,  and  M.  D. 
Anderson  Hospital,  Houston.  Frank 
J.  Bryant,  Jr.,  is  in  general  prac- 
tice in  San  Antonio;  Phillip  W.  Voltz,  Jr.,  is  with  the 
Department  of  Radiology,  Santa  Rosa  Medical  Cen- 
ter, San  Antonio. 


48  Maternal  Mortality 

James  T.  Downs,  III,  is  chairman  of  the  Texas  Med- 
ical Association’s  Committee  on  Maternal  Mortality. 


50  Preventing  Common  Bile  Duct  Injuries 

Edwin  M.  Sykes,  Jr.,  is  clinical  professor  of  surgery. 
University  of  Texas  Medical  School  at  San  Antonio, 
and  is  a fellow  of  the  American  College  of  Surgeons, 
diplomate  of  the  American  Board  of  Surgery,  and  a 
member  of  several  other  professional  organizations. 


59  Topical  Chemotherapy 

Of  Precancerous  Dermatoses 

Robert  E.  Rossman  was  graduated 
from  The  University  of  Texas  Med- 
ical Branch,  Galveston,  and  took 
his  internship  in  Oklahoma  City 
before  beginning  general  practice 
in  Alto,  Texas,  in  1954.  Several 
years  later  he  entered  the  affili- 
ated residency  program  (dermatol- 
ogy) at  Baylor  University  College 
of  Medicine,  and  now  holds  a mas- 
ter of  science  degree  in  dermatology,  is  a clinical 
instructor  at  Baylor,  and  is  a consultant  in  derma- 
tology for  four  hospitals  in  and  near  Tyler,  where 
he  has  a private  practice.  He  is  a diplomate  of  the 
American  Board  of  Dermatology  and  a member  of 
several  other  professional  associations. 


STEIIM 


DOYLE 


ROSSMAN 


44  Behavioral  Pediatrics 


KRAFT 


Irvin  A.  Kraft  is  associate  profes- 
sor of  psychiatry  and  pediatrics  at 
Baylor  University  College  of  Medi- 
cine and  medical  director  of  the 
Texas  Institute  of  Child  Psychiatry. 
His  coauthor,  Elizabeth  Bratteng, 
is  assistant  professor  of  psychiatry 
and  pediatrics  at  Baylor,  and  is  di- 
rector of  the  Behavioral  Pediatrics 
Training  Program  at  Texas  Chil- 
dren's Hospital. 


61  Popliteal  Compression  Syndrome 


ABELL 


Joe  M.  Abell,  Jr.,  Austin,  is  a dip- 
lomate of  the  American  Board  of 
Orthopaedic  Surgery  and  a fellow 
of  the  American  Academy  of  Or- 
thopaedic Surgeons.  He  is  chair- 
man of  the  American  College  of 
Surgeons  Committee  on  Trauma, 
Austin  area.  Both  Dr.  Abell  and  his 
coauthor,  Jerry  D.  Julian,  practice 
in  the  Austin  Orthopaedic  Clinic. 
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71  Clinicopathologic  Conference 

Participants  in  this  CPC  from  Hermann  Hospital 
in  Houston  are  Michael  B.  Raine,  attending  physi- 
cian, Department  of  Internal  Medicine;  Gordon  E. 
Kibler,  associate  radiologist:  Hugh  H.  Hanson, 
chief.  Cardiology  Section;  and  John  R.  Thomas,  as- 
sociate pathologist.  Guest  editor  is  Wilson  G. 
Brown,  director  of  laboratories. 

EDITORIALS 

27  Eradicate  Rh  Hemolytic  Disease 
By  Preventing  Rh  Sensitization 

L.  C.  Powell,  Jr. 

28  When  Do  Disc  Lesions 
Require  Surgical  Treatment? 

James  Greenwood,  Jr. 

30  Joint  Commission  Reviews 
Accreditation  Requirements 

Charles  Max  Cole 

30  Hints  on  Refraction 

Everett  L.  Goar 

31  Questions  and  Answers: 

Selective  Service  Procedures 

37  Comprehensive  Voluntary 
Private  Insurance 

G.  V.  Brindley,  Jr. 

DEPARTMENTS 

81  HIGHLIGHTS  OF  COMING  MEETINGS 
87  ASSOCIATION  NEWS 
91  GENERAL  NEWS 

FEATURE:  REPORTING  HEART  TRANS- 
PLANTS REQUIRED  CAREFUL 
ANALYSIS  Newell  E.  France 

FEATURE:  HEMISFAIR  SERVED  BY 
VOLUNTEER  PHYSICIANS 

Donald  V.  Williams 

109  PERSONALS 

109  POSTGRADUATE  COURSES 

111  MEDICINE  IN  LITERATURE 

112  NEW  BOOKS  IN  TMA  LIBRARY 

112  PAMPHLETS 

113  RECENT  DEATHS 


ON  THE  COVER 

When  Dr.  Denton  A.  Cooley  and  his  surgical  team 
began  performing  heart  transplant  operations  in 
Houston’s  St.  Luke’s  Episcopal  Hospital,  they  were 
faced  with  society’s  perennial  problem  of  the  pub- 
lic’s right  to  know  versus  the  news  subjects’  right 
of  privacy.  Newell  E.  France,  administrator  of  St. 
Luke’s  Episcopal  Hospital,  has  prepared  for  Texas 
Medicine  an  account  of  problems  his  staff  encoun- 
tered and  the  communications  policy  which 
emerged  from  their  unusual  experiences  in  public 
relations  and  news  reporting  during  and  following 
the  transplant  operations.  The  cover  article  appears 
on  page  92. 


NEXT  MONTH 

September  Texas  Medicine  offerings  will  include 
three  articles  on  tuberculosis — cutaneous  tubercu- 
losis, the  role  of  the  local  health  department  in  the 
state  tuberculosis  control  program,  and  changing 
concepts  in  tuberculosis  control.  Also  scheduled 
are  articles  on  postpartum  hemorrhage  as  a cause 
of  maternal  mortality,  changing  trends  in  medical 
care,  live  virus  mumps  vaccine  in  pediatric  prac- 
tice, characteristics  of  pesticide  poisoning  in  South 
Texas,  and  a medical  economics  solution.  An  article 
on  the  use  of  surgical  tape  in  nerve  repair  by  Dr. 
Dennis  G.  Brown,  winner  of  the  third  annual  Texas 
Medicine  award,  will  also  appear  in  September. 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers; $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 


Volume  64,  August,  1968 


3.. 


USE  ‘POLYSPORIN’, 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


brand 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


‘POLYSPORrj 

POLYMYXIN  B-BACITfUa»  j 

OINTMENT  1 

Wp  prevent  infectioiili| 
^l«rns,and  abrasiai^| 
Old  in  heoiing*  ^ 


The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTATIN^  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 


328-8/6094 
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When  your 


isn’t  it  great  for  everyone, 
when  he  has 


Wouldn’t  it  be  wonderful 
if  everyone  was  under  the  protection  of 
Blue  Cross  and  Blue  Shield? 

BLUE  CROSS‘/BLUE  SHIELD" 

GROUP  HOSPITAL  SERVICE,  INC.  GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 

OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  . DALLAS,  TEXAS  75222 
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You  be  the  judge,  Doct 


Summation; 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications;  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  RobinuI-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions;  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions;  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage;  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  I tablet  three  times  a day; 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply;  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


/I'H'DOBINS 


In  peptic  ulcer  therapy,  won’t  you 
give  Robinul  Forte  a FairTrial? 

(glycopyr  relate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late,  a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
Jure  as  more  closely  approaching  the 
J ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
^motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antisecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
way: 

First:  When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next : Wait  1 0 days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


RobinuF  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 
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What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
. . . consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains; 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (M  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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TEXAS  MEDICINE 


peptic 

lll%?  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids;  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  a/so  contains  simethicone;  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy  .*  *Danhot,  I.  E.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Liily 
(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Liliy,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Liliy)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaiobiastic  anemias  and  aiso  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 

Precautions:  Anemia  is  a manifestation  that  requires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  Bi?  therapy  may  result  in  hematologic  remission  but  neu- 
rologicai  progression.  Adequate  doses  of  vitamin  Bi?  (parenterai, 
or  orai  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  or 
improve  the  neurological  changes. 

As  with  ali  preparations  containing  intrinsic  factor,  resistance 
may  deveiop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiologicai  doses  of  vitamin  B12.  If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-calied 
massive  doses  of  vitamin  Bi;,  may  be  necessary.  No  single  regi- 
men fits  all  cases,  and  the  status  of  the  patient  observed  in 
foliow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic 


You  can  treat  combined 
deficiencies  with 

Trinsicon 

— the  muitif actor  hematinic 


% 

% 


Vitamin  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  w/ith  meals  \will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
oral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [032»6b] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

601668* 


BENADRYLin’68 


• •.'*  • .' « .'*^  • • 

' ■ 


choose  an  experienoed  candidate^^OCFl  IQUI  y» 
millions  of  doses  prescribed  (dipliMlyilrainine  hydrochloride) 

; The  White  band  on  Pink  capsule  Combination  is  a Parke,  Davis  & Company,  Detroit.  Michigan  48232 

vW—'-  registered  trademark  of  Parke,  .Davis' & Company.  - , 


Supplied  in  various  dosage  form^-irtcludtnjg.  Kapsealsf 
containing  50  mg.  of  diphenhydramine  hyrTrochldride. 


PARKE-DAVIS 


How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bs 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

Bottles  of  60 

* 


anticostive,  adj.  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-con- 
taining hematinic? 


<^^0  LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  Nevt  York  10965 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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in  the  treatment  of 


Itndrold 


[ ' (thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75% 


Sexual  impotence  treatment  tcith  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study"  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 


2.  Foriy  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyr6i(J» 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 
cannot  be  disputed. 

of  reproductive  organs  in 
, hypertension  unless  the 


Choice  of  4 strengths 


Android 


Each  yellow  tablet  contains: 
Methyl  Testosterone  .2. 5 mg. 
Thyroid  Ext.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-HP 

HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St..  Los  Angeles.  Calif.  90057 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...  64mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 

REFER  TO 


PDR 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2. 5 mg. 
Thyroid  Ext.  (V4  gr.)  ..  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg, 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60.  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains. 

Methyl  Testosterone 


Ethinyl  Estradiol 
Thyroid  Ext.  (1/B  gr.)  . 
Thiamine  Hydrochloride 
Glutamic  Acid 


2.5  mg. 
0 02  mg. 
10  mg. 

10  mg. 
50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen-only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  1 1 d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTPA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


( For  the  treatment  of  the  aging  patient 


apathy 

irritability 

forgetfuiness 

confusion 


Cerebro-Nicin 


capsules/elixir 


1 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


POOR  ■ FAIR 


GOOD 


17% 


CEREBRO-NICIN'®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 


*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazoic 100  mg. 

Nicotinic  Acid . .100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid 50mg. 

Niacinamide 5 rng. 

Riboflavin 2 mg. 

Pyridoxine 3 rng. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100.  500,  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction. 

PDR 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 
1 2500  W. 6th  St., Los  Angeles, Calif, 90057 
Write  for  Product  Catalog 
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TEXAS  MEDICINE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon  (iron  dex- 
tran  injection)  will  measurably  begin  to  raise  hemoglobin  and  a 
complete  course  of  therapy  will  effectively  rebuild  iron  reserves. 
The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  deficiency  may  include: 
patients  in  the  last  trimester  of  pregnancy;  patients  with  gastro- 
intestinal disease  or  those  recovering  from  gastrointestinal  sur- 
gery; patients  with  chronic  bleeding  with  continual  and  extensive 
Iron  losses  not  rapidly  replenishable  with  oral  iron;  patients 
intolerant  of  blood  transfusion  as  a source  of  iron;  infants  with 
hypochromic  anemia;  patients  who  cannot  be  relied  upon  to  take 
oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated 
solution  of  iron  dextran  complex  providing  an  equivalent  of  50  mg. 
in  each  cc.  The  solution  contains  0.9%  sodium  chloride  and  has 
a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5%  phenol  as  a pre- 
servative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight 
and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc.  in  Infants  to 
5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly.  Initial  test 
doses  are  advisable.  The  total  iron  requirement  for  the  individual 
patient  is  readily  obtainable  from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the  upper  outer  quadrant 
of  the  buttock,  using  a Z-track  technique  (with  displacement  of 
the  skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining 
of  the  skin  may  occur.  Excessive  dosage,  beyond  the  calculated 
need,  may  cause  hemosiderosis.  Although  allergic  or  anaphylac- 
toid reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection).  Urticaria,  arthral- 
gia, lymphadenopathy,  nausea,  headache  and  fever  have  occa- 
sionally been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  Is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject  only 
in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or 
other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contra- 
indicated in  patients  sensitive  to  iron  dextran  complex.  Since  its 
use  Is  intended  for  the  treatment  of  iron  deficiency  anemia  only 
it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses. 
Imferon  (iron  dextran  injection)  has  been  shown  to  produce  sar- 
coma in  rats,  mice  and  rabbits  and  possibly  in  hamsters,  but  not 
in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  follow- 
ing recommended  therapy  with  Imferon  (iron  dextran  injection) 
appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4; 
10  cc.  multiple  dose  vials. 


Each  10  cc.  vial  provides  as  much  iron  as  2 pints 
of  whole  blood.  And  use  of  IMFERON  rather  than 
whole  blood  for  iron  replacement  eliminates 
the  potential  dangers  of  hepatitis  and  whole  blood 
sensitivity  reactions.  Whole  blood,  of  course, 
should  be  used  if  clearly  indicated. 

IMFERON  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves— 
for  iron  deficient  patients  in  whom  oral 
iron  is  intolerable,  ineffective  or  impractical, 
and  in  those  who  cannot  be  relied  upon 
to  take  oral  iron  as  prescribed. 

Precise  dosage  is  easily  calculated. 


LAKESIDE  UBORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


See  package  insert  for  complete  prescribing  information. 
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An  anorectic  will  help  her  lose  weight- 
hut  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 


That’s  why  Abbott  offers 
you  a pill  plus  a program. 


The  Product 


For  smooth  appetite 

DESOXYN*  Gradumet* 

'3  EJ  3 : 

control  plus  mood 
elevation 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

5 mg.  10  mg.  15  mg 

PPr patients  who  can't 

DESBUTAE  10  Gradumet 

P ] 

take  plain  amphetamine  10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

FRONT  SIDE 

DESBUTAL  15  Gradumet 

.a.  1 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

FRONT  SIDE 

The  Program 


IVekht  Control  Booklet  specifically  written  to  help  your  paints  under- 

^ Stand  why  they  are  overweight,  and  what  they  can 

do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 


Ihv 

4’ikntroflitnf 
tfonr  tr<*i4iht  ‘ 


Food  Diaiy 


Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 


Picture  Me?iu  Booklet 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  8oi444 


Ask  Your  Abbott  Man  For  Free  Supplies 


Please  see  Brief  Summary 
on  next  page. 


Brief  Summary 

DESOXYN®Gra(lunict® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DKSBiriAl!  10  Graduniet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DKSBin  AL  15  Graduniet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desljutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depre.ssion,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Deso.xyn,  when  ad- 
ministered parcnterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 

Precautions^  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism,  old  age,  or  those 
sensiti\'e  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  ]).sychic  dependence. 
Oareful  supervision  is  necessary  to 
avoid  chronic  into.xication  and 
drug  dependence. 

.\mphetamine  side  effects  such 
as  headache,  excitement,  agitation, 
pal]:)itation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  skin 
rash.  Nerx'ousness  or  ex- 
cessive sedation  wit  h 
Desbutal  is  often  transient. 

801444 
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TEXAS  MEDICINE 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat pharmaceuticals  since  1856 


BETTMANN  archive 


The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.  Y, 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program.  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 


The  Francis  name. 

Our  claim  to  fame. 

The  C.  B.  Francis 
health  care  story 
has  few  parallels. 
Since  1957,  when 
the  dynamic  young 
executive  left  a 
thriving  insurance 
business  to  enter  the  medical  care  pro- 
fession, he  has  had  much  to  do  with 
the  introduction  of  modern,  business- 
like methods  and  techniques.  First, 
Francis  determined  that  his  facilities 
should  offer  hope  and  recreation,  and 
that  patients,  no  matter  what  their 
ages,  can  recuperate  to  some  degree. 
Thus,  the  insistence  on  round-the- 


clock  registered  nurses,  cleanliness, 
cheerful  environments,  and  the  estab- 
lishment of  "convalescent"  centers, 
not  "nursing"  homes.  He  has  served 
as  president  of  the  Texas  association, 
and  vice  president  of  the  national 
organization  in  the  convalescent 
field.  And  now,  C.  B.  Francis  is  blaz- 
ing a new  trail:  The  Franc  is  Hospitel, 
a private  hos|)ital  to  meet  the  chal- 
lenge of  rising  costs  and  crowded 
conditions.  And  Francis  Convalescent 
Centers  continue  to  grow,  and  ex- 
pand, because  people  have  confi- 
dence in  the  Francis  name,  our 
claim  to  fame. 


francisT 

HOSPiTELS 

I \ C O K P ()  K A I t [) 


FRANCIsf^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS-VVACO;  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT  CENTERS- 
, AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Avenue, 
Ph.  335-1903;  HOUSTON;  Hermann  Park  Manor,  5600  Chenevert,  Ph.  523-6831;  CORPUS  CHRISTI:  Francis  Convalescent 
Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW:  Highland  Pines,  1100  N.  4th  Street  Ph.  753-7661;  SAN  ANTONIO; 
San  Pedro  Manor,  616  West  R ussell,  Ph  732-5181  FRANCIS  MANAGEMENT  — PORT  ARTHUR:  The  Golden  Triangle  Con- 
valescent Center,  3900  Highway  365,  Ph  727-1651. 


Home  office:  2303  W.  North  Loop,  Austin,  Ph.  454-2725.  C.  B Francis,  President. 
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TEXAS  MEDICINE 


One  Million  Dollars 

of  Excess  Professional  and 
^ Personal  Catastrophe 
Liability  Protection 

For 

Texas  Physicians  § Surgeons 

Offered  by  J.  O.  GARREH  COMPANY 

Professional  Insurance  Service  Since  1899 
P.O.Box  2284  • Austin,  Texas  78767 


T his  insurance,  often  referred  to  as  an 
“Umbrella”  policy,  increases  the  limits 
of  liability  of  your  standard,  basic  insur- 
ance contracts  by  One  Million  Dollars. 
It  thus  protects  you  and  members  of 
your  family  against  the  catastrophic 
financial  impact  of  high  dollar  judg- 
ments or  settlements.  It  is  tailored  to  fit 
with  your  current  liability  protection 
for — 

Medical  Practice 
Automobiles 
Residences  and  Farms 
Office  Premises 
Watercraft 
Aircraft  and 
Employer’s  Liability 


The  broad  provisions  of  this  Million 
Dollar  policy  insure  additional  non- 
business areas  far  beyond  those  pro- 
vided for  in  the  standard  liability  con- 
tract and  in  all  such  areas  the  cost  of 
legal  defense  is  included  as  part  of  your 
protection.  For  instance,  this  policy 
covers  “Personal  Injury”  Liability  re- 
sulting from  suits  based  on — 

• Shock  • Slander 


• Mental  Anguish 

• Libel 

• Defamation  of 
Character 


• False  Arrest  or 
Imprisonment 

• Wrongful  Detention 
or  Eviction 


— and  — 

• Liability  in  connection  with  contractual  obli- 
gations whether  written  or  oral,  expressed 
or  implied. 

• Liability  for  property  of  others  when  in  your 
care,  custody  or  control. 

• In  cases  where  your  basic  insurance  is  not 
applicable  but  coverage  is  afforded  by  the 
Umbrella  policy— a $10,000  self-insured  re- 
tention applies. 


THIS  BROCHURE  IS  ILLUSTRATIVE. 
IT  IS  NOT  A POLICY. 


IMPORTANT! 

Minimum  limits  are  required  for  underlying  contract) 
as  follows: 


Bl  — Bodily  Injury  PD  = Property  Damage 
CSL  = Combined  Single  Limit 


RESIDENCES  AND  FARMS 

COMPREHENSIVE  PERSONAL  I $ 50,000  CSl 

LIABILITY  (HOMEOWNER'S)  J 


OFFICE  PREMISES 

AUTOMOBILE 

PROFESSIONAL  and 
PARTNERSHIP 

AND  IF  APPLICABLE 

WATERCRAFT  (Applicable 
only  to  Watercraft  not 
Insured  under  your 
Personal  Liability  Policy) 

AIRCRAFT 


$100/300,000  Bl 
$ 50,000  PD 

$100/300,000  Bl 
$ 25,000  PD 


$100/300,000  Bl 


$100/300,000  Bl 
50,000  PD 
or  100,000  PD  I 

! 

$ 1,000,000  CSL, 


EMPLOYER'S  LIABILITY  $ 25,000  Bl  j 

Premium  charges  are  modest  for  the  broad  protection 
afforded. 


THE  PREMIUM 


Annual 

3 Year 

Installment 

Prepaid 

Physicians 

$75.00 

$203.00 

Surgeons 

90.00 

243.00 

Partners  or  Associates  ( 
(Optional) 

each)  25.00 

66.00 

OPTIONAL  EXTENSIONS 

OTHER  BUSINESS:  Coverage  can  be  in- 
cluded for  other  business.  Rates  will  be 
furnished  upon  request. 

*■  PARTNERS  OR  ASSOCIATES:  If  your  part- 
ners or  associates  do  not  purchase  the 
umbrella  coverage,  your  partnership  in- 
terest can  be  protected  for  professional 
coverage  by  paying  the  premium  indicated. 


NAME 

ADDRESS, 


APPLICATION 


street  City  State  Zip 

I wish  +o  pay  premiums  Q Annual  Installments  3 years  in  advance 
My  check  for  the  first  premium  Is  enclosed. 

1.  PERSONAL  LIABILITY 

1)  Number  of  residences Farms  or  Ranches 

2)  Number  of  automobiles  owned  

3)  Number  of  Watercraft  owned 

4)  Number  of  Aircraft  owned 

2.  PROFESSIONAL  LIABILITY  Do  you  practice  as  Q A physician  Q A surgeon  Q Other 

Number  of  Partners 

Number  of  employees 

Do  you  own  or  operate  O Hospital  Q Sanitarium  Q Clinic  Q Office  Only 

3.  PREVIOUS  EXPERIENCE  Have  you  ever  been  refused  liability  coverage  or  had  it 

cancelled  ? 

If  so,  by  whom  and  for  what  reason? 


List  all  losses  paid  or  claims  filed  against  you,  but  not  yet  settled,  for  amounts  greater 
than  $10,000  in  respect  to  accidents  during  the  past  five  years. 


Description  Date  of 

of  Accident  Accident 


Paid  Claims  Open  Claims 


This  is  EXCESS  LIABILITY  INSURANCE  and  provides  $1,000,000.00  cov- 
erage over  your  basic  liability  insurance  policies.  It  is  not  designed 
to  replace  your  present  insurance. 

Signature 


Mail  To:  J.  O.  GARRETT  COMPANY  P.  O.  Box  2284  Austin,  Texas  78767 


Questions  § Answers 


1.  Q.  Who  is  covered  by  the  Umbrella  policy 

other  than  the  named  Insured? 

A.  The  spouse  of  the  named  Insured,  if  resi- 
dent in  the  same  household,  as  well  as  rela- 
tives, wards  and  other  persons  under  the 
age  of  21  in  the  care  of  the  Insured,  and 
resident  in  the  Insured’s  household. 

2.  Q.  In  the  event  one  or  more  of  the  underlying 

policies  listed  in  the  application  is  can- 
celled, reduced  below  required  limits  or  not 
renewed,  how  is  the  Liability  of  the  Excess 
Insurer  affected? 

A.  It  is  not  affected.  In  the  event  of  the  failure 
of  the  Insured  to  maintain  such  policies  in 
the  maximum  amount  required  or  to  meet 
all  the  conditions  and  warranties  under 
such  policies,  the  insurance  afforded  by  the 
Excess  policy  shall  apply  as  though  such 
policies  had  been  maintained  in  force. 

3.  Q.  What  is  the  procedure  between  the  Excess 

and  Primary  carriers  in  the  event  of  a loss 
which  would  appear  to  involve  the  Excess 
carrier? 

A.  The  Excess  company  will  be  allowed  to 
associate  with  the  Insured  and  the  Primary 
carrier  in  the  defense  and  control  of  any 
claim.  Cooperation  between  the  basic  and 
excess  carriers  is  routine  in  such  matters. 

4.  Q.  Why  should  I carry  this  protection? 

A.  Members  of  the  Medical  Profession  should 
consider  themselves  as  “target”  risks  for 
Liability  claims.  Coverage  limits  in  effect 
at  the  time  of  loss  may  be  inadequate  for 
judgments  or  settlements  arrived  at  several 
years  later  if  inflationary  trends  continue. 
Protection  is  afforded  on  a worldwide  basis 
and  coverage  is  far  broader  than  otherwise 
obtainable.  Special  rates  have  been  promul- 
gated for  the  Association  program  to  effect 
a savings  for  you. 


5.  Q.  If  I am  in  partnership  with  two  Doctors 

will  I be  charged  additional  premium  for 
partnership  liability? 

A.  No  additional  charge  will  be  made  if  all 
three  partners  purchase  Excess  coverage 
under  this  program.  If  two  partners  insure 
— each  of  the  two  will  be  charged  for  the 
remaining  partner.  If  one  partner  only  in- 
sures, a modest  charge  will  be  made  for 
each  of  the  two  uninsured  partners. 

6.  Q.  Are  my  employees  insured? 

A.  No.  However,  you  are  protected  for  suits 
against  you  resulting  from  their  acts  so 
long  as  the  underlying  policy  provides 
coverage  of  this  nature. 

7.  Q.  If  I am  an  owner  (individually  or  in  partner- 

ship) of  an  apartment  building  is  protection 
included  for  this  exposure? 

A.  No.  This  would  be  considered  business 
property.  The  contract  is  designed  to  cover 
personal  (as  opposed  to  business]  and  pro- 
fessional liability  only.  Similarly,  if  you 
own  the  building  in  which  your  office  is 
located — but  lease  a portion  of  the  build- 
ing to  others  this  contract  would  cover 
only  that  portion  which  you  actually 
occupy.  However,  coverage  can  be  ex- 
tended to  other  owned  businesses  at  addi- 
tional cost. 

8.  Q.  If  my  present  limits  of  coverage  are  higher 

than  required  for  underlying  insurance  may 
I reduce  these  limits? 

A.  Yes.  The  savings  which  can  be  accomp- 
lished in  this  fashion  will  often  pay  a sub- 
stantial part  of  the  premium  required  for 
the  excess  policy.  However,  if  greater 
amounts  of  protection  are  desired  the 
$1,000,000  limit  under  the  Umbrella  policy 
can  be  increased  to  as  much  as  $10,000,000. 
Rates  will  be  furnished  upon  request. 


Vacation  trip . . . . 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally- not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


^aAomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  In^edients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . . .0.60% 

Chlorobutanol 0.15% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


^aAomut 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


Vasomist 

(ANTIHISTAMINIC) 


*^dSOI!U^ 


Vdsomirf 

'ANTIHISTAMINIC 

• OECOWOESTAJNrT 

. ..  ahtikistamtmic 

> Hcl 


(PLAIN) 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

availability 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oi. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 
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Part  of 
the  fine  art 
of  medicine 


DARVON' 

COMPOUND-65 


800118 


Each  Pulvule®  contains  65  rag.  propoxyphene  hydrochloride, 
227  rag.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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Eradicate  Rh  Hemolytic  Disease 
By  Preventing  Rh  Sensitization 

IT  IS  A RARE  EVENT  in  Medicine  to  see  both  the 
cause  and  the  cure  of  a disease  process  discovered 
within  the  brief  span  of  25  years,  but  it  appears  that 
we  have  just  witnessed  this  with  Rh  isoimmuniza- 
tion. With  the  release  of  Rho  (D)  immune  globulin 
(human),  marketed  under  the  trade  name  RhoGAM 
by  Ortho  Diagnostics,  on  June  1,  1968,  we  have 
passed  another  milestone  of  preventive  medicine. 

Recent  advances  in  the  management  of  Rh  iso- 
immunized  pregnancy  through  spectrophotometric 
scanning  of  the  amniotic  fluid,  judicious  preterm 
induction,  and  selected  use  of  intrauterine  transfu- 
sion have  generally  lowered  the  perinatal  mortality 
to  around  8 to  10  percent,  but  the  eradication  of  this 
disease  process  is  now  possible  with  the  routine  use 
of  RhoGAM  in  unsensitized  Rh-negative  mothers 
who  have  Rh-positive  children.  Soon  the  tragic  prob- 
lems of  severe  Rh  hemolytic  disease  of  the  newborn 
— hydrops  fetalis,  stillbirths,  keimicterus  with  re- 
sulting brain  damage — the  necessity  of  multiple  re- 
peat exchange  transfusions,  the  generally  disap- 
pointing results  of  intrauterine  fetal  transfusion 
and  fetal  exchange  transfusion,  not  to  mention  the 
anxieties  of  the  expectant  mother  and  father  and 
physicians,  should  be  eliminated. 

RhoGAM  prevents  the  formation  of  active  anti- 
bodies in  the  Rho  ( D ) -negative,  Du-negative  mother 
who  has  delivered  an  Rho  (D) -positive  or  Du-posi- 
tive  infant.  An  injection  of  passive  Rh  antibodies  to 
the  postpartum  mother  suppresses  her  antibody  re- 
sponse to  Rh-positive  fetal  cells.  Sensitization  to  Rh- 
positive  cells  usually  occurs  at  delivery  with  the  fetal 
bleed  into  the  maternal  circulation  that  generally 
occurs  with  placental  separation.  The  active  Rh  anti- 
bodies produced  by  the  mother  cause  Rh  hemolytic 
disease  of  the  newborn  in  subsequent  pregnancies; 
therefore,  by  preventing  the  formation  of  active  Rh 
antibodies,  this  passive  immunization  will  also  pre- 
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vent  Rli  liemolytic  disease  of  the  newborn 
in  subsequent  pregnancies.  Clinical  studies 
to  date  by  Freda,  Pollock,  Finn,  Clarke  and 
others,  both  in  this  country  and  in  Europe, 
indicate  that  Rh-immune  globulin  effective- 
ly prevents  Rh  hemolytic  disease  of  the 
newborn  in  virtually  all  cases.  Likewise,  in- 
jection of  high-titered  raw  plasma  contain- 
ing Rh  antibodies  has  been  shown  by  Ham- 
ilton in  St.  Louis,  and  confirmed  by  our 
group  at  Galveston,  to  offer  the  same  degree 
of  protection,  but  with  some  risk  of  sensitiza- 
tion to  other  blood  fractions  and  the  risk  of 
hepatitis  (neither  of  which  has  been  ob- 
served to  date).  With  RhoGAM,  these  two 
risks  are  essentially  eliminated. 

The  material  should  be  administered  to 
the  Rh-negative  Du-negative  postpartum 
mother  within  72  hours  of  the  birth  of  an 
Rh-positive  or  Du-positive  baby.  However,  it 
probably  is  effective  when  given  as  late  as 
one  to  two  weeks  postpartum.  The  injection 
is  not  effective  when  sensitization  to  the  Rh 
factor  already  exists.  The  baby  must  be  Rh- 
positive  or  Du-positive,  and  should  have  a 
negative  direct  Coombs  reaction. 

Since  ABO  incompatibility  between  the 
Rh-negative  mother  and  her  Rh-positive  fe- 
tus offers  only  incomplete  protection  against 
Rh  immunization,  RhoGAM  in  these  cases 
is  also  advisable.  Since  it  has  been  suggested 
that  abortion  can  cause  a primary  immuni- 
zation to  the  Rh  factor,  the  Rh-negative 
mother  who  has  an  abortion  should  also  be 
considered  as  a candidate  for  protective 
treatment  with  RhoGAM.  Since  the  baby’s 
or  fetus’  blood  type  might  not  be  known,  one 
should  assume  that  it  was  Rh-positive  and 
extend  passive  antibody  protection  to  the 
mother  within  72  hours  after  the  miscar- 
riage. 

It  is  anticipated  that  the  supply  of  Rh- 
immune  globulin  will  be  short  for  several 
months,  but  it  has  been  made  available  to  all 
hospital  blood  banks  where  obstetrics  is 
practiced.  As  with  any  immunization  proce- 
dure, we  must  immunize  the  entire  group  of 
Rh-negative  mothers  to  protect  those  who 
would  become  sensitized,  as  we  have  no  prac- 


tical, quick,  inexpensive  means  of  determin- 
ing which  of  the  mothers  are  at  greatest 
risk.  We  know  that  only  about  15  percent 
of  Rh-negative  mothers  with  Rh-positive 
babies  will  be  sensitized  if  left  unprotected, 
but  since  there  is  no  known  effective  means 
of  handling  the  already  sensitized  mother, 
we  must  immunize  the  majority  to  protect 
this  minority  group. 

The  cost  of  this  Rh  immune  globulin  in- 
jection is  estimated  at  $75  to  $100,  includ- 
ing the  necessary  screening  laboratory  tests. 
However,  when  one  weighs  this  cost  against 
the  cost  of  subsequent  antibody  determina- 
tions, amniocenteses,  fetal  intrauterine  and 
exchange  transfusions,  plus  the  added  cost 
of  caring  for  many  premature  babies  with 
Rh  hemolytic  disease,  overall  savings  with 
immunization  are  apparent. 

All  physicians  who  practice  obstetrics 
should  become  knowledgeable  in  the  use 
of  this  prophylaxis  immediately,  and  begin 
now  to  make  Rh  hemolytic  disease  of  the 
newborn  a disappearing  entity  relegated  to 
the  textbooks  of  medicine,  and  as  rare  as  a 
case  of  smallpox  is  today. 

— L.  C.  Powell,  Jr.,  M.D.,  Galveston. 

When  Do  Disc  Lesions 
Reqnire  Surgical  Treatment? 

MANY  YEARS  AGO,  a fellow  intern  and  I 
became  somewhat  disillusioned  with  sur- 
gery, and  we  agreed  that  the  problem  did 
not  seem  to  be,  “Why  do  we  operate?’’  or 
“Do  we  operate?’’,  but  “When  do  we  oper- 
ate?’’ In  the  past,  hysterectomy  was  abused; 
before  the  days  of  antibiotics  when  the  pos- 
sibility of  sudden  rupture  and  serious  conse- 
quences prompted  removal  of  many  normal 
appendices,  appendectomy  also  was  done  too 
frequently.  Now,  because  of  hospital  accred- 
itation policies,  tissue  committees,  and  con- 
stant surveillance  by  the  American  Medical 
Association  and  the  American  College  of 
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Surgeons,  these  procedures  are  much  better 
controlled. 

Abuses  in  the  selection  of  patients  for 
spinal  surgery,  particularly  for  disc  lesions, 
were  recently  outlined  in  the  Lahey  Clinic 
Fonndation  Bulletin  by  Dr.  Charles  A.  Pa- 
ger.* From  only  one  or  two  areas  in  Texas 
have  we  heard  reports  of  possibly  question- 
able indications  for  spinal  disc  surgery,  both 
cervical  and  lumbar.  The  most  recent  report 
has  been  with  respect  to  interbody  cervical 
spine  fusion  performed  within  a few  weeks 
after  injury  or  strain,  where  the  patient 
might  have  recovered  with  three  to  six 
months  of  conservative  management.  Dr. 
Pager’s  editorial  called  attention  to  instanc- 
es in  which  the  neurosurgeon  or  orthopedist 
might  well  have  waited  a few  months  with 
reasonable  hope  of  securing  as  good  a per- 
centage of  recovery  without  surgery  as  with 
it,  thus  avoiding  the  risk,  though  slight,  of 
surgery.  While  the  results  of  surgery  often 
are  dramatic,  it  would  be  well  for  the  sur- 
geon to  ask  himself,  “Why  do  we  operate? 
Would  the  patient  recover  through  natural 
healing  processes,  within  a reasonable  period 
of  time,  just  as  well  without  surgery?  What 
are  the  consequences  of  delaying  surgery  ?” 

It  has  been  my  good  fortune  to  work 
closely  with  a fairly  large  group  of  neuro- 
surgeons and  orthopedists,  and  I respect 
their  diagnostic  judgment.  Although  we  do 
not  agree  absolutely  as  to  indications  and 
selection  of  patients  for  surgery,  there  is  no 
essential  difference  in  our  attitudes  and 
management  of  patients.  This  uniformity 
has  evolved  through  years  of  close  contact, 
and  I believe  the  indications  for  surgery 
used  by  any  one  of  us  would  differ  little 
from  those  used  by  the  other  neurosurgeons 
and  orthopedists  in  our  group. 

The  basic  fact  which  must  be  recognized 
in  the  decision  for  surgery  in  spine  and  disc 
cases  is  that  in  most  instances,  the  natural 
healing  forces  tend  to  cure  these  patients 
just  as  well  as  an  excellent  surgical  proce- 

*Quality of  the  Issue,  16:281,  1967. 


dure.  In  1936,  when  we  first  started  opera- 
ting upon  lumbar  discs,  there  was  no  tremen- 
dous backlog  of  cases  of  sciatic  rheumatism 
or  arthritis  of  the  spine  which  needed  sur- 
gery; the  majority  of  patients  recovered 
within  one  month  to  a year.  It  was  only  those 
few  patients  who  were  requiring  one,  five, 
or  ten  years  to  recover  from  intermittent 
attacks  of  sciatic  rheumatism  who  came  to 
us  for  surgery,  along  with  those  who  came 
with  their  first  acute  attack  of  disc  syn- 
drome. 

The  following  principles  of  selection  of 
patients  for  disc  surgery  are  fairly  well 
agreed  upon:  Danger  of  paralysis  rarely 
exists  as  an  indication  for  early  surgery.  Se- 
verity of  pain  and  the  time  element  are  the 
usual  important  considerations.  The  mere 
presence  of  an  acute  disc  rupture  syndrome 
is  not  an  indication  for  surgery.  Of  the  pa- 
tients with  fully  developed  disc  syndromes, 
more  than  two-thirds  of  those  with  lumbar 
and  four-fifths  of  those  with  cervical  lesions 
will  recover  perfectly  well  without  surgery. 
The  important  considerations  are  what  the 
disease  is  doing  to  the  patient,  and  in  what, 
if  any,  danger  it  may  place  him.  Unless 
there  is  evidence  of  a complete  nerve  root 
lesion,  such  as  foot  drop  or  possible  spinal 
cord  impingement,  most  of  us  believe  that 
these  patients  should  be  treated  conserva- 
tively for  at  least  three  months  before  con- 
sidering surgery.  If  there  is  improvement 
after  three  months,  further  conservative 
management  is  justified.  If  the  patient  is 
able  to  sleep  reasonably  well  at  night  with 
minimal  sedation,  carry  on  his  work  with 
little  loss  of  time,  and  pain  is  bearable,  treat- 
ment for  six  months  to  a year  may  be  justi- 
fied. Several  recurrent  attacks  within  one  or 
two  years  would  warrant  surgical  interven- 
tion. On  the  other  hand,  as  little  as  three  or 
four  days  of  unbearable  pain  not  relieved  by 
narcotics  may  justify  surgery;  similarly  a 
sudden  disc  rupture  with  weakness  of  the 
legs  and  severe  foot  drop  necessitates  emer- 
gency surgery  to  avoid  a long  period  of 
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neurological  disability  or  permanent  dam- 
age. 

In  the  final  analysis  where  there  is  a 
problem  in  decision,  the  surgeon  should  ask 
himself,  as  most  of  us  do,  “What  would  I 
want  done  if  I were  the  patient?”  When 
all  factors  have  been  thoroughly  evaluated, 
judgment  becomes  easy  if  we  place  ourselves 
in  the  patient’s  shoes. 

— James  Greenwood,  Jr.,  M.D.,  Houston. 

Joint  Commission  Reviews 
Accreditation  Requirements 

THE  JOINT  COMMISSION  on  Accredita- 
tion of  Hospitals  is  now  engaged  in  a critical 
review  of  all  aspects  of  the  hospital  accredi- 
tation program.  Standards  and  their  inter- 
pretations are  being  revised  with  the  aim  of 
making  them  more  practical  for  hospitals 
and  physicians  and,  ultimately,  more  bene- 
ficial to  the  patient. 

As  stated  in  a Texas  resolution  presented 
to  the  AMA  House  of  Delegates  in  June, 
1967,  some  of  the  present  requirements  place 
unnecessary  demands  on  the  time  and  abil- 
ity of  the  medical  staff  as  well  as  individual 
physicians.  In  some  instances,  the  time  spent 
in  meeting  these  requirements  is  at  the  ex- 
pense of  time  needed  for  care  of  the  patient. 

It  is  hoped  that  the  new  standards  will 
permit  the  practicing  physician  to  devote 
the  maximum  time  to  patient  care  by  reduc- 
ing, where  it  is  consistent  with  good  quality 
medical  care,  the  number  of  committees, 
meetings  and  reports  that  are  required  of  a 
medical  staff.  Such  revisions  would  be  in 
accord  with  Texas’  resolution  as  amended 
and  approved  by  the  AMA.  Furthermore, 
they  would  be  in  keeping  with  the  basic  and 
vitally  important  purpose  of  the  JCAH — to 
assure  that  the  standards  of  medical  prac- 
tice in  our  hospitals  remain  high,  and  result 
in  the  best  possible  care  of  the  patient. 

— Charles  Max  Cole,  M.D.,  Dallas. 


Hints  on  Refraction 

THERE  ARE  TWO  PHASES  in  the  life  of 
the  ophthalmologist  when  he  needs  to  know 
how  to  do  a refraction  quickly  and  accu- 
rately: (1)  when  he  is  young  and  has  not 
acquired  a surgical  practice,  and  (2)  when 
he  is  old  and  has  given  up  surgery.  In  these 
days  of  rising  expenses,  when  everything 
costs  more  except  the  fee  for  refraction,  he 
cannot  waste  much  time  and  break  even.  To 
save  time,  he  must  have  a routine  and  follow 
it  faithfully. 

History:  The  ophthalmologist  need  not 
spend  much  time  taking  a history — only 
enough  to  determine  the  physical  condition 
as  the  patient  understands  it  and  what  medi- 
cine he  is  taking. 

Examination : For  adults,  the  examina- 
tion consists  of  looking  at  the  lids,  conjunc- 
tiva and  adnexa  and  noting  any  abnormali- 
ties. The  vision  is  checked  without  and  with 
glasses,  both  for  near  and  distance.  An  as- 
sistant must  be  taught  to  use  a lensometer. 
Muscle  balance  is  determined  by  the  cover 
test  for  near  and  distance.  In  case  a vertical 
imbalance  is  detected,  a more  thorough  ex- 
amination must  be  made.  Ocular  rotations 
and  the  near  points  of  convergence  and  the 
near  point  of  accommodation  are  recorded. 
Patients  over  age  40  seldom  need  cyclopleg- 
ics  unless  it  is  necessary  to  get  a wider  view 
of  the  fundus  than  can  be  seen  through  the 
undilated  pupil. 

The  approximate  refraction  can  be  noted 
quickly  by  having  the  patient  watch  a light 
at  20  feet  and  by  using  the  retinoscope.  The 
fogging  method  is  helpful  in  hypermetropic 
persons.  The  most  delicate  test  for  astigma- 
tism is  with  crossed  cylinders.  The  refrac- 
tionist  needs  but  three:  -fl.OO  —1.00,  +0.50 
—0.50,  and  +0.25  —0.25.  Astigmatic  dials 
and  other  such  appliances  are  time-consum- 
ing nuisances.  No  patient  can  tell  the  differ- 
ence with  a 0.12  diopter  crossed  cylinder. 
Splitting  a cylinder  between  +0.25  and 
+ 0.50  is  useless  because  a patient  cannot 
tell  the  difference  and  an  optical  shop  can- 
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not  grind  the  lens  that  accurately.  Most  of 
these  splits  are  made  because  the  refraction- 
ist  cannot  be  sure  which  he  needs. 

After  the  refraction  the  fundus  is  exam- 
ined and  the  slit  lamp  microscope  is  always 
used.  It  is  convenient  to  have  the  slit  lamp 
mounted  on  the  refraction  chair  where  it 
can  be  swung  in  position  without  moving 
the  patient.  In  every  patient  of  40  or  over, 
the  intraocular  tension  should  be  measured. 
This  also  should  be  done  if  a younger  pa- 
tient’s family  history  includes  glaucoma. 
Either  the  Schiotz  or  applanation  tonometer 
may  be  used.  Some  patients  will  not  stay 
still  during  this  procedure,  so  after  anesthe- 
tizing the  eye  a Desmarres’  retractor  is 
slipped  under  the  upper  lid  and  the  patient 
is  directed  to  look  at  a spot  in  the  ceiling 
while  the  assistant  holds  the  lids  apart  on 
the  opposite  eye. 

Fitting-.  A few  facts  must  be  recalled  in 
fitting  glasses.  Few  young  hypermetropic 
patients  will  stand  the  full  correction,  as 
they  abhor  blurred  vision.  The  red  and  green 
chart  is  valuable  in  preventing  distance  blur. 
The  near  correction  in  presbyopic  persons 
must  be  fitted  according  to  the  distance  at 
which  the  patient  works  rather  than  to  his 
age.  Small  changes  in  glasses  are  not  neces- 
isary,  and  it  is  disconcerting  to  have  a pa- 
tient return  and  say  he  has  “spent  all  this 
money  for  new  glasses  and  could  see  just  as 
well  with  the  old  ones.” 

For  many  cataract  patients,  useful  vision 
without  operation  can  be  maintained  until 
death.  They  do  need  an  excellent  light  to 
read  by;  the  best  is  a gooseneck  floor  lamp 
with  a reflector. 

Many  astigmatic  patients  are  extremely 
sensitive  to  oblique  cylinders.  When  these 
are  first  indicated,  it  is  best  to  put  them  in 
a trial  frame  and  let  the  patient  wear  them 
around  the  room  for  a while  to  see  whether 
or  not  he  complains  of  distortion.  If  so,  the 
strength  of  the  cylinders  must  be  reduced  or 
the  spherical  equivalent  must  be  used.  These 
precautions  will  save  many  time-consuming 
return  visits. 

— Everett  L.  Goar,  M.D.,  Houston. 


QUESTIONS 

im  h 

AND 

ANSWERS 

Selective  Service  Procedures 

How  many  Texas  physicians  are  being  drafted 
this  summer?  Upon  what  basis  is  the  figure  deter- 
mined? 

Texas  will  be  expected  to  provide  42  doctors  of 
medicine  for  active  Army  duty  beginning  in  July.  The 
Armed  Services  ascertain  the  number  of  physicians 
needed,  and  each  state  provides  its  share  in  a ratio 
proportionate  to  the  total  number  requested  and  the 
total  number  of  lA  physicians  registered  in  the  state. 
Texas  provides  approximately  5 percent  of  the  na- 
tional figure.  In  general,  all  physicians  must  serve  two 
years  in  the  Armed  Forces  unless  they  are  disqualified 
for  particular  reasons. 

When  and  how  may  a physician  request  defer- 
ment? 

After  receiving  his  classification,  a physician  has 
30  days  in  which  to  have  it  reconsidered  by  his  local 
draft  board.  He  may  request  deferment  only  on  the 
basis  of  essentiality  to  the  care  of  the  sick  or  to  the 
continuation  of  an  essential  teaching  program,  and 
should  submit  information  (statements  from  his  hos- 
pital, institution,  patients,  medical  societies)  to  sup- 
port his  request.  The  local  draft  board  sends  this 
information  to  the  State  Advisory  Committee  which, 
in  turn,  consults  its  local  committee  and  transmits 
recommendations  to  the  local  draft  board  and  to 
Texas  headquarters  of  the  Selective  Service  System 
for  guidance.  Dr.  E.  A.  Rowley,  Amarillo,  is  chairman 
of  the  Texas  State  Advisory  Committee;  C.  Lincoln 
Williston,  Austin,  is  executive  secretary. 

If  necessary,  the  physician  or  his  sponsoring  organ- 
ization may  then  ask  that  the  District  Appeal  Board  in 
his  federal  judicial  district  review  his  classification.  A 
unanimous  decision  by  this  Board  is  final.  If  opinion 
is  divided,  a final  decision  may  be  requested  from 
the  President. 
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open-eyed  nights 


T oo  tense  to  sleep. ..too 
tired  to  get  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension.  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications:  Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  he  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics,barbiturates, MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  2 14  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  he  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
fension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  214  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  214 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 

(not  for  use  under  6 months). 
Supplied : Valium®  (diazepam) Tab- 
lets, 2 mg,  5 mg  and  10  mg;  bottles 
of  50,  100  and  500. 


Roche® 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


\^lium'(d  iazepam) 

useful  for  the  relief  of  psychic  tension, 
alone  or  with  associated  depressive  symptoms 


when  relief 
means  so  much 


in  keeping 
your  G.U. 
patient  comfortable 


Clinically 
effective 
for  G.U.  Therapy'^ 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands,  R.X.:  New  York  St.  J,  Med.  61:2598-2602, 
1961;  (2)  Renner,  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 

Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:Clin.  Med.  4;307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 
Atropine  Sulfate  0.03  mg.  Methylene  Blue  . 
Hyoscyamine . 0.03  mg.  Phenyl  Salicylate 

Methenamine.  40.8  mg.  Benzoic  Acid 


5.4  mg. 
18.1  mg. 

4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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Design  for  an  ear  anti-infective 


Designed  to  act  promptly 
against  bacterial 
pathogens  and  pain 

Otitis  media  (when  the  tympanic  mem- 
brane is  perforated)  and  otitis  externa  both 
respond  to  the  bactericidal  action  of 
Furacin®  (nitrofurazone)  in  Furacin-HC 
(nitrofurazone-hydrocortisone)  Otic.  Its 
broad  antibacterial  spectrum  includes 
most  of  the  organisms  encountered  in 
surface  infections  (but  only  certain  strains 
of  Pseudomonas).  The  hydrocortisone 
component  in  Furacin-FHC  Otic  affords 
rapid  relief  of  oainful  swelling. 

Designed  to  let  the  ear 
drain  freely 

The  water-soluble  base  of  Furacin-HC 
Otic  permits  free  drainage  and  provides 
a hygroscopic  vehicle. 

Designed  to  please  and 
protect  the  patient 

Topical  Furacin-HC  Otic  lets  you  reserve 
systemic  preparations  for  systemic  infec- 


tions. It  rarely  irritates  inflamed  epithelial 
surfaces,  and  cross  resistance  or  cross 
sensitization  with  antibiotics  does  not 
occur.  In  addition,  nonmacerating,  odor- 
less Furacin-HC  Otic  softens  wax  to 
facilitate  removal  of  cerumen. 

Also  available:  Furacin®  Otic  (nitrofurazone  with 
nifuroxime  ond  diperodon  HCI).  The  wide  anti- 
bacteriol  range  of  Furacin  is  augmented  by  the 
antimycotic  activity  of  Micotur®  (nifuroxime). 
Diperodon  hydrochloride,  an  efficient  local 
anesthetic,  pramptly  subdues  pain  and  itching. 
Indicated  in  bacterial  otitis  externa,  otomycosis 
or  bacterial  otitis  media  (when  the  eardrum  is 
perforated). 

Precautions:  Sensitization  to  nitrofurazone  may 
occur  with  prolonged  use  and  is  more  likely  to 
develop  in  eczematous  otitis  externa.  To  mini- 
mize such  reactions  (a)  limit  application  to  a 
week  or  less,  and  (b)  avoid  use  of  excessive 
amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in 


treatment  of  cholesteatoma,  where  surgical  in- 
tervention is  necessary. 

Contraindications:  The  usual  contraindications 
for  preparations  containing  hydrocortisone  should 
be  observed,  such  as  tuberculous  lesions  of  skin 
or  ear,  acute  herpes  simplex,  vaccinia  and 
varicella,  superficial  fungus  and  yeast  infections. 
Formula:  Furacin®-HC  Otic  contains  0.2% 

Furacin,  brand  of  nitrofurazone,  and  1.0%  hydro- 
cortisone acetate  in  a water-soluble  hygroscopic 
base  of  glycerin  and  polyethylene  glycol. 

Furacin®  Otic  contains  0.2%  Furacin,  brand  of 
nitrofurazone,  0.375%  Micofur®,  brand  of 
nifuroxime,  and  2%  diperodon  hydrochloride 
dissolved  in  water-soluble,  nondrying,  hygro- 
scopic polyethylene  glycol. 

f^'^Originators  and  Developers  of  The  Nitrofurons 
pi  EATON  LABORATOR I ES 

Division  of  The  Norwich  Pharmacol  Company 
NORWICH,  NEW  YORK  13815 

Furacin-HC  Otic 

nitrofurazone  / hydrocortisone 

Furacin^Otic 

nitrofurazone  with  nifuroxime 
and  diperodon  HCI 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.'"’  ® 


References: 

(l)  Siver,  R.  H.: 
CMD,  21:109, 
September  1954.  (2) 
Fry’kman,  H.  H.:  Minn. 
Med.,  3S:  19-27, 
January  1955.  (3) 
AIcGivney,  J.:  Tex. 
State  Jour.  Med., 

31 :16-18,  January 
1955.  (4)  Quehl, 

T.  M.:  Jour,  of  Florida 
Acad.  Gen.  Prac., 
13:15-16,  October 
1965.  (5)  Weekes, 

D.  J.:  N.Y.  State  Jour. 
Med.,  38:2672-2673, 
August  1958.  (6) 
Weekes,  D.  J.:  EENT 
Digest,  23:47-59, 
December  1963.  (7) 
Abbott,  P.  L.:  Jour. 
Oral  Surg.,  Anes.,  & 
Hosp.  Dental  Serv., 
310-312,  July  1961. 
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No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND  21201 
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Comprehensive  voluntary  private  insurance 


Health  agencies  of  the  federal  government 
and  at  least  one  of  the  candidates  for  President 
of  the  United  States  have  urged  compulsory 
comprehensive  health  insurance.  In  April, 

1968,  the  members  of  Senator  Abraham  Ribicoff's 
subcommittee  on  executive  reorganization 
clearly  indicated  their  preference  for  this  type 
of  program,  and  unless  some  popular,  preferable 
alternative  is  proposed,  it  seems  obvious  that 
most  financing  and  associated  controls  of 
health  care  will  be  directed  by  the 
federal  government. 

hereas  Title  XV  HI  and  Title  XIX 
(when  fully  implemented  in  Texas)  should 
provide  basic  health  care  expense  protection  for 
the  medically  indigent,  a vital  and  immediate 
need  remains  to  provide  comprehensive  voluntary 
private  insurance  for  the  remainder  of  the 
population  that  is  uninsured  or  underinsured. 

A committee  with  representatives  from  the 
Te.xas  Life  Convention,  the  Texas  Health 
Insurance  Council,  Blue  Cross  and  Blue  Shield 
of  Texas,  the  Health  Insurance  Council  of 
.\merica,  the  Texas  Hospital  Association,  and 
the  Texas  Medical  Association  has  been 
appointed  to  study  the  problems.  All  members 
have  recognized  the  urgency  of  developing 
private  insurance  programs  at  reasonable 
costs  through  which  Texans  may  provide 
almost  total  coverage  of  their  medical  needs 
yet  retain  the  essential  principles  of  fee  for 
service  and  free  choice  of  physician. 

Conjointly,  we  must  demonstrate  to  Texas’ 
citizens  that  this  form  of  prepayment  is  superior 


and  less  expensive  than  a compulsory  form  of 
health  insurance  provided  through  taxation. 

The  initial  requirement  for  successful 
planning  is  to  identify  the  need.  The  Texas 
Life  Convention,  in  collaboration  with  others, 
will  undertake  a survey  to  determine  the 
requirements  for  a comprehensive  voluntary 
health  insurance  program  for  the  people  of  Texas 
and  a progress  report  will  be  made  in  the 
near  future.  Purposeful,  aggressive, 
collaborative  efforts  will  be  made  to  attain 
our  goal.  We  must  reaffinn  our  active  support 
of  private  insurance,  and  we  must  urge  our 
patients  to  avail  themselves  of  this 
valuable  protection. 


President,  Texas  Medical  Association. 
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Management  of 


HODGKIN’S 


Review  Article:  When  adequate  treatment  is 
given  for  Hodgkin’s  disease,  a five-year  survival 
rate  of  more  than  50  percent  can  be  achieved. 
Uniform  criteria  for  staging  the  disease  and  im- 
provement of  radiological  equipment  have  aided 
in  the  management  of  this  disease.  Lympho- 
grams  can  aid  in  the  diagnosis,  and  treatment 
of  multiple  areas  through  one  large  radiation 
field  can  be  accomplished  v\/ithout  irradiation 
of  noninvolved  tissues.  Extended  radiation  ther- 
apy has  been  found  to  produce  improved  con- 
ditions and  even  cures. 

The  physician  who  accepts  the  responsibil- 
ity for  the  care  of  the  patient  with  Hodgkin’s 
disease  must  maintain  an  optimistic  atti- 
tude. He  must  be  aware  of  the  necessity  for 
thoroughness  in  the  diagnosis  and  in  recognizing  the 
stages  of  the  disease,  as  well  as  in  teamwork  between 
the  physicians  involved  in  the  care  of  the  patient.  In 
a small  percentage  of  cases  the  disease  may  be  local- 
ized, and  it  has  been  demonstrated  that  a five-year 
survival  rate  of  more  than  50  percent  may  be 
achieved  when  adequate  treatment  is  given. i ® 

Hodgkin's  disease  affects  young  men  more  often 
than  young  women,  the  death  rate  is  higher  in  men 
than  in  women,  and  the  prognosis  is  less  favorable 
in  older  persons. 

The  disease  represents  a neoplastic  change  in  the 
cells  of  tissue  which  make  up  the  lymph  node.  Most 
cases  originate  within  lymph  nodes,  but  other  organs, 
such  as  skin  or  viscera,  and  bone  may  become  in- 
volved. 

The  physician  must  obtain  a complete  history  and 
perform  a physical  examination.  Examination  must  in- 
clude complete  blood  count  and  urinalysis,  roent- 
genogram of  the  chest  (and  other  roentgenographic 
studies  when  indicated),  biopsy  of  an  entire  lymph 
node,  examination  of  ear,  nose,  and  throat  to  rule  out 
other  possible  malignant  lesions;  tests  of  liver  and 
kidney  functions,  intravenous  pyelograms  for  patients 
with  suspected  stage  I and  II  disease,  and  lympho- 
grams. 

Presented  at  the  Dallas  Southern  Clinical  Society  Meeting, 
March  19,  1968,  in  Dallas. 


Malignant  lymphomas  are  classified  for  clinical  pur- 
poses as  Hodgkin’s  disease,  lymphosarcoma,  reticu- 
lum cell  sarcoma,  and  giant  follicular  lymphoma.  The 
radiation  therapist  will  treat  the  patients  on  the  basis 
of  the  clinical  staging  regardless  of  the  type  of  his- 
tology. 

Hodgkin’s  disease  is  the  most  common  form  of 
malignant  lymphoma,  and  lymphosarcoma  is  second 
in  frequency  of  occurrence.  During  a five-year  period, 
1960-1964,  252  cases  of  malignant  lymphoma  were 
admitted  to  the  University  of  California  at  Los  Angeles 
Center  for  Health  Sciences.  Of  this  total  number,  119, 
or  47  percent,  were  Hodgkin’s  disease,  79  or  31.3  per- 
cent were  lymphosarcomas,  35  or  13.9  percent  were 
reticulum  cell  sarcomas,  and  19  or  7.5  percent  were 
giant  follicular  lymphoma.  In  1965,^  the  following 
staging  system  was  announced: 

Stage  I.  Disease  limited  to  one  anatomic  region  or 
to  two  contiguous  anatomic  regions  on  the  same 
side  of  the  diaphragm: 

Stage  II.  Disease  in  more  than  two  contiguous  re- 
gions or  in  two  non-contiguous  regions  on  the  same 
side  as  the  diaphragm; 

Stage  III.  Disease  on  both  sides  of  the  diaphragm, 
but  not  extending  beyond  the  involvement  of  lymph 
nodes,  spleen,  or  Waldeyer’s  tonsillar  ring; 

Stage  IV.  Involvement  of  the  bone  marrow,  lung 
parenchyma,  pleura,  liver,  bone,  skin,  kidneys,  gastro- 
intestinal tract,  or  any  tissue  or  organ  in  addition  to 
lymph  nodes,  spleen,  and  Waldeyer’s  tonsillar  ring. 

All  of  the  stages  are  subclassified  as  (A)  or 
(B)  to  indicate  the  absence  or  presence  of 
systemic  symptoms  such  as  pruritus,  night 
sweats,  and  fever.  Patients  who  have  in- 
volvement of  viscera  and  of  other  organs  with  evident 
disease  in  the  lymph  nodes  or  spleen  are  not  included 
in  the  classification  system. 

Less  detailed  classifications  such  as  that  used  at 
the  Toronto  General  Hospital  have  been  followed  for 
years.  This  classification  is  divided  into  three  stages 
as  follows:^ 

Stage  1.  Involvement  of  a single  site  or  lymphatic 
region; 
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Stage  II.  Involvement  of  two  or  three  proximal  lym- 
phatic regions:  (A)  without  symptoms  of  generalized 
disease:  (B)  with  symptoms  of  generalized  disease; 
and 

Stage  III.  Involvement  of  two  or  more  distant  lym- 
phatic regions. 

The  presence  of  localized  Hodgkin's  disease  (stage 
I or  II)  is  impossible  to  determine  without  lympho- 
grams  being  done.  The  purpose  of  the  lymphograms 
is  to  reveal  the  extent  and  location  of  lymph  node 
involvement.  Because  the  lymph  nodes  remain  clearly 
visible  by  x-ray  examination  for  a number  of  weeks, 
response  to  treatment  and  recurrence  of  activity  in 
the  retroperitoneal  lymph  nodes  can  be  noted. 

A patient  with  stage  I or  II  Hodgkin’s  disease  clini- 
cally diagnosed  without  the  aid  of  lymphograms 
should  not  be  subjected  to  extensive  radiation  ther- 
apy to  the  nodes  of  the  neck,  axillae,  and  mediasti- 
nal region. 

Davidson  and  otherss  believe  “that  in  2 of  every  3 
cases  classed  as  stage  I or  II  (A)  on  initial  diagnosis, 
the  patient  already  has  occult  disease  undetectable 
by  physical  examination  or  simple  radiographic  exam- 
ination.” These  authors  also  found  that  lymphograms 
have  improved  accuracy  of  clinical  staging  in  stages 
I and  II  by  36  percent.  Of  40  lymphographic  studies 
done  for  reassessment  of  patients  with  treated  Hodg- 
kin’s disease,  a 67.5  percent  incidence  of  abnormality 
was  found. 

Lee  and  others^  found  that  6 of  6 patients  with 
groin  involvement  who  had  clinical  stage  I Hodgkin’s 
disease  prior  to  lymphograms  had  abnormal  lympho- 
grams. Only  2 of  20  patients  with  cervical  involve- 
ment had  clinical  stage  I.  Abnormal  lymphograms 
were  seen  in  32  percent  of  Lee’s  patients  who  had 
stage  II  (A)  and  in  89  percent  of  those  patients  who 
were  stage  II  (B).  Lymphograms  will  seldom  be  indi- 
cated in  patients  with  stage  III  Hodgkin’s  disease, 
since  most  of  these  patients  will  have  retroperitoneal 
involvement. 

Lymphography  should  not  be  used  in  patients  with 
a history  of  allergy  to  iodine-containing  dye  or  with 
parenchymal  pulmonary  disease.  Complications  in  use 
of  lymphography  may  be  oil  embolism  to  lungs,  kid- 
ney, brain,  or  liver;  infection  at  the  site  of  the  injec- 


tion; fever  lasting  for  one  or  two  days;  and  pain  locat- 
ed in  the  area  of  the  involved  lymph  nodes.  Good 
technique  and  adequate  history  can  present  the  oc- 
currence of  the  usual  complications. 

At  the  1965  Hodgkin’s  disease  conference 
the  nomenclature  committee  reported  on 
the  classification  of  pathologic  findings  for 
Hodgkin’s  disease  and  the  following  report 
was  adopted  and  recommended  for  classifying  Hodg- 
kin’s disease^;  (1)  lymphocytic  predominance,  (2) 
nodular  sclerosis,  (3)  mixed  cellularity,  and  (4)  lym- 
phocytic depletion  (including  diffuse  fibrosis  and 
reticular  types  described  by  Lukes  and  Butler^,  lo 
and  the  sarcoma  type  described  by  Jackson  and 
Parkerii). 

Jackson  and  Parkerii  have  classified  Hodgkin’s  dis- 
ease into  three  types:  (1)  paragranuloma,  (2)  granu- 
loma, and  (3)  sarcoma.  Lukes  and  Butler^-  lo  have 
classified  the  disease  on  the  basis  of  pathologic  find- 
ings: (1)  lymphocytic  and/or  histiocytic,  nodular;  (2) 
lymphocytic  and/or  histiocytic  diffuse;  (3)  nodular 
sclerosis;  (4)  mixed  (5)  diffuse  fibrosis;  and  (6) 
reticular. 

Lukes  and  Butler^  found  that  classifying  377  cases 
in  their  study  according  to  the  criteria  of  Jackson  and 
Parker  resulted  in  30  cases  (8  percent)  being  classi- 
fied as  paragranuloma,  344  cases  (91  percent)  as 
granuloma,  and  3 cases  (1  percent)  as  sarcoma. 

In  a small  percentage  of  cases  diagnosing  Hodg- 
kin’s disease  is  difficult.  Even  after  consultation  with 
other  pathologists  a physician  may  state  only  that 
the  histologic  evidence  is  consistent  with  Hodgkin’s 
disease. 

In  commenting  upon  Hodgkin’s  disease  Rappa- 
porti2  states  that  “when  the  reactive  cellular  prolifera- 
tion is  purely  or  almost  purely  lymphocytic,  the  term 
‘paragranuloma’  has  been  employed.  When  inflamma- 
tory elements  are  scant  or  lacking,  the  term  ‘Hodg- 
kin’s sarcoma’  is  applicable.  All  other  variants  of 
Hodgkin’s  disease  have  been  grouped  under  the  term 
‘Hodgkin’s  granuloma,’  representing  roughly  90  per- 
cent of  all  instances  of  Hodgkin’s  disease.” 

Data  are  sufficient  to  document  the  results  follow- 
ing radical  radiation  therapy  for  Hodgkin’s  disease  de- 
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termined  to  be  localized.  Also,  in  a high  percentage  of 
cases  the  disease  does  not  recur  in  the  adequately 
treated  area.  Kaplan^-  s states  that  the  recurrence 
rate  can  be  reduced  to  less  than  5 percent  in  the 
treated  area  when  radiation  therapy  tumor  doses  of 
4,000  rads  were  used.  If  only  1,000  rads  have  been 
given,  the  recurrence  rate  in  the  treated  area  is  from 
60  to  80  percent. 

That  ail  involved  areas  be  treated  adequately  is 
essential.  Kaplan  has  stated  that  treating  uninvolved 
contiguous  areas  is  necessary.  This  point  is  debatable, 
but  certainly  information  regarding  cases  so  treated 
must  be  obtained.  A random  comparative  trial  would 
be  helpful  in  settling  this  point. 

A study  of  local  recurrence  in  lymph  nodes 
irradiated  for  Hodgkin’s  disease  made  by 
Noetzli  and  Shelineis  revealed  the  recur- 
rence rate  is  higher  and  the  recurrences  ap- 
pear more  promptly  after  treatment  with  low  doses  of 
radiation  therapy.  Insufficient  tumor  dose  and  inade- 
quate treatment  fields,  or  both,  caused  failure  to  con- 
trol the  disease  in  another  group  of  45  cases  in  which 
mediastinal  recurrence  followed  radiation  therapy.i^ 

EassonS  made  an  analysis  of  more  than  1,000 
cases  of  Hodgkin’s  disease  treated  at  the  Christie 
Hospital  and  Holt  Radium  Institute  in  Manchester, 
England,  from  1934  through  1959.  Slightly  more  than 
33  1/3  percent  of  the  cases  had  clinically  localized 
disease;  and  more  than  50  percent  of  this  group  sur- 
vived five  years  with  approximately  40  percent  expect- 
ed to  survive  15  years.  Easson  believes  individuals 
who  survive  10  or  more  years  without  disease  can  be 
considered  “cured.”  The  therapy  given  was  2,500  to 
2,750  roentgens  in  three  weeks  using  conventional 
x-ray  therapy  (250  kv.)  which  is  equivalent  to  3,500 
rads  in  3.5  weeks  using  megavoltage  therapy.  Cases 
of  localized  lymphosarcoma  and  reticulum  cell  sar- 
coma have  been  treated  in  the  same  manner  with  sur- 
vival rates  comparable  to  those  obtained  for  Hodg- 
kin’s disease.  Of  375  patients  with  localized  Hodgkin’s 
disease  treated  between  1934  and  1959,  56.5  percent 
survived  for  5 years;  of  213  patients  with  localized 
lymph-reticular  sarcoma  treated  between  1933  and 
1959,  47.9  percent  survived  for  five  years. 

In  the  United  States  Hodgkin’s  disease  usually  has 
been  considered  in  a separate  category  from  other 


malignant  lymphomas.  Contiguous  lymphatic  tissue 
involvement  could  be  identified  in  141,  or  80  percent, 
of  175  untreated  patients  with  Hodgkin’s  disease  seen 
at  the  Palo  Alto-Stanford  Hospital  Center.  Percentages 
for  contiguous  site  involvement  for  giant  follicular 
lymphomas  was  50  percent  (9  of  18  cases);  for  retic- 
ulum cell  sarcoma,  including  large  cell  lymphosar- 
coma, 18  percent  (5  of  28  cases). 4.  5 

Sheeri5  found  the  first  evidence  of  regrowth  in  31 
of  68  patients  (46  percent)  with  Hodgkin’s  disease 
was  adjacent  to  the  previously  irradiated  area;  and  for 
lymphosarcoma  and  reticulum  cell  sarcoma  incidence 
was  approximately  20  percent. 

Johnson  and  others^^  studied  the  effects  of  extend- 
ed radiation  therapy  given  to  six  patients  with  stage 
III  (A)  Hodgkin’s  disease  with  lymph  node  involve- 
ment of  multiple  areas  both  above  and  below  the  dia- 
phragm. The  minimal  tumor  doses  in  roentgens  given 
to  the  cervical  region  varied  from  3,000-3,600  in  17- 
21  days;  to  the  axillary  regions,  2,000-3,380  in  9-22 
days;  to  the  mediastinal  region,  2,800-3,900  in  16-22 
days;  to  the  para-aortic  area,  2,700-3,000  in  17-27 
days;  to  the  ilio-inguinal  region,  2,000-3,150  in  11-19 
days;  and  to  the  spleen,  1,950-2,000  in  11-15  days. 
No  serious  morbidity  in  hematologic  response  oc- 
curred. These  patients  had  not  been  previously  treat- 
ed and  were  without  constitutional  symptoms  when 
treated.  They  were  free  of  disease  with  a minimum 
follow-up  of  six  months.  The  patients  were  given  a 
weekly  minimum  tumor  dose  of  from  1,000-1,200 
roentgens  with  megavoltage  therapy  equipment.  A 
more  aggressive  therapeutic  approach  in  patients 
with  advanced  disease  may  produce  improved  con- 
ditions. 

Patients  tolerate  extensive  radiation  therapy 
for  treatment  of  Hodgkin’s  disease  when  cure 
is  the  objective.  The  patients  are  usually  am- 
bulatory, and  many  are  able  to  carry  on  with 
their  usual  occupation  during  therapy.  Often  white  cell 
count  changes  very  little. 

Many  physicians  base  pessimistic  opinions  of  more 
radical  therapy  programs  on  statistical  data  which 
groups  all  stages  of  the  disease  regardless  of  treat- 
ment method.  Also  the  patients  involved  in  these 
studies  may  have  had  neglected  such  total  medical 
requirements  as  proper  diet,  correction  of  secondary 
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anemia,  infection,  and  management  for  co-existing 
diseases. 

That  chemotherapy  is  not  indicated  as  the  primary 
treatment  of  stage  I and  stage  II  Hodgkin’s  disease  is 
generally  agreed.  No  chemotherapeutic  agent  pres- 
ently known  is  curative  for  any  of  the  malignant  lym- 
phomas. Whether  chemotherapeutic  agents  when  giv- 
en in  conjunction  with  aggressive  radiation  therapy  to 
patients  with  localized  disease  will  enhance  the  five 
year  survival  rate  is  presently  unknown.  If  the  patient 
receives  several  methods  of  therapy,  determining  the 
exact  value  of  each  agent  is  difficult. 

Jelliffei"  found  that  20  of  48  patients  with 
Hodgkin’s  disease  treated  with  chlorambucil, 
(5-10  mg.  daily  for  4 weeks  or  longer)  had  a 
complete  regression  which  ranged  from  2 to 
17  months;  31  of  71  patients  treated  with  vinblastine 
(5-10  mg.  every  5 to  7 days  for  four  weeks  or  longer) 
had  complete  remission  for  two  months  to  more  than 
three  years.  Nitrogen  mustard,  cyclophosphamide,  and 
ibenzmethyzin  (Natulan)  have  been  effective  agents 
in  the  palliation  of  patients  with  Hodgkin’s  disease. 
In  patients  with  advanced  disease,  radiation  therapy 
and  chemotherapeutic  agents  should  be  tried  before 
prednisone  is  used.  Patients  maintained  on  prednisone 
for  long  periods  of  time  have  been  known  to  have 
serious  complications. 

Surgery  in  the  management  of  primary  Hodgkin’s 
disease  consists  of  removal  of  a complete  lymph  node 
for  histological  study.  When  radical  surgery  is  done, 
postoperative  radiation  therapy  is  usually  requested; 
and  the  results  are  not  better  than  when  adequate 
radiation  therapy  is  given  as  the  only  method  of 
therapy. 

Pregnancy  does  not  influence  the  course  of  Hodg- 
kin’s disease.  Therapeutic  abortions  are  not  recom- 
mended. The  possibility  of  injury  to  the  fetus  should 
always  be  kept  in  mind  when  any  type  of  therapy  is 
instituted. 18  All  therapy  should  be  avoided  during  the 
first  trimester  of  pregnancy  for  this  reason. 

Uniform  criteria  for  staging  the  disease  and  im- 
provement of  radiological  equipment  have  aided  in 
management  of  Hodgkin’s  disease.  Until  lympho- 
graphy techniques  were  developed  and  better  under- 
stood, accurate  staging  of  asymptomatic  patients 
suspected  of  having  localized  disease  was  impossible. 


The  large  field  techniques  used  for  the  treatment  of 
multiple  areas  through  one  radiation  field  were  not 
possible  until  equipment  improvements  were  made. 
It  is  now  possible  to  treat  both  sides  of  the  neck, 
the  axillae,  and  the  mediastinum  and  hilar  regions 
through  one  large  field.  Large  fields  of  any  configura- 
tion may  be  obtained  by  the  use  of  lead  or  tungsten 
shielding  blocks  to  prevent  irradiation  of  noninvolved 
tissues. 
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Case  Report:  Review  of  the  literature 
concerning  the  incidence  and  locations 
of  neurilemomas  of  the  gastrointestinal 
tract  shows  their  overall  incidence  to  be 
8 percent;  none  have  been  reported  in 
the  large  intestine.  In  this  case,  a tumor 
found  in  the  cecum  is  described,  as  is 
the  surgical  procedure  and  probable  ori- 
gin of  the  tumor. 

THE  NEURILEMOMA,  to  the  best  of  our  research,  has 
never  been  reported  as  occurring  in  any  part  of  the 
large  bowel  except  the  rectal  segment.  There  are  vari- 
ous names  for  the  neurilemoma:  neurinoma,  peri- 
neural fibroblastoma,  schwannoma,  peripheral  glioma, 
and  schwannoglioma.  In  our  case,  a neurilemoma  of 
the  cecum  manifested  by  massive  bleeding  in  the 
lower  gastrointestinal  tract. 

Review  of  Literature:  In  1899  Askanazyi  gave  us  the 
knowledge  of  digestive  tract  tumors  of  definite  neuro- 
genic origin,  aside  from  frequent  occurrence  of  tumors 
of  epithelium,  connective  tissue,  muscle,  and  those  of 
lymphatic  origin.  Certain  aspects  of  the  study  of  these 
tumors  to  date  still  fail  to  enjoy  a unanimity  of  opin- 
ions. 

The  development  of  neurogenic  new  growths  is 
possible  everywhere  in  the  human  body.  It  is  not  sur- 
prising to  find  them  in  the  digestive  tract  because  it 
has  a rich  nerve  supply. i 

While  the  nerve  neoformations  in  the  gastroin- 
testinal tract  were  only  briefly  mentioned  by  Som- 
mer (1922),2  Staemmler  (1924),3  and  Oberndorfer 
(1929), 4 they  have  received  more  attention  since  the 
fundamental  work  of  Feyrter  (1948)5  and  Piringer- 
Kuchinka  (1949-1950)6  which  dealt  exhaustively  with 
the  pathological-anatomical  and  clinical  aspects  of 
this  disease. 

Feyrter  examined  the  intestinal  tracts  of  more  than 
2,880  cadavers  for  neuromas  (he  prefers  this  term), 
and  among  the  1,500  who  died  after  age  35,  120,  or 
8 percent,  had  one  or  more  neurogenic  tumors.  Most 
of  the  tumors  were  in  the  stomach  (125),  and  the 
others  were  in  the  intestine  (25).  Feyrter  reported 


that  the  tumor  could  be  found  nowhere  in  the  ascend- 
ing, transverse  or  sigmoid  colon,  nor  in  the  recto- 
colon.  Piringer-Kuchinka  found  20  neurilemomas  in 
the  stomach  and  7 in  the  small  intestine  among  his 
27  cases.  Spangler  reported  15  cases,  9 in  the  stom- 
ach and  6 in  the  small  intestine.  Neither  of  these 
authors  found  the  tumor  in  the  walls  of  the  large 
intestine.  Bodner  and  de  los  Santos  reported  a neuri- 
lemoma of  the  rectum,  and  gave  an  excellent  review 
of  the  literature  in  which  the  preceding  reports  were 
cited. 

Histogenetically,  the  neurinoma  originates  from  the 
cells  of  the  sheath  of  Schwann  and  either  from  the 
cells  which  correspond  to  them  or  those  which  pre- 
cede them.  Stout  and  others  have  proven  this  through 
tissue  cultures.,® 

Case  Report:  A 60-year-old  Negro  man  admitted  to 
the  Santa  Rosa  Medical  Center  had  massive,  bright 
red  bleeding  from  the  rectum.  His  history  was  essen- 
tially noncontributory,  and  he  had  no  other  gastroin- 
testinal disorders.  After  seven  transfusions  were  given 
to  replace  blood  volume  his  condition  permitted  sig- 
moidoscopic  examination,  but  no  abnormalities  were 
found.  Roentgenograms  following  a barium  enema 
showed  a cecal  lesion  (Fig.  1). 

A chest  roentgenogram,  liver  profile,  and  intraven- 
ous pyeiogram  were  normal. 

Laparotomy  revealed  a mobile  right  colon  and  a 
peculiar  cecal  lesion  (Fig.  2).  There  was  no  obvious 
extension  of  tumor  outside  of  the  cecum.  A right 
colectomy  with  node  dissection  and  ileo-transverse 
colostomy  was  performed. 

The  gross  specimen  consisted  of  the  terminal  10 
cm.  of  ileum,  appendix,  and  30  cm.  of  colon.  Filling 
the  cecum  was  a 10.5  cm.  tumor  mass,  thinning  and 
smoothing  out  the  overlying  mucosa.  The  central  por- 
tion of  the  tumor  mass  was  mottled  purple,  and  the 
periphery  was  gray,  firm,  and  homogenous,  with  a 
somewhat  fish-flesh  appearance.  The  serosa  of  the 
cecum  was  also  thinned,  and  through  it  the  tumor 
could  be  seen. 

Microscopic  examination  of  muitiple  sections  of  the 
tumor  showed  it  to  be  composed  of  fascicles  of  wavy, 
spindled  cells  containing  acidophilic  cytoplasm  which 
was  foamy  in  some  areas,  round  to  oval,  fairly  regu- 
lar, finely  chromatinized  nuclei.  These  fascicles  were 
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separated  by  narrow  to  moderately  wide  bands  of 
collagenized  connective  tissue.  Some  areas  showed 
slightly  basophilic  degeneration  of  the  tumor,  and  in 
a few  areas  the  nuclei  tended  to  palisade  around  the 
areas  of  degeneration.  Small  to  medium  sized  groups 
of  foam  cells  were  irregularly  distributed  in  the  tumor. 
Mitoses  were  infrequent.  The  tumor  was  located  pre- 
dominantly in  the  submucosa,  with  the  overlying 
mucosa  thinned  out  as  was  the  muscular  coat.  The 
mucosa  in  a few  areas  was  superficially  ulcerated.  The 
diagnosis  was  neurilemoma  of  the  cecum  (Fig.  3). 

Despite  the  expansive  growth,  the  mild  and  quiet 
cellular  appearance  of  the  tumor  with  only  slight  poly- 
morphism and  few  mitoses,  it  fails  to  present  a pic- 
ture morphologically  compatible  with  malignancy. 

Summary:  The  special  features  of  neurogenic  tumors 
in  the  digestive  tract,  and  general  biological  aspects 
of  neurinoma  are  discussed.  Despite  the  frequency  of 
neurogenic  new  growths  in  the  upper  part  of  the 
gastrointestinal  tract,  it  is  rare  to  find  such  a tumor 
in  the  colon.  Neurilemoma  should,  when  possible,  be 
treated  by  radical  surgery.  The  possibility  of  sarcoma- 
tous and  metastatic  changes  is  relatively  slight. 
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Fig.  1.  Roentgenogram  following  barium 
enema  shows  the  lesion  in  the  cecum. 


Fig.  2.  Gross  surgical  specimen. 


Fig.  3.  Microscopic  section  of  the  neurilemoma. 
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Behavioral 


PRINCIPLES  AND  PRACTICE 


Clinical  Medicine:  Sometimes  a sick  child 
needs  help  for  his  family  as  well  as  for 
himself,  and  sometimes  the  physician 
can  provide  it.  He  learns  to  view  a child’s 
behavior  and  development  in  terms  of 
the  family  pattern,  and  to  assess  the  psy- 
chological as  well  as  the  physical  factors 
involved. 

STANDARD  TECHNIQUES  of  behavioral  pediatrics  can 
be  used  by  nonpsychiatrists  to  help  children  and  their 
families  to  resolve  certain  kinds  of  difficulties.  Rec- 
ognition, diagnosis,  and  appropriate  treatment  of  a 
child’s  deviant  behavior  require  a definition  of  devi- 
ancy.  As  used  here,  it  can  occur  as  either  a positive 
or  a negative  manifestation.  To  illustrate,  encopresis 
in  a child  of  eight  would  be  considered  a negative 
manifestation;  a mother’s  complaint  that  her  child 
reads  and  studies  so  much  that  he  does  not  do  his 
chores  on  time  is  a positive  manifestation.  Deviancy, 
a departure  from  the  expected  behavior  for  a given 
child,  ranges  from  generally  accepted  symptoms  to 
behavior  that  does  not  fit  a given  family’s  pattern. 

Developmental  Difficulties:  Problems  are  part  of  liv- 
ing, so  deviancy  difficulties  require  differentiation 
from  those  that  are  normal  and  age-appropriate  to  a 
child’s  development.  How  the  situation  is  being  han- 
dled by  the  family,  by  the  child,  and  by  the  immedi- 
ate society  determines  whether  it  is  a stage  that  the 
child  is  going  through  or  whether  it  is  a significant 
deviancy.  Significance  derives  from  the  emotional  net- 
work of  inter-relationships  within  the  family  which  be- 
come involved  with  the  developmental  situation.  For 
example,  tension  and  anxiety  often  accompany  a 
child’s  entrance  into  kindergarten  or  first  grade.  When 
handled  appropriately,  especially  when  the  family  phy- 
sician anticipates  and  discusses  it  with  the  parents, 
this  separation  anxiety  can  be  a productive  growth 
experience  for  the  child.  Or,  it  may  assume  the  pro- 
portions of  a crisis,  not  only  requiring  major  efforts 
by  the  family,  physician,  and  school,  but  also  portend- 
ing to  the  alert  physician  trends  in  the  child-family 
relationship  which  need  further  exploration. 

These  are  developmental  problems.  The  child  and 


family  are  stumbling  over  some  ordinary  impediment 
that  is  usual  or  predictable  for  development.  Atypical 
developmental  problems  are  those  in  which  disruption 
of  a normal  biopsychological  process  has  long-term, 
chronic  implications  for  development.  Three  examples 
are  brain  damage,  early  deprivation,  and  prepsychotic 
conditions.  Two  major  types  of  brain  damage  exist: 
grossly  altered  functioning,  as  in  traumatic  epilepsy, 
and  disruption  of  the  usual  growth  patterns  of  the 
brain,  termed  maturational  brain  dysfunction.  The  lat- 
ter now  receives  a great  deal  of  attention:  it  is  a com- 
plex of  perceptual  integration  handicaps,  motility  dis- 
turbances, low  attention  span,  and  absence  of  gross 
neurological  abnormalities.  Early  deprivation  experi- 
ences imply  inconsistent  mothering  within  a stultified, 
nonstimulating  environment,  so  that  faculties  and 
normal  growth  processes  become  stunted.  The  usual 
situation  is  that  the  mother,  usually  without  a hus- 
band, works  and  leaves  the  child  in  many  and  varied 
homes  during  his  first  two  years.  Alcoholism,  prosti- 
tution, malnutrition,  neglect,  and  lack  of  affection 
may  accompany  this.  For  example,  after  being  taken 
away  by  the  probation  department  and  later  adopted, 
these  children  often  are  unapproachable,  and  are  un- 
able to  form  relationships  during  later  childhood. 
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Despite  normal  intelligence,  their  abstract  reasoning 
abilities  may  be  deficient. 

An  example  of  a prepsychotic  condition  is  seen  in 
children  who  mutilate  themselves.  For  instance,  a 13- 
year-old  girl’s  parents  took  her  to  their  physician  after 
she  had  slashed  her  legs  approximately  100  times  with 
a razor  blade.  In  early  adolescence,  a prepsychotic 
child  sometimes  begins  window  peeping  which  varies 
from  the  usual  attempt  to  see  a nude  woman  in  that 
the  child  seeks  the  warmth  of  a family  scene  by  visual 
proxy.  Another  circumstance  presenting  a serious  prob- 
lem involves  the  compulsive  youth  of  11  or  12  who 
performs  a series  of  rituals  over  and  over. 

When  Is  Behavior  Deviant?  The  concept  of  normality 
and  deviancy  underlies  understanding  behavioral  pe- 
diatrics, and  it  derives  from  the  families’  and  com- 
munities’ perceptions  and  reactions.  What  is  deviance 
in  one  situation  may  not  be  in  another.  Communities 
tend  to  handle  situations  in  particular,  even  indige- 
nous ways.  The  covering  up  of  delinquency,  for  ex- 
ample, differs  from  one  part  of  the  city  to  another. 
What  is  normal  and  what  is  deviant  must  be  qualified 
in  terms  of  socioeconomic,  religious,  and  familial  fac- 
tors. In  our  work,  we  consider  deviancy  as  a depar- 
ture from  the  accepted  norm  for  a given  time-space 
situation.  Bed  wetting,  for  example,  may  or  may  not 
be  acceptable.  In  a family  in  which  both  mother  and 
father  had  wet  the  bed  until  the  age  of  13  or  14, 
nightly  wetting  by  their  nine-year-old  son  might  not  be 
considered  deviant.  On  the  other  hand,  in  a family 
without  a history  of  enuresis,  a frequency  of  once  a 
week  or  two  weeks  might  be  considered  pathological. 

Thus,  normality  is  in  the  eyes  and  the  mind  of  the 
beholder.  One  danger  in  its  assessment  occurs  in 
polarization  to  avoid  the  wide  band  of  gray  charac- 
teristic of  true  normalcy.  A recent  report  of  an  elec- 
troencephalographic  study  of  adolescent  boys  at  a 
preparatory  school  showed  that  58  percent  of  these 
"normals”  demonstrated  “abnormal”  patterns  of  14 
and  6 positive  spikes  per  second.  Again,  the  normal 
range  for  an  EEC  assumes  wider  proportions. 

Developmental  factors  define  the  limits  of  normal 
in  children:  the  range  of  normal  behavior  for  six-year- 
olds  differs  from  that  of  ten-year-olds.  An  understand- 
ing of  the  ordinary  pattern  of  development  in  a child 
serves  us  well  when  we  are  soothing  a distraught 


parent  who  is  overreacting  to  a specific  situation.  But 
therein  resides  the  danger,  because  this  can  be  an 
escape  for  the  overly  tolerant  doctor  or  parent  who 
stresses  normalcy  far  too  much,  thus  delaying  further 
investigative  procedures  which  might  be  justified. 

Psychological  Determinants:  The  concept  of  psycho- 
logical determinants  is  that  behavior  has  psychologi- 
cal components  before,  during,  and  after  its  oc- 
currence. Some  are  clinically  significant  and  their 
assessment  requires  medical  skill  and  clinical  experi- 
ence. Of  course,  psychological  factors  do  not  cause  all 
behavior  that  concerns  parents,  and  throughout  this 
discussion  we  assume  that  physical  examinations  and 
appropriate  laboratory  tests  have  been  done.  We  sug- 
gest that  the  physician  can  include  systematically,  as 
part  of  his  evaluation  of  the  child  and  family,  an  in- 
vestigation of  psychological  factors  which  seem  most 
pertinent  to  the  presenting  clinical  pictures.  As  an 
example,  childhood  asthma,  based  on  biological  phe- 
nomena, often  intertwines  itself  into  the  entire  family 
pattern,  so  that  medical  management  includes  an 
assay  of  how  the  child  uses  this  asthma  and,  con- 
versely, in  what  manner  the  parents  utilize  it  to  ex- 
press nonasthmatic  emotional  transactions. 

Several  theoretical  positions  offer  explanations  for 
the  clinical  observations,  and  we  assume  the  uncon- 
scious to  be  a usable  construct.  We  conceptualize  it 
in  degrees  of  awareness,  and  most  of  us  conceive  of 
stages  of  consciousness.  Sometimes  thoughts  which 
are  less  available  become  more  so  under  varying  con- 
ditions. The  physician,  in  his  interviews  with  the  child 
and  with  the  family,  elicits  material  from  which  he 
extrapolates  unconscious  forces.  Since  the  uncon- 
scious part  of  the  mind  is  a repository  of  notions, 
ideas,  experiences,  fantasies,  and  impulses  which  do 
participate  in  daily  behavior,  the  doctor  fits  them  into 
his  formulations  of  the  family.  For  example,  he  might 
elicit  a fantasy  from  the  child  that  only  when  he 
wheezes  and  seems  ill  will  his  mother  really  love  him. 
Neither  the  mother  nor  child  might  be  aware  of  this 
silent  assumption  between  them,  but  once  elucidated 
and  worked  with,  the  pattern  might  begin  to  alter. 
One  must  also  recognize  the  multiple  factors  in  family 
interactions.  The  traditional  dyadic,  or  two-person, 
formula  fails  to  recognize  the  father  or  the  siblings. 
For  example,  in  one  family  in  which  the  second  son 
had  been  severely  asthmatic  since  he  was  a year  old. 
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the  dyad  of  mother-son  was  significant,  but  the 
mother-father  involvement  held  the  key  to  the  boy’s 
exacerbations.  The  older  son,  almost  overmature  in 
his  adaptation  to  the  dominant  mother  and  the  con- 
quered, passive-dependent,  impotent  father,  constant- 
ly egged  his  brother  on  so  that  conflict  became  a 
way  of  life„  Interestingly,  it  was  not  until  the  mother 
threatened  to  kill  the  putative  patient  and  then  her- 
self that  adequate  attention  was  afforded  her  and  the 
family. 

Where  To  Get  Help:  In  behavioral  pediatrics,  resources 
are  available  to  the  physician  for  his  therapeutic  work 
with  the  child  and  family.  The  reality  factors  are  med- 
icine, education,  recreation,  and  religion.  Education 
includes  the  various  school  systems  and  their  per- 
sonnel such  as  counselors,  psychologists,  and  reading 
clinics.  Recreation  involves  intrafamilial  activities,  cas- 
ual and  organized  functions,  and  community  pro- 
grams, such  as  the  Y.M.C.A.  Religion  encompasses  a 
wide  range  of  programs  and  persons  who  could  help 
at  varying  levels  of  involvement.  Finally,  medicine, 
used  generically  for  the  totality  of  care-taking  re- 
sources in  the  community,  includes  casework  agen- 
cies, vocational  guidance,  probation  units  and  others. 

Other  Factors:  The  crucial  factors  in  behavioral  pedi- 
atrics is  the  doctor-patient  relationship,  which  mani- 
fests itself  through  all  its  medical  procedures.  A 
deliberate,  calculated  use  of  the  doctor-patient  rela- 
tionship occurs  in  behavioral  pediatrics,  based  on  an 
understanding  and  appreciation  of  the  basic  systems 
which  operate  in  the  adjustment  patterns  of  individ- 
uals in  the  family.  Recognizing  these  forces  enables 
the  physician  to  utilize  the  intensive  faith,  trust,  and 
dependency  involved  in  the  doctor-patient  relation- 
ship. He  must  know  how  to  develop  a doctor-patient 
relationship  appropriate  to  the  age  and  problem  char- 
acteristics of  his  patient.  (It  might  do  more  good,  for 
example,  to  involve  the  father  as  well  as  the  mother 
and  child  in  recommending  steps  to  help  a child’s 
asthmatic  condition.  This  widens  the  area  of  involve- 
ment.) 

Next,  the  physician  needs  to  know  the  previous 
adjustments  the  child  and  family  have  made  to  de- 
viant behavior  in  their  unit  in  order  to  estimate 
present  ability  to  adjust.  Thirdly,  his  therapeutic  abil- 
ity to  diagnose  and  to  manage  the  emotional  inter- 
ferences with  physical  function  becomes  important. 


This  could  be  in  respect  to  the  child  only,  or  to  the 
child  and  any  or  all  members  of  the  family.  Most  of 
these  techniques  and  concepts  have  been  haphaz- 
ardly learned  and  not  used  systematically. 

The  principles  of  behavioral  pediatrics  may  be  used 
by  any  physician  in  the  routine  care  of  the  child  and 
his  family,  or  by  the  physician  focusing  on  this  aspect 
of  pediatric  care  with  the  use  of  more  time-consum- 
ing and  sophisticated  techniques.  The  doctor  must 
know  his  limits  and  his  assets,  because  certain  kinds 
of  problems  involve  more  complex  intrafamilial  forces 
than  others,  and  call  for  appropriate  manipulation  of 
the  doctor-patient  relationship.  Certain  problems  in- 
dicate preliminary  work  and  then  referral  elsewhere; 
others  require  exploration  and  completion  in  the  prac- 
titioner’s office. 

As  an  illustration,  a mother  describes  her  12-year- 
old  boy’s  ritualistic  behavior,  which  is  a source  of 
some  concern  although  the  boy  obtains  excellent 
school  marks.  The  mother  then  casually  inquires  if 
there  is  anything  wrong  with  him  to  account  for  his 
taking  almost  two  hours  to  get  ready  for  school  in  the 
morning,  since  he  seems  to  do  the  same  things  over 
and  over  again  and  is  quite  involved  with  some  of  his 
body  functions  as  well.  This  kind  of  problem  usually 
so  involves  the  psyche  of  the  child  himself,  and  so 
intricately  interweaves  the  family  dynamics  that  the 
role  of  the  behavioral  physician  is  to  define  the  prob- 
lem, show  its  involvement,  and  refer  the  family  to  a 
more  specialized  resource.  In  contradistinction,  nail- 
biting,  bedwetting,  sleep  disturbances,  school  refusal, 
and  other  behavior  can  often  be  defined  and  man- 
aged without  referral. 

Skills:  The  essential  skills  used  in  behavioral  pedi- 
atrics are  specialized  techniques  of  interviewing  and 
history  taking,  which  demonstrate  and  delineate  the 
family  s transactions.  Any  attempt  to  deal  with  family 
patterns  of  interaction  necessarily  involves  seeing 
both  parents,  the  patient,  and  possibly  other  children 
m the  family.  Mothers  frequently  quote  impediments 
to  interviewing  the  father,  which  vanish  when  the  phy- 
sician is  convinced  of  the  necessity  of  the  father’s 
participation.  This  often  requires  that  the  physician 
approach  the  father  directly  rather  than  through  the 
mother.  When  the  mother  and  father  are  interviewed 
separately  and  then  together,  the  physician  gains 
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much  greater  understanding  of  the  overall  picture 
than  is  ordinarily  obtained  by  seeing  only  the  mother. 

In  the  interviews  with  the  parents,  the  physician 
looks  for  two  levels  of  information.  One  is  factual, 
background  material  about  both  parents  and  child, 
and  often  having  each  parent  write  a biography  of 
himself  and  the  child  prior  to  the  interview  is  expe- 
dient. The  kind  of  information  sought  in  history  taking 
goes  beyond  the  usual  medical  history.  In  addition  to 
the  facts  regarding  complications  of  pregnancy  and 
delivery,  the  behavioral  physician  asks  whether  or  not 
the  pregnancy  was  planned  and  desired;  what  the 
parents’  fears  and  expectations  were  during  preg- 
nancy; and  how  the  parents  felt  toward  the  infant. 
While  discussing  the  child’s  development,  the  physi- 
cian obtains  information  as  to  parental  attitudes  re- 
garding the  child’s  developmental  progress,  toilet 
training,  eating  habits,  sleep  patterns,  and  motor  per- 
formance. If  the  child  has  had  any  operations  or  in- 
juries, the  physician  is  concerned  with  the  child’s  and 
the  parents’  reactions  to  them. 

From  the  parents’  autobiographies  and  from  the  in- 
terviews, the  physician  gains  understanding  of  each 
parent’s  self  concept  and  the  role  expectations  that  he 
brought  to  the  marriage. 

As  the  parents  discuss  the  child’s  presenting  prob- 
lem, the  physician  elicits  information  as  to  the  cir- 
cumstances surrounding  the  onset  and  determines 
the  parental  perception  of  and  attitude  toward  the 
problem,  which  he  assumes  serves  some  functions  in 
the  familial  transactional  system.  As  important  as  the 
historical  data  obtained  during  the  interviews  are,  the 
opportunity  to  ascertain  the  transactions  between  the 
parents  and  between  parents  and  child  assumes 
major  importance  with  its  emphasis  on  the  negatives 
in  their  transactional  systems.  For  example,  both 
parents  may  attempt  to  maintain  the  appearance  of 
a satisfactory  adjustment,  with  the  socially  accepta- 
ble position  of  husband  dominant,  and  that  only  the 
husband  remains  unaware  of  the  situation.  The  physi- 
cian can  ask  the  wife  if  she,  in  fact,  really  rules  the 
family.  After  the  husband’s  initial  surprise  at  her 
affirmative  answer,  he  may  well  recognize  the  true 
situation  and  express  his  previously  hidden  anger. 

It  is  also  often  helpful  to  interview  the  other  chil- 
dren in  the  family;  the  asthmatic  boy  talked  readily 
and  without  distress  when  he  and  his  older  brother 


were  interviewed  together.  But  when  attention  was 
deliberately  turned  to  the  brother,  within  minutes  the 
patient  began  wheezing  severely,  finally  manifesting 
so  much  distress  that  he  left  the  room  to  seek  solici- 
tous concern  from  his  mother. 

Physicians  seldom  talk  in  earnest  with  a child,  but 
the  technique  can  be  acquired  with  practice.  The  in- 
terview with  the  child,  or  the  mental  status  examina- 
tion, provides  crucial  information  about  the  child’s 
perception  of  his  environment  and  about  his  intra- 
psychic or  fantasy  life.  Several  devices  put  a child  at 
ease  during  an  interview.  First,  the  child  should  be 
seen  alone  to  avoid  constraint  of  his  responses  be- 
cause of  his  concern  over  the  parents’  reaction. 
Rather  than  asking  direct  questions,  which  bring 
forth  only  standard,  socially  acceptable  adultomor- 
phic  answers,  the  physician  can  gain  information 
reflecting  the  child’s  real  feelings  indirectly.  For  ex- 
ample, instead  of  asking  how  he  feels  about  his 
mother  and  father,  the  child  is  asked  what  mothers 
are  for,  what  fathers  are  for,  how  he  gets  praise  from 
them,  and  if  he  plans  to  get  married.  The  physician 
may  also  suggest  answers  that  he  feels  reflect  the 
child's  true  feelings  so  that  these  are  shown  to  be 
acceptable.  He  might  ask  if  little  brother  is  “an  awful 
pest’’  or  remark  that  going  to  school  must  be  a pretty 
sad  situation  for  most  kids. 

Another  approach  is  the  use  of  the  subjunctive 
tense  in  phrasing  questions,  so  that  the  child  does 
not  feel  he  is  getting  put  on  the  spot.  Most  children 
enjoy  fantasy  and  readily  answer  such  questions  as 
what  animal  they  would  make  themselves  and  family 
members  into,  or  what  they  would  ask  for  if  given 
three  magical  wishes. 

After  ascertaining  various  factors  involved  in  the 
faulty  interaction  patterns  of  the  family,  the  physician 
determines  which  environmental  resources  should  be 
used  to  help  modify  the  family’s  world.  Making  use  of 
his  relationship  as  the  physician-advisor,  the  doctor 
guides  the  family  back  to  more  customary  and  nor- 
mal developmental  sequences. 

Dr.  Kraft,  Department  of  Psychiatry,  Baylor  University 
College  of  Medicine,  Texas  Medical  Center,  Houston 
77025. 
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Case  Report:  In  an 
attempt  to  bring  about 
improved  obstetrical  care, 
the  Texas  Medical  Associa- 
tion Committee  on  Maternal 
Health  presents  a summary 
and  critique  of  a case 
which  the  committee  has 
considered  in  detail. 
The  committee  points  out 
specific  problems  and 
areas  of  possible 
improvement,  and  at  the 
same  time  pleads  for 
more  complete  and 
accurate  information  to  be 
recorded  in  cases  of 
maternal  death. 


CASE  REPORT:  A 27-year-old  Latin  American  woman 
was  in  her  first  pregnancy.  Her  last  menstrual  period 
was  Feb.  20,  1965,  and  estimated  date  of  confine- 
ment was  Nov.  28,  1965.  The  patient  was  first  seen 
on  May  6,  1965,  when  a diagnosis  of  pregnancy  was 
made.  Past  history  was  not  significant  as  reported. 
General  physical  examination  showed  no  abnormali- 
ties. Pelvis  was  stated  to  be  adequate.  Hemoglobin 
was  recorded  as  90  percent;  serologic  tests  were  non- 
reactive and  blood  pressure  was  110/60  mm.  of  mer- 
cury. Weight  was  not  reported  in  this  or  in  subse- 
quent examinations.  She  was  given  Bendectin  and 
vitamins. 

The  patient  was  seen  at  regular  intervals  until  Nov. 
18,  1965.  Blood  pressure  and  urine  were  normal.  In 
July  mild  edema  which  responded  to  Hygroton  was 
noted. 

On  Nov.  18,  1965,  the  patient’s  blood  pressure  was 
recorded  as  150/90  mm.  of  mercury,  and  a trace  of 
albumin  was  noted  in  the  urine.  She  was  told  to  rest 
and  return  in  two  days.  On  Nov.  20,  1965,  blood 
pressure  was  160/100  mm.  of  mercury  and  4+  reac- 
tion for  albumin  was  reported.  At  about  noon  of  that 
day,  amniotomy  was  done.  The  partially  effaced  cer- 
vix was  dilated  3 cm.  The  patient  was  sent  home.  La- 
bor began  about  6 p.m.,  and  the  patient  was  admitted 
at  10  p.m.  in  active  labor  with  5 cm.  cervical  dilation. 
Blood  pressure  was  180/110  mm.  of  mercury,  and 
temperature  was  100  F.  No  description  of  reflexes, 
record  of  urinalysis,  or  fetal  heart  tone  was  reported; 
and  there  was  no  record  of  intake  of  any  analgesics, 
anticonvulsants,  or  antibiotics. 

After  admission,  the  patient  was  checked  every  15 
minutes.  Blood  pressure  ranged  from  180/110  mm. 
of  mercury  to  150/100  mm.  of  mercury.  At  2:30  a.m. 
dilation  was  complete  station  ( + 2);  and  a saddle 
block,  using  1.2  cc.  of  heavy  Nupercaine,  was  admin- 
istered by  the  attending  obstetrician.  Blood  pressure 
fell  to  98/62  mm.  of  mercury;  and  patient  had  a high 
fever,  temperature  recorded  at  104  F.  Urine  collected 
by  catheter  was  black.  Five  percent  dextrose  in  Ring- 
er’s lactate  was  started  intravenously. 

Delivery  of  a stillborn  girl  (6  lb.,  6 oz.)  was  then 
accomplished  at  2:48  a.m.  by  outlet  forceps  over  a 
right  mediolateral  episiotomy.  Placenta  was  delivered 
at  2;53  a.m. 

Episiotomy  repair  was  begun  at  2:55  a.m.  Shortly 
thereafter  the  patient  had  a severe  convulsion  dis- 
lodging the  intravenous  needle.  The  intravenous  injec- 
tion was  restarted.  Because  no  blood  pressure  could 
be  obtained,  Aramine  was  added  to  the  intravenation. 
No  pulse  could  be  felt  except  over  the  carotid  artery. 
After  this  episode,  the  patient  began  hemorrhaging; 
Methergine  and  Syntocinon  were  given  intravenously. 
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the  fundus  was  massaged,  and  the  cervix  was  in- 
spected and  had  no  lacerations.  Blood  was  ordered. 
Cedilanid  was  given  with  lowering  of  the  pulse  rate. 
The  patient  then  had  another  convulsion,  again  dis- 
lodging the  intravenous  needle,  so  a cut-down  of  a 
sapheous  vein  was  done  and  Levophed  added  to  the 
solution.  By  this  time  the  bleeding  had  subsided. 

Blood  drawn  for  crossmatching  had  not  clotted,  so 
a plasma  crossmatch  was  done  and  blood  was  started 
when  available.  Neither  the  time  nor  the  amount  of 
blood  given  was  recorded.  Blood  sample  had  still  not 
clotted  after  48  hours. 

From  this  point  on,  no  additional  therapeutic  mea- 
sures were  recorded,  and  blood  pressure  was  unob- 
tainable. The  patient  was  pronounced  dead  at  5:30 
a.m.  An  autopsy  was  not  permitted. 

Cause  of  death  was  recorded  on  the  death  certifi- 
cate as  ‘‘either  gram-negative  bacterial  septicemia  or 
acute  liver  failure  secondary  to  pregnancy  preeclamp- 
sia.” 

Critique:  The  committee  was  unable  to  determine 
the  absolute  cause  of  death.  Although  the  case  is  re- 
ported well,  there  are  too  many  omissions  in  the  nec- 
essary vital  signs  and  laboratory  procedures  for  the 
chain  of  events  leading  to  death  to  be  definitely 
decided. 

However,  it  was  felt  that  the  cause  of  this  chain  of 
events  was  toxemia,  as  shown  by  the  hypertension, 
albuminuria,  and  convulsions;  and  toxemia  also  ac- 
counted for  the  fetal  death.  We  can  only  speculate 
upon  the  role  of  the  obvious  infection  demonstrated 
by  the  fever  and  the  acute,  large  blood  loss  nor  can 
the  ill  effects  of  the  interplay  of  all  these  serious  com- 
plications be  determined.  This  patient  could  have  had 
septicemia  with  shock  secondary  to  amniotomy,  an 
amniotic  fluid  embolus  with  hypofibrinogenemia  lead- 
ing to  no  clotting,  or  a hemorrhage  in  excess  of  the 
estimated  amount.  Since  no  laboratory  or  autopsy 
findings  are  available,  precise  pathology  is  unknown. 

The  committee  felt  that  several  factors  in  patient 
care  and  management  could  have  been  altered  for  the 
better,  although  these  factors  would  not  necessarily 
have  changed  the  events  in  this  particular  circum- 
stance. These  factors  are  listed  in  chronological  order. 

1.  A report  of  the  patient's  weight  and  particularly 
sudden  weight  gain  in  the  third  trimester  would  have 
given  some  premonition  of  impending  toxemia. 

2.  After  the  development  of  albuminuria  and  hy- 
pertension on  Nov.  18,  the  patient  could  have  been 
treated  with  sedation  and  diuretics.  Although  rest  is 
desirable  and  helpful,  it  may  not  be  enough.  Certain- 
ly, on  Nov.  20,  medical  treatment  in  the  hospital 
would  have  been  preferable  to  immediate  amniotomy. 


with  its  uncertain  onset  of  tabor  and  possibility  of 
infection.  After  admission,  although  full-blown  pre- 
eclampsia was  present,  no  anticonvulsant,  such  as 
magnesium  sulfate,  or  sedation  was  given  to  avoid 
eclampsia,  a condition  with  a more  severe  morbidity 
and  mortality. 

3.  A spinal  anesthetic  in  the  face  of  hypertension 
is  not  recommended  because  of  the  subsequent  alter- 
ation or  loss  of  control  of  the  peripheral  blood  vessels. 
The  anesthetic  probably  resulted  in  the  vasomotor 
collapse  noted  in  this  patient.  Also,  this  procedure 
should  properly  be  handled  by  two  physicians,  or  by 
a physician  and  a nurse  anesthetist,  instead  of  by  just 
the  attending  obstetrician.  He  can  hardly  handle  both 
the  anesthesia  and  the  delivery  with  safety  for  the 
patient. 

4.  No  treatment  was  rendered  for  the  infection 
present.  Broad  spectrum  antibiotics,  effective  against 
the  coliform  organisms,  should  have  been  given  if  no 
better  diagnosis  than  amnionitis  could  be  reached. 

5.  Because  the  clotting  mechanism  failed  we  felt 
that  this  patient  could  have  been  given  fibrinogen. 
Hypofibrinogenemia  is  the  most  likely  cause  of  clot- 
ting failure.  Laboratory  measurement  could  determine 
whether  hypofibrinogenemia  was  the  cause. 

6.  The  situation  as  to  loss  and  replacement  of 
blood  is  not  clear.  Seemingly,  replacement  was  late 
and  inadequate.  A general  rule  is  that  blood  loss  is 
umlerestimated.  With  such  a large  estimated  loss  as 
this,  one  unit  some  time  after  cross-matching  would 
be  woefully  inadequate.  Also,  unmatched  blood,  0-Rh- 
negative,  should  be  available  in  delivery  areas  for  im- 
mediate use  in  emergencies  such  as  this. 

Although  probably  not  applicable  here,  the  use  of 
vasoconstrictors,  such  as  Aramine  or  Levophed,  are 
generally  not  successful  in  hypovolemia  due  to  hemor- 
rhage, at  least  not  until  blood  replacement  considered 
adequate  is  obtained. 

7.  Finally,  the  conditions  under  which  delivery  is 
done  merit  some  consideration.  Fortunately,  most  de- 
liveries are  safe  and  uneventful,  but  when  serious 
emergencies  do  arise,  there  is  little  hope  that  the 
lone  physician  can  cope  with  it  when  no  help  from 
other  physicians,  inadequate  blood  supplies,  inade- 
quate or  unutilized  laboratory  facilities,  are  present. 

The  committee  concluded  that  (1)  death  resulted 
from  a direct  obstetric  cause — toxemia  complicated 
by  hemorrhage  and  infection,  and  (2)  both  physician 
and  hospital  could  have  taken  preventive  steps  that 
they  did  not  take. 

Dr.  James  T.  Downs,  III,  3707  Gaston  Ave.,  Dallas 
75246. 
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PREVENTING 


INJURIES 


EDWIN  M.  SYKES,  JR.,  M.D. 

Clinical  Medicine:  Anatomical  anomalies 
of  the  ductal  system;  obscuring  of  the 
ducts  by  fibrous  tissues,  blood  vessels, 
or  blood;  and  errors  during  surgery  can 
contribute  to  several  types  of  injuries  to 
the  common  bile  duct  during  cholecys- 
tectomy. These  are  described,  as  are 
the  means  of  reducing  the  likelihood  of 
such  injuries. 


THE  INCIDENCE  OF  injury  to  the  common  duct  dur- 
ing cholecystectomy  is  estimated  to  be  l:200;i  its 
repair  frequently  is  unsuccessful,  and  the  result  is 
prolonged  morbidity  and,  ultimately,  high  mortality. 
This  article  deals  with  important  known  aspects  of  the 
types  of  injury,  factors  leading  to  injury,  and  means 
whereby  the  likelihood  of  injury  can  be  reduced. 

Types  of  Injury:  The  injury  most  commonly  involves 
the  common  hepatic  duct,  not  the  common  bile  duct. 
The  higher  the  level  of  injury,  the  poorer  is  the  prog- 
nosis for  successful  repair.  The  duct  may  be  clamped, 
ligated,  cut,  or  damaged  by  a combination  of  these. 
The  injury  may  involve  the  entire  circumference  or 
only  a portion  of  the  wall  of  the  duct.  When  the  duct 
is  divided,  the  ductal  length  may  remain  intact  or  a 
segment  of  the  duct  may  be  excised. 

The  duct  may  be  inadvertently  injured  by  a hemo- 
static clamp:  removal  of  the  clamp  without  ligature 
can  lead  to  the  late  development  of  stricture,  with  an 
uneventful  early  postoperative  course  (Fig.  la).  The 
duct  may  be  encircled  by  a suture  ligature  during 
the  control  of  serious  hemorrhage  (Fig.  lb)  and  im- 
mediate postoperative  jaundice  occurs.  A hemostat 
applied  to  an  escaped  cystic  artery  may  include  a 
portion  of  the  common  duct;  when  the  ligature  is 
applied  stenosis  or  complete  obstruction  to  the  duct 
will  occur  (Fig.  Ic).  Common  hepatic  duct  division 


and  ligation  may  occur  without  loss  of  ductal  length 
(Fig.  Id),  resulting  in  immediate  postoperative  jaun- 
dice, and  external  biliary  fistula  or  bile  peritonitis 
occurs  if  the  proximal  ligature  slips,  is  absorbed,  or 
causes  necrosis  of  the  duct.  The  common  hepatic 
duct  may  be  divided  during  a maneuver  which  has 
been  recommended  to  avoid  just  this  catastrophe, 
namely,  dissection  from  the  fundus  toward  the  ducts 
(Fig.  le).  Firm  adherence  between  the  neck  (infundi- 
bulum) of  the  gall  bladder  and  the  common  hepatic 
duct  can  lead  to  the  excision  of  a portion  of  the  duct 
wall  (Fig.  If).  When  division  of  the  duct  is  immediately 
recognized,  the  problem  often  can  be  corrected  suc- 
cessfully. If  the  division  is  not  promptly  recognized, 
further  dissection  of  what  appears  to  be  only  the 
cystic  duct  may  be  done,  with  sacrifice  to  ductal 
length,  a factor  predisposing  to  failure  of  reconstruc- 
tion (Fig.  Ig). 

Factors  Leading  to  Injury:  Factors  leading  to  ductal 
injury  can  be  classified  as  follows:  (1)  anatomical 
anomalies  and  variants  of  the  extra-hepatic  biliary 
system:  (2)  conditions  of  the  hepato-duodenal  liga- 
ment which  obscure  the  duct:  and  (3)  technical  errors. 
Frequency  of  the  various  factors  is  difficult  to  deter- 
mine since  in  most  cases  reconstruction  of  the  events 
leading  to  the  ductal  injury  is  difficult.  In  a large 
series  of  common  duct  strictures,  in  only  about  one- 
fourth  of  the  cases  were  conditions  leading  to  stric- 
ture ascertainable.2 

1.  Large  aberrant  ducts  from  the  right  lobe,  drain- 
ing a major  segment  or  even  the  entire  lobe,  can  join 
the  extra-hepatic  biliary  system  close  to  the  cystic 
duct  or  the  cystic  duct  itself  (Fig.  2a).  In  this  anom- 
aly, injury  to  the  aberrant  duct  with  subsequent 
stricture  occurs  easily.  The  ductal  obstruction  and 
cholangitis  involves  only  a segmental  or  lobar  duct: 
the  patient  has  normal  colored  stools  and  may  have 
variable  jaundice. 3 

Anatomical  variants  of  the  cystic  duct,  the  ampulla 
and  the  neck  of  the  gall  bladder  are  important  in 
relation  to  common  duct  injury.  The  cystic  duct  may 
be  fused  with  the  common  hepatic  duct  for  a consid- 
erable distance:  the  attempt  to  separate  the  two  can 
lead  to  common  hepatic  duct  injury  (Fig.  2b).  The 
determined  pursuit  by  dissection  through  scar  tissue 
to  the  cystic  duct  termination  in  cases  where  the 
cystic  duct  joins  the  left  side  of  the  common  hepatic 
duct  can  cause  common  duct  injury  (Fig.  2c).  The 
ampulla  of  the  gall  bladder  may  be  enlarged:  it  may 
descend  along  the  right  side  of  the  common  bile  duct 
or  it  may  bulge  either  anterior  or  posterior  to  the 
common  duct.  Firm  adherence  of  such  ampullary 
variants  to  the  common  duct  renders  the  latter  vul- 
nerable (Fig.  2d).  The  neck  (infundibulum)  of  the  gall 
bladder  may  be  placed  against  the  side  of  the  com- 
mon hepatic  duct  at  abnormally  high  levels  (Fig.  2e). 
The  cystic  duct  may  be  nonexistent  on  a congenital 
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tion  of  tie  will  increase  the  degree  of  luminal  sten- 
osis. (d)  Division  and  ligation  of  the  duct  without 
significant  loss  of  ductal  length. 


A B 


C 


Fig.  2.  Anomalies  and  anatomical  variants  pre- 
disposing to  ductal  injury,  (a)  Right  lobar  or  seg- 
mental duct  joins  the  cystic  duct;  the  left  lobar 
duct  appears  to  be  the  common  hepatic  duct,  (b) 
Long,  descending  cystic  duct  adherent  to  common 
hepatic  duct,  (c)  Spiral  cystic  duct  may  pass  an- 
terior or  posterior  to  the  common  hepatic  duct. 


(e)  Division  of  the  duct  during  dissection  from 
the  gall  bladder  fundus  downward;  and  (f)  par- 
tial circumferential  excision  of  the  duct.  In  both 
situations,  the  neck  of  the  gall  bladder  is  firmly 
adherent  to  the  duct,  (g)  Division  of  the  duct  with 
sacrifice  of  ductal  length. 


D E 


(d)  Enlarged  ampulla  of  gall  bladder  may  bulge 
anterior  or  posterior  to  the  common  bile  duct,  or 
be  closely  applied  to  the  lateral  side  of  this  duct. 

(e)  The  neck  of  the  gall  bladder  may  extend  su- 
periorly, occasionally  almost  to  the  porta  hepatis, 
and  be  closely  applied  to  the  side  of  the  common 
hepatic  duct,  (f)  The  cystic  duct  may  be  absent. 
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basis  or,  more  commonly,  as  a consequence  of  the 
contracted  gall  bladder  resulting  from  severe,  long- 
standing cholecystitis  (Fig.  2f). 

2.  Normally  the  ductal  structures  within  the  hep- 
atoduodenal ligament  are  not  completely  visible 
through  their  peritoneal  covering,  except  in  the  very 
thin  patient.  Whether  normal  or  anomalous  or  vari- 
ant, they  usually  are  exposed  readily  by  dissection. 
Under  abnormal  conditions  of  the  hepato-duodenal 
ligament,  however,  the  ducts  may  be  obscured  and 
their  dissection  more  difficult,  entailing  greater  risk  of 
injury.  This  is  true  even  when  the  anatomy  of  the 
ducts  is  “normal”:  it  is  especially  true  when  the 
anomalies  or  variants  described  are  present.  The  com- 
mon obscuring  agents  are  fibrous  tissue,  blood  ves- 
sels, and  blood.  Fibrous  tissue  obscures  the  struc- 
tures within  the  ligament,  destroys  tissue  planes 
around  them,  pulls  them  together  by  contraction,  and 
provides  a density  to  periductal  and  perivascular  tis- 
sues which  makes  dissection  difficult.  Blood  vessels 
may  obscure  by  anomalous  courses  of  hepatic  and 
cystic  arteries  anterior  to  the  duct,  by  the  pathologi- 
cal portal  venous  patterns  seen  around  the  ducts  in 
portal  hypertension,  and  by  severe  inflammatory  hy- 
peremia seen  in  acute  cholecystitis.  Serious  hemor- 
rhage from  any  vessel  within  the  hepato-duodenal 
ligament  is  a well  recognized  antecedent  to  bile  duct 
injury.  The  bleeding  obscures  the  duct  and  its  con- 
trol involves  serious  potential  risk  to  the  duct  by 
clamp  or  ligature  or  both,  unless  great  care  is  taken. 

Combination  of  these  factors  leads  to  a more 
threatening  situation,  for  example,  an  anatomical 
variant  of  ductal  structures  and  an  anomaly  of  the 
right  hepatic  artery  may  both  be  obscured  by  dense 
fibrous  tissue,  and  dissection  results  in  serious  sud- 
den hemorrhage. 

3.  Certain  technical  factors,  to  be  elaborated  later, 
include  inadequate  exposure,  improper  management 
of  hemorrhage,  imprecise  demonstration  of  the  cystic- 
common  hepatic  duct  relationship,  insistence  on  re- 
moving all  of  the  cystic  duct,  and  failure  to  use 
cholangiography. 

Factors  in  Prevention  of  Ductal  Injury:  1.  The  surgeon 
must  possess  knowledge  of  vascular  and  ductal  anom- 
alies and  variants  of  the  region. 

2.  When  the  ductal  anatomy  is  concealed  by  fi- 
brous tissue,  the  following  maneuvers  may  help  in 
defining  the  cystic-common  hepatic  duct  relationship: 

(a)  The  gall  bladder  may  be  dissected  from  the  fun- 
dus down,  (b)  The  gall  bladder  may  be  opened, 
stones  evacuated,  a finger  placed  within  it,  and  dis- 
section then  done  close  to  the  gall  bladder  wall  over 
one’s  finger,  (c)  The  common  duct  may  be  deliber- 
ately opened  and  its  location  constantly  monitored 
during  dissection  by  a probe  placed  within  it.  The 
common  bile  duct  can  usually  be  safely  found  just 


as  it  passes  posterior  to  the  first  part  of  the  duo- 
denum: periductal  fibrosis  here  is,  as  a rule,  less  se- 
vere than  further  superiorly.  Identification  of  the  duct 
with  needle  aspiration  precedes  choledochotomy. 
Opening  the  duct  on  its  anteromedial  side  rather  than 
on  its  lateral  side  prevents  inadvertent  entry  and 
probe  placement  in  an  adherent  descending  cystic 
duct,  (d)  Good  surgical  judgment  may  dictate  a com- 
promise operation — removal  of  stones  and  cholecys- 
tostomy — where  the  ductal  anatomy  cannot  be  prop- 
erly defined. 

3.  Where  the  ductal  structures  are  concealed  by 
blood  vessels  lying  anterior  to  them,  the  vessels  may 
be  gently  dissected  aside  to  permit  positive  identifi- 
cation of  the  ducts.  The  arteries  should  be  located 
early  in  the  operation  by  their  pulsations,  with  the 
left  index  finger  in  the  foramen  of  Winslow.  Knowledge 
of  the  various  hepatic  artery  anomalies  of  this  region 
finds  application  here. 

4.  Where  the  anatomy  is  obscured  by  hemorrhage, 
precise  identification  of  the  bleeding  point  is  neces- 
sary before  clamp  or  ligature  is  applied.  Control  of 
bleeding  by  digital  pressure  with  one  finger  in  the 
foramen  of  Winslow  and  the  thumb  anteriorly,  and 
identification  of  the  bleeding  point  with  the  aid  of  a 
suction  tip,  will  usually  suffice  to  gain  hemostasis 
without  ductal  injury.  If  the  hepatic  artery  proper  has 
been  injured  it  should  be  repaired. 

5.  Proper  technique  includes  additional  fundamen- 
tals; (a)  Good  exposure  obtained  by  an  adequately 
long  and  high  incision,  relaxation,  at  least  two  as- 
sistants, perfect  lighting,  decompression  of  the  dis- 
tended gall  bladder,  application  of  correct  tension  on 
the  hepato-duodenal  ligament  during  dissection,  and 
a dry  field,  (b)  Separate  clamping  and  ligation  of  the 
cystic  artery  and  duct,  (c)  About  5 mm.  of  the  cystic 
duct  should  be  left,  making  certain  that  no  stones 
are  contained  therein  and  that  no  tenting  of  the  com- 
mon duct  occurs  during  cystic  duct  clamping  and 
ligaturing,  (d)  Biliary  tract  surgery  should  be  done  on 
a table  equipped  for  operative  cholangiography.  In 
addition  to  determining  the  presence  of  common  duct 
stones,  cholangiography  can  aid  in  identifying  ductal 
anomalies  and,  after  a difficult  dissection,  determine 
the  integrity  of  the  bile  duct  system. 

6.  The  knowledge,  training,  and  experience  of  the 
surgeon  constitute  the  most  important  factors  in  a 
safe  cholecystectomy. 
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early  relief  from 


At  the  recommended  Norpramin 
(desipramine  hydrochloride) 
dosage  level— initially  150  mg. 
per  day— symptomatic 
improvement  may  often 
begin  within  two  to  five 
days.  As  depression  subsides, 
daytime  activity  improves  . . . 
mood  fluctuations  lessen  . . . 
sleep  is  sounder.  Fast  onset  of 
action  and  usually  mild  side 
effects  are  significant  reasons 
for  Norpramin’s  use  in 
depression  of  any  type  . . . any 
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LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  mental  depression  of  any  kind- 
neurotic  or  psychotic. 

CONTRAINDICATIONS:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe 
coronary  heart  disease,  epilepsy.  Should  not  be 
given  within  two  weeks  of  treatment  with  a mono- 
amine oxidase  inhibitor. 

REUVTIVE  CONTRAINDICATIONS:  (1)  Patients  with 
a history  of  paroxysmal  tachycardia.  (2)  Patients 
receiving  concomitant  therapy  with  thyroid,  anti- 
cholinergics or  sympathomimetics  may  experience 
potentiation  of  effects  of  these  drugs.  (3)  Safety  in 
pregnancy  has  not  been  established.  (4)  Perform 
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hepatic  disease. 

PRECAUTIONS:  (1)  Desipramine  hydrochloride 
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alter  treatment.  (3)  In  patients  with  manic-depres- 
sive illness  a hypomanic  state  may  be  induced.  (4) 
Discontinue  drug  as  soon  as  possible  prior  to  elec- 
tive surgery. 


ADVERSE  EFFECTS:  The  following  side  effects  have 
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which  could  occur  (analogy  to  related  drugs)  in- 
clude weight  gain,  heartburn,  anorexia,  and  hand 
and  arm  paresthesias. 

DOSAGE:  Optimal  results  are  obtained  at  a dosage 
of  50  mg.  t.i.d.  (150  mg. /day). 

SUPPLIED:  NORPRAMIN  (desipramine  hydro- 
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Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS— headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS- most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARY  SINUS— headache  and 
tenderness  under  eyes  at  top  of 
cheekbones,  usually  starting  in 
early  afternoon,  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID°StNUS-headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 
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Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 


And,  too,  the  Sinutab  dosage  schedule  of  2 tablets 

q.  4 h.  permits  controlled  and  continuing  analgesii 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness 
dizziness,  insomnia  and  nervousness. 

Precautions:  Instruct  patients  not  to  drive  or  operatt 
machinery  if  drowsiness  occurs.  Use  with  cautior 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 


dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HCl,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 

gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HCl,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HCl,  and  10  mg.  phenyltoloxamine 

citrate.  *Subject  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write;  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 
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TOPICAL 


Clinical  Medicine:  Topical  5-fluor- 
ouracil  has  been  effective  in 
treating  multiple  actinic  kerato- 
ses: it  does  not  affect  adjacent 
normal  tissues.  The  drug  is  sta- 
ble, its  application  is  simple, 
and  the  treatment  is  compara- 
tively inexpensive. 

THE  SUCCESSFUL  PALLIATION  of  internal  malignan- 
cies \with  newer  chemotherapeutic  agents  has  renewed 
interest  in  this  form  of  treatment  for  skin  cancer.  The 
great  variation  in  size,  depth  and  grade  of  malignancy 
of  skin  cancer  has  made  topical  chemotherapy  largely 
experimental.  One  of  the  promising  avenues  of  re- 
search has  been  the  prophylactic  treatment  of  pre- 
cancerous  skin  lesions.  The  most  significant  advance 
in  this  area  has  been  the  topical  use  of  5-fluorouracil 
(5-FU)  in  the  treatment  of  widespread  superficial  ac- 
tinic keratoses. 1-^ 

Soon  after  the  synthesis  of  5-fluorouracil  it  was 
shown  to  possess  anticancer  activity  and  was  used 
systemically  with  occasionally  dramatic  results. 5 Gross- 
ly visible  skin  changes  such  as  erythema,  alopecia, 
pigmentation  and  photosensitivity  were  soon  apparent 
in  many  patients.  Degenerative  changes  in  sweat 
glands  were  observed  histologically. 6 In  some  patients 
with  coexisting  actinic  degeneration,  an  intense  in- 
flammatory reaction  occurred,  with  erosion,  ulceration, 
and  eventual  disappearance  of  keratoses.  This  took 
place  without  significant  scarring  or  alteration  of  pig- 
mentation. Dillaha  and  associates!  as  well  as  Klein 
and  others'  documented  the  usefulness  of  topically 
applied  5-fluorouracil  ointments  varying  in  concentra- 
tion from  5 to  20  percent.  Later,  it  was  shown  that  1 
percent  5 fluorouracil  in  propylene  glycol  was  equally 
effective. 3 The  chief  advantage  of  this  drug  is  its  se- 
lective cytotoxicity  for  premalignant  or  malignant  cells. 
It  is  effective  whether  applied  locally  or  given  system- 
ically. 

Chemistry  and  Pharmacology:  The  chemical  name  of 
this  agent  is  5-fluoro-2,4(l,3)-pyrimidinedione  and  the 
empirical  formula  is  C^H3FN202.  The  molecular  struc- 
ture is  quite  similar  to  uracil  (Fig.  1),  and  the  two 
compounds  follow  the  same  metabolic  pathways. 


The  three  basic  biochemical  ef- 
fects of  5-fluorouracil  are:  (1) 
inhibition  of  the  methylation  re- 
action leading  to  the  formation 
of  thymidylic  acid:  (2)  inhibition 
of  the  incorporation  of  uracil  into 
ribonucleic  acid:  and  (3)  the  in- 
corporation of  5-fluorouracil  into 
RNA  to  produce  an  unstable  or 
fraudulent  type  of  RNA.®  The  ultimate  result  is  inter- 
ference with  the  normal  biosynthesis  of  RNA  and  DNA 
essential  for  cellular  mitosis.  An  increased  cellular 
turnover  is  assumed,  but  not  yet  proven  to  occur  in 
actinic  keratoses.  The  effectiveness  of  5-fluorouracil  is 
thought  to  be  related  to  impaired  mitotic  activity  in 
these  abnormal  epidermal  cells. 

Technique:  A standard  solution  of  1 percent  5-fluo- 
rouracil in  propylene  glycol  was  utilized  in  the  man- 
agement of  over  100  patients  with  multiple  actinic 
keratoses.  Medication  was  applied  with  the  fingertips 
to  all  involved  sites. 

Patients  were  cautioned  to  carefully  avoid  the  eye- 
lids, as  well  as  deep  folds  and  fissures.  The  degree  of 
response  tended  to  parallel  the  inflammatory  reaction. 
Treatment  time  varied,  but  most  patients  responded 
quite  well  to  an  application  twice  daily  for  seven  days, 
followed  by  one  daily  application  for  the  second  week. 
Therapy  was  interrupted  when  a satisfactory  inflam- 
matory response  occurred  and  corticosteroid  creams 
were  employed  to  expedite  resolution  of  the  inflamma- 
tion. 

All  patients  treated  have  obtained  satisfactory  re- 
sults. The  redness  and  superficial  crusting  disap- 
apeared  within  four  to  six  weeks,  and  a notable  im- 
provement in  skin  texture  was  observed.  These  pa- 
tients obviously  have  accumulated  extensive  actinic 
damage  and  an  important  part  of  their  treatment  was 
advice  regarding  the  use  of  protective  sunscreens,  as 
well  as  avoidance  of  prolonged  sun  exposure. 

Complications  and  Disadvantages:  The  chief  disadvan- 
tages are  the  intense  inflammatory  reaction,  the  un- 
sightly appearance  and  the  local  discomfort  during 
treatment.  These  are,  however,  tolerated  well  by  most 
patients,  especially  if  they  are  adequately  forewarned. 
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5 FLUOROURACIL  URACIL 

F/?.  1. 

Sams'’  has  reported  an  acquired  sensitivity,  approxi- 
mately 1 percent,  in  his  series  of  over  300  patients. 
A portion  of  this  sensitivity  was  credited  to  the  vehi- 
cles, and  cannot  be  attributed  to  the  drug  or  tech- 
nique. He  has  also  described  accentuation  of  pre-exist- 
ing dermatoses,  notably  chloasma  and  rosacea. 

There  is  controversy  regarding  phototoxicity.  It  is 
frequently  observed  that  patients  undergoing  this  type 
of  treatment  develop  more  severe  local  inflammatory 
reactions  following  sun  exposure.  Actually,  this  is  a 
therapeutic  synergism  and  the  most  favorable  results 
occur  in  those  patients  with  the  most  intense  reac- 
tions. Photopatch  tests  have  been  negative  in  the  ex- 
perience of  other  observers.  Dillahaio  reported  the 
complete  absence  of  any  reaction  in  a group  of  fair- 
skinned young  volunteers  without  obvious  actinic 
damage.  A 1 percent  5-fluorouraci|  solution  was  ap- 
plied twice  daily,  and  the  volunteers  were  then  ex- 
posed to  ten  hours  of  sunlight  during  mid-August. 
This  would  seem  again  to  emphasize  the  cytotoxicity 
for  actinically  damaged  skin  while  not  affecting  normal 
tissue. 

Perhaps  the  chief  limiting  factor  is  the  apparent 
lack  of  effectiveness  on  kerotoses  in  other  locations, 
notably  hands  and  arms.  This  may  be  partially  over- 
come by  increasing  the  concentration  or  using  occlu- 
sive techniques.  In  most  instances,  the  deeper,  more 
advanced  lesions  are  better  handled  by  conventional 
methods  of  treatment.  Seborrheic  keratoses  and  pre- 
existing scars  show  little  or  no  response  to  the  appli- 
cation of  5-fluorouracil. 

Advantages:  An  outstanding  advantage  of  this  type  of 
treatment  is  the  selective  cytotoxicity  for  actinically 
damaged  skin  without  affecting  adjacent  normal  tis- 
sues. There  is  much  to  be  said  for  the  prophylactic 
features  of  this  type  of  treatment.  Small,  inapparent 
lesions  are  destroyed  before  they  become  clinically 
visible  or  palpable.  This  prevents  frequent  return  visits 
for  removal  of  recurring  keratoses  in  previously  treated 
sites.  Of  equal  importance  is  the  unmasking  of  under- 
lying small,  frank  neoplasms.  As  the  overlying  kera- 
totic  crusts  slough  away,  early  epitheliomas  are  more 
sharply  defined  and  can  be  treated  adequately. 


In  spite  of  the  intense  inflammatory  reaction,  there 
has  been  no  associated  scarring  or  alteration  of  the 
pigment.  This  is  a great  cosmetic  advantage  over  the 
conventional  types  of  treatment,  such  as  electrodesic- 
cation, curettage,  and  cryotherapy. 

Urinary  recovery  of  less  than  6 percent  of  I'JC- 
tagged  20  percent  ointment  has  shown  the  topical 
application  of  5-fluorouracil  to  be  a safe  technique. 2 
This  is  far  below  the  safe  level  accepted  by  the  FDA. 
Recovery  rates  on  1 percent  topical  applications  were 
negligible. 

The  drug  remains  stable  in  propylene  glycol  for 
long  periods  of  time.  Materials  stored  at  room  temper- 
ature for  eight  months  prior  to  use,  and  refrigerated 
solutions  stored  for  more  than  a year  have  not  shown 
any  significant  loss  of  potency.^ 

An  important  advantage  is  the  cost  factor.  A 1 per- 
cent solution  is  quite  inexpensive  when  compared  with 
the  cost  of  removing  individual  lesions. 

Conclusions:  Topical  5-fluorouracil  is  an  effective 
agent  for  the  treatment  of  multiple  actinic  keratoses. 
The  selectivity,  safety,  prophylactic  effects  and  lack  of 
scarring  outweigh  the  disadvantages  of  this  technique. 
It  is  710/  indicated  for  the  routine  treatment  of  invasive 
neoplasms  of  the  skin.  Perhaps  higher  concentrations 
or  occlusive  techniques  will  prove  to  be  useful  in  topi- 
cal cancer  chemotherapy,  but  to  date  this  approach  is 
largely  experimental  and  the  results  are  unpredict- 
able. Further  research  should  uncover  additional  top- 
ical chemotherapeutic  agents  that  will  prove  to  be 
more  useful. 
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POPLITEAL 


Compression  syndrome 


Case  Reports:  A variety  of  symptomatic 
popliteal  lesions  are  illustrated  by  the  32 
cases  in  this  series.  Symptoms  range 
from  mass  alone  to  recurrent  thrombo- 
phlebitis, and  treatment  is  dictated  by 
the  symptoms. 

POPLITEAL  COMPRESSION  SYNDROME  is  a group  of 
variable  but  predictable  signs  and  symptoms  in  the 
knee  and  leg,  caused  by  a popliteal  space-occupying 
lesion. 

The  prototype  lesion  of  this  syndrome  is  Baker's 
cyst, 1-6  but  various  solid  tumors,  inflammatory  con- 
ditions,’^ hemorrhage,  varicosities  and  aneurysms  in 
the  popliteal  fossa  can  cause  chronic  knee  and  leg 
pain,  edema  and  some  cases  of  recurrent  or  refrac- 
tory thrombophlebitis. 

Etiology:  In  children,  the  joint  is  usually  normal  and 
a popliteal  cyst  is  primary, 8.9  whereas  in  adults,  knee 
joint  trauma  often  precedes  the  synovial  cyst.  There 
is  good  correlation  between  popliteal  cyst  and  menis- 
cus injury.io-12  Degenerative  joint  disease,  rheumatoid 
arthritis,  and  other  chronic,  recurrent  inflammatory 
conditions  in  the  knee  are  commonly  associated  with 
synovial  cyst.i3-i5  The  common  denominator  in  these 
cases  is  simply  excessive  joint  fluid  (Fig.  1). 

Whether  congenital  type  or  adult  type,  a popliteal 
cyst  may  or  may  not  have  a discernible  synovial  lin- 
ing. Whether  it  contains  synovial  lining  or  not,  the 
cyst  may  be  a posterior  protrusion  of  joint  capsule,  a 
diverticulum  or  herniation  of  synovium  through  a de- 
fect in  the  posterior  capsule,  or  a separate,  occluded 
bursa. 19  If  old  or  traumatized,  or  both,  it  may  be  only 
an  apparent  cyst,  having  collapsed  and  partially  de- 
generated, and  only  fragments  of  fibrous  wall,  throm- 
bosed or  ruptured  veins  and  perhaps  bits  of  synovium 
will  be  found. 

Diagnosis  and  Treatment:  Symptoms  and  Findings: 
The  popliteal  compression  syndrome  usually  includes 
symptoms  in  the  popliteal  space.  However,  the  pre- 


dominant symptoms  may  be  located  elsewhere — in 
the  knee  joint  itself,  in  the  calf,  or  in  both  places. 
Swelling  posterior  to  the  knee,  a mass,  is  the  most 
common  complaint,  but  not  necessarily  the  presenting 
symptom  or  the  main  complaint.  The  mass  may  cause 
aching  in  the  popliteal  fossa,  especially  after  deep 
knee  bend  exercise  or  after  prolonged  sitting  with  the 
knees  flexed.  Flexion  may  be  limited  by  the  mass. 
When  the  calf  is  the  site  of  the  symptoms,  there  may 
be  intermittent  unilateral  swelling  or  frank  edema.  Oc- 
casionally, there  is  a confusing  phlebitis-like  syn- 
drome,ii-i9  and  actual  thrombophlebitis  may  occur.20 
There  is  considerable  speculation  on  the  nature  of  the 
inflammatory-type  calf  symptoms,  but  there  should  be 
no  doubt  that  true  thrombophlebitis  does  occur  sec- 
ondary to,  or  in  association  with,  venous  obstruction 
at  the  knee  due  to  a popliteal  mass.  When  claudica- 
tion is  the  complaint,  however,  one  must  suspect 
popliteal  artery  entrapment  or  thrombosis.  One  of  the 
patients  in  this  series  had  partially  thrombosed  bilat- 
eral popliteal  aneurysms. 

Laboratory  and  Special  Studies:  Roentgenograms 
of  the  knee  joint  include  anteroposterior,  lateral,  tun- 
nel and  patella  profile  views  (Figs.  2-5).  Degenerative 
changes,  especially  when  associated  with  history  and 
findings  suggestive  of  loose  bodies  or  meniscus  injury, 
give  valuable  information  about  the  pathogenesis  of 
the  cyst,  and  prognosis.  Examination  of  fluid  aspirated 
from  the  knee  joint  or  cyst,  or  both,  may  be  helpful. 
When  the  popliteal  mass  is  vague,  an  arthrogram  is 
sometimes  done. 21  Depending  on  the  information 
sought,  contrast  material  may  be  injected  into  the 
cyst  to  outline  it,  or  into  the  joint  to  demonstrate 
continuity  with  the  cyst. 18.22  |n  addition,  the  arthro- 
gram may  be  of  help  in  determining  whether  or  not 
to  explore  the  joint  at  the  time  of  cyst  excision. 23 
However,  the  symptoms  and  the  information  obtained 
by  clinical  and  routine  x-ray  examinations  are  far 
more  important  in  making  this  decision  than  anything 
revealed  by  contrast  arthrography.  On  occasion,  we 
have  done  venography  when  the  predominant  symp- 
toms suggest  venous  obstruction. 

Treatment:  Observation — Aspiration:  An  asympto- 
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Fig.  1 . Lateral  view 
of  popliteal  .synovial  cy.st. 


Fig.  2.  Anterior  posterior  x-ray.  Complete  x-ray 
examination  of  the  knee  must  include  anterior-posterior, 
lateral  tunnel  and  patella  profile  views. 
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Knee  joint  pain 

7 

Popliteal  mass 

13 

Both  pain  and  mass 

8 

Edema  + popliteal  mass 
and  or  pain  + calf 

symptoms 

3 

Recurrent 

thrombophlebitis 

1 

True  synovial-lined 
cyst 

7 

Distinct  fibrous  wall 
cyst  without  synovial 
lining 

4 

Ruptured  cysts  and  or 
thrombophlebitis 

3 

Aneurysm 

1 (2) 

0-  9: 

5 

40-49: 

6 

10-19: 

1 

50-59: 

6 

20-29: 

1 

60-69: 

4 

30-39: 

6 

70-79: 

3 

Table  1.  Age  distribu- 
tion of  32  patients. 


Table  2.  Presenting  com- 
plaints. 


Table  3.  Popliteal  lesions 
found  in  15  patients. 


matic,  non-solid  popliteal  mass  may  warrant  nothing 
further  than  confirmatory  diagnostic  aspiration.  Injec- 
tion of  steroids  into  the  joint  or  cyst,  or  both,  may  be 
tried.  Rarely,  a popliteal  cyst  in  a small  child  may 
disappear  spontaneously. 

Cyst  Excision:  In  the  patient  with  an  apparently 
normal  knee  joint  and  a symptomatic  popliteal  mass 
(with  or  without  calf  symptoms),  we  excise  the  lesion 
and  explore  the  popliteal  space  (Fig.  6).  If  the  knee 
joint  work-up  is  thorough  and  findings  are  negative, 
arthrotomy  is  not  indicated  at  the  time  of  the  cyst 
excision.  However,  certain  findings  upon  examination 
of  the  knee  under  anesthesia  may  indicate  the  need 
to  explore  the  joint,  and  both  the  patient  and  surgeon 
must  be  prepared  for  this  situation.  In  a child,  it  is 
almost  never  necessary  to  explore  the  knee  joint. 

Arthrotomy:  When  the  predominant  symptoms  are 
intra-articular,  the  mass  posterior  to  the  knee  is  rela- 
tively asymptomatic,  and  calf  symptoms  are  negligi- 
ble, treat  the  joint  only.  This  may  require  a relatively 
simple  procedure  (as  meniscectomy  or  excision  of 
loose  bodies)  to  remove  the  cause  of  recurrent  effu- 
sion. Extensive  joint  debridement  (meniscectomy; 
synovectomy;  excision  of  loose  bodies,  osteophytes, 
and  lesions  of  chondromalacia;  possibly  patellectomy) 
may  be  necessary  (Fig.  7).  If  the  popliteal  cyst  fails 
to  disappear  after  several  months  and  becomes  symp- 
tomatic, excise  it  then. 

Combined  Procedure:  Popliteal  cysts  frequently 
occur  in  knees  affected  by  degenerative,  post-trau- 
matic, and/or  rheumatoid  arthritis.  When  the  joint  is 
clearly  abnormal  and  the  cyst  clearly  a problem,  es- 
pecially when  there  are  calf  symptoms,  and  most  es- 
pecially when  there  have  been  one  or  more  episodes 
of  phlebitis,  do  the  combined  arthrotomy-cyst  excision 
operation. 

Clinical  Study:  Thirty-two  patients  with  35  popliteal 
lesions  (one  with  bilateral  popliteal  aneurysms;  two 
with  bilateral  Baker’s  cysts)  were  seen  during  the  five 
years  between  August  1962  and  August  1967.  The 
average  follow-up  time  is  24  months. 

There  were  19  males  and  13  females;  the  youngest 


Fig.  6.  Knee  joint 
trauma,  especially 
meniscus  injury, 
is  frequently  an 
associated  finding 
in  adult  patients 
with  Baker’s  cysts. 


Fig.  7.  Degenerative  joint  disease, 
chondromalacia  as  a cause  of  Baker’s 
cyst.  Any  knee  lesion  with  chronic  ef- 
fusion may  occasion  a synovial  cyst  in 
the  popliteal  space. 
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patient  was  2 and  the  oldest  74  years  old;  age  distri- 
bution is  shown  in  Table  1.  There  were  14  lesions  in 
the  right  knee,  and  15  in  the  left,  and  three  patients 
had  lesions  in  both  knees. 

Presenting  complaints  are  shown  in  Table  2.  In  the 
five  patients  under  age  ten  (two,  four,  six  (2),  and 
eight  years),  the  presenting  complaint  was  popliteal 
mass.  In  four  cases,  the  mass  was  excised  after  a 
period  of  observation.  The  fifth  child’s  Baker’s  cyst 
has  remained  small  and  asymptomatic  throughout 
three  years’  observation.  All  four  of  the  excised  cysts 
were  true  synovial-lined  cysts;  one  was  extensive,  all 
were  large  and  definitely  symptomatic.  Four  of  these 
children  had  no  abnormal  knee  joint  symptoms  or 
findings.  One  had  a foreign  body  (sewing  needle)  re- 
moved from  the  knee  joint  two  years  before  the  ap- 
pearance of  the  cyst.  The  needle  had  entered  the 
joint  and  caused  a low-grade  staphylococcal  pyarth- 
rosis  before  the  cause  of  his  knee  pain  was  discov- 
ered. After  arthrotomy,  removal  of  the  needle  and 
treatment  with  antibiotics  and  immobilization,  he  had 
been  perfectly  well  and  his  knee  completely  asympto- 
matic until  the  cyst  appeared  two  years  later.  This 
type  of  sequence  of  events  usually  is  associated  with 
so-called  adult-type  Baker’s  cyst;  hence  the  inaccu- 
racy of  the  terms  “adult-type”  and  “congenital” 
popliteal  synovial  cysts. 

Of  the  three  patients  who  presented  with  edema  of 
the  leg  plus  popliteal  mass  and/or  pain,  one  had  a 
history  of  mild  knee  joint  pain  previously;  two  had 
had  no  knee  joint  symptoms  whatsoever.  One  of  the 
latter  two  had  had  “phlebitis,”  but  his  record  is  not 
sufficiently  detailed  for  us  to  say  he  definitely  had 
unequivocal  thrombophlebitis. 

One  patient  was  referred  because  recurrent  bouts 
of  thrombophlebitis,  which  had  been  definitely  diag- 
nosed and  managed  by  an  internist  for  three  months 
including  treatment  with  long-term  anticoagulants,  re- 
mained refractory  to  all  treatment.  This  man,  age  39, 
had  no  knee  joint  symptoms  and  the  large  popliteal 
mass  was  found  incidentally.  He  had  calf  pain,  ten- 
derness and  swelling,  unilateral  edema,  positive  Ho- 


man’s sign,  redness  and  increased  warmth  of  the  skin 
of  the  calf  and  slight  tachycardia.  Four  and  one-half 
years  after  excision  of  the  popliteal  mass,  he  has  had 
no  further  knee  or  calf  symptoms.  The  lesion  found  in 
his  popliteal  fossa  was  a hematoma  and  a large 
thrombosed  vein  overlying  a thin-walled  cyst  con- 
nected with  the  joint  via  a defect  in  the  posterior 
capsule.  No  synovial  cells  were  seen  in  the  cyst  wall 
(Figs.  8-12). 

Of  these  32  patients  with  popliteal  lesions,  29  had 
some  symptoms  in  the  popliteal  space,  21  had  some 
knee  joint  symptoms,  10  had  some  calf  symptoms, 
9 had  calf  pain,  8 had  calf  tenderness,  9 complained 
of  calf  swelling,  9 had  unilateral  edema  at  some  time, 
5 had  positive  Homan’s  sign,  3 had  leg  erythema  and 
increased  skin  temperature,  2 had  tachycardia  and 
1 had  deep  vein  tenderness.  Nine  patients  had  a his- 
tory of  knee  trauma,  13  had  some  degree  of  degen- 
erative joint  disease,  and  7 had  significant  knee 
arthritis. 

Arthrogram  was  an  aid  to  diagnosis  in  2 patients, 
venography  in  1. 

Treatment  for  11  patients  was  excision  of  the  pop- 
liteal lesions,  1 was  treated  by  arthrotomy  alone  and 
3 required  both  arthrotomy  and  cyst  excision  at  the 
same  operation.  In  one  case,  the  cyst  recurred  after 
excision. 

In  all  of  the  four  children  operated  upon,  and  in 
three  of  the  nine  adults  from  whose  popliteal  spaces 
cysts  were  excised,  the  cysts  had  true  synovial-lined 
walls.  In  the  other  six  adults  the  cyst  was  well-formed 
in  four,  and  in  two  the  cyst  was  ruptured,  hemor- 
rhagic and  ill-defined.  In  two  of  these  six  adult  pa- 
tients, a large  clotted  vein  was  a prominent  feature  of 
the  popliteal  lesion.  One  of  these  two  patients  had 
acute,  severe  popliteal  and  calf  pain,  swelling  and 
ecchymosis  and  was  operated  upon  within  several 
days.  The  second  is  the  patient  with  recurrent  throm- 
bophlebitis (Table  3). 

The  remaining  17  patients,  who  have  not  required 
operation,  have  been  treated  by  intermittent  injection 
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Fit’s.  8-12.  This  patient  had  acute 
inflammatory  popliteal  and  calf 
symptoms.  Calf  pain  and  tenderness, 
erythema,  increased  skin  temperature 
and  faint  ecchymosis  led  to 
exploration  of  the  popliteal  space. 

A large  ruptured,  clotted  vein 
overlying  a thin-walled  cyst  was  a 
prominent  feature  of  this 
popliteal  lesion. 


Fig,  8 


Fig.  9 


Fig.  10 


Fig.  11 


Fig.  12 
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of  steroids  (into  the  joint  and/or  cyst,  depending 
upon  the  symptoms),  by  medication,  whirlpool  baths, 
elastic  supports  and  various  braces,  crutches,  cane 
and  symptomatic  measures. 

Summary:  Popliteal  compression  syndrome  is  a tenta- 
tive diagnostic  statement  (as  is  internal  derangement 
of  the  knee).  The  usual  cause  is  a solid  or  cystic 
mass  in  the  popliteal  space.  The  cystic  lesions  are  by 
far  the  most  common  cause,  and  not  all  of  these  are 
typical  Baker’s  cysts. 

Cystic  swelling  of  the  popliteal  space  may  be  con- 
genital or  one  of  several  traumatic  types  of  synovial 
cyst.  There  is  a systematic  clinical  and  laboratory  plan 
for  proper  diagnosis. 

Treatment  is  dictated  by  the  symptoms  alone.  An 
asymptomatic  non-solid  popliteal  mass  may  warrant 
nothing  further  than  confirmatory  aspiration.  If  find- 
ings in  a good  knee  joint  work-up  are  completely 
normal  and  the  symptoms  are  in  the  popliteal  space 
and  calf,  proper  treatment  is  excision  of  the  cyst. 
When  abnormal  joint  findings  predominate,  arthrot- 
omy  alone  may  be  indicated.  In  a case  with  definitely 
contributory  disease  in  the  knee  joint,  plus  certain 
calf  and/or  popliteal  symptoms,  both  cyst  excision 
and  arthrotomy  should  be  done.  The  criteria  for  such 
a decision  are  outlined. 

The  popliteal  compression  syndrome  can  cause 
calf  symptoms  similar  to  thrombophlebitis,  and  on 
occasion  can  lead  to  definite  venous  thrombosis. 

A group  of  32  current  cases  is  presented,  demon- 
strating a variety  of  symptomatic  space-occupying 
popliteal  lesions,  with  symptoms  from  mass  alone  to 
recurrent  thrombophlebitis.  Treatment,  based  on  type 
of  symptoms,  varies  in  this  group  from  observation  to 
the  combined  arthrotomy — cyst  excision  procedure. 
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There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to : 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


Let’s 


be  specific  about  Campbell’s  Soups . . . 

2iX\^  AMi&imw 


TUESDAY 


MONDAY 


SUNDAY 


WEDNESDAY 


FRIDAY 


THURSDAY 


SATURDAY 


Ov\Aen-21 

Each  tablet  contains  ethynocliol  cliacetatc  1 mg.,  mestranol  0. 1 mg. 

works  the  way  a 
woman  thinks 

by  weekdays...not  "cycle  days” 


Whether  it  be  “shopping  day,”  "bridge  day” 
or  “housecleaning  day,”  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  “cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week. ..  because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

7he  same  Ovuten  in  ihe  same  low  dosage . . . 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  Ovulen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  Three  Weeks  On — One  Week  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication — For  oral  contraception. 

Contraindications  — Thrombophlebitis  or  a history  of  thrombophlebitis 
or  pulmonary  embolism,  liver  dysfunction  or  disease,  known  or  suspected 
carcinoma  of  the  breasts  or  genital  organs  and  undiagnosed  vaginal  bleeding. 

Warnings  — Discontinue  medication  pending  examination  if  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or 
migraine  occurs.  Discontinue  if  papilledema  or  retinal  vascular  lesions 
occur.  Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  established, 
rule  out  pregnancy  before  a patient  who  has  missed  two  consecutive 
menstrual  periods  continues  the  tablets.  Consider  the  possibility  of 
pregnancy  at  the  first  missed  withdrawal  flow  if  the  recommended  schedule 
has  not  been  followed.  The  active  ingredients  in  oral  contraceptives  have 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  significance 
of  this  to  the  infant  has  not  been  determined. 

Precautions  — The  pretreatment  physical  examination  should  specifically 
include  the  breasts,  pelvic  organs  and  a Papanicolaou  smear.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  Ovulen.  Such  tests 
should  be  repeated  two  months  after  stopping  the  medication  if  their  results 
were  abnormal  in  a woman  taking  Ovulen.  Pre-existing  fibroids  may 
enlarge  under  the  influence  of  progestin-estrogen  preparations.  Patients 
with  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  which 
conditions  might  be  influenced,  require  careful  observation  because  Ovulen 
may  cause  some  degree  of  fluid  retention, 

Ovulen  should  be  used  with  caution  in  patients  with  a history  of 
cerebrovascular  accident.  Nonfunctional  causes  should  be  considered  if 
breakthrough  bleeding  occurs.  Adequate  diagnostic  measures  are  indicated 
in  women  with  undiagnosed  vaginal  bleeding.  Carefully  observe  patients 
with  a history  of  psychic  depression  and  discontinue  the  medication  if 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  prolonged 
Ovulen  use  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  Carefully  observe  diabetic  patients  during  Ovulen  use 
since  a decrease  in  glucose  tolerance  has  occurred  in  a few  such  patients. 
Physicians  should  be  alert  to  the  earliest  manifestations  of  thrombophlebitis 
and  pulmonary  embolism  since  such  conditions  occasionally  occur  in 
patients  taking  oral  contraceptives.  Use  Ovulen  judiciously  in  young 


patients  in  whom  bone  growth  is  not  complete  because  of  the  effects  of 
estrogens  on  epiphyseal  closure.  Age  is  no  absolute  limiting  factor,  although 
Ovulen  use  may  mask  the  onset  of  the  climacteric.  Pathologists  should  be 
informed  of  Ovulen  use  when  relevant  specimens  are  submitted. 

Side  effects  — The  following  adverse  reactions  have  been  observed  in 
varying  incidence  in  patients  taking  oral  contraceptives:  nausea,  vomiting, 
gastrointestinal  symptoms  (such  as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  enlargement, 
secretion),  change  in  weight  (increase  or  decrease),  changes  in  cervical 
erosions  and  secretions,  suppression  of  lactation  when  used  immediately  post 
partum,  cholestatic  jaundice,  migraine,  allergic  rash,  rise  in  blood  pressure 
in  susceptible  individuals  and  mental  depression. 

Although  the  following  side  effects  have  been  reported  in  users  of  oral 
contraceptives  no  cause  and  effect  relationship  has  been  established: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme  and  nodosum,  hemorrhagic  eruption  and  itching.  Thrombo- 
phlebitis, pulmonary  embolism  and  neuro-ocular  lesions  have  occurred  in 
users  of  oral  contraceptives,  although  a cause  and  effect  relationship  has 
been  neither  established  nor  disproved. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives: 
Bromsulphalein®  and  other  hepatic  function  tests— increased;  coagulation 
tests,  including  prothrombin.  Factors  Vll,  VllI,  IX  and  X — increased; 
thyroid  function  — increase  in  protein-bound  iodine  and  butanol  extractable 
protein-bound  iodine,  and  a decrease  in  T^  values;  metyrapone  test  and 
pregnanediol  determinations. 

Dosage  and  administration  — One  tablet  of  Ovulen-21  daily  for  21 
consecutive  days,  beginning  five  days  after  the  onset  of  a menstrual  flow 
(the  first  day  of  menstruation  is  counted  as  day  1),  then  discontinued  for 
one  week.  If  Ovulen  is  started  later  than  day  5 after  menses  begins  another 
method  of  protection  is  used  until  the  first  seven  tablets  have  been  taken. 
Subsequent  21-day  courses  are  begun  on  the  eighth  day  after  the  last  tablet 
was  taken  in  the  preceding  cycle.  This  three  weeks  on  — one  week  off 
schedule  is  continued  whether  or  not  withdrawal  flow  has  begun,  flow  has 
ceased  or  spotting  or  breakthrough  bleeding  has  been  experienced. 

If  one  tablet  is  missed  it  is  to  be  taken  as  soon  as  it  is  remembered  and 
the  next  tablet  at  the  usual  time.  If  two  consecutive  tablets  are  missed  the 
dosage  is  doubled  for  the  next  two  days,  then  the  regular  schedule  is 
resumed.  If  three  consecutive  tablets  are  missed  a new  tablet  cycle  is  started 
on  the  eighth  day  after  the  last  tablet  was  taken.  For  the  best  protection 
in  the  latter  two  instances  instruct  the  patient  to  use  another  method  of 
contraception  until  the  next  seven  consecutive  tablets  have  been  taken. 
The  possibility  of  ovulation  increases  with  each  successive  tablet  missed. 

Postpartum  administration' — Non-nursing  mothers  may  begin  Ovulen 
immediately  after  delivery  and  nursing  mothers  after  lactation  is  well 
established. 

Before  prescribitt0  see  Detailed  Product  Jtijormation. 
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Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewi  reason 
for  prescribing  Mellaril 

^ (Thioridazine  HCl) 


e£Fectiveness  in 
mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System — 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System — 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other — A single  case  described  as 
parotid  swelling. 

MellariF 

(Thioridazine  HCl) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-169 


€liiiic*iipatliol<»gie  Coiiferenee 


Michael  B.  Paine,  M.D.;  Gordon  E.  Kibler,  M.D.;  Hugh  H.  Hanson,  M.D.;  John  R.  Thomas,  M.D. 


A 77-year-old  man  died  of  apparent  con- 
gestive heart  failure,  but  his  history  gave 
few  clues  to  the  etiology.  His  heart  size 
was  considered  normal  for  his  age,  and 
he  never  complained  of  pain.  No  heart 
murmurs  were  detected,  but  there  was 
calcific  stenosis  of  the  aortic  valve. 

CLINICAL  PROTOCOL:  Dr.  W.  H.  Nelms:  The  patient  is 
an  elderly  white  man,  admitted  to  Hermann  Hospital 
for  the  first  time  in  January  1963  at  the  age  of  72. 
At  that  time,  osteoarthritis  was  causing  compression 
of  spinal  nerve  roots  which  resulted  in  sciatic  pain. 
Blood  pressures  of  180  to  190/100  mm.  of  mercury 
were  recorded:  an  electrocardiogram  (ECG)  disclosed 
left  axis  deviation  and  left  ventricular  hypertrophy. 
He  had  diverticulosis  and  a hiatus  hernia  as  well. 
He  was  dismissed  after  a brief  stay  and  was  well  for 
13  months. 

He  was  admitted  again  Feb.  13,  1964,  after  an  epi- 
sode of  acute  dyspnea  with  audible  wheezing,  which 
occurred  about  4:30  a.m.,  after  he  got  up  to  go  to 
the  bathroom.  He  felt  very  ill,  but  his  discomfort  les- 
sened spontaneously  and  within  an  hour  the  patient 
was  feeling  better  though  he  was  still  weak.  Later  on 
in  the  morning  he  was  able  to  walk  into  the  hospital 
apparently  without  undue  distress.  He  had  few  com- 
plaints at  the  time  of  hospitalization.  His  blood  pres- 
sure was  moderately  elevated  (160/100)  and  his  pulse 
was  rapid  (110  per  minute).  There  was  a questionable 
gallop  rhythm  heard.  He  was  treated  with  mercurial 
diuretics,  rest,  and  salt  restriction.  The  next  day,  his 
blood  pressure  was  150/90  and  his  pulse  had  slowed 
to  84  per  minute.  A few  rales  were  heard,  but  the 
chest  roentgenogram  was  essentially  normal  and 
there  was  neither  evidence  of  cardiac  failure  nor  car- 
diac enlargement.  An  ECG  again  showed  left  axis  devi- 
ation with  left  ventricular  hypertrophy  and  strain. 
There  was  apparently  less  T wave  inversion  than  on 
the  preceding  ECG  in  January  1963.  There  were  no 
significant  progressive  serial  changes  at  this  time. 

Laboratory  investigation  disclosed  a trace  of  albu- 
min in  the  urine,  a sedimentation  rate  of  19  mm.  per 
hour,  and  essentially  normal  white  blood  cell  count 
(WBC).  The  blood  pressure  during  this  hospitalization 
was  nearly  normotensive.  Enduron,  5 mg.  daily,  was 
started  on  Feb.  15,  and  the  patient  was  discharged 


after  four  hospital  days.  He  was  well  for  about  44 
months  when  again  he  became  ill  suddenly.  He  was 
admitted  from  the  Emergency  Room,  early  on  the 
morning  of  Nov.  6,  1967,  with  signs  and  symptoms 
of  acute  pulmonary  edema.  Dyspnea  had  developed 
suddenly  about  8 p.m.  the  day  before  admission.  He 
had  had  a quiet  day  without  unusual  exertion.  He  had 
been  well  since  his  last  hospitalization.  Examination 
at  three-month  intervals  had  disclosed  a few  rales  in 
the  chest  but  there  were  no  complaints  of  dyspnea 
or  other  cardiac  symptoms.  The  patient  now  was  77. 
He  had  been  employed  up  to  the  age  of  75.  In  the 
Emergency  Room  his  blood  pressure  was  170/100 
mm.  of  mercury  and  his  pulse  was  104.  He  was  treat- 
ed in  a conventional  manner  with  Aminophyllin,  mor- 
phine and  mercurials  and  responded  symptomatically, 
but  his  blood  pressure  dropped  to  80/50.  On  the  first 
day  of  this  hospital  admission  he  required  several  in- 
jections of  Aramine,  but  by  Nov.  7 the  systolic  blood 
pressures  were  generally  in  the  range  of  100  to  110, 
and  Aramine  was  no  longer  required.  A gallop  rhythm 
apparently  persisted  through  Nov.  9,  and  the  heart 
rate  continued  to  be  rapid.  Rales  continued  to  be 
heard  in  the  bases;  slight  exertion  precipitated  dysp- 
nea. His  condition  apparently  was  considered  “pre- 
carious” until  about  Nov.  16  when  he  began  to 
improve. 

An  ECG  on  Nov.  6 showed  paroxysmal  atrial  tachy- 
cardia with  2:1  block  and  ventricular  rate  of  150,  but 
from  Nov.  6 to  Nov.  20  there  was  a sinus  rhythm, 
right  bundle  branch  block,  occasional  premature  ven- 
tricular contractions,  left  ventricular  hypertrophy  and 
“strain.” 

The  sedimentation  rate  was  31  mm. /hour  (Wint- 
robe).  The  hemoglobin  started  at  16.4  gm./lOO  cc. 
with  a gradual  decrease  to  13.5  gm./lOO  cc.  on 
Nov.  16.  The  hematocrit  value  decreased  in  a corre- 
sponding fashion  but  there  was  no  record  of  active 
bleeding  during  the  hospitalization  and  no  other  ab- 
normal findings.  The  blood  urea  nitrogen  (BUN) 
was  elevated  on  Nov.  16  but  later  decreased  to 
19  mg. /1 00  cc.  The  electrolytes  were  somewhat  low 
on  Nov.  16,  with  sodium,  120  mEq. /liter,  and  chlo- 
ride, 75  mEq. /liter.  The  potassium  level  was  normal 
(5  mEq. /liter),  and  carbon  dioxide  content  was  34.5 
mEq. /liter.  The  urine  contained  sugar  (1+)  and  albu- 
min (2  + ). 

Radiologic  studies  demonstrated  a moderate  pleu- 
ral effusion  in  the  left  base;  also  there  was  a minimal 
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parenchymal  infiltration  of  the  right  upper  lobe.  The 
cardiothoracic  ratio  was  14.5:28.5  with  slight  left  ven- 
tricular prominence.  Atheromatous  changes  in  the 
aortic  arch  were  noted  and  a slight  increase  in  the 
pulmonary  pattern  suggested  congestive  failure.  The 
patient  was  hospitalized  for  19  days,  and  was  dis- 
charged on  Nov.  25. 

The  patient  was  almost  totally  incapacitated  after 
his  third  hospitalization,  suffering  from  dyspnea  with 
mild  exertion  and  frequent  episodes  of  nocturnal  par- 
oxysmal dyspnea.  He  was  admitted  again  on  Feb.  5, 
1968,  at  12:30  a.m.  with  dyspnea  and  cyanosis  which 
began  with  coughing  the  preceding  evening.  He  had 
no  chest  pain.  The  pulse  was  rapid  at  130  per  minute 
and  regular.  The  blood  pressure  was  140/80  mm.  of 
mercury  in  the  Emergency  Room,  but  again  it  dropped 
shortly  after  admission,  this  time  to  90/50.  The  liver 
was  not  palpable  and  there  was  no  peripheral  edema. 
The  patient  was  treated  again  with  digitalis,  diuretics, 
sedatives,  theophylline  preparations,  morphine  sul- 
fate, and  cephalothin.  For  the  next  several  days  he 
gradually  seemed  to  improve.  However,  he  continued 
to  have  rales  in  the  lower  half  of  the  lungs  and  to 
have  frequent  attacks  of  mild  dyspnea. 

An  ECG  on  Feb.  5 showed  sinus  tachycardia  with 
occasional  ectopic  supraventricular  contractions  and 
right  bundle  branch  block.  S-T  depression  was 
thought  to  be  more  severe  than  on  previous  tracings. 
On  Feb.  6 the  electrocardiogram  showed  sinus  rhythm 
and  right  bundle  branch  block  with  less  marked  S-T 
depression,  but  by  Feb.  15  the  sinus  tachycardia  and 
S-T  depression  had  again  increased  and  the  block  was 
still  present.  At  this  time  the  patient  had  experienced 
another  episode  of  acute  pulmonary  edema.  Although 
he  responded  reasonably  well  to  treatment  at  that 
time,  his  prognosis  was  considered  poor.  Hypoten- 
sion developed  and  an  intravenous  infusion  of  Le- 
vophed  was  begun.  Gallop  rhythm  was  present  inter- 
mittently, and  the  heart  rate  ranged  at  about  120  per 
minute  with  a regular  rhythym. 

Roentgenograms  on  Feb.  13  had  revealed  pleural 
thickening  at  the  costophrenic  angles  with  possibly 
some  fluid  in  the  left  pleural  cavity.  The  cardiotho- 
racic ratio  was  approximately  14.5:27.2.  Pulmonary 
fibrosis  with  probable  emphysema  was  present.  The 
right  and  left  pulmonary  arteries  were  possibly  en- 
larged. There  was  calcification  in  the  aortic  valve  and 
arch  with  uncoiling  of  the  aorta.  The  bones  were  gen- 
erally demineralized.  There  was  a questionable  infil- 


tration at  the  left  base  posteriorly  which  could  have 
represented  pneumonitis. 

Laboratory  values  included  an  uncorrected  sedi- 
mentation rate  of  42  mm. /hour  (Wintrobe),  and  again 
albuminuria  (1  + ).  Peripheral  blood  WBC’s  were  ele- 
vated to  21,800  with  90  percent  segmented  neutro- 
phils, and  again  the  BUN  was  up  to  32  mg./lOO  cc. 
Serum  glutamic  oxaloacetic  transaminase  was  19 
units.  The  electrolyte  values  were  sodium  125,  potas- 
sium 4.4  and  chlorides  75  mEq. /liter. 

Early  on  the  morning  of  Feb.  16,  the  blood  pressure 
was  not  obtainable,  and  the  heart  rate  was  still  rapid 
at  120  per  minute  with  distant  heart  tones  and  regu- 
lar rhythm.  The  patient  had  moderate  dyspnea.  A 
few  rales  were  heard  in  the  lateral  aspects  of  the 
lungs.  There  was  no  wheezing.  Throughout  the  day 
the  blood  pressure  continued  to  be  unobtainable  de- 
spite antihypotensive  therapy.  The  patient  became 
less  responsive;  dyspnea  increased  somewhat;  the 
heart  tones  became  very  difficult  to  hear;  and  termi- 
nally the  patient’s  temperature  rose  to  105  F.  He 
died  at  10  p.m.  on  Feb.  16. 

Discussion:  Dr.  Michael  B.  Raine:  In  summary,  the 
patient  is  a 77-year-old  man  who  died  of  apparent 
congestive  heart  failure,  and  who  at  the  age  of  72 
had  electrocardiographic  evidence  of  heart  disease. 
He  first  had  had  congestive  heart  failure  at  the  age  of 
73,  and  was  then  well  for  several  years.  Congestive 
heart  failure  recurred  at  the  age  of  77,  and  over  the 
next  three  or  four  months  the  patient  had  progressive 
heart  failure  until  death.  That  really  makes  the  diag- 
nosis come  down  to  progressive  heart  failure  in  a 
77-year-old  man. 

As  for  clues  to  the  etiology  of  his  heart  failure, 
the  physical  examination  described  in  the  protocol 
doesn’t  help  much.  He  was  hypertensive  when  seen 
initially,  with  blood  pressures  of  190/100  and 
180/100  mm.  of  mercury  (presumably  these  were 
from  both  arms).  This  blood  pressure  is  not  unrea- 
sonable for  a 73-year-old  man,  really,  and  might  be 
what  you  would  expect  on  an  arteriosclerotic  basis, 
at  his  age.  The  protocol  doesn’t  mention  leg  pulses 
and  leg  pressures;  presumably  these  were  alright  to 
exclude  a coarctation.  It  doesn’t  mention  the  quality 
of  his  carotid  pulse;  it  would  be  helpful  to  know  if  he 
had  a slow-rising  anacrotic  pulse  to  suggest  aortic 
stenosis.  His  physical  findings  on  each  admission 
were  consistent  with  congestive  failure,  with  rales  in 
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his  lung  bases.  His  venous  pressure  was  not  men- 
tioned in  the  protocol  and  his  liver  size  apparently  was 
never  remarkable,  nor  did  he  have  edema.  His  heart 
size  was  apparently  normal,  at  least  on  his  earlier 
admission,  and  he  had  a normal  sinus  rhythm,  and 
had  no  murmurs.  There  was  mention  of  a gallop  or 
questionable  gallop  on  several  occasions.  The  timing 
of  this  would  be  helpful  to  know,  I think,  whether  this 
was  an  atrial  gallop  or  a ventricular  gallop.  Those 
two  things  do  not  make  so  much  difference,  but  we 
should  be  sure  that  it  was  really  a gallop,  and  was 
not  being  confused  with  an  ejection  sound  or  perhaps 
a split  first  sound,  as  an  atrial  gallop  often  is,  where- 
as a ventricular  gallop  is  less  often  confused  with 
something  else.  Also,  the  splitting  of  the  second 
sound  is  not  described:  it  would  be  helpful  to  know  if 
he  had  paradoxical  splitting,  as  might  be  expected 
with  aortic  stenosis,  or  whether  he  had  a normal  split. 
But,  at  any  rate,  we  are  not  responsible  for  the  phy- 
sical examination  and  do  not  have  to  account  for 
these  things. 

May  we  see  his  chest  x-rays  now? 

Radiological  Findings:  Dr.  Gordon  E.  Kibler:  The 
radiological  record  of  this  patient  can  be  divided  into 
two  periods.  In  1963  (five  years  ago)  he  had  an  upper 
gastrointestinal  series,  barium  enema,  and  an  intra- 
venous pyelogram.  Except  for  extensive  diverticulosis 
of  the  sigmoid  colon,  everything  was  within  normal 
limits.  The  chest  roentgenograms  (1963)  were  fairly 
normal  for  a patient  of  this  age:  some  tortuosity  in 
the  aorta,  and  the  lungs  are  clear  (Fig.  1).  Roentgeno- 
grams made  in  November,  1967,  show  some  increase 
in  the  transverse  cardiac  diameter,  suggestive  of  ei- 
ther hypertrophy  or  dilatation  of  the  cardiac  muscle. 
In  addition,  there  is  blunting  of  the  angles  on  both 
sides,  but  more  on  the  left,  suggesting  accumulation 
of  pleural  fluid.  This  corresponds  fairly  well  with  his 
clinical  condition  at  that  time.  There  is  some  evidence 
of  pulmonary  vascular  congestion,  but  it  is  not  severe 
and  therefore  is  difficult  to  establish.  We  suggest  it 
to  help  you  in  correlating  your  laboratory  studies  and 
your  clinical  evaluation  of  the  patient.  It  is  suggestive 
of  increased  resistence  in  the  pulmonary  circuit.  It 
certainly  goes  along  with  cardiac  decompensation, 
but  for  whatever  cause  I cannot  state.  Three  months 
later,  at  the  time  of  his  last  hospital  admission  Feb. 
13,  1968,  roentgenograms  of  the  chest  were  made  fol- 


lowing treatment  with  digitalis  and  diuretics  (Fig.  2). 
There  was  a slight  degree  of  rotation.  The  heart  seems 
a little  bit  smaller.  There  is  some  residual  pulmonary 
vascular  congestion  and  some  pleural  thickening  here 
suggesting  again  that  he  probably  was  still  in  border- 
line decompensation. 

Dr.  Raine:  The  protocol  described  aortic  valve  cal- 
cification Feb.  13.  I think  it  is  apparent  on  the  lateral 
view. 

Dr.  Kibler:  I suppose  this  is  it:  I am  not  sure  I 
described  it.  At  any  rate  this  is  what  the  radiologist 
referred  to.  I cannot  really  invoke  any  other  odd  or 
interesting  diagnosis  from  a radiological  point  of  view 
except  in  so  far  as  his  cardiac  problem  is  concerned, 
and  the  secondary  effects  from  cardiac  decompen- 
sation. 

Dr.  K.  R.  Bingman:  What  do  you  think  about  the 
heart  size  in  comparison  to  other  signs  of  decom- 
pensation? 

Dr.  Kibler:  You  mean  in  respect  to  the  change  from 
here  to  here? 

Dr.  Bingman:  No,  I mean  the  fact  he  doesn’t  have 
a very  big  heart  all  the  way  through. 

Dr.  Kibler:  Are  you  suggesting  that  he  has  aortic 
stenosis? 

Dr.  Bingman:  I was  wondering  what  you  think  of  it, 
radiographically. 

Dr.  Kibler:  Every  day  I see  10  to  12  chest  films  of 
elderly  people,  and  they  are  just  about  like  this  in  size. 

Dr.  Raine:  The  calcification  in  the  aortic  valve 
seems  to  be  the  only  abnormal  finding.  The  heart  size 
is  not  unusual  and  there  is  no  suggestion  of  malig- 
nancy in  the  chest,  no  real  suggestion  of  pulmonary 
emboli  and  nothing  to  suggest  coarctation. 

Dr.  George  Schultze:  How  do  you  explain  the  failure 
with  this  relatively  small  heart? 

Dr.  Raine:  I would  like  to  save  that  for  later.  Of 
course,  it  is  not  uncommon  to  see  congestive  failure 
when  the  size  of  the  heart  is  relatively  normal. 

The  initial  ECGs  are  abnormal  and  show  a left  axis 
deviation  of  about  — 30°,  some  S-T  changes,  and  are 
suggestive  of  left  ventricular  hypertrophy.  Later  ECGs 
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Fig.  1.  Roentgenograms  of  the  chest  made  in  February,  1964,  are  essen- 
tially normal  for  an  elderly  man;  there  is  some  tortuosity  of  the  aorta  and 
clear  lung  fields. 


Fig.  2.  Three  days  before  the  patient  died,  and  after  treatment  for  conges- 
tive failure,  chest  roentgenograms  show  some  residual  congestion  and 
pleural  thickening. 
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Fig.  3.  ECG  on  Feb.  6, 
1968,  shows  normal 
sinus  rhythm,  left  axis 
deviation,  and  right 
bundle  branch  block. 


show  more  of  the  same  changes,  and  later  on  the 
patient  developed  right  bundle  branch  block,  and  in 
November,  1967,  his  tracing  was  read  as  showing 
paroxysmal  atrial  tachycardia  with  2:1  block  and  a 
ventricular  rate  of  150.  As  described  in  the  protocol, 
there  is  something  wrong  with  that  interpretation.  In 
paroxysmal  atrial  tachycardia  with  block,  the  atrial 
rate  is  invariably  250  or  less,  so  if  the  patient  has 
paroxysmal  atrial  tachycardia,  he  can’t  have  a 2:1 
block  and  a ventricular  rate  of  150.  I think  the  diag- 
nosis of  paroxysmal  atrial  tachycardia  with  block  is 
an  important  diagnosis  on  the  ECG  and  should  not 
be  made  unless  it  can  be  made  with  fair  certainty.  As 
most  of  you  know,  80  percent  of  paroxysmal  atrial 
tachycardia  with  block  occurs  with  digitalis  intoxica- 
tion. In  addition,  this  arrhythmia  carries  a high  mor- 
tality rate  (approximately  50  percent)  so  that  the 
ECG  diagnosis  is  important  but,  I think,  mistaken  in 
this  instance.  The  patient’s  later  ECGs  continued  to 
show  a right  bundle  branch  block,  and  I think  they 
are  suggestive  of  a diaphragmatic  scar  on  the  last 
tracing  (Fig.  3). 

Results  of  the  laboratory  work  are  not  significant, 
except  that  the  WBC  was  elevated  in  a couple  of  in- 
stances, possibly  because  of  secondary  bronchitis  and 
infection  superimposed  on  cardiac  failure  and  pos- 


sibly because  of  myocardial  injury.  The  only  other 
abnormal  laboratory  finding  is  the  low  sodium  level, 
presumably  secondary  to  therapy.  Low  sodium  and 
high  potassium  levels  (again  presumably  due  to  re- 
placement therapy  and  diuretics)  occasionally  bring 
up  the  question  of  Addison’s  disease  or  adrenal  fail- 
ure which,  of  course,  is  not  a consideration  in  pa- 
tients with  congestive  heart  failure.  The  two  just  don’t 
go  together.  I think  maybe  one  or  two  cases  of  con- 
gestive heart  failure  in  Addison’s  disease  have  oc- 
curred, but  this  is  extremely  rare  and  the  two  need 
not  be  considered  together. 

Concerning  the  etiology  of  this  man’s  heart  failure, 
there  are  several  possibilities: 

Ischemic  Heart  Disease:  In  this  age  group,  ische- 
mic heart  disease  is,  statistically,  the  most  likely  diag- 
nosis. The  patient’s  clinical  course  was  consistent 
with  ischemic  heart  disease  except  for  the  total  ab- 
sence of  pain.  However,  at  the  Joslin  Clinic,  among 
diabetic  patients  who  had  infarctions,  some  25  per- 
cent were  painless.  This  series  included  all  age  groups, 
but  in  the  elderly  patients  the  incidence  of  painless 
ischemic  disease  is  higher.  The  British  Heart  Journal 
recently  published  a review  of  387  patients  over  age 
65  who  had  myocardial  infarctions.  The  presenting 
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symptoms  were  surprising:  the  incidence  of  pain  was 
even  lower  than  we  might  expect.  Of  these  387  pa- 
tients, some  75  had  the  classical  pain  and  picture  of 
myocardial  infarction,  and  another  31  died  suddenly; 
thus  approximately  one-fourth  of  these  patients  pre- 
sented with  the  expected  manifestations  of  acute 
myocardial  infarction.  Among  the  remaining  patients, 
presenting  symptoms  included:  some  dyspnea  or  an 
increase  in  the  congestive  failure  with  no  pain,  77; 
only  confusion,  51;  syncope,  27;  cerebral  vascular 
accidents,  presumably  due  to  either  hypertension  or 
to  cerebral  embolus,  26;  light-headedness  or  vertigo, 
22;  peripheral  artery  obstruction  due  either  to  throm- 
bosis secondary  to  hypotension  (most  of  these  were 
diabetics)  or  to  peripheral  embolus,  19;  acute  renal 
failure,  11;  only  vomiting,  10;  and  weakness,  10. 
None  of  these  had  pain;  thus,  the  absence  of  pain  is 
not  uncommon  and  certainly  does  not  exclude  ische- 
mic disease  in  elderly  patients. i 

Valvular  Disease:  No  murmurs  were  described.  If 
this  is  valvular  disease,  it  is  silent,  and  again,  that  is 
not  too  uncommon.  Cases  of  mitral  insufficiency  pre- 
senting as  severe  disease  (congestive  failure)  with  no 
murmurs  have  been  reported — you  always  wonder 
who  has  been  listening  to  them,  but  these  have  been 
presented  by  reliable  cardiologists.  Likoff  reported  a 
small  series  of  cases  of  severe  mitral  insufficiency 
with  no  murmurs.  All  of  his  patients  had  enlargement 
of  the  left  atrium.  Our  patient  did  not,  so  I think  we 
can  exclude  that.  Aortic  insufficiency  has  also  been 
described  often  as  a silent  lesion.  This  is  generally 
in  the  presence  of  other  valvular  disease,  however, 
and  I think  the  aortic  insufficiency  murmur  is  there 
but  just  not  heard.  Aortic  stenosis  can  occur  as  a 
silent  lesion,  and  it  is  not  unusual  for  an  aortic  ste- 
nosis murmur  to  cease  when  heart  failure  ensues.  Our 
patient  had  a four-year  course  with  no  detectable 
murmur,  and  apparently  he  had  never  had  a heart 
murmur.  Nevertheless,  I think  calcific  aortic  stenosis 
is  a possibility.  Aortic  stenosis  certainly  is  suggested 
by  the  roentgenogram,  and  the  etiology  may  be  rheu- 
matic or  it  may  be  purely  sclerotic.  Whether  these 
calcific  aortic  valves  in  elderly  patients  are  rheumatic 
or  sclerotic  in  etiology  is  debated  by  pathologists.  I 


think  the  heart  valves  do  develop  some  fibrotic  chang- 
es and  some  atheromatous  changes  with  age.  These 
changes  usually  occur  during  middle  age  and  do  not 
progress  a great  deal  from  that  point  ordinarily;  they 
usually  occur  on  the  left  side,  so  that  they  have  some- 
thing to  do  with  wear  and  tear  on  the  valve.  Whether 
calcification  can  develop  from  these  changes  rather 
than  from  inflammatory  disease  I think  is  debatable. 
There  is  also  the  consideration  of  bicuspid  aortic  valve 
which  is  a congenital  lesion  which  not  infrequently 
becomes  calcified.  As  a general  rule,  biscuspid  valves 
do  not  cause  significant  hemodynamic  abnormalities 
unless  something  else  happens  to  them,  such  as  pro- 
lapse of  a cusp  or  calcification.  And,  when  bicuspid 
aortic  valves  are  a consideration,  so  is  the  associated 
aortic  coarctation.  Again,  there  is  no  indication  of 
coarctation  in  this  patient.  He  did  have  mild  hyper- 
tension, which  does  not  exclude  aortic  stenosis,  either. 
Some  10  to  20  percent  of  the  patients  with  aortic 
stenosis  are  hypertensive. 

Primary  Myocardial  Disease:  Probably  the  biggest 
category  here  is  the  idiopathic  primary  myocardial 
disease  which  generally  occurs  in  younger  persons. 

It  may  present  in  any  number  of  ways;  the  clinical 
symptoms  may  be  of  the  congestive  or  obstructive 
type,  or  of  the  constrictive  type  similar  to  constrictive 
pericarditis.  This  man’s  clinical  picture  does  not  sug- 
gest the  usual  myopathy.  Generally,  the  heart  size  is 
considerably  larger  and  murmurs,  either  ejection  mur- 
murs or  mitral  insufficiency  murmurs  secondary  to 
the  dilatation,  are  a usual  finding.  I would  discount 
idiopathic  primary  myocardial  disease  in  this  elderly 
man,  although  it  can  occur  at  any  age. 

Other  classifications  of  primary  myocardial  disease 
are  in  the  metabolic  category;  thyroid  disease,  hemo- 
chromatosis, and  glycogen  storage  disease.  None  of 
these  seems  to  apply  to  this  patient. 

Other  myopathies  are  associated  with  neuromus- 
cular diseases  such  as  muscular  dystrophy,  Fried- 
reich s ataxia,  some  other  like  Charcot-Marie-Tooth 
atrophy,  and  dystrophia  myotonica.  Again,  I think  we 
can  exclude  these  etiologic  possibilities  because  there 
was  no  primary  disease  in  this  patient. 

Endocardial  fibroelastosis  is  primarily  a disease  of 
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infants.  It  does  occur  in  adults,  but  is  so  rare  in  older 
persons  that  I think  we  can  discard  this  diagnosis. 

Toxic  myopathies  might  be  worth  considering.  They 
most  commonly  are  due  to  alcohol.  Most  people  agree 
that  alcoholic  myopathy  does  exist.  Of  course,  every- 
one has  known  for  years  about  nutritional  myopathy, 
beri  beri,  secondary  to  alcoholism  and  poor  dietary 
intake,  but  I think  most  people  agree  now  that  in 
some  patients  there  is  a direct  toxic  effect  by  alcohol 
on  the  myocardium.  There  is  no  history  of  alcoholism 
in  this  patient,  and  he  is  a little  old  for  such.  These 
patients  usually  have  a larger  heart  and  frequently 
have  atrial  fibrillation.  Regarding  alcoholic  myopa- 
thies, the  beer  drinker's  myopathy  is  different  from 
alcoholic  myopathy  and  has  occurred  only  in  some 
three  or  four  cities.  Some  people  who  drank  large 
amounts  of  beer  had  severe  congestive  heart  failure. 
This  happened  apparently  because  cobalt  was  added 
to  the  beer  to  keep  the  soap  suds  in  the  beer  mugs 
from  taking  the  head  off  the  beer.  The  amount  of 
cobalt  added  is  not  large,  apparently  the  combination 
of  cobalt  and  alcohol  affects  some  patients.  But  that 
is  not  likely  in  this  patient.  As  for  the  myopathies 
that  might  occur  in  a man  his  age,  one  would  be  that 
secondary  to  cancer,  carcinomatous  involvement  of 
the  myocardium,  but  there  is  no  suggestion  of  cancer 
in  this  patient.  Most  myocardial  cancers  are  second- 
ary to  bronchogenic  carcinomas;  the  gastrointestinal 
carcinomas  rarely  metastasize  to  the  myocardium.  An- 
other infiltrative  myopathy  that  can  occur,  particularly 
in  the  older  patient,  is  amyloid  heart  disease,  and  this 
almost  always  has  its  onset  after  50  years  of  age  ex- 
cept in  the  familial  types  of  amyloid  disease.  This  is 
a disease  of  older  patients.  They  generally  show  pro- 
gressive heart  failure  and  there  is  an  increased  in- 
stance of  arrhythmia  and  increased  digitalis  sensiti- 
vity. In  these  patients  with  amyloid  heart  disease, 
amyloidosis  of  other  tissues  is  uncommon.  Other  or- 
gan involvement  has  a less  than  10  percent  incidence 
in  patients  with  amyloid  heart  disease,  except  in  the 
lungs  and  in  the  major  blood  vessels  where  it  has  a 
20  to  30  percent  incidence.  Amyloid  heart  disease 
has  a characteristic  ECG,  certainly  not  specific,  but 
most  patients  with  amyloid  heart  disease  do  show 
left  axis  deviation,  low  voltages  and  nonspecific  S-T 


changes.  Bundle  branch  block,  incidentally,  is  a rare 
finding  in  amyloid  heart  disease. 

Everything  considered,  I think  the  most  likely  diag- 
nosis in  this  patient  is  that  he  had  painless  ischemic 
heart  disease.  He  did  have  calcification  in  his  aortic 
valve  and  probably  had  aortic  stenosis,  even  though 
he  had  no  murmur.  I would  think  that  the  aortic  ste- 
nosis was  not  severe  and  that  a combination  of  aortic 
stenosis  plus  ischemic  heart  disease  accounted  for 
his  failure.  I would  suspect  that  he  had  recurrent  myo- 
cardial infarctions.  He  may  have  had  pulmonary  em- 
boli along  with  this,  as  any  patient  with  congestive 
failure  may,  to  account  for  his  pleural  effusions.  Par- 
ticularly, bilateral  effusion  suggests  this  possibility  al- 
though it  may  be  due  to  failure. 

Dr.  Bingman:  Does  anyone  want  to  add  anything 
before  we  go  to  the  pathologic  discussion? 

Dr.  Hanson:  I think  Dr.  Raine  has  covered  the 
waterfront  admirably.  I think  it  was  ischemic  heart 
disease.  Of  course,  in  this  age  group  amyloidosis  also 
has  some  evidence  of  ischemic  heart  disease  whether 
or  not  it  is  seen  by  itself.  The  myopathies,  the  vast 
varieties  of  myocarditis,  diffuse  collagenous  disease, 
and  so  forth,  give  concern,  so  1 think  you  covered  it 
very  well.  In  this  instance  I think  the  calcification  of 
the  aortic  valve  to  be  of  the  incidental  aging  type.  A 
man  with  a heart  this  size  would  not  be  expected  to 
have  a silent  aortic  stenosis.  The  silent  aortic  ste- 
noses that  I have  missed  in  the  past  have  been  where 
the  cardiac  output  was  low  because  the  patient  was 
in  such  profound  failure  that  he  couldn’t  produce 
murmurs.  I would  go  along  with  Dr.  Raine  completely 
on  arteriosclerotic  disease,  amyloidosis,  and  cardio- 
myopathy. Cardiomyopathy  would  be  my  second 
choice  and  amyloidosis  my  third. 

Dr.  Raine:  Does  anyone  else  have  anything  before 
we  proceed?  May  we  have  the  pathologic  comment? 

Pathologic  Findings:  Dr.  Maria  Van  Pelt:  This  patient, 
at  autopsy,  had  a heart  which  weighed  620  gm., 
which  is  quite  large.  This  cardiac  enlargement  was 
comprised  of  the  left  ventricle,  which  was  1.9  cm. 
in  thickness,  and  the  right  ventricle  which  is  0.7  cm. 
in  thickness,  both  of  which  are  approximately  equally 
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increased  in  size.  The  heart  demonstrated  several 
abnormalities:  The  coronary  arteries  demonstrated 
minimal  atherosclerotic  change.  There  was  a 30  per- 
cent occlusion  in  the  left  circumflex  branch  and  about 
a 10  percent  occlusion  in  one  spot  in  the  right  coro- 
nary. But  these  were  all  large  vessels  and  stenosis 
was  not  the  problem.  The  heart  valves  showed  more 
remarkable  findings.  Both  the  tricuspid  and  the  mitral 
valves  demonstrated  patchy  opacification  and  thicken- 
ing with  some  nodularity  at  the  lines  of  closure,  and 
there  were  shortening  and  fusing  of  the  chordae  ten- 
dineae.  The  pulmonary  valve  demonstrated  no  spe- 
cific abnormality;  its  diameter  was  about  7.5  cm.  The 
tricuspid  and  mitral  valve  also  measured  within  nor- 
mal limits.  The  aortic  valve  was  the  main  seat  of  the 
problem.  This  valve  had  a fishmouth  appearance  of  a 
fused  calcific  valve  with  several  nodular  excrescences 
along  the  line  of  closure  and  along  the  margins  of  the 
cusps.  The  fissure  opening  in  this  valve  was  about 
2.5  cm.  in  length  and  there  did  not  appear  to  be  any 
significant  opening  at  all  (Fig.  4).  By  forcing  one’s 
finger  from  the  ventricular  aspect  one  could  barely 
open  it  to  2 mm.  It  is  almost  unbelievable  that  any 
blood  could  have  been  going  through  there.  The  di- 
ameter of  the  valve  ring  measured  about  8 cm.,  but 
the  minute  functional  area  was  of  more  significance. 
The  myocardium  demonstrated  various  stages  of 
ischemic  disease.  There  was  circumferential  apparent 
myocardial  infarction  on  the  gross  examination  (Fig. 
5),  and  microscopically  we  saw  many  various  changes 
including  patchy  focal  myocardial  fibrosis  in  both  ven- 
tricular walls  (primarily  in  the  left,  however,  and  in 
some  areas  this  was  extremely  diffuse  and  solid  in 
appearance  and  sufficient  to  warrant  the  diagnosis  of 
old  infarction).  Also  mingled  through  this  whole  area, 
particularly  around  the  left  ventricle,  there  was  evi- 
dence of  recent  extension.  Actually  several  different 
ages  of  ischemic  damage  could  be  postulated  and 
probably  were  in  actuality  present.  There  were  some 
polymorphonuclear  leukocytes  extravasated  in  several 
areas,  indicating  there  was  acute  cell  death  going  on. 
There  were  also  loss  of  striations  and  eosinophilic 
degeneration  of  some  of  the  fibers  (Fig.  6).  There  was 
some  apparent  edema  noted.  The  valves,  on  micro- 
scopic examination,  demonstrated  some  thickening 


F{S-  4-  The  calcified  aortic  valve  has  only  a 
slit-like  junctional  opening. 


Fig.  5.  Grossly  evident  is  a recent  myocardial 
infarction  with  circumferential  left  ventricular 
distribution;  also,  there  is  hypertrophy  of  the 
left  ventricle. 


Fig.  6.  Microscopically  evident  is  a recent  ex- 
tension of  an  old  myocardial  infarction  with 
polymorphonuclear  leucocyte  infiltration  and 
smudging  of  muscle  fibers. 
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F/g.  7.  Mononuclear  leucocyte  infiltration  and 
fibrosis  are  seen  in  the  ?nitral  valve. 


Fig.  8.  Mononuclear  leucocyte  infiltration  and 
fibrosis  are  seen  in  the  aortic  valve,  with  decal- 
cified material  in  upper  right  corner. 


and  some  nonspecific  mononuclear  infiltrations  with 
a little  fibrosis  in  the  subvalvular  angle  (Figs.  7,  8). 
There  is  no  apparent  vascularization.  Now  those  are 
the  three  findings  you  like  to  see  if  you  have  an  in- 
completely healed  chronic  valvulitis.  We  have  some 
evidence  that  this  may  have  been  present. 

The  lungs  weighed  770  gm.  and  they  demonstrated 
vesicular  emphysema  of  a not  very  severe  nature,  and 
surprisingly,  no  edema.  There  were  some  heart  failure 
cells  evident  on  microscopic  examination  (in  the  alve- 
oli) and  this  would  speak  for  some  chronic  passive 
congestion  in  the  past.  There  was  also  thickening  of 
the  arterioles  noted  and  there  was  also  some  fibrosis 
of  the  alveolar  septa.  There  was  incidentally  a Ghon 
complex  on  the  right  lung  and  a few  small  granu- 
lomata  of  the  healed  variety  in  the  spleen. 

As  far  as  the  fact  that  no  pulmonary  edema  was 
noted,  there  were  bilateral  pleura  effusions.  On  the 


right  there  was  as  much  as  1,500  cc.  and  on  the  left 
1,200  cc.  This  fluid  was  serofibrinous  in  character. 

The  liver  weighed  1,550  gm.  and  demonstrated 
classic  changes  for  long-standing  chronic  passive  con- 
gestion. There  was  central  lobular  necrosis  going  on 
at  the  time  of  death. 

The  spleen  weighed  230  gm.  and  also  showed 
changes  of  chronic  passive  congestion. 

The  kidneys  demonstrated  a varying  appearance. 
The  left  kidney  weighed  180  gm.,  yet  was  somewhat 
smaller  and  more  scarred  than  the  right  kidney.  This 
scarring  was  only  of  moderate  proportions  and  the 
type  could  not  be  determined  grossly.  Microscopically 
both  kidneys  demonstrated  arterial  and  arteriolar 
nephrosclerosis  of  moderate  degree.  The  right  kidney 
also  had  a small  adenoma,  which  is  not  unusual,  and 
three  cysts.  These  were  not  of  the  simple  cyst  variety, 
and  adjacent  to  this  area  there  was  focal  chronic 
pyelonephritis. 

Of  interest — the  adrenals  were  both  diffusely  and 
nodularly  hyperplastic. 

The  great  vessels  demonstrated  moderate  to  severe 
arteriosclerosis,  which  primarily  was  located  in  the 
abdominal  portion  of  the  aorta.  The  vessels  in  the 
brain  also  had  a moderate  degree  of  arteriosclerosis 
and  there  was  some  cortical  atrophy  not  inconsistent 
with  the  patient’s  age. 

Gould,  in  his  text,  states  that  when  the  right  side 
heart  valves  are  involved  it  is  usually  because  of  tre- 
mendous pressures  due  to  the  left  side  valvular  ste- 
nosis.2 I think  we  have  the  feature  here  to  explain 
the  tricuspid  disease. 

Dr.  Thomas:  The  pathologic  diagnosis  was  ischemic 
heart  disease.  We  thought  that  the  ischemia  was  on 
the  basis  of  the  large  calcifications  that  deformed  the 
aortic  cusps  and  probably  decreased  the  coronary 
blood  flow.  We  have  evidence  in  an  old  chest  x-ray 
that  it  dates  back  to  1964.  The  lack  of  murmur  both- 
ered me,  but  as  Dr.  Raine  suggested,  his  “gallop 
rhythm’’  might  have  been  a mistaken  ejection  sound 
due  to  aortic  stenosis.  It  is  possible  that  this  is  a com- 
plication of  the  rheumatic  valvulitis  inasmuch  as  two 
of  the  other  valves  show  some  inflammatory  evidence. 
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but  we  did  not  find  any  lesions  pathognomonic  of 
rheumatic  fever. 

The  adrenal  cortical  hyperplasia  might  have  been 
a reflection  of  increased  adrenal  cortical  secretions, 
due  to  stress,  that  have  been  reported  in  chronic 
passive  congestion. 

The  marked  hydrothorax  and  the  minimal  edema  of 
the  lungs  do  not  seem  consistent.  But  in  fact  these 
are  quite  variable  in  passive  congestion.  Sometimes 
fluid  will  be  manifested  more  in  the  pleural  space, 
and  in  other  instances  more  in  the  lung  parenchyma. 
In  this  case  it  was  a hydrothorax  type  of  passive 
congestion. 

The  liver  changes  were  those  of  chronic  passive 
congestion,  but  the  simultaneous  presence  of  acute 
necrosis  in  the  central  lobular  areas  suggests  the  ad- 
ditional effect  of  recent  or  acute  cardiac  failure.  De- 
compensation over  the  years  had  produced  some 
chronic  passive  congestion  of  the  liver,  but  toward 
the  end  he  apparently  had  an  acute  passive  conges- 
tion episode  that  manifested  acutely  in  the  central 
zones  of  the  liver  lobules. 

There  were  three  reasons  for  his  left  sided  heart 
failure:  (1)  fibrocalcific  aortic  stenosis;  (2)  coronary 
ischemia  secondary  to  that,  with  its  resulting  inter- 
stitial fibrosis  and  myocardial  infarction;  and  (3)  hy- 
pertension. His  hypertension  seemed  to  be  of  the 
essential  type.  Some  systemic  evidence  of  hyperten- 
sion was  found  in  blood  vessels  of  the  kidneys  and 
spleen,  but  no  specific  kidney  disease  that  could  have 
been  the  cause  of  hypertension  was  apparent. 

Dr.  Thomas:  Dr.  Raine  would  you  like  the  last  word, 
or  stand  on  your  laurels? 

Dr.  Raine:  There  is  no  rebuttal  with  the  pathology 
department.  It  does  seem  to  be  painless  ischemic 
disease  and  murmurless  aortic  stenosis..  Statistically, 
that  is  not  as  unusual  as  it  sounds.  In  the  series  of 
aortic  stenosis  reviewed  some  years  ago  in  Paul 
Wood’s  text,  10  percent  had  no  murmur.3  Again,  how 
long  they  had  no  murmur  I don’t  know.  I have  had 
only  one  patient  that  I followed  for  maybe  as  long  as 
a year,  whom  I knew  had  aortic  stenosis  but  no  mur- 


mur. I had  followed  her  before  that,  and  she  did  have 
a murmur  and  then  lost  the  murmur.  It  is  not  uncom- 
mon to  lose  a murmur  with  acute  congestive  failure, 
but  to  have  no  murmur  for  four  years  is  unusual, 
I think. 

Dr.  F.  R.  Lummis:  Was  her  blood  pressure  normal 
during  the  time  that  she  had  no  murmur?  This  patient 
that  we  are  discussing  today  had  a blood  pressure  of 
150/90  mm.  of  mercury  at  one  time.  How  could  he 
have  had  a murmur  with  valves  like  that,  with  a blood 
pressure  of  150/90? 

Dr.  Hanson:  Looking  back  on  his  chart,  on  Jan.  7, 
1963,  the  examiner  did  not  record  findings  other  than 
“the  patient’s  heart  tones  were  of  fair  quality  and 
there  was  a grade  II  soft  systolic  murmur  at  the 
apex.”  Now  this  is  significant,  I mean  that  it  is  not 
too  unusual  that  we  hear  the  murmur  of  aortic  ste- 
nosis only  at  the  apex.  Had  this  examiner  appreciated 
the  significance  of  a grade  II  systolic  ejection  murmur 
at  the  apex,  I think  the  correct  diagnosis  would  have 
been  made.  Now,  subsequently,  I can’t  understand 
why  a person  whose  blood  pressure  was  180/100,  as 
this  patient’s  was  over  the  next  four  years,  wasn’t 
forcing  enough  blood  through  this  calcified  valve  to 
cause  enough  turbulence  for  a freshman  medical  stu- 
dent to  hear  the  murmur.  Either  somebody  didn’t 
listen  or  they  didn’t  listen  closely.  I just  don’t  accept 
the  fact  that  this  patient  didn’t  have  some  murmur 
during  this  intervening  time.  After  a patient  with  se- 
vere aortic  stenosis  develops  pulmonary  edema  and 
a very  low  cardiac  output  the  turbulence  produced 
may  not  result  in  an  audible  murmur;  and  this  is  the 
cause  of  most  instances  of  "silent  aortic  stenosis” 
which  we  observe. 
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TEXAS  MEDICAL  ASSOCIATION 

PUBLIC  AFFAIRS  AND  PUBLIC  RELATIONS  CONFERENCE 

Five  speakers  and  two  panel  discussions  will  be  main  features 
of  the  Texas  Medical  Association’s  Public  Affairs  and  Public 
Relations  Conference  Sept.  21  at  the  TMA  Headquarters  Build- 
ing in  Austin.  In  addition  to  the  public  affairs  and  public  re- 
lations program,  Association  committees,  councils,  and  boards 
will  meet;  and  the  Woman’s  Auxiliary  will  hold  its  annual 
School  of  Instruction  and  Executive  Board  meeting. 

Speakers  for  the  Conference  are  Dr.  Dwight  L.  Wilbur  of  San 
Francisco,  president,  American  Medical  Association,  “The  Chal- 
lenge Ahead  for  Medicine”;  Dr.  James  W.  Turpin  of  Ardmore, 
Pa.,  founder  and  president.  Project  Concern,  Inc.,  voluntary  re- 
lief organization,  “Modern  Medicine — The  International  Lan- 
guage”; Dr.  Edward  R.  Annis  of  Miami,  Fla.,  AMA  Board  of 
Trustees,  “Complexities  Today  in  Medical  Practice”;  Lewis  R. 
Timberlake  of  Austin,  assistant  to  the  president.  First  National 
Life  Insurance  Company  of  America,  “Keepers  of  the  Spring”; 
and  Philip  Lesly  of  Chicago,  president.  The  Philip  Lesly  Com- 
pany public  relations  firm,  “Coping  with  Medicine’s  New  Cli- 
mate.” 

Discussion  panelists  will  delve  into  “Public  Relations  Ideas — 
Tried  and  True,  Fresh  and  New,”  and  “Comprehensive  Health 
Planning — What  It  Is;  The  Role  of  the  Physician.” 

During  the  Conference,  new  and  transfer  physicians  may  attend 
an  Orientation  Program — in  fact,  any  TMA  member  is  welcome, 
and  even  long-time  members  have  found  the  program  both  help- 
ful and  interesting.  A luncheon  catered  by  Walter  Jetton  of 
Fort  Worth,  a hospitality  hour  sponsored  by  Charles  O.  Finley 
& Company,  and  a football  game  between  The  University  of 
Texas  and  the  University  of  Houston  round  out  the  attractions. 
A complete  conference  program  appears  on  pp.  89-90,  and  more 
information  is  on  pp.  87-88. 

C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin  78701,  is 
Association  Executive  Secretary. 

TEXAS  PEDIATRIC  SOCIETY 

The  Texas  Pediatric  Society  will  meet  Sept.  26-28  at  the  Mar- 
riott Motor  Hotel  in  Dallas.  Registration  fee,  which  includes 
admission  to  all  scientific  sessions  and  entertainment  features, 
is  $15. 

Out-of-state  guest  speakers  will  include  Drs.  Samuel  L.  Katz  of 
Boston,  Victor  C.  Vaughan,  III,  of  Philadelphia;  and  Edwin  Ide 
Smith  of  Kansas  City,  Mo.  Speakers  from  Texas  include  Drs. 
Arnold  J.  Rudolph  of  Houston,  Leonard  C.  Harris  of  Galveston, 
and  John  Douglas  Nelson  of  Dallas. 

Dr.  Pat  A.  Cato,  1015  E.  32nd  St.,  Austin  78705,  is  secretary 
of  the  society. 

SCOTT  AND  WHITE  CLINIC 

EIGHTH  ANNUAL  EDUCATIONAL  AFTERNOON 

Scott  and  White  Memorial  Hospital,  Department  of  Psychiatry, 
and  Scott,  Sherwood  and  Brindley  Foundation  will  present  the 
Eighth  Annual  Educational  Afternoon  in  Temple  Aug.  23.  Guest 
lecturer  will  be  Dr.  Harry  A.  Wilmer,  clinical  professor  of  psy- 
chiatry, University  of  California  School  of  Medicine,  San  Fran- 
cisco, who  will  speak  on  hippies,  drugs,  and  doctors  and  on  po- 
tential for  violence.  Other  speakers  will  include  Drs.  A.  Ford 
Wolf,  N.  C.  Hightower,  and  R.  R.  Rynearson,  all  of  Temple. 
Discussion  subjects  include  school  phobia,  frigidity  and  impo- 
tence, and  abnormal  gaits.  Dr.  N.  C.  Hightower  is  director  of 
Scott  and  White  Memorial  Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation,  Education  and  Research  Division,  Tem- 
ple 76501. 


HIGHLIGHTS 

OF 

COMIHG 

MEETIHGS 


CURRENT  MEETINGS 

CHRISTIAN  MEDICAL  SOCIETY  will 
hold  its  hemispheric  conference  at  the  San 
Antonio  Inn  in  San  Antonio  Sept.  26-29. 
The  conference  is  supported  by  a grant 
from  Texas  Pharmacal  Company,  an  af- 
filiate of  Warner-Chilcott  Laboratories. 
With  “healing  for  wholeness”  as  its  theme, 
the  program  will  feature  speeches  on  the 
following  subjects : new  concepts  in  the 
prevention  of  periodontal  disease,  ten  com- 
mandments of  the  short-term  medical  mis- 
sionary, the  meaning  of  wholeness — physi- 
cal considerations,  the  meaning  of  whole- 
ness— emotional  considerations,  the  living 
relationships  of  the  man  who  is  whole,  the 
Christian  in  medicine — some  ambiguities 
and  misconceptions,  integral  health,  the 
meaning  of  wholeness — spiritual  considera- 
tions, and  facts  and  fallacies  about  the  un- 
descended testicle.  Collateral  activities  of 
the  conference  will  include  banquets,  lunch- 
eons, tours  of  San  Antonio  tourist  attrac- 
tions, meetings  of  the  Surgical  Society  of 
San  Antonio  and  CMS  board  of  trustees, 
programs  for  students  at  The  University 
of  Texas  at  San  Antonio,  and  planned  time 
off  for  visits  to  HemisFair’68.  Among  the 
program  speakers  will  be  Drs.  Arthur  H. 
Svedberg  of  Cleveland,  Ohio ; William  B. 
Kiesewetter  of  Pittsburgh ; Mervdlle  O. 
Vincent  of  Guelph,  Ontario.  Canada  ; Clif- 
ton L.  Nelson  of  Edmonton,  Alberta,  Can- 
ada ; Melchor  Diaz  Rubio  of  Morelia,  Mex- 
ico : Duncan  W.  Vere  of  London,  England  : 
and  Christopher  T.  Reilly  of  Newark,  N.J. 
Dr.  Jerry  Merritt  (D.D.S.),  114  South- 
bridge,  San  Antonio  78216,  is  program 
chaii-man  for  the  society’s  hemispheric 
conference. 


FIFTH  ANNUAL  GEORGE  VALTER 
BRINDLEY  LECTURE  IN  SURGERY  will 
be  presented  by  the  Scott  and  White  Me- 
morial Hospital  and  Scott,  Shei-wood  and 
Brindley  Foundation,  Temple,  on  Sept.  3. 
Guest  lecturer  Dr.  Truman  G.  Blocker, 
president.  The  University  of  Texas  Medical 
Branch,  Galveston,  will  speak  on  trends  in 
medical  education.  Dr.  N.  C.  Hightower  is 
director  of  Scott  and  White  Memorial  Hos- 
pital and  Scott,  Sherwood  and  Brindley 
Foundation,  Education  and  Research  Divi- 
sion, Temple  76501. 
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WOMAN’S  AUXILIARY  TO  THE  TEXAS 
MEDICAL  ASSOCIATION  will  meet  Sept. 
19-21  in  Austin.  Committee  meetings,  work- 
shops, and  dinner  at  Austin’s  Polonaise 
Restaurant  will  be  Thursday,  Sept.  19. 
Tickets  for  the  dinner  must  be  purchased 
in  advance.  The  School  of  Instinction,  Ex- 
ecutive Board  meeting,  and  luncheon  at 
Green  Pastures  Restaurant  will  be  held 
I’riday,  Sept.  20.  Auxiliary  members  will 
join  TMA  members  for  the  Public  Affairs 
and  Public  Relations  Conference,  luncheon, 
Charles  O.  Finley  & Company-sponsored 
hospitality  hour,  and  football  game  be- 
tween The  University  of  Texas  and  the 
University  of  Houston  on  Saturday.  Mrs. 
Martha  James,  1801  N.  Lamar  Blvd.,  Aus- 
tin 78701,  is  Auxiliary  staff  secretary, 

AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE  will  emphasize  education  at  its 
20th  annual  scientific  assembly  Sept.  16-19 
in  the  Las  Vegas  Convention  Center.  Evolv- 
ing "total  patient”  approach  to  medical 
care  will  be  reflected  in  the  program  which 
features  18  scientific  speakers,  7 closed-cir- 
cuit television  laboratories,  "consultants 
corners”  for  on-the-spot  private  consulta- 
tion with  experts,  6 full-length  programmed 
instruction  courses,  and  46  clinical  semi- 
nars. Seminar  topics  include  how  to  exam- 
ine the  mental  and  emotional  ’’half”  of  a 
child,  recognition  of  psychiatric  syndromes 
mimicking  physical  illness,  and  manage- 
ment of  the  child  with  heart  disease.  Tele- 
vision programs  include  plaster  casts  and 
joint  injection  techniques,  newborn  exami- 
nation and  premature  care,  and  vein  strip- 
ping. The  scientific  lecture  program,  tai- 
lored to  the  family  physician’s  comprehen- 
sive approach  to  medical  care,  will  include 
such  topics  as  family  dynamics,  contempo- 
rary cancer  diagnostic  techniques,  adoles- 
cent psychosexual  problems,  epilepsy,  anti- 
biotics, and  forthcoming  new  contracep- 
tives. The  programmed  instruction  segment 
will  feature  more  than  100  teaching  ma- 
chines offering  6 separate  courses  in  closed 
cubicles  adjacent  to  the  exhibit  area.  Maxi- 
mum totals  of  26  hours  postgraduate  credit 
I lecture  program,  all  clinical  seminars,  all 
programmed  instruction  courses!  and  21 
houi-s  (lecture  program,  all  closed-circuit 
TV  sessions,  all  programmed  instruction 
courses)  can  be  earned  if  the  doctor 
chooses  either  the  seminar  or  television 
option  exclusively.  The  Riviera  Hotel  will 
be  the  site  of  the  academy’s  congress  of 
delegates  Sept.  14-16.  A post-assembly  tour 
to  Hawaii  and  more  than  100  manned  sci- 
entific exhibits  will  round  out  the  meet- 
ing offerings.  Mac  F.  Cahal,  Volker  Blvd. 
at  Brookside,  Kansas  City,  Mo.  64112,  is 
academy  executive  director  and  general 
counsel. 

THE  EIGHTH  ANNUAL  NATIONAL 
CANCER  CONFERENCE  will  be  spon- 
sored by  the  University  of  Wisconsin  Med- 
ical School  Division  of  Clinical  Oncology 
Aug.  22-24  at  the  Park  Motor  Inn,  Madi- 
son, Wis.  The  conference,  "Cancer  Chemo- 


therapy ’68,”  is  open  to  all  United  States 
physicians  interested  in  cancer  chemo- 
therapy. The  guest  faculty  will  include  Dr. 
Emil  Frei,  HI,  of  Houston ; Dr.  Jesse 
Steinfeld  of  Los  Angeles ; and  Dr.  Ovid 
Meyer  of  Madison,  Wis,  Other  faculty 
members  will  be  from  the  Division  of 
Clinical  Oncology.  Dr.  Fred  J.  Ansfield, 
1300  University  Ave.,  Madison,  Wis.  53706, 
is  program  director. 

TEXAS  SOCIETY  FOR  THE  PREVEN- 
’TION  OF  BLINDNESS,  INC.,  will  hold 
its  semiannual  board  of  directors  meeting 
in  San  Antonio,  Aug.  23-24,  at  the  St. 
Anthony  Hotel.  The  board  will  conduct  bus- 
iness meetings  at  dinner  Friday,  Aug.  23, 
and  at  breakfast,  Aug.  24.  Meetings  have 
been  scheduled  to  allow  board  members 
opportunities  to  attend  HemisFair  ’68.  Mrs. 
Pauline  Outland,  3617  Fannin  St.,  Houston 
77004,  is  executive  director  of  the  society. 

THE  SIXTH  NATIONAL  CANCER  CON- 
FERENCE, sponsored  by  the  American 
Cancer  Society  and  the  National  Cancer 
Institute,  will  be  held  at  the  Denver  Hil- 
ton Hotel  in  Denver,  Colo.,  Sept.  18-20. 
Topics  include  the  biology  of  cancer  and 
the  cancer  cell,  basic  problems  and  ad- 
vances in  cancer  surgery,  evaluating  diag- 
nostic and  therapeutic  techniques,  viruses 
and  cancer,  biochemistry  of  cell  and  virus 
multiplications,  basic  problems  and  ad- 
vances in  radiation  therapy,  and  natural 
products  that  are  carcinogenic.  Dr.  Mur- 
ray M.  Copeland  of  Houston  will  speak  on 
evaluating  diagnostic  and  therapeutic  tech- 
niques : skeletal  tumors.  Dr.  Roald  N. 
Grant,  219  E.  42nd  St,,  New  York  City 
10017,  is  coordinator  of  the  conference. 

TRANSPLANTATION  SOCIETY  will  hold 
its  second  international  congress  at  the 
Americana  Hotel  in  New  York  City  Sept. 
7-11.  The  scientific  program  will  feature 
sessions  on  bone  marrow  transplantation  ; 
cancer  and  pregnancy  in  their  relationship 
to  transplantation  ; transplantation  of  or- 
gans, including  kidney,  heart,  liver,  lung 
and  others  ; and  body  rejection  of  alien  tis- 
sue. Technical  exhibits  and  various  social 
events  have  also  been  scheduled.  Felix  T. 
Rapaport,  New  York  University  Medical 
Center,  560  First  Ave.,  New  York  City 
10016,  is  congress  co-chairman. 

AMERICAN  SOCIAL  HEALTH  ASSOCIA- 
TION will  hold  its  annual  conference  at 
the  Hotel  Biltmore  in  New  York  City  Oct. 
27-28.  The  theme  of  the  conference  is 
"Venereal  Disease  Research  Priorities:  Bio- 
logic, Behavioral  and  Control.”  Speech 
topics  will  include  More  Promiscuity  or 
More  Talk  with  More  Freedom  from  Preg- 
nancy ?,  the  Culturally  Disadvantaged  Ad- 
olescent. and  Which  Educational  Tech- 
niques for  Which  Subculture?  Members  of 
two  panels  will  discuss  plans,  progress, 
and  priorities  in  biologic  research  and  in 
control  measures.  Registration  fee,  which 


covers  dinner  and  luncheon  sessions,  is 
$35.  Philip  R.  Mather,  1740  Broadway, 
New  York  City  10019,  is  chairman  of  the 
board  of  directors. 

AMERICAN  HOSPITAL  ASSOCIATION 
will  conduct  its  annual  meeting  in  Atlantic 
City,  N.J.,  Sept.  16-19.  Speakers  will  in- 
clude Drs.  James  L.  Goddard  of  Atlanta, 
Ga.,  former  commissioner  of  the  Food  and 
Drug  Administration,  US  Department  of 
Health,  Education,  and  Welfare;  Dr. 
Dwight  L.  Wilbur  of  San  Francisco,  presi- 
dent, Americal  Medical  Association ; Drs. 
George  Graham  of  Schenectady,  N.Y.,  and 
David  B.  Wilson  of  Jackson,  Miss.,  presi- 
dent-elect and  president  of  the  American 
Hospital  Association ; Dr.  Roger  O.  Ege- 
berg  of  Los  Angeles,  dean.  University  of 
California  School  of  Medicine  at  Los  An- 
geles; Whitney  M.  Young,  Jr.,  of  New 
York  City,  executive  director.  National 
Urban  League;  Hon.  John  V.  Lindsay, 
mayor.  New  York  City;  Hon.  Philip  H. 
Hoff  of  Burlington,  Vt.,  governor.  State 
of  Vermont ; and  Wilbur  J.  Cohen  of 
Washington,  D.C..  secretary,  US  Depart- 
ment of  Health,  Education,  and  Welfare. 
James  E.  Hague,  849  N.  Lake  Shore  Dr., 
Chicago  60611,  is  association  secretary. 

28TH  INTERNATIONAL  CONGRESS  ON 
ALCOHOL  AND  ALCOHOLISM  will  take 
place  in  Washington,  D.C.,  Sept.  15-20. 
The  congress  is  supported  in  part  by  a 
grrant  from  the  National  Institute  of  Men- 
tal Health,  US  Department  of  Health,  Ed- 
ucation and  Welfare.  Approximately  150 
papers  will  be  given  during  the  six-day 
meeting  whose  theme  is  “Alcohol.  Society 
and  Man."  Officials  of  federal,  state,  and 
local  governments  and  agencies,  interna- 
tional guests,  and  technical  experts  from 
industry,  education,  church,  professional 
interests,  and  scientific  organizations  will 
explore  the  opportunities  and  means  of 
stimulating  effective  and  cooperative  solu- 
tions to  the  problems  of  alcoholism.  A 
function  of  the  International  Council  on 
Alcohol  and  Alcoholism,  the  congrress  comes 
to  the  United  States  for  the  first  time 
since  1920  at  the  invitation  of  the  North 
American  Association  of  Alcoholism  Pro- 
grams. Other  sponsors  and  cooperating 
organizations  are  the  National  Council  on 
Alcoholism.  Christopher  D.  Smithers  Foun- 
dation, Rutgers  Center  of  Alcohol  Studies, 
Society  for  the  Study  of  Social  Problems, 
American  Medical  Association,  General 
Service  Board  of  Alcoholics  Anonymous, 
American  Hospital  Association,  American 
Public  Health  Association,  and  American 
Psychiatric  Association.  Subjects  of  plen- 
ary sessions  to  be  held  in  the  mornings  are 
status  of  research  today,  problems  of  al- 
cohol, institutional  responses  to  problems 
of  alcohol,  communication  about  the  prob- 
lems of  alcohol,  and  two  unresolved  issues. 
Congress  seci’etariat  is  located  at  1130  17th 
St.  N.W.,  Suite  615,  Washington,  D.C. 
20036. 
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ALSO  IN  SEPTEMBER 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION, 
Washington,  D.C.,  Sept.  19-22,  1968.  Elizabeth  G.  Dailey, 
P.O.  Box  267,  Arlington,  Va.  22210,  Exec.  Sec. 

■ TEXAS  CHAPTER.  AMERICAN  ACADEMY  OF  PE- 
DIATRICS, Dallas.  Sept.  27,  1968.  Dr.  Robert  L.  Mathis, 
4119  Montrose  Blvd.,  Houston  77006,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION  (Public  Relations 
Conference),  Austin,  Sept.  21,  1968.  C.  Lincoln  Williston, 
1801  N.  Lamar,  Austin  78701,  Exec.  Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  27-Nov.  1.  1968.  Dr. 
William  L.  Benedict.  15  Second  St.  SW,  Rochester,  Minn., 
55901,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago, 
Oct.  19-24,  1968.  Dr.  Robert  G.  Frazier,  1801  Hinman 
Ave.,  Evanston,  111.  60201,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Wash- 
ington, D.C.,  Oct.  28-31,  1968.  Lois  J.  James,  30  N.  Mich- 
igan Ave.,  Chicago  60602,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey.  4 E.  Clinton.  P.  O.  Box  10,  Joliet.  111.  60431. 
Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Chicago,  Oct.  26-27,  1968.  Lawrence  A.  Zupan,  1100  17th 
St.  NW,  Washington,  D.C.  20036,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York,  Oct. 
21-23,  1968.  Joseph  S.  Silber,  219  E.  42nd  St.,  New  York 
10017,  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Chi- 
cago, Oct.  29-Nov.  2.  1969.  Murray  Kornfeld,  112  E. 
Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY. 
Boston.  Oct.  27-30,  1968.  Daniel  Weiss.  33  W.  60th  St.. 
New  York  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS  (Clinical  Con- 
gress), Atlantic  City,  N.J.,  Oct.  14-18,  1968.  Dr.  John  P. 
North,  65  E.  Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  San  Francisco, 
Oct.  14-18,  1968.  Mrs.  Isabel  Patterson,  620  N.  Michigan 
Ave.,  Chicago  60611,  Sec. 

AMERICAN  MEDICAL  ASSOCIATION,  FOURTH  NA- 
TIONAL CONGRESS  ON  HEALTH  QUACKERY,  Chi- 
cago, Oct.  2-3,  1968.  Dr.  Joseph  A.  Sabatier.  Jr.,  535  N. 
Dearborn  St.,  Chicago  60610,  Chairman,  Committee  on 
Quackery. 

AMERICAN  MEDICAL  ASSOCIATION,  SECOND  NA- 
TIONAL CONGRESS  ON  MEDICAL  ETHICS.  Chicago, 
Oct.  5-6,  1968.  Dr.  E.  G.  Shelley,  535  N.  Dearborn  St., 
Chicago  60610,  Chairman,  Judicial  Council. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS. 
Washington,  D.  C.,  Oct.  19-23,  1968.  John  W.  Andes,  616 
Busse  Hwy.,  Park  Ridge,  111.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS,  New 
York  City,  Oct.  11-19,  1968.  Dr.  William  D.  Dolan,  Ar- 
lington Hospital,  Arlington,  Va.  22205,  Sec.-Treas. 


ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS.  New  Orleans,  Oct.  17-19,  1968.  Harry  E. 
Northam,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA.  St.  Louis,  Oct.  28-30,  1968. 
Dr.  Arthur  E.  Brown,  Medical  Director,  Back  Bay  P.O. 
Box  333,  Boston  02117,  Exec.  Dir. 

ASSOCIATION  OF  MILITARY  SURGEONS.  Washing- 
ton, D.C.,  Oct.  21-23,  1968.  Dr.  Jack  Masur,  Director,  Na- 
tional Institutes  of  Health  Clinical  Center,  Bethesda,  Md. 
20014,  Convention  General  Chairman. 

■ BLACKFORD  MEMORIAL  LECTURES,  Denison,  Tex., 
Oct.  19-20,  1968.  Dr.  Donald  H.  Brandt,  213  N.  Barrett 
Ave.,  Denison  75020,  Chairman. 

■ DIABETES  AND  ENDOCRINE  CONFERENCE,  Bay- 
lor University  College  of  Medicine,  Houston,  Oct.  5-6, 
1968.  Drs.  Stanley  Zimmerman  and  Harold  Dobson,  De- 
partment of  Medicine,  Baylor,  Houston  77025,  Conference 
Leaders. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Fort  Worth,  Oct.  18- 
19,  1968.  William  E.  Russell,  4429  N.  Central  Express- 
way, Dallas  75225,  Exec.  Dir. 

FIFTEENTH  WESTERN  CARDIAC  CONFERENCE, 
Denver,  Oct.  9-11,  1968.  Colorado  Heart  Association.  1375 
Delaware  St.,  Denver  80204. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Tokyo, 
Japan,  Oct.  6,  1968.  International  College  of  Surgeons, 
1516  N.  Lake  Shore  Dr.,  Chicago  60610. 

OKLAHOMA  CITY  CLINICAL  CONFERENCE,  Okla- 
homa City,  Oct.  28-30,  1968.  Miss  Alma  O’Donnell,  2809 
N.W.  Expressway,  Oklahoma  City  73112,  Exec.  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Ama- 
rillo, Oct.  19,  1968.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 79106,  Exec.  Sec. 

■ SECOND  ANNUAL  OB-GYN  SEMINAR,  Baylor  Uni- 
versity College  of  Medicine,  Houston,  Oct.  24-25,  1968. 
Dr.  Alan  L.  Kaplan,  Department  of  Obstetrics  and  Gjme- 
cology,  Baylor,  Houston  77025,  Seminar  Director. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION.  Atlanta, 
Ga.,  Oct.  5-8,  1968.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  Nashville,  Tenn.  37219,  Sec.-Treas. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  Cor- 
pus Christi,  Oct.  14-16,  1968.  Don  C.  Jackson,  1905  N. 
Lamar,  Austin  78705,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH. 
Houston,  Oct.  30-Nov.  1,  1968.  Fred  Bell,  107  Lantern 
Lane,  Austin  78731,  Exec.  Dir. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Corpus  Chris- 
ti, Oct.  5-6,  1968.  Dr.  Coleman  Jacobson,  3707  Gaston 
Ave.,  Dallas  75246,  Sec.-Treas. 

■ TEXAS  HEART  ASSOCIATION,  San  Antonio,  Oct. 
24-27,  1968.  Ernest  T.  Guy,  P.O.  Box  25041,  Houston 
77005,  Exec.  Dir. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Wash- 
ington, D.C.,  October,  1968.  Dr.  Presley  H.  Chalmers, 
2310  Gramercy,  Houston  77025,  Sec.-Treas. 
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■ TEXAS  SURGICAL  SOCIETY,  Dallas,  Oct.  6-8,  1968. 
Dr.  Jesse  E.  Thompson,  3434  Swiss,  Dallas  75204,  Sec. 


NOVEMBER 

■ AMERICAN  ASSOCIATION  FOR  INHALATION 
THERAPY.  Houston.  Nov.  10-15.  1968.  Mark  T.  Bowers. 
2075  Main  St..  Riverside.  Calif.  92501.  Exec.  Sec. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  De- 
troit, Nov.  11-15,  1968.  Dr.  B.  F.  Mattison,  1740  Broad- 
way, New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OP  CYTOLOGY.  Cleveland,  Ohio. 
Nov.  7-9,  1968.  Dr.  Warren  R.  Lang,  1025  Walnut  St.. 
Philadelphia  19107.  Sec.-Treas. 

■ ASSOCIATION  OF  AMERICAN  MEDICAL  COL- 
LEGES, Houston,  Nov.  1-4,  1968.  Dr.  Robert  B.  Howard, 
Dean,  University  of  Minnesota  Medical  School,  Minne^ 
apolis  55414,  Exec.  Sec. 

■ CONFERENCE  ON  ENGINEERING  IN  MEDICINE 
AND  BIOLOGY,  Houston,  Nov.  18-21,  1968.  William  T. 
Maloney,  6 Beacon  St.,  Boston  02108,  Conference  Co- 
ordinator. 

■ CONFERENCE  ON  RESEARCH  IN  MEDICAL  EDU- 

CATION. Houston.  Nov.  1-4,  1968.  Dr.  Paul  J.  Sanazaro, 
2530  Ridge  Ave.,  Evanston,  111.  60602,  Information 

Officer. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Mazatlan,  Sinaloa,  Mexico.  Nov.  6-9,  1968.  Dr. 
James  D.  Nauman,  1603  N.  Tucson  Blvd.,  Tucson  Ariz. 
85716,  Pres. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC.,  New  York  City,  Nov.  20-22,  1968. 
Dr.  John  W.  Ferree,  79  Madison  Ave.,  New  York  10016, 
Exec.  Dir. 


SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov.  18-21,  1968.  Mr.  Robert  F.  Butts,  2601  Highland 
Ave.,  Birmingham,  Ala.  35205,  Exec.  Dir. 

■ TEXAS  NURSING  HOME  ASSOCIATION,  Dallas. 
Nov.  19-21,  1968.  John  M.  Crawford.  Jr.,  6225  US  High- 
way 290  E.,  Austin  78723,  Exec.  Dir. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC  . 
Chicago.  Dee.  7-12,  1968.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.  60201,  Pres. 

■ AMERICAN  COLLEGE  OF  PHYSICIANS,  TEXAS 
REGIONAL  MEETING,  Dallas.  Dec.  6,  1968.  Dr.  Ralph 
R.  Tompsett,  3500  Gaston  Ave.,  Dallas,  Information  Of- 
ficer. 


AMERICAN  MEDICAL  ASSOCIATION  (Clinical  Meet- 
ing), Miami  Beach,  Fla.,  Dec.  1-4,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres. 


AMERICAN  MEDICAL  ASSOCIATION,  TENTH  NA- 
TIONAL CONFERENCE  ON  THE  MEDICAL  AS- 
PECTS OF  SPORTS.  Miami  Beach.  Fla.,  Dec,  1,  1968. 
Dr.  Fred  V.  Hein,  535  N.  Dearborn  St.,  Chicago  60610, 
Sec.,  Committee  on  the  Medical  Aspects  of  Sports. 


AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  Bos- 
ton, Dec.  4-7,  1968.  Gertrude  F.  Conroy,  1740  Broadway 
New  York  10019,  Exec.  Dir. 


AMERICAN  RHEUMATISM  ASSOCIATION  (Interim 
Meeting),  Atlanta,  Ga.,  Dec.  .5-8,  1968.  Margaret  M. 
Walsh,  1212  Avenue  of  the  Americas,  New  York  10036 
Exec.  Sec. 


■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  Houston,  Dec.  5-7,  1968.  Mrs.  Patty 
Pettigrew,  Kaufman,  Tex.  75142,  Sec.-Treas. 


RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA 
C icago,  Dec.  1-6,  1968.  Dr.  Maurice  D.  Frazer,  5145  O 
St.,  Lincoln,  Neb.  68510.  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION,  Boca  Raton, 

A H.  Yeager,  314  Medical 

Arts  Bldg.,  Baltimore  21201,  Sec. 


■ TEXAS  ACADEMY  OF  INTERNAL 
las,  Dec.  7,  1968.  Dr.  William  C.  Levin, 
veston  77550,  Sec. 


MEDICINE,  Dal- 
816  Strand,  Gal- 


, SOCIETY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Houston,  Dec.  6-7,  1968.  Dr 

James  H.  Scruggs,  2223  Austin  Ave,,  Waco  76702,  Sec. 

■ TEXAS  STATE  BOARD  OP  MEDICAL  EXAMINERS 
Fort  Worth,  Dec.  2-4,  1968.  Dr.  M.  H.  Crabb.  1612  Sum- 
mit Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 

John  K.  Hart. 

49  E.  Madison,  Chicago  60602,  Exec.  Sec. 

,■<16^' fOCIETY,  San  Antonio,  January. 
1^969.  Dr.  A.  F.  Clark,  J r.,  3-F  Medical-Professional  Bldg 
San  Antonio  78212,  Sec.-Treas. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Jan.  27-29  1969  S 

E^ec"  Di^"’  '^8212; 


SOCIETY  FOR  CRYOSURGERY,  Miami  Beach,  Fla. 
Jan.  12-17,  1969.  Dr.  John  G.  Bellows,  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Sec. 


7ocn  r.  T-  Austin,  Jan.  18, 

1.169.  C.  Lincoln  Williston.  1801  N.  Lamar.  Austin  78701 
iiixec.  Sec.  ' 

■ TEXAS  RADIOLOGICAL  SOCIETY,  San  Antonio 
Jan.  24-25.  1969.  Dr.  Herman  C.  Sehested,  1550  W.  Rose- 
dale,  Fort  Worth  76104,  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  Hous- 
ton, Jan.  25-26,  1969.  Dr.  Jack  L.  Smith,  3155  Stagg  Dr 
Beaumont  77701,  Sec.-Treas. 


■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 

Christensen, 

1008  Lavaca,  Austin  78701,  Exec.  Dir. 


FEBRUARY 


AMERICAN  COLLEGE  OF  RADIOLOGY 
Feb.  18-22,  1969.  William  C.  Stronach,  20  N 
Chicago  60606,  Exec.  Dir. 


Atlanta,  Ga., 
Wacker  Dr., 


Alfred  J.  Cantor, 

147-41  Sanford  Ave.,  Flushing,  N.Y.  11355,  Exec.  Sec. 

■ SCOTT  AND  WHITE  CONFERENCE  IN  MEDICINE 
AND  SURGERY,  February,  1969.  Dr.  W.  A.  Lea  Scott 
and  White  Clinic,  Temple  76501,  Chairman. 


■ SOUTHWESTERN  MEDICAL  ASSOCIATION  El 
Paso,  February,  1970.  Bob  Reid.  723  Mills  Bldg.,  El  Paso 
79901,  Exec.  Sec. 


m IILAAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS,  Dallas,  February,  1969.  Dr.  R.  E.  Johnson  Box 
4905,  Midland  79702,  Sec.-Treas. 


■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Dallas 
Feb.  23-26,  1969.  Joseph  N.  Murphy,  Jr.,  Box  5192  Aus’ 
tin  78703.  Sec.-Treas. 


■ TEXAS  UROLOGICAL  SOCIETY,  Port  Arthur,  Feb- 
ruary, 1969.  Dr.  James  L.  Petry,  3115  Procter  St.!  Port 
Arthur  77642,  Sec. 
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MARCH 

AMERICAN  ACADEMY  OF  ALLERGY,  Bal  Harbour. 
Fla.,  March  15-19,  1969.  Dr.  Paul  P.  VanArsdel,  Jr..  Uni- 
versity of  Washington  School  of  Medicine,  Seattle  98105, 
Sec. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, San  Francisco.  March  31-April  2,  1969.  Dr.  Thom- 
as B.  Ferguson,  Suite  311,  7710  Carondelet  Ave.,  St. 
Louis  63106,  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  17-19,  1969.  MiUard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  76301,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  10-13,  1969.  Mrs.  Irma  B.  Sher- 
wood, 1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
New  Orleans,  March  20-22,  1969.  Mrs.  Elsie  Howard, 
2109  Commerce  St.,  Dallas  75201,  Exec.  Sec. 

■ SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, San  Antonio,  March  7-9,  1969.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  San  Antonio.  March  7-8,  1969.  Dr. 
J.  L.  Jinkins,  Jr.,  Suite  921,  200  North  Blvd.,  Galveston 
77550,  Sec.-Treas. 


APRIL 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Chicago,  April  24-26,  1969. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Dir. 

■ AMERICAN  DERMATOLOGICAL  ASSOCIATION, 
Scottsdale,  Ariz.,  April  17-22,  1969.  Dr.  Barrett  Kennedy, 
1542  Tulane  Ave.,  New  Orleans,  La.  70112,  Sec. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J., 
April  30-May  1,  1969.  Dr.  Charles  D.  Cook,  333  Cedar  St.. 
New  Haven,  Conn.  06510,  Sec.-Treas. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City, 
Tex.,  April,  1969.  Dr.  William  Nicholson,  304  W.  Broad, 
Freeport  77541,  Sec.-Treas. 

■ INDUSTRIAL  MEDICAL  ASSOCIATION,  Houston, 
April  21-24,  1969.  Howard  N.  Schulz,  55  E.  Washington 
St.,  Chicago,  111.  60602,  Exec.  Dir. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, April  30-May  4,  1969.  Russell  F.  Staudacher,  2635 
Flossmoor,  Flossmoor,  111.  60422,  Exec.  Dir. 

■ TEXAS  DENTAL  ASSOCIATION,  Dallas,  April  27-30, 
1969.  Bill  Howard,  3707  Gaston  Ave.,  Dallas  75246,  Exec. 
Dir. 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Fran- 
cisco, May  5-8,  1969.  Dr.  Merrill  H.  Goodwin,  Aerospace 
Medical  Association,  Washington  National  Airport,  Wash- 
ington, D,C.  20001,  Exec.  Vice  Pres. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  1-4,  1969,  Dr, 
Daniel  E.  Jenkins,  1200  Moursund  Ave.,  Houston  77025, 
Sec.-Treas. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Washington,  D,C„  May  14-17,  1969.  Dr.  H.  D. 
Janowitz,  11  E.  100th  St.,  New  York  City  10029,  Sec. 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY,  Hot 
Springs,  Va.,  May  26-28,  1969.  Dr.  Samuel  D.  McPherson, 
Jr.,  1110  W.  Main  St.,  Durham,  N.C.  27701,  Sec.-Treas, 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Miami 
Beach,  Fla,,  May  5-9,  1969,  Dr.  Robert  S,  Garber,  Car- 
rier Clinic,  BeUe  Mead,  N.J.  08502,  Exec.  Sec. 


■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH,  San  Antonio,  May  1-4,  1969.  Dr. 
Irvin  M.  Cohen,  641  Hermann  Professional  Bldg.,  Hous- 
ton 77025,  Sec. 

AMERICAN  THORACIC  SOCIETY,  Miami  Beach,  Fla., 
May  24-26,  1969.  Robert  G.  WeymueUer,  1780  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  San  Fran- 
cisco, May  12-15,  1969.  William  P.  Didusch,  1120  N. 
Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ INTERNATIONAL  COLLEGE  OP  SURGEONS.  TEX- 
AS DIVISION,  San  Antonio,  May,  1969.  Dr.  Thomas  L. 
HiU,  Kings  Daughters  Clinic,  Temple  76501,  Sec. 

■ SEVENTH  ANNUAL  BAYLOR  ALUMNI  DAY,  Bay- 
lor University  College  of  Medicine,  Houston,  May,  1969. 
Mr.  Russell  Clem  and  Dr.  Herbert  Fred,  Baylor,  Houston 
77025,  Coordinators. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio, 
May  2,  1969.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  May  17- 
21,  1969.  O.  Ray  Hurst,  P.O.  Box  4553,  Austin  78751, 
Exec.  Dir. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May 
1-4,  1969.  C.  Lincoln  WiUiston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  John  Kuppinger,  613  W. 
Fillmore,  Harlingen  78550,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  An- 
tonio, May  3,  1969.  Dr.  Ray  Lawson,  2828  Lemmon  Ave., 
Dallas  75204,  Sec.-Treas. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  San 
Antonio,  May,  1969.  Dr.  Charles  Engelking,  224-34  W. 
Beauregard,  San  Angelo  76902,  Sec. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio,  May. 
1969.  Dr.  James  M.  Hampton,  448  Hermann  Professional 
Bldg.,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Antonio,  May,  1969.  Dr.  Presley  Chalmers,  2310  Gram- 
ercy,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio,  May,  1969.  Dr.  Frank  Dunton,  3601  Swiss  Ave., 
Dallas  75204,  Sec.-Treas. 


JUNE 

AMERICAN  ORTHOPAEDIC  ASSOCIATION,  Hot 
Springs,  Va.,  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St.,  Chicago  60602,  Sec. 

AMERICAN  PROCTOLOGIC  SOCIETY,  Boston,  June 
16-19,  1969.  Dr.  John  E.  Ray,  320  W.  Lafayette,  Detroit 
48226,  Sec. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Boston, 
June  19-20,  1969.  Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Lake  Ta- 
hoe. June  2-5,  1969.  Dr.  Jack  A.  Barney,  301  Pasteur 
Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

UNITED  STATES  - MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION,  Santa  Fe,  N.M.,  June,  1969. 
Dr.  Jorge  Jimenez  Gandica,  501  US  Court  House,  El 
Paso  79901,  Sec. 


JULY 

AMERICAN  MEDICAL  ASSOCIATION,  New  York,  July 
13-17,  1969.  Dr.  F.  J.  L.  Blasingame,  535  N.  Dearborn 
St.,  Chicago  60610,  Exec.  Vice  Pres. 
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ASSOCIATION  NEWS 


TMA  Physicians  To  Consider  Relationship 
To  Patients,  Community  on  Sept.  21 


The  physician’s  relationship  with 
his  patients  and  with  the  commun- 
ity in  which  he  lives  will  concern 
Texas  Medical  Association  members 
who  gather  in  Austin  Sept.  21  for 
the  Association's  Public  Affairs  and 
Public  Relations  Conference.  Boards, 
councils,  and  committees  have 
scheduled  meetings  Sept.  20  and 
21;  the  Executive  Board  will  convene 
Sept  22. 

Five  speakers  and  two  panel  dis- 
cussion groups  will  highlight  the 
Conference  program.  Speakers 
scheduled  are  Dr.  Dwight  L.  Wilbur 
of  San  Francisco;  Dr.  James  W.  Tur- 
pin of  Ardmore,  Pa.;  and  Dr.  Edward 
R.  Annis  of  Miami,  Fla.;  Lewis  R. 
Timberlake  of  Austin;  and  Philip 
Lesly  of  Chicago.  At  panel  sessions 
discussion  will  center  on  public  re- 
lations programs,  projects,  and  ideas 
for  county  medical  societies  and  on 
health  planning  programs. 

Dr.  Wilbun  Dr.  Dwight  L Wilbur, 
president  of  the  AMA  and  the  son 
of  a former  AMA  president  will  be 
the  Conference  keynote  speaker.  A 
member  of  the  AMA  Board  of  Trus- 
tees since  1963,  he  has  been  editor 
of  Califorma  Medicine  and  chairman 
of  the  editorial  board  of  Gastroenter- 
ology.  He  Is  chairman  of  the  AMA's 
Council  on  Health  Manpower  and 
has  served  the  Association  in  sev- 
eral other  capacities.  He  is  a past 
president  of  the  California  Academy 
of  Medicine,  American  Gastroentero- 
logical Association,  and  American 
College  of  Physicians.  In  1966  he  re- 
ceived the  Julius  Friedenwald  Medal 
from  the  American  Gastroenterolc^l- 
cal  Association  and  the  outstanding 
civilian  service  medal  from  the  US 
Army.  He  is  also  a member  of  the 
Mayo  Foundation’s  board  of  trustees 
and  is  a past  president  of  the  Alum- 
ni Association  of  the  Mayo  Graduate 
School  of  Medicine. 

Dr.  Wilbur  will  speak  on  “The 
Challenge  Ahead  for  Medicine.” 

Dr.  Turpin:  Dr.  James  W.  Turpin  Is 
founder  and  president  of  Project 
Concern,  Inc.,  an  International,  non- 
profit medical  relief  organization.  In 
1963  he  was  named  one  of  the  na- 


tion’s Ten  Outstanding  Young  Men; 
recently  he  received  the  freedom 
leadership  medal  from  the  Freedom 
Foundation  at  Valley  Forge.  He  will 
speak  on  "Modern  Medicine — ^The 
International  Language.’’ 

Dr.  Annis:  Dr.  Edward  R.  Annis  is  a 
past  president  of  the  AMA  and  is 
presently  a member  of  the  AMA 
Board  of  Trustees.  A surgeon,  he  has 
served  as  chairman  of  the  AMA’s 
National  Speakers  Bureau,  president 
of  the  World  Medical  Association, 
and  chief  of  the  Department  of  Gen- 
eral Surgery  at  Mercy  Hospital  in 
Miami.  In  1958  Dr.  Annis  was  award- 
ed the  Brotherhood  medal  of  the 
National  Conference  of  Christians 
and  Jews.  In  1961  the  Florida  State 
Medical  Association  gave  him  the 
first  annual  A.  H.  Robins  Company 
award  for  outstanding  community 
service  by  a physician. 

Dr.  Annis,  who  has  won  promi- 
nence as  a speaker  and  debater  and 
has  appeared  on  several  nationally 
televised  programs,  will  discuss 
“Complexities  Today  in  Medical 
Practice.” 

Mr.  Timberlake:  Lewis  Timberlake 
will  address  the  Conference  atten- 
dees on  the  subject  of  "Keepers  of 
the  Spring.”  Assistant  to  the  presi- 
dent of  the  First  National  Life  In- 
surance Company,  Mr.  Timberlake 
is  a past  national  vice  president  of 
the  US  Jaycees  and  is  a past  pres- 
ident of  the  Texas  Jaycees.  He  is 
also  a member  of  the  Board  of 
Trustees  of  the  Texas  Jaycee  Foun- 
dation, president  of  the  Texas  His- 
torical Foundation,  secretary  of  the 
Texas  State  Historical  Survey  Com- 
mittee, and  treasurer  of  the  Com- 
munity Council  of  Austin  and  Travis 
County. 

A member  of  Rotary  Internation- 
al; International  Knife  and  Fork 
Clubs;  national,  state  and  city  As- 
sociation of  Life  Underwriters  (NA- 
LU),  and  General  Agents  and  Man- 
agers Conference  of  NALU,  Mr.  Tim- 
berlake is  a frequent  speaker  before 
civic  and  professional  organizations 
throughout  Texas. 


Mr.  Lesly:  Philip  Lesly,  president 
of  The  Philip  Lesly  Company,  spec- 
ializes in  public  relations  counsel. 
His  firm  serves,  among  other  organi- 
zations, the  AMA  and  the  American 
Medical  Political  Action  Committee. 
He  is  the  author  of  two  books.  Pub- 
lic Relations  Handbook  and  Public 
Relations  in  Action,  and  the  co-au- 
thor of  a third  book.  Public  Rela- 
tions: Principles  and  Procedures. 

A member  of  the  board  of  direc- 
tors of  the  National  Safety  Council, 
Lesly  is  a charter  member  of  the 
Public  Relations  Society  of  America. 
His  topic  will  be  "Coping  with  Medi- 
cine’s New  Climate.’’ 

Panel  Sessions;  The  panel  on  "Pub- 
lic Relations  Ideas — ^Tried  and  True, 
Fresh  and  New”  will  feature  four 
speakers.  Dr.  Oscar  M.  Marchman, 
Jr.,  of  Dallas,  president,  Dallas 
County  Medical  Society,  will  describe 
the  1968  Community  Health  Week 
activities  of  the  society.  Dr.  Lester 
Karotkin  of  Houston,  president,  Har- 
ris County  Medical  Society,  will  ex- 
plain an  opinion  survey  of  member- 
ship conducted  by  the  Harris  Coun- 
ty society.  Donald  V.  Williams  of 
San  Antonio,  assistant  executive  di- 
rector, Bexar  County  Medical  So- 
ciety, will  present  the  background  of 
the  society's  newspaper  question 
and  answer  column,  giving  tips  to 
other  societies  on  how  such  a pro- 
ject can  be  carried  out.  And  James 
R.  Hickox  of  Chicago,  director,  AMA 
program  services  department,  will 
discuss  “Leading  the  Community  in 
Drug  Abuse  Education.”  Dr.  Joseph 
T.  Ainsworth  of  Houston,  chairman, 
TMA  Council  on  Public  Relations  and 
Public  Service,  will  serve  as  panel 
moderator. 

Another  panel  will  discuss  "Com- 
prehensive Health  Planning^ — ^What  It 
Is  and  the  Physician’s  Role.’’  Dr. 
Floyd  A.  Norman  of  Dallas,  chair- 
man, TMA  Committee  on  Health 
Planning,  will  moderate  the  session. 
Other  participants  are  Dr.  Joseph  T. 
Painter  of  Houston,  "The  Federal 
Laws— P.L.  89-749  and  P.L.  90-174 
— ^What  They  Say  and  What  They 
Do”;  Dr.  James  E.  Peavy,  of  Austin, 


Volume  64,  AugujI,  t96S 


87 


Abortion  Amendments  Ballots  Sent 
Votes  To  Get  Aug.  19  Tabulation 


Texas  State  Commissioner  of  Health, 
“Texas  Implementation  of  Compre- 
hensive Health  Planning";  and  Dr. 
Dewey  W.  Johnston  of  Fort  Worth, 
“The  Role  of  the  Physician  and  the 
County  Medical  Society  in  Local  and 
Regional  Health  Planning." 

Orientation  Program:  An  Orientation 
Program  will  be  held  during  the  Con- 
ference for  the  benefit  of  new  and 
transfer  TMA  members.  Speakers 
and  topics  will  be  "An  Accounting 
of  Stewardship:  What  Happens  to 
Your  Dues,"  Dr.  Elliott  Mendenhall, 
Dallas;  “Medical  Ethics^ — Obliga- 
tions of  the  Physician  to  His  Col- 
leagues and  to  the  Profession,"  Dr. 
James  H.  Sammons,  Baytown; 
"Serving  the  Doctors  of  Texas," 
Donald  M.  Anderson,  Austin;  and 
‘The  Role  of  Texas  Medicine  in  In- 
fluencing Government  Programs  of 
Medical  Service,”  C.  Lincoln  Willis- 
ton,  Austin. 

Other  Activities:  Luncheon  will  be 
served  in  the  basement  of  the  Head- 
quarters Building  immediately  fol- 
lowing the  morning  Conference  ses- 
sion on  Saturday. 

Association  committees,  councils, 
and  boards  will  meet  at  various 
times  and  places  throughout  the 
Conference  weekend.  The  Executive 
Board  will  meet  at  9:30  a.m.  Sun- 
day, Sept.  22,  to  consider  and  act 
on  reports  from  committee,  council, 
and  board  meetings. 

The  Woman's  Auxiliary  to  TMA 
will  hold  its  annual  School  of  In- 
struction and  Executive  Board  meet- 
ing on  Thursday  and  Friday,  Sept. 
19-20. 

Charles  0.  Finley  & Company  will 
sponsor  a hospitality  hour  at  the 
Colonnade  II  Room  of  the  Commo- 
dore Perry  Hotel  at  5:30  p.m.  on 
Saturday.  Following  the  hospitality 
hour  at  6:45  p.m.  bus  transporta- 
tion will  be  furnished,  compliments 
of  the  Charles  0.  Finley  Company, 
to  The  University  of  Texas-University 
of  Houston  football  game  at  Me- 
morial Stadium.  Tickets  for  the 
7:30  p.m.  football  game  may  be 
purchased  through  TMA  for  $5. 

Bus  transportation  will  also  be 
provided  from  the  downtown  hotels 
to  the  Conference  on  Saturday 
morning  and  back  to  the  hotels 
after  the  program. 

Rooms  have  been  reserved  for 
TMA  physicians  at  the  following  fa- 
cilities: Stephen  F.  Austin  Hotel, 
Commodore  Perry  Hotel,  Driskill  Ho- 
tel, Sheraton  Crest  Inn,  Gondolier 
Motor  Hotel,  Holiday  Inn — South, 
Terrace  Motor  Hotel,  Villa  Capri  Mo- 
tor Hotel.  Physicians  should  write 
to  one  of  the  preceding  for  over- 
night accommodations. 


Ballots  were  mailed  to  all  voting 
members  of  Texas  Medical  Associa- 
tion on  July  19  polling  the  TMA 
membership  regarding  the  Associa- 
tion's position  on  possible  amend- 
ments to  the  state's  Abortion  Laws. 
Tabulation  of  the  returned  ballots 
has  been  scheduled  for  Aug.  19.< 

Because  of  the  controversial  na- 
ture of  this  issue,  the  TMA  House 
of  Delegates  voted  in  its  May  meet- 
ing in  Houston  that  the  entire  TMA 
membership  be  polled  in  order  to 
determine  the  most  representative 
TMA  position  regarding  support  or 
non-support  of  legislation  that  might 
be  introduced  into  the  Texas  Legis- 
lature. The  Council  on  Medical  Jur- 
isprudence was  assigned  the  respon- 
sibility of  conducting  the  poll  and  of 
tabulating  the  results  before  the 
Sept.  22  meeting  of  the  TMA  Exec- 
utive Board. 

The  referendum  was  sent  to  ail 
members  of  TMA,  except  inactive, 
intern,  and  resident  members.  Ac- 
cording to  the  Association’s  By-Laws, 
these  categories  of  members  do  not 
have  the  right  to  vote.  A distinctive 
envelope  marked  Referendum  was 
also  sent  to  each  physician.  The 
mailing  included  (1)  covering  letter 
from  the  Council  on  Medical  Juris- 
prudence, (2)  ballot  prepared  by  the 
council,  (3)  return  envelope,  and  (4) 
second  envelope  for  insertion  of  a 
voter  stub.  Upon  receipt  of  the  bal- 
lots at  the  Headquarters  Building, 
signature  stubs  and  ballot  boxes 
were  to  be  placed  in  separate  locked 
boxes. 

The  ballots  were  printed  on  TMA's 
distinctive  water  marked  stationery 
bond  paper,  the  water  mark  being 
the  staff  of  Aesculapius  with  the 
capital  letters  of  TMA  running 
through  it  Because  this  stationery 
is  not  available  to  anyone  but  TMA, 
use  of  the  stationery  was  intended 
to  insure  against  duplication  of  bal- 
lots. 

A 30-day  period  for  voting  was  es- 
tablished. The  ballots  were  sched- 
uled to  be  tabulated  on  Aug.  19, 
the  last  day  a vote  can  be  received 
for  tabulation.  Five  individuals  were 
designated  to  count  the  votes:  one 
representative  each  from  the  Coun- 
cil on  Medical  Jurisprudence  and 
the  Board  of  Trustees,  the  consult- 
ants to  the  Council  or  their  desig- 
nees, and  the  Executive  Secretary. 
Results  of  the  balloting  will  be  avail- 
able immediately  to  Association  of- 
ficers, the  Council  on  Medical  Juris- 


prudence, and  to  all  who  might  in- 
quire. 

The  covering  letter  accompanying 
the  baiiots  explained  briefly  the 
purpose  of  the  poll  and  quoted  the 
Texas  law  regarding  abortion  as  it 
presently  reads.  Physicians  were 
asked  to  vote  for  or  against  amend- 
ing the  present  Abortion  Law.  If 
physicians  voted  for  amending  the 
present  law,  they  were  asked  to  in- 
dicate specific  measures  they  felt 
an  amendment  should  include. 

Actual  wording  of  the  ballot  fol- 
lows. This  sample  ballot  may  not 
be  used  in  voting. 

BALLOT 

;ia  The  current  statute  on  abortion 
in  Texas  states  in  effect  that  an 
abortion  is  illegal  unless  it  is  nec- 
essary to  save  the  mother's  life 
and  is  performed  upon  medical 
advice.  Would  you  be  in  favor  of 
amending  this  law? 

FOR  amending  the  present 

Abortion  Law  of  the  State 
of  Texas 

AGAINST  amending  the 

present  Abortion  Law  of  the 
State  of  Texas 

INFORMATION 

If  you  answered  FOR  in  the  above, 
would  you  express  yourself  by 
writing  YES  or  NO  on  the  follow- 
ing indications  and  restrictions? 

MATERNAL 

Physical  Health 

Mental  Health 

^Socio-economic 

L-Criminal  |ncest-Rape 

FETAL 

Viral  Diseases 

Drug  Induced  Deformities 

Diagnosed  Intra-Uterine 

known  abnormalities 
RESTRICTIONS 
HOSPITAL 

100  Bed 250  Bed 

500  Bed ^Teaching 

Please  indicate  the  number  of 
consultants  whom  you  feel  should 
be  required: 

Two  Three 

—Four  Five 

Other  comments: 

Please  indicate  your  type  of  prac- 
tice: 

The  House  of  Delegates  also  voted 
in  May  that  no  information  con- 
cerning Abortion  Law  changes  be 
circulated  because  of  possible  mem- 
bership misinterpretation  of  TMA 
policy. 
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PUBLIC  AFFAIRS  AND 
PUBLIC  RELATIONS 
CONFERENCE  AND 
ORIENTATION  PROGRAM 


SATURDAY,  SEPTEMBER  21 
TEXAS  MEDICAL  ASSOCIATION 
HEADQUARTERS  BUILDING 
AUSTIN 


8:30  A.M.  Registration  and  Coffee — Reading  Room 


OPENING  SESSION 

SAM  THOMPSON  ROOM 


9:00  A.M.  Call  to  Order  and  Welcome 

G.  V.  Brindley,  Jr.,  M.D.,  Temple 
President 

Texas  Medical  Association 


9:15  A.M.  The  Challenge  Ahead  for  Medicine 

Dwight  L.  Wilbur,  M.D.,  San  Francisco 
President 

American  Medical  Association 


9:45  A.M.  Coping  with  Medicine’s  New  Climate 

Philip  Lesly,  Chicago 
President 

The  Philip  Lesly  Company 


10:15  A.M.  Modern  Medicine— The  International  Language 

James  W.  Turpin,  M.D.,  Ardmore,  Pa. 
President  and  Founder 
Project  Concern,  Inc. 


CLOSING  SESSION 
SAM  THOMPSON  ROOM 


Presiding:  Charles  Max  Cole,  M.D.,  Dallas 

President-Elect 
Texas  Medical  Association 


3:15  P.M.  Presentation  of  the  Texas  Medical  Association’s 

Distinguished  Service  Award  to  A.  J.  GILL,  M.D.,  Dallas 


3:20  P.M.  Keepers  of  the  Spring 

Lewis  R.  Timberlake,  Austin 
Assistant  to  the  President 
First  National  Life 


3:50  P.M.  Complexities  Today  in  Medical  Practice 

Edward  R.  Annis,  M.D.,  Miami 
Member,  Board  of  Trustees 
American  Medical  Association 


4:30  P.M.  Adjournment 


10:45  A.M.  Coffee  Break— Reading  Room 


EVENING  ENTERTAINMENT 


11:00  A.M.  Orientation  Session  or 
Public  Relations  Panel 

See  next  page 


5:30  P.M.  Hospitality  Hour 

Charles  O.  Finley  & Company,  Host 
Colonnade  Room,  Commodore  Perry  Hotel 


6:45  P.M.  Chartered  Buses  Leave  for  Memorial  Stadium 

Brazos  Street  Entrance,  Commodore  Perry  Hotel 
Courtesy  of  Charles  O.  Finley  & Company 


7:30  P.M.  Football 

University  of  Houston  vs.  The  University  of  Texas 
Memorial  Stadium 
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PUBLIC  AFFAIRS  AND 
PUBLIC  RELATIONS 
CONFERENCE  AND 
ORIENTATION  PROGRAM 


PANEL  SESSIONS 

SAM  THOMPSON  ROOM 


SATURDAY,  SEPTEMBER  21 
TEXAS  MEDICAL  ASSOCIATION 
HEADQUARTERS  BUILDING 
AUSTIN 


11:00  A.M.  Public  Relations  Ideas— Tried  and  True/Fresh 
and  New 

Moderator: 

Joseph  T.  Ainsworth,  M.D.,  Houston 
Chairman 

Council  on  Public  Relations  and  Public  Service 
Texas  Medical  Association 

1.  Planning  A Successful  Community  Health  Week 

Oscar  Marchman,  M.D.,  Dallas 
President 

Dallas  County  Medical  Society 

2.  Informing  the  Public  Through  Newspaper 
Health  Columns 

Donald  V.  Williams,  San  Antonio, 

Assistant  Executive  Director 
Bexar  County  Medical  Society 

3.  Membership  Opinion  Polls  Can  Fill  Your 
Communications  Gap 

Lester  Karotkin,  M.D.,  Houston 
President 

Harris  County  Medical  Society 

4.  Leading  the  Community  in  Drug  Abuse 
Education 

James  R.  Hickox,  Chicago 

Director,  Program  Services  Department 

American  Medical  Association 

Discussion  and  Questions 


12:30  P.M.  Luncheon— Basement 

Catering  by  Jetton  Foods,  Inc.,  Fort  Worth 
Compliments  of  the  Texas  Medical  Association 


SAM  THOMPSON  ROOM 

1:30  P.M.  Comprehensive  Health  Planning— What  It  Is; 
The  Role  of  the  Physician 

Moderator: 

Floyd  A.  Norman,  M.D.,  Dallas 
Chairman,  Committee  on  Health  Planning 
Texas  Medical  Association 

1.  The  Federal  Laws  . . . Public  Law  89-749  and 
Public  Law  90-174  (H.R.  6418)— What  They 
Say  and  What  They  Do 

Joseph  T.  Painter,  M.D.,  Houston 
Member,  Committee  on  Health  Planning 
Texas  Medical  Association 

2.  Texas  Implementation  of  Comprehensive 
Health  Planning 

James  E.  Peavy,  M.D.,  Austin 
Commissioner  of  Health 
State  of  Texas 

3.  The  Role  of  the  Physician  and  the  County 
Medical  Society  in  Local  and  Regional 
Health  Planning 

Dewey  W.  Johnston,  M.D.,  Fort  Worth 
Member,  Committee  on  Health  Planning 
Texas  Medical  Association 

Question  and  Answer  Session 

Summary  Comments  by  Moderator 


ORIENTATION  SESSION 

LIBRARY  STACK  AREA 
Presiding:  Wendell  H.  Hamrick,  M.D.,  Houston 

Speaker,  House  of  Delegates 
Texas  Medical  Association 


11:00  A.M.  An  Accounting  of  Stewardship;  What  Happens 
to  Your  Dues 

Elliott  Mendenhall,  M.D.,  Dallas 
Chairman,  Board  of  Trustees 
Texas  Medical  Association 

11:20  A.M.  Medical  Ethics— Obligations  of  the  Physician  to 
His  Colleagues  and  to  the  Profession 

James  H.  Sammons,  M.D.,  Baytown 
Chairman,  Board  of  Councilors 
Texas  Medical  Association 


11:30  A.M.  Serving  the  Doctors  of  Texas 

Donald  M.  Anderson,  Austin 
Assistant  Executive  Secretary 
Texas  Medical  Association 


12:00  noon  Luncheon— Basement 

Catering  by  Jetton  Foods,  Inc.,  Fort  Worth 
Compliments  of  the  Texas  Medical  Association 


SAM  THOMPSON  ROOM 


1:00  P.M.  The  Role  of  Texas  Medicine  in  Influencing 
Government  Programs  of  Medical  Service 

C.  Lincoln  Williston,  Austin 
Executive  Secretary 
Texas  Medical  Association 


3:00  P.M.  Coffee  Break— Reading  Room 


SPECIAL  LEGISLATIVE  SESSION:  FEW  MEDICAL 


The  recently  adjourned  Special 
Session  of  the  60th  Legislature, 
which  began  June  3,  1968,  was 
called  by  the  Governor  to  consider 
primarily  a tax  bill  and  an  appropri- 
ations bill  for  the  year  beginning 
Sept.  1,  1968.  Because  of  this  lim- 
ited scope,  this  Special  Session  of 
the  Legislature  did  not  consider 
many  medically  oriented  issues  or 
proposals.  The  following  action  of 
the  lawmakers  should,  however,  be 
of  interest  to  the  physicians  of 
Texas. 

Appropriations  for  Medical  Educa- 
tion: The  present  and  future  enroll- 
ment in  Texas'  three  state-supported 
medical  schools,  and  hence  in  part 
the  number  of  new  physicians  in 
this  state,  is  dictated  in  large  mea- 
sure by  the  appropriations  made  to 
The  University  of  Texas  for  medical 
education.  Based  on  these  appropri- 
ations, the  following  estimates  of 
enrollment  are  made. 

The  University  of  Texas  Medical 
School  at  San  Antonio  will  enroll  56 
students  for  its  first-year  class  and 
expects  to  have  54  second-  and 
third-year  students  transferring  in 
from  other  institutions  for  a total 
enrollment  of  110.  Officials  hope  to 
be  able  to  enroll  100  first-year  med- 
ical students  in  September  of  1969. 

The  University  of  Texas  Medical 
School  at  Galveston  will  enroll  ap- 
proximately 156  first-year  students, 
150  second-year  students,  140  third- 
year  students,  and  125  fourth-year 
students  for  a total  of  approximately 
571  students  for  September,  1968. 

The  University  of  Texas  South- 
western Medical  School  at  Dallas 
will,  under  present  appropriations, 
be  able  to  enroll  108  first-year  stu- 
dents; 98  second-year;  101  third- 
year;  and  100  fourth-year;  or  a total 
of  407  medical  students  enrolled  for 
September  of  1968. 

Organ  Transplantation  Study:  The 
House  of  Representatives  has  auth- 
orized the  establishment  of  a nine- 
member  interim  committee  to  study 
needed  laws  relating  to  human  or- 


gan transplantation.  The  committee 
will  report  back  to  the  Regular  Ses- 
sion of  the  Legislature  in  January, 
1969.  In  testimony  before  the  House 
Committee,  the  resolution  sponsor. 
Representative  Jack  Ogg,  suggested 
that  legislation  may  be  needed  to 
clear  away  the  legal  barriers  cur- 
rently surrounding  the  use  of  organs 
from  homicide  victims  and,  more 
importantly,  that  the  laws  should  be 
updated  to  include  legal  definitions 
for  “death”  so  that  the  legal  defini- 
tion might  coincide  with  medical  sci- 
ence. Other  areas  to  be  investigated 
by  the  study  committee  concerned 
whether  or  not  the  next  of  kin 
should  be  authorized  to  grant  per- 
mission for  organ  transplantation 
from  the  body  of  the  deceased  or 
whether  this  should  be  the  preroga- 
tive of  the  donor  himself,  necessi- 
tating a decision  in  advance  of 
death.  The  nine-member  committee 
will  consist  of  four  laymen  and  five 
members  of  the  House  of  Repre- 
sentatives, all  to  be  appointed  by 
the  Speaker.  These  appointments 
have  not  yet  been  made. 

Implied  Consent  for  Intoxication 
Test:  The  House  of  Representatives 
passed  and  sent  to  the  Senate  a bill 
which,  had  it  been  favorably  acted 
upon,  would  have  authorized  the  use 
of  chemical  tests  on  motor  vehicle 
drivers  to  determine  intoxication. 
The  bill  also  provided  that  the  re- 
fusal to  submit  to  the  breath  test 
or  a denial  or  refusal  to  allow  test- 
ing under  the  provisions  of  the  act 
would  be  admissible  as  evidence  in 
a trial,  and  further  provided  for  the 
admissibility  in  court  of  the  test  re- 
sults received.  The  bill,  as  originally 
drafted,  contained  a provision  for 
the  taking  of  blood  samples  to  de- 
termine intoxication  of  the  driver  of 
a motor  vehicle,  but  this  provision 
was  deleted  before  House  passage 
of  the  bill.  The  Senate  committee 
studied  this  proposed  legislation 
and  reported  the  bill  back  to  the 
floor  favorably,  but  the  extended  de- 
bate on  other  legislation  precluded 


ISSUES  CONSIDERED 

upper  house  action  on  the  implied 
consent  bill  by  the  House.  The  TMA 
had  previously  lent  its  support  to 
the  bill  as  it  was  introduced  with 
provision  for  withdrawal  of  blood  so 
long  as  the  withdrawal  was  done  by 
a licensed  physician  or  by  a quali- 
fied person  under  the  direction  or 
supervision  of  a licensed  physician. 
The  Association  has  long  supported 
measures  designed  to  assist  in  the 
enforcement  of  driving  regulations 
and  has  held  the  view  that  the  pass- 
age of  an  "implied  consent  statute” 
which  would  authorize  the  testing 
for  intoxication  of  drivers  without 
their  specific  consent  and,  at  the 
time,  relieve  the  physician  from  lia- 
bility for  conducting  such  tests, 
would  be  in  the  public  interest. 
Sponsors  of  the  implied  consent 
statute  indicate  that  another  attempt 
at  passage  will  be  forthcoming  in 
the  Regular  Session  beginning  in 
January,  1969. 


Dr.  Rouse  Elected 
AMA-ERF  President 

Dr.  Milford  0.  Rouse  of  Dallas, 
immediate  past  president  of  the 
American  Medical  Association,  was 
elected  president  of  the  AMA  Edu- 
cation and  Research  Foundation  for 
the  1968-69  year  at  a meeting  of 
the  board  of  directors  in  San  Fran- 
cisco in  June.  Other  officers  are  Dr. 
Robert  C.  Long  of  Louisville,  Ky., 
vice  president;  and  Dr.  Burt  L.  Davis 
of  Palo  Alto,  Calif.,  secretary-treas- 
urer. 

The  new  officers  met  in  July  to 
review  the  programs  and  needs  of 
the  foundation  for  the  next  few 
months.  “Programs  of  greatest  sig- 
nificance,” according  to  Dr.  Rouse, 
“will  doubtless  include  continued  fi- 
nancial aid  to  medical  schools,  sup- 
port of  the  student  load  fund  guar- 
antee program,  and  more  substan- 
tial support  for  the  Institute  of  Bio- 
medical Research  sponsored  by  the 
AMA-ERF.” 
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REPORTING  HEART  TRANSPLANTS 
REQUIRED  CAREFUL  ANALYSIS 


NEWELL  E.  FRANCE 
Administrator, 

St.  Luke’s  Episcopal  Hospital 
Houston 

[Editors’  Note:  Achieving  a balance 
between  the  “right”  of  the  public  to 
know  and  the  need  to  protect  the 
privacy  of  patients  and  their  fami- 
lies is  no  easy  task.  The  editors  of 
Texas  Medicine  called  upon  the  ad- 
ministrators of  St.  Luke's  Episcopal 
Hospital  in  Houston  to  discuss  the 
problems  encountered  in  reporting 
news  of  the  heart  transplants  per- 
formed during  recent  months.] 

What  began  as  a complex  prob- 
lem of  media  communication  in  con- 
nection with  cardiac  transplanta- 
tion has  evolved  as  a program  just 
as  this  ultimate  in  the  surgical  cor- 
rection of  heart  disease  has  evolved. 
Unlike  the  advance  preparation  for 
the  clinical  program,  the  public  re- 
lations planning  began  when  the 
surgeon-in-chief  delineated  team  re- 
sponsibilities, to  wit,  “I’ll  do  the 
surgery  and  you  handle  the  circus.” 
Within  two  hours  of  the  decision  to 
proceed  at  approximately  midnight. 
May  2,  1968,  all  special  require- 
ments of  professional  staffing, 
equipment,  and  supplies  were  met. 
Once  surgery  was  underway,  admin- 
istrative personnel  convened  to  ex- 
amine the  suspected  public  rela- 
tions impact  upon  the  physicians, 
the  patient  and  his  family,  and  the 
hospital. 

The  most  difficult  problem  in  the 
public  relations  planning  was  gain- 
ing the  acceptance  by  all  concerned 
of  the  fact  that  there  could  not  and 
should  not  be  a news  blackout.  A 
“no  information”  policy  would  pre- 
cipitate press  excesses  and  undisci- 
plined attempts  to  get  news.  A posi- 
tive media  communications  program 
would  (1)  give  encouragement  to 
prospective  donors  and  their  fami- 
lies, (2)  give  the  public  construc- 
tive information  about  the  trans- 
plant program  and  furnish  an  um- 
brella of  acceptance  and  encourage- 
ment to  recipients,  and  (3)  guard 
the  donor  families  and  recipients, 
the  medical  team,  and  the  hospital 
from  irresponsible  and  speculative 
reporting.  The  media  communica- 
tions program  now  used  came  about 


not  by  decree,  but  slowly  and  under 
stress,  requiring  frequent  analysis 
and  interpretation. 

Immediately  following  the  two- 
hour  long  first  transplant,  the  medi- 
cal team  and  administration  devoted 
the  next  five  hours  to  establishing 
the  guidelines  to  be  followed  and  to 
preparing  a news  release.  The  press 
and  wire  services  were  notified  at 
6:30  a.m.  By  9 a.m.  four  persons 
were  staffing  telephones  for  calls 
emanating  from  around  the  world. 
Inquiries  were  not  limited  to  the 
facts  at  hand  nor  to  the  media.  Ber- 
lin wanted  the  height,  weight,  and 
age  of  the  surgeon.  A man  in  Louis- 
ville wanted  replacement  of  another 
part  of  his  anatomy,  a less  dramatic 
one  although  to  him  functionally  es- 
sential. Threats  came  from  the  emo- 
tionally unsettled,  derogations  and 
congratulations  from  others.  Forty- 
eight  hours  later  there  were  no  signs 
of  abatement  despite  a press  con- 
ference, and  the  team  was  already 
preparing  to  undertake  a second 
heart  transplant  operation.  A third 
was  to  take  place  within  72  hours. 
The  duty  schedule  for  four  members 
of  the  administration  staff  became 
36  hours  on  and  12  off.  In  addition, 
staff  personnel  of  the  Public  Rela- 
tions office  also  were  devoting  a 
great  deal  of  time  to  the  program. 

Priority  of  news  release  became 
confused  although  every  effort  was 
made  to  relate  first  to  the  two  local 
newspapers,  the  wire  services,  and 
five  local  television  stations,  respect- 
ing deadlines  and  satisfying  also  the 
major  networks  (CBS,  NBC,  ABC, 
and  BBC)  and  the  metropolitan 
newspapers  throughout  the  nation. 

A hornet’s  nest  effect  developed, 
however;  and  in  a nightmare  sort  of 
procession  came  the  national  publi- 
cations, the  large  provincial  ones, 
and  the  locals.  It  was  discovered 
that  commentators,  reporters,  and 
science  writers  surely  number  in  the 
thousands  and  each  has  his  own 
deadline  and  unlimited  aspirations. 
Not  all  arrived  at  St.  Luke’s  Episco- 
pal Hospital  at  the  same  time  how- 
ever; and  only  one  (from  Milan, 
Italy)  suffered  a fractured  knee,  be- 
came a patient,  and  received  privi- 
leged interviews  with  the  surgeon 
and  the  patients.  Experience  demon- 
strated that  vulnerability  to  criticism 
occurs  when  one  forgets  that  the  re- 


Newell E.  France,  administrator  of  St. 
Luke’s  Episcopal  and  Texas  Children’s 
Hospitals,  addresses  press  media  rep- 
resentatives at  the  close  of  a news 
conference. 


porter  may  also  be  tired  and  per- 
haps inconvenienced. 

A media  communications  policy 
has  emerged  that  is  generally  ac- 
ceptable to  everyone  involved  and 
permits  a disciplined  flow  of  infor- 
mation: 

1.  The  hospital’s  departments  of 
public  relations  and  administration, 
the  medical  team,  the  chaplain,  and 
others  communicate  in  depth  with 
each  other.  No  one  functions  inde- 
pendently of  the  other.  All  state- 
ments are  jointly  discussed.  This  is 
particularly  important  because  of 
the  legal  implications  and  technical 
evolution  of  the  cardiac  transplant 
program. 

2.  The  media  representatives  are 
now  educated  in  what  to  expect. 
They  have  learned  also  that  they 
cannot  force  or  intimidate  anyone 
connected  with  the  program.  The 
hospital  and  the  medical  team  re- 
lease all  important  news  at  the  same 
time.  This  is  done  by  establishing 
in  advance  every  possible  item  to 
be  released  and  the  method  of  pref- 
erence is  the  press  conference.  The 
press  conference  is  the  best  means 
of  communicating  information 
whether  or  not  a transplant  attempt 
has  been  successful.  A definite  pre- 
cept is  established  that  all  import- 
ant news,  good  or  bad,  generates 
from  this  source,  and  not  through 
exclusive  interview. 

3.  Between  press  conferences,  a 
spokesman  for  the  hospital  team  is 
designated  as  the  news  source.  This 
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Members  of  the  heart  transplant  team,  Drs.  Grady  L.  Hallman,  Denton  A.  Cooley,  Robert  D. 
Bloodwell,  Arthur  Keats  and  Robert  D.  Leachman,  conduct  press  conference  following  heart 
transplant  surgery  at  St.  Luke's.  Each  press  conference  was  attended  by  representatives  of 
local  and  national  media,  television,  newspapers,  radio,  magazines.  United  Press  International 
and  Associated  Press. 


individual  does  not  depart  from  the 
written  statement.  No  hospital 
spokesman  is  to  extemporize,  neith- 
er adding  to  nor  subtracting  from 
what  has  been  approved  and  issued. 

4.  The  hospital  and  medical  team 
can  expect  one  or  more  attempts  to 
get  further  information  by  methods 
not  considered  polite.  Certain  pub- 
lications will  confer  unofficially  with 
paramedical  personnel  who  indulge 
in  feelings  of  self-importance.  These 
efforts  can  be  countered  only  in 
part  by  a hospital-wide  program  of 
employee  recognition. 

5.  The  most  undisciplined  at- 
tempts to  get  news  are  through  the 
families  of  donors  and  recipients. 
Since  they  are  not  directly  under  the 
control  of  the  medical  team  or  the 
hospital,  they  are  vulnerable.  These 
families  are  told  what  to  expect  and 
what  assistance  is  available  to  them. 
If  they  are  cooperative,  requests 
are  referred  through  official  chan- 
nels. Unless  preparations  are  made, 
destructive  diversions  to  the  pro- 
gram may  be  made. 

6.  The  handling  of  “special”  re- 
quests by  the  media  people  is  diffi- 
cult, and  it  can  be  anticipated  that 
the  most  aggressive  of  these  will 
want  an  “exclusive.”  Every  effort 


should  be  made  to  make  available 
what  has  been  available,  if  not  used, 
by  everyone.  The  granting  of  special 
interviews  and  information  should 
be  carefully  considered.  If  exclu- 
sives are  granted,  it  is  a joint  de- 
cision of  everyone  involved  and  with 
full  knowledge  of  the  difficulties 
which  can  ensue.  When  the  story  is 
of  interest  to  the  public  it  should  be 
given  to  all  segments  of  the  public, 
not  to  those  who  subscribe  to  one 
publication. 

7.  Physicians  should  cooperate 
with  the  news  media  communica- 
tions program  to  insure  that  the 
news  is  available  promptly  and  ac- 
curately. Physicians  should,  how- 
ever, respect  the  right  of  privacy  of 
the  patient  and  use  restraint  and 
good  judgment  in  reporting  proce- 
dures objectively  and  factually.  If 
the  dramatic  aspects  of  medical  ad- 
vances prevent  his  reporting  of  pro- 
cedures to  the  medical  profession 
prior  to  a news  conference,  the  full 
scientific  reports  to  the  profession 
should  be  made  as  soon  as  possible 
following  the  report  to  the  press. 

One  cannot  believe  there  is  an 
issue  as  to  whether  or  not  to  use 
the  media  to  give  information.  The 
entire  matter  of  heart  transplanta- 


tion is,  beyond  a shadow  of  doubt, 
legally  and  journalistically  part  of 
the  public  interest.  In  addition,  it  is 
to  the  long  term  benefit  of  the  pro- 
gram to  educate  the  public.  How- 
ever, everything  that  is  given  to  the 
media  today  is  subject  to  review  by 
one's  colleagues  or  in  a court  of 
law  on  a tomorrow.  Therefore,  in- 
formation on  transplantations  should 
be  subjected  to  careful  study;  and 
during  the  course  of  study,  the  im- 
mediate demands  of  the  media 
should  be  met  with  immense  care. 

It  is  not  realistic  to  expect  media 
representatives  to  act  in  the  best 
interests  of  anything  but  their  pub- 
lication. They  may  behave  ruthlessly 
and  without  regard  for  anything  but 
their  deadline.  It  is  realistic  to  ex- 
pect the  hospital  and  medical  team 
to  handle  this  problem  profession- 
ally. If  the  media  people  encounter 
a firm  and  professional  approach  to 
their  demands,  most  will  be  coop- 
erative. And,  in  their  cooperation 
and  support  lies  one  of  the  best 
hopes  for  the  success  of  telling  the 
real  story,  of  achieving  the  neces- 
sary acceptance  by  the  public — and, 
ultimately,  in  saving  more  patient 
lives. 
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helps  restore  normal  motility  and  tone 


CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea  and  other  symptoms  of  common 
G.l.  disorders  can  often  be  curbed  with  Cantil 
(mepenzolate  bromide),  bringing  welcome  relief 
to  the  harassed  patient.  Relatively  specific  for 
the  hyperactive  colon,  it  helps  reduce 
diarrhea,  pain  and  spasm  with  minimal  effect 
on  other  viscera.  Cantil  (mepenzolate  bromide) 
is  indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenteritis, 
diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


CONTRAINDICATIONS:  Sensitivity  to  Cantil®  (mepenzolate  bromide),  glau- 
coma. G.l.  or  G.U.  obstruction,  toxic  megacolon.  WARNINGS:  Possibility  of 
adverse  reactions  in  advanced  severe  ulcerative  colitis  and  atypical  agitated 
reactions  to  phenobarbital  in  the  elderly  (Cantil  with  Phenobarbitalj. 
PRECAUTIONS:  Cantil  is  of  adjunctive  use  only;  treatment  of  the  underlying 
condition  is  indicated,  be  it-organic  or  functional.  Observe  caution  in  conditions 
known  to  be  incompatible  with  atropine-like  drugs,  e.g.,  open-angle  glaucoma 
or  prostatic  hypertrophy.  ADVERSE  EFFECTS:  Dry  mouth;  blurred  vision; 
constipation;  nausea;  vomiting;  bloating;  dizziness;  urinary  retention.  All  are 
anticholinergic  effects  and  usually  tolerable.  Habituation  and  idiosyncratic 
reactions  to  phenobarbital  (Cantil  with  Phenobarbital)  are  possible,  as  is 
generalized  rash.  DOSAGE:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phenobarbital  may 
be  prescribed  if  sedation  is  required.  HOW  SUPPLIED:  CANTIL  (mepenzolate 
bromide)— 25  mg.  per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL— containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg.  mepenzolate  bromide.  Bottles 
of  100  and  250. 
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Annual  Session  Papers 
Now  Available  on  Tape 

Some  papers  presented  at  Scien- 
tific Sections  of  the  1968  Texas 
Medical  Association  Annual  Session 
in  Houston,  May  2-5,  are  now  avail- 
able on  tape  in  the  TMA  Memorial 
Library. 

Twelve  tapes  have  been  received 
from  the  Audio-Digest  Foundation, 
which  taped  several  scientific  pres- 
entations and  presented  them  to 
TMA.  The  tapes  are  on  7-inch  reels 
and  play  at  33^  i.p.s.  A physician 
may  check  out  a tape  by  writing  to 
the  library  and  specifying  one  or 
more  of  the  following: 

Internal  Medicine:  mechanism  of 
action  of  diuretic  drugs.  Dr.  Roscoe 
R.  Robinson;  preventive  nephrology 
(early  diagnosis  of  treatable  renal 
disease.  Dr.  Robert  0.  Morgen;  di- 
agnosis and  treatment  of  acute  re- 
nal failure.  Dr.  Harry  E.  Sarles; 
nephrotic  syndrome.  Dr.  August  R. 
Remmers,  Jr.;  recent  developments 
in  the  field  of  organ  transplanta- 
tion, Dr.  William  R.  Waddell;  recent 
advances  in  renal  physiology.  Dr. 
Roscoe  R.  Robinson;  physiology  of 
deglutition.  Dr.  Guillermo  McEwan; 
esophageal  motor  disorders.  Dr.  Ni- 
cholas C.  Hightower;  chest  pain  of 
esophageal  origin — differential  di- 
agnosis, Dr.  John  T.  Sessions,  Jr.; 
atypical  angina.  Dr.  William  J.  Block; 
use  of  radiophosphorus  in  the  early 
detection  of  esophageal  malignancy. 
Drs.  Robert  S.  Nelson  and  Frank  L. 
Lanza;  and  surgery  of  the  esopha- 
gus, Dr.  Don  C.  Quast. 

Digestive  Diseases:  mechanisms  of 
diarrhea,  Drs.  Leslie  A.  Turnberg 
and  John  S.  Fordtran;  management 
of  diarrhea  occurring  as  a sequel  to 
gastric  surgery,  Drs.  John  R.  Kelsey, 
Jr.,  Temple  W.  Williams,  Jr.,  and 
Philip  S.  Bentlif;  short  bowel  syn- 
drome, Dr.  Elliott  Weser;  diarrhea  in 
diabetes,  Drs.  Leo  Castiglioni  and 
Marcel  Patterson;  and  antibiotic  di- 
arrheas, Dr.  Frederick  R.  Lummis, 
Jr. 

Pediatrics:  management  of  child- 
hood asthma.  Dr.  George  W.  Brash- 
er; management  of  the  child  in  stat- 
us asthmaticus,  Drs.  Orville  C. 
Thomas,  Hermann  Gregory,  and 
John  P.  McGovern;  chronic  secre- 
tory otitis  media — diagnosis  and 
current  concepts  of  therapy.  Dr.  S. 
Harold  Reuter;  neonatal  pneumo- 
thorax, Dr.  Myron  M.  Nichols;  con- 
genital syphilis — on  the  rise.  Dr. 
Theodore  R.  Pfundt;  school  prob- 
lems, Dr.  Harry  Medovy;  meaning  of 
laboratory  studies  in  children  with 


cerebral  dysfunction.  Dr.  Eric  Den- 
hoff;  varieties  of  aphasia  in  children 
and  adults.  Dr.  Morris  H.  Lamport; 
and  a physician’s  viewpoint  of 
school  athletics.  Dr.  James  E.  Swink. 

Ophthalmology:  prevention  and  man- 
agement of  ocular  trauma.  Dr.  Ar- 
thur H.  Keeney;  ocular  plastic  sur- 
gery: techniques — problems  in  ptosis 
surgery.  Dr.  Charles  E.  Iliff;  ocular 
slit-lamp  photography.  Dr.  Louis 
Daily,  Jr.;  intraocular  surgery:  tech- 
niques, Dr.  Charles  E.  Iliff;  role  of 
diagnostic  ultrasound  in  ophthal- 
mology, Dr.  Arthur  H.  Keeney;  and 
allergy  and  cataracts.  Dr.  Ruby  K. 
Daniel. 

General  Practice:  fetology — the  new 
responsibility  of  prenatal  care.  Dr. 
Garth  L.  Jarvis;  newer  concepts  of 
insect  hypersensitivity,  Drs.  Joseph 
T.  Queng,  Theodore  J.  Haywood, 
and  John  P.  McGovern;  advances  in 
in  plastic  repair  of  facial  injuries. 
Dr.  Sanford  Glanz;  asymptomatic 
hematuria  in  children.  Dr.  L.  Leigh- 
ton Hill;  first  aid  treatment  of  poi- 
soning, Dr.  Eric  G.  Comstock;  ado- 
lescent gynecology.  Dr.  Garth  L. 
Jarvis;  evaluation  and  management 
of  the  dizzy  patient,  Dr.  James  L. 
Smith;  subfacial  iliosacral  lipoma  as 
a cause  of  back  pain.  Dr.  Francis  M. 
Logsdon;  snake  bite.  Dr.  John  P. 
Darby,  Jr.;  and  treatment  of  sprains 
and  closed  fractures  of  the  ankle, 
Dr.  Edward  L.  Compere. 

Otolaryngology:  malignant  tumors  of 
the  head  and  neck  in  children.  Dr. 
John  J.  Conley;  posterior  fossa 
contrast  examination  and  cerebel- 
lopontine angle  tumors,  Drs.  DeWitt 
W.  Cox,  Jr.,  and  H.  Edward  Maddox, 
III;  carotid  artery  protection  in  head 
and  neck  cancer  surgery,  Drs.  Rich- 
ard L.  Mabry  and  Donald  A.  Corgill; 
melanoma  of  the  head  and  neck,  Dr. 
John  J.  Conley;  safe  general  anes- 
thesia for  laryngoscopy  and  broncho- 
scopy, Dr.  Edward  A.  Talmage;  cur- 
rent concepts  of  otosclerosis  sur- 
gery, Dr.  Howard  P.  House;  cancer 
of  the  middle  ear  and  temporal 


“Would  you  mind  serving  his  lunch? 
He  never  has  time  to  go  to  those 
‘topless’  places.” 


bone,  Dr.  John  J.  Conley;  serunt 
albumin  in  the  treatment  of  infec- 
tious mononucleosis.  Dr.  Dor  W. 
Brown;  hearing  standards,  fact  or 
fiction,  Dr.  Howard  P.  House;  re- 
gional flaps  in  cancer  surgery  of  the 
head  and  neck.  Dr.  John  J.  Conley; 
problems  of  peripheral  facial  nerve 
paralysis  and  their  management,  Dr. 
Donald  W.  Alexander;  and  congenital 
abnormalities  encountered  in  mid- 
dle ear  surgery.  Dr.  Howard  P. 
House. 

Accidental  Poisoning 
Deaths  on  Increase 

Nearly  a million  persons  accident- 
ally swallow  poisonous  materials  an- 
nually in  the  United  States.  About 
2,100  die  and  many  more  sustain 
permanent  and  crippling  injuries,  ac- 
cording to  statisticians  of  Metropol- 
itan Life  Insurance  Company. 

Since  1963,  the  death  rate  from 
such  poisoning  has  remained  at 
nearly  11  per  million  population, 
which  is  16  percent  higher  than  in 
1960,  suggesting  a worsening  situ- 
ation in  recent  years.  This  increase 
has  been  primarily  at  the  young 
adolescent  and  adult  ages.  At  ages 
15-24  the  1965  death  rate  from 
this  cause  was  7.6  per  million 
among  men  and  3.4  among  women 
— representing  increases  of  36  and 
100  percent,  respectively,  over  the 
mortality  rates  five  years  earlier.  At 
ages  25-44  the  corresponding  death 
rates  have  increased  about  two  fifths 
in  each  sex,  while  at  ages  45-64, 
the  rate  has  remained  the  same  for 
men,  but  has  risen  sharply  for  wom- 
en. 

At  the  preschool  ages,  fatal  poi- 
soning has  decreased  markedly  in 
recent  years,  but  the  danger  of  poi- 
soning is  greater  for  very  young 
children  than  for  any  other  age 
group. 

The  relative  importance  of  the 
various  substances  that  cause  acci- 
dental poisoning  fatalities  also  has 
changed  in  recent  years.  Between 
1960  and  1965,  the  deaths  attribu- 
table to  barbiturates  and  their  der- 
ivatives increased  by  three  fourths 
among  men,  and  doubled  among 
women;  barbiturates  take  their  larg- 
est toll  among  adults. 

The  loss  of  life  from  nonbarbitu- 
rate drugs  and  medicines  also  has 
increased  sharply. 

On  the  other  hand,  deaths  from 
the  ingestion  of  wood,  denatured, 
and  other  alcohol  have  decreased; 
but  the  figures  may  be  somewhat 
misleading  because  alcohol  in  com- 
bination with  other  substances  is  a 
factor  in  some  cases. 
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for  the  six  to  eight  mil- 
lion visitors  to  the  ex- 
position. 

The  physician  in  charge 
of  this  vast  operation  is 
Dr.  E.  M.  “Dan”  Boyd, 
chairman  of  the  Bexar  Coun- 
ty Society's  emergency  room 
committee.  Dr.  Boyd  recently 
told  the  society's  executive 
board  that  in  the  first  63  days, 
Infirmary  personnel  had  seen  and/ 
or  treated  1,450  persons,  22  of 
\whom  required  admittance  to  a 
nearby  hospital.  This  is  an  average 
of  25  persons  a day.  Dr.  Boyd  said, 
but  this  figure  is  expected  to  double 
in  the  final  three  months  of  the  fair. 

Jim  Saling,  the  HemisFair  medi- 
cal administrator,  says  that  the  busi- 
est hours  at  the  Infirmary  are  noon 
to  3 p.m.  This  is  due  largely  to  out- 
of-state  visitors,  not  used  to  Texas' 
hot  summers,  being  overcome  by 
heat  exhaustion. 

When  a person  becomes  ill  or 
falls  victim  to  an  accident,  he  is 
conveyed  to  the  Infirmary  by  a cov- 
ered, three-w/heeled,  electrically- 
driven  cart  (no  motor  vehicles  are 
allowed  access  to  the  fair  grounds), 
manned  by  one  of  San  Antonio's 
off-duty  firemen.  If  further  treat- 
ment is  required,  the  patient  is 
whisked  off  by  ambulance  to  one  of 
four  nearby  hospitals. 

The  physicians  work  in  two  shifts; 
the  first  is  from  8:30  a.m.  to  4:30 


HemisFair  Served  By 

Volunteer 
Physicians 


[Editor's  note;  When  the 
average  HemisFair  '68 
visitor  enters  a gate  of 
Texas'  World's  Fair,  he 
gives  little  thought  to  pos- 
sible injuries  or  illness  that 
might  occur  to  himself  or  to 
someone  in  his  group  while 
on  the  fair  grounds.  The  Bexar 
County  Medical  Society,  how- 
ever, has  given  much  thought  to 
possible  injuries  and  has,  in  coop- 
eration with  fair  officials,  equipped 
and  staffed  an  infirmary  from  which 
to  minister  to  the  medical  needs  of 
HemisFair  visitors.  Assistant  Execu- 
tive Director  Donald  V.  Williams  pre- 
sents for  Texas  Medicine  readers  a 
report  on  the  HemisFair  activities  of 
Bexar  County  Medical  Society.] 


The  responsibility  for  providing 
health  care  facilities  at  Texas' 
World's  Fair,  HemisFair  '68,  li 
with  the  fair's  officers  and  directors. 
But  the  Infirmary,  as  it  is  called,  is 
under  the  complete  direction  of  the 
physician-members  of  the  Bexar 
County  Medical  Society.  These 
doctors  have  all  volunteered 
their  services  in  this  com- 
munity effort  and  by  the 
time  the  fair  has  end- 
ed on  Oct.  6, 
some  368  will 
to  care 


Dr.  John  C.  Meadows,  Jr., 
president  of  Bexar  County  Medical 
Society,  S.  E.  Cockrell,  Jr.,  executive 
director,  and  Jim  Saling,  HemisFair's 
medical  admrnistrator,  view  fairgrounds 
from  upper  walkway  in  front  of 
Tower  of  the  Americas. 


ENremMMA^MnMui 

onc^fotT 
comeos  w wncs 

Nlf)OS  EXTRAVwaOS 
vosT  CMiLoneN 


Dr.  Harry  G.  Wilson 
of  San  Antonio  examines 
a hostess  from  the 
Mexican  Pavilion. 


Nurses  Mary  Lyons  and 
Clara  Conn  stand  before 
bilingual  directional  sign  with 
international  symbols  pointing  to 
the  HemisFair  Infirmary. 


p.m.  and  the  second  from  4:30  p.m. 
to  12:30  a.m.  One  physician  is  on 
duty;  and  another  is  designated  as 
“on  call'  for  each  shift.  The  “on 
call”  physician  is  prepared  to  quick- 
ly step  in  and  help  if  the  situation 
requires,  or  to  relieve  the  physician 
on  duty  should  something  happen 
to  him. 

“Surprisingly,”  said  Dr.  John  C. 
Meadows,  Jr.,  president  of  the  Bexar 
County  Medical  Society,  “getting 
our  doctors  to  volunteer  for  this  de- 
manding and  time  consuming  task 
wasn’t  difficult  at  all.  They  respond- 
ed with  splendid  community  spirit; 
and  by  the  end  of  the  first  week  af- 
ter we  had  sent  out  letters  asking 
for  volunteers,  184  had  responded 
affirmatively — enough  to  see  us 
safely  through  the  first  half  of  the 
fair.” 

S.  E.  Cockrell,  Jr.,  executive  di- 
rector for  the  Bexar  County  Society, 
does  the  scheduling  and  record- 
keeping for  the  physicians.  “It's 
pretty  much  a ‘duty  roster’,”  he 
says. 

Registered  nurses,  licensed  voca- 
tional nurses,  and  clerical  help 
round  out  the  clinic’s  staff.  The  In- 
firmary has  14  beds  and  three  treat- 
ment rooms.  In  addition  to  treating 
injuries,  the  infirmary  also  dispenses 
aspirin,  Band-Aids,  and  remedies  for 
upset  stomachs,  often  required  by 
persons  overcome  with  the  irresist- 
ible desire  to  sample  all  the  fair’s 
gourmet  delights  in  one  day. 


Patients  are  conveyed  to  the  Infirmary  in  these  three-wheeled,  electrically 
operated  carts  driven  by  San  Antonio's  off-duty  firemen. 


Nurses  Rita  Lawrence  and  Mary  Lyons 
listen  as  Dr.  John  C.  Meadows,  Jr.,  president  of  the 
Bexar  County  Medical  Society,  discusses  patient  records 
with  physician  on  duty.  Dr.  Jesus  Santoscoy. 


S.  E.  Cockrell,  Jr.,  Executive  Director 
of  the  Bexar  County  Medical  Society,  confers  with 
Jim  Saling,  HemisFair  '68  medical  administrator, 
about  the  fair's  "physician  duty  roster." 


Disability  Program  And 
Physician’s  Role  Clarified 

Private  medical  practitioners  came 
under  social  security  in  1965.  In 
addition  to  earning  retirement  and 
survivors  protection,  they  may  also 
have  earned  disability  protection. 

A worker  under  65  may  be  eli- 
gible for  monthly  benefits  if  he  is 
disabled  because  of  a severe  physi- 
cal or  mental  impairment  which  has 
lasted  (or  is  expected  to  last)  a 
year  or  longer.  He  must  be  unable 
to  do  his  usual  job  or  any  other 
work  in  keeping  with  his  age,  edu- 
cation, and  experience. 

To  be  eligible  for  disability  bene- 
fits a person  who  is  31  or  older 
needs  to  have  worked  under  social 
security  5 of  the  10  years  preceding 
disability.  Some  younger  workers 
may  have  worked  as  little  as  IV2 
years  before  disability.  Under  new 
amendments,  disabled  widows  and 
disabled  dependent  widowers  of  in- 
sured workers  can  become  eligible 
for  reduced  benefits  at  age  50  even 
if  they  themselves  have  never  work- 
ed. Also,  a person  continuously  dis- 
abled since  before  reaching  age  18 
can  now  be  eligible  for  benefits  af- 
ter reaching  age  18. 

Benefits  begin  with  the  seventh 
full  month  of  disability.  Payments 
last  as  long  as  the  disability  con- 
tinues. At  65,  payments  to  disabled 
workers  are  converted  to  retirement 
benefits  without  change  in  amount. 

Physicians  can  often  greatly  aid 
patients  with  financial  difficulties  by 
suggesting  that  they  consult  the  lo- 
cal social  security  office  concerning 
eligibility  for  these  benefits.  Office 
personnel  can  inform  the  claimant 
of  eligibility  requirements  and  can 
help  him  apply  for  benefits. 

In  the  past,  the  most  frequent 
causes  of  disability  have  been  ar- 
teriosclerotic and  hypertensive  heart 
disease,  emphysema,  schizophrenic 
disorders,  pulmonary  tuberculosis, 
rheumatoid  arthritis,  and  osteoarth- 
ritis. 

A patient  applying  for  benefits  is 
expected  to  furnish  reports  from  his 
treatment  sources  for  evaluation  of 
his  claim.  Disability  decisions  are 
made  by  an  evaluation  team  con- 
sisting of  a physician  and  a lay  dis- 
ability evaluation  specialist.  The 
team  works  in  an  agency  of  the 
state  where  the  applicant  resides. 
In  Texas  the  agency  is  the  Division 
of  Disability  Determination,  Texas 
Education  Agency,  Austin.  Dr.  Al- 
bert F.  Vickers  of  Austin  is  the  Di- 
vision’s senior  medical  consultant. 

Usually  the  evaluating  physician 
is  a private  practitioner  serving  the 


agency  on  a part-time  basis.  After 
reviewing  records  provided  largely 
by  the  patient’s  own  physician,  the 
team  decides  whether  the  appli- 
cant’s impairment  is  disabling  un- 
der the  law.  The  most  helpful  re- 
ports are  those  in  which  the  pa- 
tient’s physician  has  given  the  same 
information  that  he  would  send  a 
colleague  to  give  him  a complete 
medical  picture,  including  diagnosis, 
complete  history,  physical  examina- 
tion results,  and  results  of  relevant 
diagnostic  tests.  When  more  evi- 
dence is  needed,  the  evaluating  phy- 
sician may  ask  the  patient’s  physi- 
cian to  perform  the  needed  tests 
and  examinations  at  government  ex- 
pense or  may  refer  a patient  for  an 
independent  consultative  examina- 
tion, also  at  government  expense. 

In  addition  to  paying  cash  bene- 
fits, the  program  also  helps  restore 
as  many  applicants  as  possible  to 
gainful  work.  While  the  patient’s 
claim  is  being  evaluated  under  the 
disability  program,  he  is  also  being 
considered  for  possible  services  by 
the  Texas  Education  Agency’s  Divi- 
sion of  Vocational  Rehabilitation, 
also  located  in  Austin.  Such  services 
— which  include  medical  rehabilita- 
tion, counseling,  teaching  of  new 
employment  skills,  training  in  the 
use  of  prostheses,  and  job  place- 
ment— are  usually  financed  from 
state-federal  appropriations. 

A worker  on  the  disability  rolls 
who  returns  to  work  despite  a se- 
vere impairment  may  continue  to 
get  monthly  benefits  for  as  long  as 
a year  while  he  tries  to  reestablish 
himself  as  self-supporting.  If  at  the 
end  of  this  period  he  shows  himself 
able  to  work,  benefits  cease.  How- 
ever, if  his  attempt  is  unsuccessful, 
benefits  continue.  As  a further  in- 
centive to  rehabilitation,  former 
beneficiaries  who  have  recovered  or 
returned  to  work  get  special  con- 
sideration should  they  again  be- 
come disabled. 


Parkland,  Southwestern 
Receive  USPHS  Grant 

The  US  Public  Health  Service  has 
awarded  a grant  of  $7,315,413  for 
expansion  of  Parkland  Memorial  Hos- 
pital to  serve  a broader  teaching 
program  of  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las. 

Under  the  program,  the  medical 
school  will  increase  first-year  medi- 
cal student  enrollment  20  percent 
by  1972.  The  school  now  accepts 
around  100  freshmen  each  year. 


The  hospital  district  will  add  to 
the  grant  $6.5  million  available  from 
a bond  program  voted  in  1964,  plus 
other  funds,  to  initiate  a building 
program  of  some  $15,000,000  to 
$16,000,000. 

Dr.  Eugene  P.  Frenkel,  professor 
of  internal  medicine  at  Southwestern 
Medical  School  and  coordinator  of 
the  building  committee,  said  plans 
are  “to  take  a city-county  hospital 
and  try  to  provide  a very  sophisti- 
cated university  program  and  a very 
highly  specialized  patient  care  pro- 
gram.” 

He  noted  that  the  faculty  of  the 
medical  school  already  has  “a  lot 
of  strength  in  the  sub-specialties” 
and  that  the  grant  would  “afford  a 
great  deal  of  depth  in  the  laboratory- 
surgical  specialties.” 

Officials  of  Parkland  Memorial 
Hospital  estimate  they  will  be  able 
to  enlarge  the  hospital  space  by 
294  beds. 

The  grant  will  allow  placement  of 
some  77  new  beds  for  specialized 
teaching  purposes. 


AM  A Meeting:  Texans 
Elected,  Win  Awards 

Several  Texans  were  among  Amer- 
ican Medical  Association  section  of- 
ficers elected  and  among  exhibit 
award  winners  at  the  AMA  annual 
convention  in  June. 

Section  officers  include  Dr.  Homer 

E.  Prince  of  Crockett,  vice  chair- 
man, section  on  allergy:  Dr.  Robert 

F.  Peterson,  of  Temple,  secretary, 
section  on  pathology  and  physiology; 
Dr.  Stanley  E.  Crawford  of  San  An- 
tonio, chairman,  section  on  pediat- 
rics; and  Dr.  Robert  D.  Moreton  of 
Houston,  alternate  delegate,  section 
on  radiology. 

Exhibitors  from  Texas  who  re- 
ceived certificates  at  the  AMA  con- 
vention and  their  respective  sections 
were  Drs.  Edward  B.  Diethrich, 
John  E.  Liddicoat,  and  Michael  E. 
DeBakey,  Baylor  University  College 
of  Medicine,  Houston.  “Arterio- 
graphic  Patterns  and  Surgical  Man- 
agement of  Atherosclerotic  Occlu- 
sive Disease,”  certificate  of  merit, 
section  on  general  surgery;  Drs.  Wil- 
liam A.  Newsom,  Sidney  D.  Lever- 
ett,  Jr.,  (Ph.D.),  and  Voris  Kirkland, 
USAF  School  of  Aerospace  Medi- 
cine, Brooks  Air  Force  Base,  Tex., 
"Retinal  Circulation  During  Centri- 
fugal Acceleration,”  honorable  men- 
tion, section  on  ophthalmology. 

Dr.  George  J.  Race  of  Dallas  is  a 
member  of  the  AMA  scientific  ex- 
hibit awards  committee. 


98 


TEXAS  MEDICINE 


when  cough 

is  not 

the  only  sound 
you  hear  ♦ . ♦ 


OMNl-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12  years):  V2  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


• CC^A  COLA  ■ AND  "COKE"  ARE  REGISTERED  TRADE  MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY 


KELSEY-SEYBOLD  CLINIC 


6624  FANNIN  STREET 


JA  6-2671 


HOUSTON,  TEXAS  77025 


INTERNAL  MEDICINE 

/Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
I-’.A.C.P. 

Alfred  E.  Leiser,  M.D., 
I'.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Stanton  P.  Fischer,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Horacio  Jinich,  M.D. 

F.  Scott  O’Neil,  M.D. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 
Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 


Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 
Moises  Lopez,  M.D. 

OCCUPATIONAL  MEDICINE 
John  R.  Hall.  M.D.,  M.P.H.. 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 
Richard  M.  Fenno,  M.D., 
M.P.H..  F.A.C.P. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner.  M.D. 
William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 
Ricardo  Daichman,  M.D. 
Allen  B.  Cooper,  M.D. 


PEDIATRICS 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Fred  F.  Barrett,  M.D., 
F.A.A.P. 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

•lames  L.  Smith.  M.D. 
Joseph  S.  Weycer,  M.D. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 
W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 
Richard  G.  Fisher,  M.D. 

PATHOLOGY 

Robert  A.  Jordan.  M.D. 


DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman.  M.A 
James  V.  Clark,  Ph.D. 

Lois  Crane,  Ph.D. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  H.  Pox.  Ph.D. 

Sue  Uosenzweig,  M.A. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

Psychiatry 

Albert  Owers,  M.D. 

Neurosurgery 

Day  P.  McNeel,  Jr.,  M.D. 
Gerald  R.  Litel,  M.D. 

SPECIAL  FACILITIES 
Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiogi-aphy 
Vectorcardiography 
Registered  Ph.vsiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
Janies  A.  Bakken 


"COKE  HAS  THE  TASTE  YOU  NEVER  GET  TIRED  OF.” 
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Polio  Rise  in  Infants 
Concerns  Health  Officials 

A sharp  increase  in  cases  of  para- 
lytic poliomyelitis  has  struck  Texas 
this  year.  Through  July,  the  Texas 
State  Department  of  Health  had  re- 
corded 16  new  cases  of  paralytic 
polio,  an  increase  of  approximately 
300  percent  over  1967. 

Incidence  of  polio  cases  by  coun- 
ty is  as  follows:  Bexar,  three;  Hidal- 
go, six;  Cameron,  Dimmit,  Crockett, 
Val  Verde,  Starr,  Harris,  and  Harri- 
son, one  each. 

“If  polio  is  to  disappear  from 
Texas,  we  must  redouble  our  efforts 
to  immunize  all  children  during  in- 
fancy,” Dr.  M.  S.  Dickerson,  direc- 
tor, Communicable  Disease  Division, 
Texas  State  Department  of  Health, 
has  declared. 

Paralytic  poliomyelitis  reached  its 
peak  incidence  in  Texas  during  1954 
when  3,037  cases  were  reported. 
The  yearly  incidence  steadily  de- 
clined following  the  introduction  of 
inactivated  (Salk)  polio  vaccine  in 
1955-1956.  By  1963,  oral  attenuated 
live  virus  (Sabin)  vaccine  became 
widely  available,  resulting  in  the 
“Polio  Sunday”  mass  immunizations 
of  1962-63.  Virtually  every  commu- 
nity in  the  state  immunized  it’s 
children. 

By  1965,  school  children  had  a 
high  level  of  immunity:  but  the  ap- 
proximately 225,000  children  born 
each  year  since  1963  had  been  rela- 
tively neglected.  They  received  neith- 
er the  benefits  of  mass  vaccination 
programs  nor  of  school  programs. 
Their  welfare  rested  solely  on  the 
motivation  of  their  parents  to  take 
them  to  a physician's  office  or 
health  clinic  for  immunizations. 
Thus,  by  1968,  the  epidemiology  of 
the  disease  apparently  has  been  al- 
tered by  “unbalanced”  vaccination 
of  the  susceptible  population.  Infant 
cases  are  representing  a greater  pro- 
portion of  the  total,  and  cases  in  the 
“under  5 years  old”  category  repre- 
sent a proportionate  increase  of  5 
percent.  In  the  first  six  months  of 
1968,  infants  accounted  for  50  per- 
cent of  all  cases  while  the  “under 
5”  category  accounted  for  93  per- 
cent of  the  total. 

“The  Texas  State  Department  of 
Health  is  hopefully  laying  ground- 
work for  the  eventual  eradication  of 
the  disease,  especially  in  the  age 
groups  mentioned,”  says  Dr.  Dick- 
erson. The  partially  computerized 
system  is  based  on  incoming  certi- 
ficates of  birth.  Parents  of  newborn 
infants  are  notified  by  inquiry  cards 
to  take  the  child  to  the  family  phy- 
sician. After  the  first  immunizations 


have  been  started,  an  attached  card 
is  sent  to  the  Health  Department 
and  recorded  by  a data  processing 
system. 

“In  the  future,”  Dr.  Dickerson 
continued,  “keeping  abreast  of  the 
immunization  status  and  needs  of 
any  community  will  be  far  simpler 
and  more  accurate.  Equally,  if  not 
more  important,  this  system  will 
also  serve  as  a reminder  for  parents 
to  immunize  children  early.” 

“The  response  to  the  birth  fol- 
low-up system  probably  will  be  least 
from  the  lower  socioeconomic 
group,”  Dr.  Dickerson  said.  Other 
methods  will  be  necessary  to  im- 
munize a portion  of  that  population, 
he  believes.  Here,  public  health 
clinics  and  neighborhood  campaigns 
are  often  valuable  in  boosting  im- 
munization levels.  The  latter  meth- 
ods are  particularly  effective  in 
areas  where  a recent  case  has  oc- 
curred. 

Southwesiern  Gets 
Neuropsychiatric  Grant 

The  National  Institute  of  Mental 
Health  has  announced  a $2,000,000 
grant  for  construction  of  the  first 
phase  of  the  Dallas  Neuropsychiat- 
ric Institute  on  The  University  of 
Texas  Southwestern  Medical  School 
campus. 

These  funds  will  be  supplement- 
ed by  $1,571,500  in  state  funds 
through  the  Texas  Department  of 
Mental  Health  and  Mental  Retarda- 
tion. 

The  initial  phase  of  the  institute 
will  be  under  the  community  men- 
tal health  concept  and  will  be  de- 
signed to  serve  the  northwest  Dallas 
area,  one  of  eight  neighborhood  dis- 
tricts in  Dallas  County. 

The  community  center  will  have 
72  beds  at  first;  later  phases  will 
raise  the  total  to  about  120  beds. 

Members  of  the  Department  of 
Psychiatry  of  Southwestern  Medical 
School  will  staff  the  new  facility, 
with  Dr.  Robert  L.  Stubblefield,  de- 
partment head,  being  principal  ad- 
ministrative officer. 

Plans  for  the  institute  will  now  be 
finalized  by  the  Texas  Department 
of  Mental  Health  and  Mental  Retar- 
dation. No  date  has  yet  been  set  for 
start  of  construction. 

Later  phases  of  construction 
would  expand  the  facility  into  a full 
psychiatric  teaching  and  research 
hospital. 

The  university-affiliated  state  fa- 
cility will  offer  the  full  range  of  pa- 
tient services  in  psychiatry,  neurol- 
ogy, and  behavioral  areas.  It  will  en- 


able criterion  patient  care  and  per- 
mit a major  teaching  program  for 
medical  students,  psychiatric  resi- 
dents, neurological  residents  and 
residents  from  other  professional 
medical  groups  and  related  mental 
health  and  mental  retardation  disci- 
plines. 

TWU  Plans  Workshops 
In  Rehabilitation  Nursing 

Texas  Woman’s  University  College 
of  Nursing  has  announced  a series 
of  four-week  workshops  for  profes- 
sional nurses  in  rehabilitation  nurs- 
ing. 

Workshop  dates  are  Sept.  30-Oct. 
25;  Jan.  13-Feb.  7,  1969;  March  3- 
28,  1969;  April  21-May  16,  1969; 
and  June  2-27,  1969.  Workshops 
will  be  offered  at  the  Texas  Wom- 
an’s University  Houston  Center. 

Objectives  of  the  workshops  are 
to  provide  opportunity  for  the  nurse 
to  examine  her  own  philosophy  and 
attitude  toward  the  patient  with 
long-term  illness  or  disability:  to 
expand  her  knowledge  and  to  in- 
crease her  skill  in  rehabilitation 
nursing  techniques;  to  identify  and 
analyze  the  needs  and  problems  of 
a specific  patient;  to  learn  how  to 
develop  and  implement  a nursing 
care  plan;  and,  to  recognize  the 
need  for  the  team  approach  to  pro- 
vide continuity  of  care  through  ac- 
tually working  with  the  members  of 
various  disciplines. 

Program  of  instruction  will  in- 
clude lectures,  demonstrations,  dis- 
cussions, and  clinical  practice  in  the 
basic  elements  of  preventive  and 
restorative  nursing  care  of  patients 
with  chronic  illnesses  or  disabilities. 

Traineeships  are  available  through 
a grant  from  the  US  Public  Health 
Service  covering  the  cost  of  tuition 
and  a stipend.  Tuition  is  covered  for 
participants  whose  tuition  is  not  paid 
by  any  other  source.  Stipends  of  $16 
per  day  for  26  days  are  provided 
for  participants  who  must  change 
place  of  residence  in  order  to  attend 
and  whose  living  expenses  are  not 
paid  by  any  other  source.  Priority 
will  be  given  to  teachers  in  basic 
programs  in  nursing;  to  teachers  in 
in-service  education  in  hospitals  and 
health  agencies;  and  to  head  nurses 
and  supervisors  in  hospitals,  public 
health  agencies,  and  nursing  homes. 

Further  information  may  be  ob- 
tained from  Miss  Lucie  C.  M. 
Schultz,  Program  Director,  Rehabili- 
tation Nursing  Workshops,  Texas 
Woman's  University  College  of  Nurs- 
ing, 1130  M.  D.  Anderson  Blvd., 
Houston  77025. 
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Southwestern  Marked 
25th  Birthday  in  Juiy 

The  University  of  Texas  South- 
western Medical  School  at  Dallas 
had  its  25th  birthday  July  1.  On 
that  date  in  1943,  Southwestern 
held  its  first  class  in  borrowed 
rooms  of  a Dallas  public  school 
building. 

Southwestern  Medical  Foundation, 
which  had  been  created  some  years 
earlier  to  promote  medical  educa- 
tion and  research  in  Dallas  and  in 
the  Southwest,  launched  Southwest- 
ern Medical  College  during  the 
height  of  World  War  II,  shortly  after 
Baylor  Medical  College  moved  from 
Dallas  to  Houston. 

There  was  an  urgent  need  for 
more  physicians  and  surgeons  for 
the  armed  forces,  and  the  new 
school  couldn’t  wait  for  construc- 
tion of  proper  buildings.  First  class- 
es were  held  that  summer  in  the 
Alex  W.  Spence  Junior  High  School, 
until  temporary  wooden  buildings 
could  be  erected  on  the  grounds  of 
old  Parkland  Hospital  (now  Wood- 
lawn). 

A nucleus  of  faculty  members  and 
students  from  Baylor  remained  in 
Dallas  to  start  the  new  school,  and 
in  March,  1944,  the  first  class  of 
61  seniors  received  M.D.  degrees.  In 
1968  Southwestern  has  passed  the 
2,000  mark  in  new  doctors  gradu- 
ated. 

When,  shortly  after  World  War  II, 
a new  medical  branch  of  The  Uni- 
versity of  Texas  was  proposed,  the 
foundation  offered  the  equipment 
of  Southwestern  Medical  College,  its 
library,  and  certain  funds.  The  offer 
was  accepted,  and  in  September, 
1949,  the  school  became  South- 
western Medical  School  of  The  Uni- 
versity of  Texas.  In  1966  the  name 
was  changed  to  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas. 

The  present  campus  site  on  Harry 
Hines  Boulevard  was  occupied  in 
1955.  Parkland  Memorial  Hospital’s 
new  building  adjoins  the  present 
school  buildings,  and  Parkland  con- 
tinues to  serve  as  Southwestern’s 
primary  teaching  hospital.  In  turn, 
the  school’s  faculty  provide  medical 
services  for  the  patients  at  Parkland, 
thus  continuing  the  partnership  be- 
tween school  and  hospital  that  has 
existed  throughout  the  25  years. 

No  birthday  party  took  place  this 
summer  at  Southwestern.  Instead, 
alumni  and  friends  of  the  school 
will  celebrate  next  March,  on  the 
25th  anniversary  of  the  first  gradu- 
ating class. 

The  25th  anniverary  year  marks 
the  launching  of  a far-reaching  plan 


for  expansion  and  development  of 
Southwestern  into  a full-fledged  life 
sciences  campus,  offering  training 
and  research  in  many  allied  profes- 
sions as  well  as  medicine.  The  de- 
velopment program  was  approved 
earlier  this  year  by  the  Board  of 
Regents  of  The  University  of  Texas 
System. 

First  phase  of  the  development 
program  will  begin  in  January,  1969, 
with  construction  on  the  McDermott 
Basic  Science  Hall,  which  will  be  the 
fifth  building  on  the  campus.  Other 
new  buildings  will  go  up  in  the  next 
few  years,  to  house  a student  body 
that  is  predicted  to  more  than  dou- 
ble by  1978. 

Baylor  Awarded  Mellon 
Medical  Teaching  Grant 

Baylor  University  College  of  Med- 
icine in  Houston  is  one  of  30  United 
States  medical  schools  which  re- 
cently were  awarded  grants  totaling 
$10,000,000  by  the  Richard  King 
Mellon  Charitable  Trusts  to  expand 
and  strengthen  medical  teaching. 

Ten  of  the  schools  will  receive 
SIOO.OOO  each  year  for  the  next 
five  years.  Twenty  others,  including 
Baylor,  will  receive  $50,000  each 
year  for  the  same  period. 

In  announcing  the  action,  the 
Board  of  Trustees  said:  ‘‘One  of  the 
most  serious  problems  in  our  medi- 
cal schools  today  is  the  need  for 
money  with  which  to  pay  adequate 
salaries  for  competent  teachers  on 
permanent  faculty  staffs. 

“The  need  is  especially  great  for 
increased  support  for  younger  physi- 
cians, whose  services  are  so  neces- 
sary for  the  continued  programs  of 
medical  education.  There  are  1,374 
unfilled  posts  today  in  the  faculties 
of  our  medical  schools,  according  to 
the  Journal  of  the  America?!  Medi- 
cal Association.  This  is  the  highest 
number  on  record.” 

All  the  schools  receiving  grants 
are  private  medical  schools.  There 
are  45  such  schools  in  the  United 
States.  Selection  was  made  on  the 
combined  basis  of  need,  demon- 
strated excellence,  and  location. 

The  ten  schools  receiving  $500.- 
000  were:  Case  Western  Reserve 
University  School  of  Medicine, 
Cleveland,  Ohio;  The  University  of 
Chicago  School  of  Medicine,  Chi- 
cago; Columbia  University  College  of 
Physicians  and  Surgeons,  New  York 
City;  Duke  University  School  of  Med- 
icine, Durham,  N.  C.;  George  Wash- 
ington University  School  of  Medi- 
cine, Washington,  D.  C.;  Harvard 
University,  Harvard  Medical  School, 
Boston;  Johns  Hopkins  University 
School  of  Medicine,  Baltimore,  Md.; 


University  of  Pennsylvania  School  of 
Medicine,  Philadelphia;  University  of 
Pittsburgh  School  of  Medicine,  Pitts- 
burgh; and  Stanford  University 
School  of  Medicine,  Palo  Alto,  Calif. 

Baylor  and  19  other  medical 
schools  each  received  $250,000. 

Enzyme  Aids  Pulmonary 
Embolism  at  Galveston 

Recent  tests  with  urokinase  have 
resulted  in  the  dramatic  recovery  of 
patients  suffering  from  pulmonary 
embolism.  Instead  of  surgical  remov- 
al, the  clots  were  dissolved  by  the 
rapid  injection  of  urokinase.  Thus 
far  nine  patients  have  been  treated. 

The  new  technique  was  developed 
by  scientists  at  The  University  of 
Texas  Medical  Branch  at  Galveston. 
Dr.  Mason  Guest,  professor  and 
chairman  of  the  Department  of 
Physiology,  said,  “All  the  patients 
showed  clinical  improvement,  and 
results  with  some  patients  were 
quite  spectacular.  The  patients  be- 
gan to  feel  better  almost  immediate- 
ly, and  from  measurements  of  their 
pulmonary  blood  pressure,  evidence 
was  obtained  that  blood  flow  in  the 
circulation  to  the  lungs  rapidly  im- 
proved.” 

Although  urokinase  has  been  un- 
dergoing clinical  trials  in  many  hos- 
pitals, the  practice  has  been  to  in- 
ject it  over  a period  of  eight  hours 
or  more.  “But  we  feel  that  better 
results  are  obtained  by  administer- 
ing urokinase  in  a single  dose  as 
close  to  the  cloit  as  possible  over  a 
period  of  about  10  minutes,”  Dr. 
Guest  said.  He  emphasized  also  that 
rapid  diagnosis  is  essential  for 
prompt  initiation  of  treatment  after 
a clot  is  found. 

Houston  Woman  Elected 
To  AMA  Auxiliary  Post 

Mrs.  R.  C.  L.  Robertson  of  Hous- 
ton was  elected  constitutional  sec- 
retary of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  at 
^■he  Auxiliary’s  45th  annual  conven- 
tion in  San  Francisco  in  June. 

Mrs.  Robertson,  who  was  made 
honorary  life  president  of  the  Harris 
County  Medical  Society  Auxiliary  in 
1967,  has  served  the  national  Aux- 
iliary as  bulletin  circulation  chair- 
man, national  director,  chairman  of 
the  rural  health  committee,  and 
southern  regional  vice  president. 

The  former  Marjorie  Woolsey,  Mrs. 
Robertson  is  a graduate  of  North- 
western University  in  Evanston,  III. 
She  and  Dr.  Robertson,  a neurosur- 
geon, have  two  sons. 
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The  roots  of  Texas’  newest  medical 
school  are  in  the  spacious,  sun- 
drenched hills.  Its  buildings  reflect 
the  warmth  of  the  South,  the  vigor  of 
the  West,  the  wisdom  of  the  experi- 
enced, and  the  "let's  try  it"  attitude 
of  youth.  Inside  and  outside,  there  is 
room  to  grow. 


UT  Medical  School  At 
San  Antonio  Dedicated 

Dedication  ceremonies  for  The 
University  of  Texas  Medical  School 
at  San  Antonio  were  held  July  12; 
classes  will  begin  in  September  for 
56  freshmen  and  54  sophomore  and 
junior  medical  students  who  are 
transfers  from  other  schools. 

Dr.  F.  Carter  Pannill,  dean,  said, 
“This  institution  represents  the  de- 
termined effort  of  many  dedicated 
individuals  in  San  Antonio,  Bexar 
County,  and  South  Texas.  Its  pro- 
grams in  health  education  will  be  a 
step  forward  in  filling  the  serious 
unmet  needs  of  the  health  profes- 
sions in  this  important  and  fast 
growing  region  of  our  state.” 

Delivering  the  dedication  address 
was  Wilbur  J.  Cohen,  US  secretary 
of  health,  education  and  welfare. 
Also  participating  in  the  ceremonies 
were  Gov.  John  Connally:  Frank  C. 
Erwin,  Jr.,  chairman  of  the  UT 
Board  of  Regents;  San  Antonio  re- 
gents John  Peace  and  Dr.  E.  T. 
Ximenes;  Harry  Ransom,  Ph.D., 
chancellor  of  the  UT  System;  and 
Dr.  Charles  A.  LeMaistre,  executive 
vice-chancellor  for  health  affairs  of 
the  UT  System. 

The  school  and  the  adjoining  Bex- 
ar County  Teaching  Hospital  are  on 
a 680-acre  tract  in  the  northwest 
part  of  San  Antonio. 


Help  the  Needy! 


A patient  of  advancing  years  may  appear  to  “have  everything,”  but  may  well 
be  in  nted— 771  e die  ally . You  know  the  symptoms.  She’s  tired  most  of  the  time. 
Though  there’s  nothing  wrong  with  her  organically,  she  suffers  from  general 
malaise.  Lassitude  has  become  her  way  of  life  . . . vague  aches  and  pains  her 
major  concern. 

Such  a patient  has  entered  the  “Mediatric  Age”— that  stage  of  her  life  in 
which  she’s  an  ideal  candidate  for  MEDIATRIC.  This  preparation  provides 
the  anabolic  benefits  of  gonadal  steroids,  plus  a gentle  mood  uplift  and  the 
nutritional  support  she’s  apt  to  need.  MEDIATRIC  is  intended  to  help  keep 
her  more  alert  and  active,  and  relieve  general  malaise  ...  to  help  restore  that 
sense  of  physical  and  emotional  well-being  that  the  elderly  deserve  to  enjoy. 
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The  estrogen  component  in  MEDIATRIC  is  PREMARIN®  (con  jugated  estrogens-e(;[uine),  the 
orally  active,  natural  estrogen  so  widely  prescribed  for  its  physiologic  and  metabolic  benefits. 
The  combination  of  estrogen  and  methyltestosterone  can  help  maintain  anabolic 
balance  to  forestall  premature  degenerative  changes  related  to  estrogen  deficiency. 
MEDIATRIC  also  supplies  a small  amount  of  metJiamphetamine  HCl  to  provide  a gentle 
mood  uplift,  and  nutritional  supplements  specially  selected  to  meet  the  needs  of  the  aging. 


CONTRAINDICATION : Carcinoma 
of  the  prostate,  due  to 
methyltestosterone  component. 
warning:  Some  patients  with 
pernicious  anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of  response 
predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious 
anemia  patients  are  essential  and 
recommended. 

SIDE  effects:  In  addition 


to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may 
occur. 

SUGGE.STED  DOSAGES:  Male  and 
fonale—l  Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous 
stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 
week  rest  period— Withdrawal 


bleeding  may  occur  during  this 
1 week  rest  period). 

In  the  male:  A careful  check  should 
be  made  on  the  status  of  the  prostate 
gland  when  therapy  is  given  for 
protracted  intervals. 
supplied:  No.  752— mediatric 
Tablets,  in  bottles  of  100  and  1,000. 
No.  252— MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910— MEDIATRIC  Liquid,  in 
bottles  of  16  fluidounces. 


Each 

MEDLVl  RIC 
Tablet  or 
Capsule 
contains: 

Each  15  cc. 

(3  teaspoon  flits) 
of  MEDIATRIC 

Liquid 

contains: 

Conjugated  estrogens-equine  (PREMARIN®) 

0.25 

mg. 

0.25  mg. 

Methyltestosterone 

2.5 

mg. 

2.5  mg. 

Methamphetamine  HCl 

1.0 

mg. 

1 .0  mg. 

Cyanocobalamin 

2.5 

meg. 

1.5  meg. 

Intrinsic  factor  concentrate 

8.0 

mg. 

— 

Thiamine  HCl 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0 

mg. 

— 

Riboflavin 

5.0 

mg. 

— 

Niacinamide 

50.0 

mg. 

— 

Pyridoxine  HCl 

3.0 

mg. 

— 

Calcium  pantothenate 

20.0 

mg. 

— 

Ferrous  sulfate  exsiccated 

30.0 

mg. 

— 

Ascorbic  acid 

100.0 

mg. 

— 

(Contains 

15%  alcoholt) 
tSoine  Loss 

Unavoidable 

tablets  • capsules  • liquid 


Steroid-nutritional  compound 


AYERST  LABORATORIES  • New  York,  N.  Y 10017  • Montreal,  Canada 
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Southwestern  Adopts 
Donor  Death  Guidelines 

The  University  of  Texas  South- 
western Medical  School  at  Dallas 
has  adopted  a set  of  guidelines  for 
death  of  donors  in  heart  transplants. 

The  criteria  were  drafted  after  a 
conference  of  faculty  leaders  called 
by  Dean  Charles  C.  Sprague.  The 
group  considered  medical  experi- 
ence and  literature  on  the  subject. 

A team  of  surgeons  from  South- 
western performed  the  world’s  21st 
heart  transplant  on  June  7,  1968. 
The  recipient,  Mrs.  Esther  Matthews, 
died  an  hour  and  a half  after  she 
was  given  the  heart  of  Bobby  Wayne 
Blocker. 

Although  there  were  no  questions 
of  death  in  the  transplant  (Block- 
er’s heart  had  arrested  but  was  re- 
started prior  to  the  operation),  it 
was  felt  a set  of  guidelines  should 
be  established  for  any  future  trans- 
plant. 

Members  of  Southwestern’s  Neur- 
ology Department  would  make  the 
decision  as  to  complete  cerebral 
death.  The  criteria  for  cerebral  death 
in  presence  of  heart  beat  and  rela- 
tively normal  blood  pressure  are 

1.  No  electrical  activity  of  the 
brain,  as  shown  by  completely  flat 
electroencephalograph  lines,  even 
with  high  amplification.  There  would 
be  no  EEG  response  to  pinch  or 
noise; 

2.  No  spontaneous  respiration 
(In  such  cases,  the  respiration 
would  be  solely  supported  artifici- 
ally.); 

3.  No  pupil  or  tendon  reflexes 
and  no  pulse  change  from  eyeball 
pressure; 

4.  No  eye  response  to  stimula- 
tion with  200  ml.  of  ice  water  in 
each  ear,  tested  separately; 

5.  Persistence  unchanged  of  nos. 
1,  2,  3,  and  4 for  at  least  two  hours; 
and 

6.  No  evidence  in  blood  samples 
of  toxic  levels  of  central  nervous 
system  depressants  such  as  might 
be  used  in  a suicide  attempt. 

On  fulfillment  of  these  standards, 
a member  of  the  Neurology  Depart- 
ment, with  agreement  of  one  or 
more  colleagues,  would  certify  that 
the  patient  is  neurologically  non- 
viable  or  has  reached  the  point  of 
cerebral  death.  The  neurologists 
would  in  no  other  way  be  involved 
in  determining  the  suitability  of  the 
donor,  or  in  problems  of  care  of 
either  donor  or  recipient.  The  Neu- 
rology Department  would  act  as  an 
independent  party  to  the  team  con- 
cerned with  the  actual  transplant. 


Finally,  no  transplant  will  be  done 
if  there  is  any  suspicion  the  donor 
was  involved  in  a homicide. 

Recommendations  of  a similar  na- 
ture have  been  made  by  the  Board 
on  Medicine  of  the  National  Acad- 
emy of  Sciences  and  by  the  Ameri- 
can Medical  Association’s  House  of 
Delegates.  Currently,  a nine-mem- 
ber interim  committee  of  the  Texas 
House  of  Representatives  is  study- 
ing the  subject  of  organ  transplants 
and  is  to  report  any  need  for  laws 
to  the  House  in  January. 

Medical  Examiners 
Plan  December  Meeting 

The  Texas  State  Board  of  Medical 
Examiners  will  give  examinations 
and  consider  reciprocity  applications 
Dec.  2-4  at  the  Hotel  Texas  in  Fort 
Worth. 

Completed  examination  applica- 
tions from  United  States  medical 
school  graduates  must  be  filed  30 
days  prior  to  the  meeting  date  in 
the  office  of  the  Board’s  secretary. 

Applicants  who  were  graduated 
from  foreign  medical  schools  must 
file  examination  applications  60  days 
prior  to  the  meeting  date.  Completed 
reciprocity  applications  also  must 
be  filed  60  days  prior  to  the  meet- 
ing. 

Dr.  M.  H.  Crabb,  1612  Summit 
Ave.,  Suite  303,  Fort  Worth  76102, 
is  secretary  of  the  Board. 


Radiologists  Now  Biiiing 
Separateiy:  7D  Percent 

Nearly  70  percent  of  American  ra- 
diologists practicing  m voluntary 
hospitals  are  now  billing  patients  for 
all  or  a substantial  portion  of  their 
fees  for  x-ray  examinations  and 
treatments,  according  to  results  of 
a membership  survey  in  April  by 
the  American  College  of  Radiology 
(ACR). 

The  figures  reflect  an  approximate 
gain  of  10  percent  in  separate  billing 
since  a similar  survey  in  the  spring 
of  1967,  said  ACR  President  Dr.  Jo- 
seph D.  Calhoun  of  Little  Rock,  Ark. 
‘‘The  independent  practice  of  radi- 
ology in  voluntary  hospitals  has  be- 
come the  accepted  arrangement  for 
a majority  of  doctors  and  institu- 
tions.” 

The  survey  indicated  that  48.3 
percent  of  responding  radiologists 
in  private  practice  bill  for  all  pro- 
fessional services  in  hospital  x-ray 
departments.  Another  20.5  percent 
bill  for  a part  of  their  services.  Such 


partial  billing  may  apply  to  categor- 
ies of  patients  or  types  of  services 
in  all  institutions  served.  It  may 
also  apply  to  total  separate  billing 
in  some  hospitals  and  other  arrange- 
ments in  others.  Dr.  Calhoun  said. 
Many  groups  of  radiologists  provide 
contract  services  to  mental  hospi- 
tals, industrial  clinics  and  other  sub- 
sidized facilities  where  patients  are 
not  billed  for  services,  he  explained. 

The  survey  indicated  that  an  addi- 
tional 10.4  percent  of  radiologists 
are  now  negotiating  to  change  their 
arrangement  to  separate  billing  for 
professional  fees.  Some  19.2  per- 
cent indicated  no  intention  of  seek- 
ing an  independent  practice  arrange- 
ment in  the  hospitals  they  serve. 
Only  34  radiologists  indicated  that 
they  had  attempted  separate  billing 
and  discontinued  the  effort. 

The  ACR  figures  were  based  upon 
3,526  replies  to  a questionnaire  sent 
to  some  6,200  college  members 
practicing  in  the  United  States. 

First  Girls  Participate 
In  Premedical  Program 

At  The  University  of  Texas  Medi- 
cal Branch  in  Galveston  they  call  it 
‘‘the  experimental  program.” 

Its  purpose  is  early  identification 
of  highly  qualified  students  who  are 
interested  in  careers  related  to  medi- 
cine— medical  practice,  medical  re- 
search, or  academic  medicine. 

The  experiment,  now  in  its  third 
year,  has  a new  ingredient  this  year 
— two  girls.  They  are  the  first  femi- 
nine participants  in  a program  that 
permits  selected  premedical  stu- 
dents from  The  University  of  Texas 
at  Austin  to  get  their  feet  wet,  so  to 
speak,  before  diving  into  the  stream 
of  medical  education. 

Misses  Elisabeth  Joan  Tubbs 
from  Post,  Tex.,  and  Linda  Kay 
Stallings  from  Austin  are  among  10 
UT  at  Austin  undergraduates  spend- 
ing 10  weeks  during  the  summer 
working  with  various  UTMB  faculty 
members.  Miss  Tubbs  is  working 
with  Dr.  Mason  Guest  in  the  blood 
coagulation,  microcirculation,  fibrino- 
lysis project.  Miss  Stallings  is  work- 
ing with  Dr.  Martin  Towler  in  the 
electroencephalograph  laboratory. 

Male  undergraduates  from  UT 
Austin  at  UTMB  during  the  summer 
are  Gary  L.  Becker  of  Waco,  Doug- 
las V.  Horbelt  of  Pasadena,  Wesley 
William  Kennedy  of  Orange,  Birch 
Duke  Kimbrough  of  Terrell,  Mark 
Jeffrey  Lerman  of  Wharton,  Mark 
Leshin  of  Robstown,  Robert  Dickey 
Peterson  of  Austin,  and  Stanley 
Dean  Pomarantz  of  Dallas. 
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• slows  motility 

• arrests  diarrhea 

• relieves  cramps 

pleasant  tasting 

inEantol 

Piidc 

far  adults  and  children 

Each  fluid  ounce  contains:  Paregoric,  60  min. 
(Contains  0.23  gr.  [IS  mg.]  Opium — Warn- 
ing; May  be  habit  forming.),  Pectin,  N.F.,  4 
grs..  Bismuth  Subsalicylate,  8 grs..  Zinc  Phen- 
olsulfonate,  1 3/5  grs.,  Ext.  Irish  Moss,  q.s. 

First  Texas  ^ha/tm€u:e*dicaL,^nc. 
Manufacturer  of  pharmaceuticals  since  1903 
Dallas,  Texas  75222 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — ‘‘The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMINJINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River,  New  York  10965.  406-8 


Psychialrist-in-Chief 

Perry  C.  Talkington,  M.D. 

Medical  Director 
Charles  L.  Bloss,  M.D. 

Clinical  Director 
Howard  M.  Burkett,  M.D. 

Associate  Psychiatrists 
James  K.  Peden,  M.D. 
Jerry  M.  Lewis,  M.D. 


Ward  G.  Dixon,  M.D. 
Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 
Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D 
Joseph  W.  King,  M.D. 


Clinical  Psychology 
David  Lipsher,  Ph.D. 

John  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Social  Work 
Carroll  David,  M.S.S.W. 

A.  Gerald  Spalding,  M.S.W, 
Sally  Stansfield,  M.S.W. 
Gay  Jurgens,  M.S.S.W. 
Robert  O'Connor,  M.S.S.W. 
Kathleen  Wood,  M.S.W. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 

O.T.R.,  Director 

Recreational  Therapy 

Lois  Timmins,  Ed.D.,  Director 

Director  of  Nurses 
Mae  Bell  James,  R.N. 

Business  Manager 

Ralph  M.  Barnette,  B.B.A. 


Evergreen  1-7181 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 


LAWN 

PSYCHIATRIC  CENTER 

Dallas,  Texas  75223  P.  0.  Box  11288 
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San  Angelo  Medical  & Surgical  Clinic 

111  East  Harris  Arenac 
Dial  2-6811 

SAN  ANGELO,  TEXAS 


Pediatrics : 

Dwain  F.  Dodson,  M.D.,  F.A.A.P. 
M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgeir: 

B.  A.  Joiner,  M.D.,  F.A.C.S, 

Genera]  Surgery: 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

General  Practice: 

Wm.  Lacey  Smith,  M.D. 


Obstetrics  and  Gynecologry : 

Robert  G.  Bridses,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O.G. 


Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 
Robert  B.  Stell,  M.D. 


Adult  and  Pediatric  Cardiology : 
J.  L.  Read.  M.D. 


Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher.  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M.  Spencer,  M.D.,  F.A-C.P. 
Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 
Administration : 

Fred  Wills 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P, 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Interna]  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


Sfarlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D,  Co-Owners  F.  E.  Seale,  M.  D. 
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TEXAS  MEDICINE 


PERSONALS 


Dr.  M.  S.  Dickerson  of  Austin 
was  appointed  director  of  the  Divi- 
sion of  Communicable  Disease  Con- 
trol, Texas  State  Department  of 
Health  in  June.  Dr.  Dickerson  re- 
ports on  the  current  status  of  polio- 
myelitis in  Texas  on  page  101. 

New  director  and  associate  direc- 
tor of  the  Student  Health  Center  at 
The  University  of  Texas  at  Austin 
beginning  Sept.  1 will  be  Drs.  Paul 
C.  Trickett  and  Paul  H.  Mitchell.  An 
obstetrician  and  gynecologist,  Dr. 
Trickett  comes  from  Tulane  Univer- 
sity where  he  was  director  of  the 
health  service  and  director  of  ath- 
letic medicine.  Dr.  Mitchell  has  been 
at  the  center  since  1966  coming  at 
that  time  from  Corsicana  where  he 
was  in  private  practice  in  general 
medicine. 

Officers  of  the  newly-organized 
faculty  senate  at  The  University  of 
Texas  Southwestern  Medical  School 
in  Dallas  are  Dr.  Morris  Ziff,  presi- 
dent; Dr,  Charles  Gregory,  vice  pres- 
ident: and  Dr.  Bruce  Fallis,  secre- 
tary. Senate  representatives  to  the 
faculty  council  are  Dr.  Ziff  and  Dr. 
Robert  Pike.  Members  of  the  sen- 
ate’s executive  committee  are  Drs. 
Ziff,  Gregory,  and  Fallis,  William 
Fields,  and  Hal  Weathersby. 

Dr,  M.  A.  Hairston,  Jr.,  of  Spring 
Branch  was  presented  a Citation  of 
Merit  by  the  US  Army  in  San  Fran- 
cisco in  June.  The  citation  was  for 
achievement  in  dermatological  in- 
struction in  the  hospital’s  resident 
program. 

Dr.  William  K.  Wright  of  Houston 
was  one  of  five  Americans  on  the 
faculty  of  a six-day  postgraduate 
seminar  in  facial  plastic  and  recon- 
structive surgery  at  the  University 
of  Wurzburg,  Germany,  in  July.  The 
seminar  was  held  under  the  aus- 
pices of  the  University  of  Wurzburg 
in  a cooperative  effort  with  the 
American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  Inc. 

Dr.  Claude  D.  Winborn,  former 
head  of  the  Division  of  Otolaryngol- 
ogy at  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, has  been  honored  by  creation 
of  an  otolaryngology  lectureship  in 
his  name  at  the  medical  school. 

Dr.  Sterling  Fly  of  Uvalde,  Tex.,  is 
presently  serving  two  months’  vol- 
unteer duty  in  the  American  Medical 
Association  Volunteer  Physicians  for 
Viet  Nam  program.  He  is  scheduled 
to  return  to  the  United  States  on 
Sept.  26. 


On  June  1 Dr.  E.  Clinton  Texter, 
Jr.,  of  Temple  became  chairman  of 
the  Department  of  Clinical  Physiol- 
ogy and  consultant  in  the  Editorial 
Section  of  Scott  and  White  Clinic. 

Dr.  Jack  A.  Pritchard  of  Dallas, 
chairman  of  the  Department  of  Ob- 
stetrics and  Gynecology  at  The  Uni- 
versity of  Texas  Southwestern  Medi- 
cal School,  has  been  appointed  na- 
tional consultant  to  the  Surgeon 
General,  US  Air  Force.  In  this  capa- 
city, Dr.  Pritchard  will  render  advice 
and  assistance  to  the  Surgeon  Gen- 
eral on  professional  aspects,  super- 
vision, and  over-all  policy  required 
for  efficient  operation  of  the  USAF 
Medical  Service.  In  addition,  he 
will  advise  in  highly  specialized, 
controversial,  and  problem  areas, 
assist  surgeons  of  major  air  com- 
mands, commanders  of  hospitals 
and  other  medical  installations,  per- 
form analytical  surveys,  lecture,  and 
conduct  clinics. 

Authors  of  a recently  published 
book.  Radiology  of  the  Heart  and 
the  Great  Vessels  (Baltimore,  The 
Williams  & Wilkins  Co.),  are  Drs. 
Robert  N.  Cooley  and  Meivyn  H. 
Schreiber,  professors  at  The  Univer- 
sity of  Texas  Medical  Branch  at 
Galveston.  Their  textbook,  seven 
years  in  the  writing,  does  not  include 
heart  transplants,  but  is  otherwise 
considered  one  of  the  most  compre- 
hensive English-language  volumes 
dealing  with  heart  and  great  vessel 
radiology. 

Dr.  H.  A.  Barnett  of  Houston  was 
named  to  the  Texas  State  Board  of 
Medical  Examiners  in  April. 

Dr.  Joe  Heath  of  Kermit,  Tex., 
worked  three  weeks  in  June  and 
July  with  Amigos  de  las  Americas 
in  Guatemala  and  Honduras.  Amigos 
de  las  Americas,  composed  of  col- 
lege students  who  go  to  Central 
American  countries  accompanied  by 
qualified  medical  doctors  to  study 
and  work,  sponsored  an  immuniza- 
tion and  emergency  medical  care 
program  in  these  two  countries. 

Dr.  J.  Fred  Mullins  of  Galveston 
has  become  the  second  Texan  to 
be  named  a member  of  the  Ameri- 
can Board  of  Dermatology.  The 
Board  is  composed  of  nine  mem- 
bers throughout  the  United  States. 

Recipient  of  the  Ashbel  Smith  Dis- 
tinguished Alumnus  Award  at  The 
University  of  Texas  Medical  Branch 
at  Galveston  in  June  was  Dr.  George 
V.  Brindley,  Sr.,  of  Temple.  Dr. 
Brindley  was  a 1911  graduate  of 
the  Medical  Branch. 


Named  Ashbel  Smith  professor  at 
The  University  of  Texas  Medical 
Branch  at  Galveston  in  June  was 
Donald  Duncan,  Ph.D.,  professor  and 
chairman  of  the  Department  of  An- 
atomy. 


POSTGRADUATE 

COURSES 


Pediatrics:  The  Division  of  Maternal 
and  Child  Health  of  the  Texas  State 
Department  of  Health  and  the  De- 
partment of  Pediatrics  at  Baylor 
University  College  of  Medicine  will 
hold  an  annual  pediatric  postgradu- 
ate symposium  on  cerebral  dysfunc- 
tion, Nov.  7-9,  Texas  Children’s  Hos- 
pital, Houston. 

Guest  speakers  will  include  Dr. 
David  Yi-Yung  Hsia  of  Chicago,  and 
Drs.  Warren  A.  Weinberg  and  Eliza- 
beth C.  Penick  (Ph.D.),  both  of  St. 
Louis.  Members  of  the  Baylor  facul- 
ty will  also  participate. 

Interested  physicians  should  con- 
tact Dr.  A.  A.  Mintz,  associate  pro- 
fessor, Department  of  Pediatrics, 
Baylor  University  College  of  Medi- 
cine, Houston  77025. 

Laboratory  Workshops:  The  Texas 
State  Department  of  Health  will  pre- 
sent a series  of  laboratory  work- 
shops during  the  fall.  These  work- 
shops are  designed  for  on-the-job 
workers  in  public  health,  hospital, 
clinical,  and  other  medical  labora- 
tories who  have  limited  opportuni- 
ties for  learning  new  techniques,  or 
for  review  of  standard  procedures. 
Only  a limited  number  of  qualified 
workers  can  be  accommodated,  usu- 
ally from  4 to  12.  All  workshops  will 
be  at  the  State  Health  Department 
Laboratories,  Austin. 

Workshop  titles  and  dates  are: 
one-day  rubella  project.  Sept.  24; 
introductory  immunofluorescence. 
Sept.  25-27;  public  health  and  medi- 
cal bacteriology.  Sept.  30-0ct.  4; 
public  health  and  medical  mycology, 
Oct.  8-11;  public  health  and  medical 
parasitology,  Oct.  16-18;  tuberculo- 
sis-mycobacteriology,  Oct.  23-25; 
and  introductory  immunofluores- 
cence, Dec.  4-6.. 

Admittance  to  all  workshops  is  by 
prior  registration.  There  is  no  regis- 
tration fee.  Applications  should  be 
addressed  to  Dr.  J.  V.  Irons,  Direc- 
tor of  Laboratories,  Texas  State  De- 
partment of  Health,  1100  W.  49th 
St.,  Austin  78756.  In  the  event  that 
it  is  necessary  to  limit  registration 
to  one  person  per  institution  or  lab- 
oratory, priority  will  be  given  in  the 
order  in  which  applications  are  re- 
ceived. 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  he  a candidate  for 


DECLOSTATIN300 


Demclh^lchlorlrlraryrline  HCl  300  ing 
and  N>slalin  300. 000  units 
CAI'Si LE-SHAPED  TABLETS  Lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 

DE^CLOSTATW  *^*"^*^  demethylchlortetracycline  in 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
-the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 


Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demetbylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracyclme-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
( particularly  monilia)  in  the  intestinal  tract. 

History  of  hypersensitivity  to  demethylchlortetracy- 

cline  or  nystatin. 

yiarning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulatiori  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
t lema  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
a lergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort  Necessary  subsequent  courses  of  treatment  with  tetracy- 
dines  sho^d  be  carefully  observed. 


o^d 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Cor 
slant  observation  is  essential.  If  new  infections  appear,  appropriat 
measures  should  be  taken.  In  infants,  increased  intracranial  pressur 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  hav 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system — anorexia,  nausea,  vomiting,  dial 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— macul'opap 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  ha 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  th( 
nails  (rare).  Kidney-nse  in  BUN,  apparently  dose  related.  Transien 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare) 
Hypersensitivity  reactions-urticaria.  angioneurotic  edema,  anaphylaxis 
leeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drur 
dunng  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therap\ 
Demethylclilortetracycline  may  form  a stable  calcium  complex  in  ani 
hone-forming  tissue  with  no  serious  harmful  effects  reported  thus  fa 
m humans. 

Awrage  Adult  DailyJDosage;  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impairec 
by  the  concomitant  administration  of  high  calcium  content  drugs,  food! 
and  some  dairy  products.  Treatment  of  streptococcal  infections  shoulc 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  o^  American  Cyanamid  Company,  Pearl  River,  New  York 


MEDICINE  IN  LITERATURE 


HISTORY  BOOKS  EXPLORE  PATIENTS,  WORLO  WAR,  SOUTHWEST 


Surgery  of  World  War  II,  Thoracic 
Surgery,  vol.  2,  Frank  B.  Berry, 
ed.,  (prepared  and  published  un- 
der the  direction  of  Lt.  Gen.  Leon- 
ard D.  Heaton),  Col.  Arnold  Lor- 
entz  Ahnfeldt,  ed. -in-chief,  615 
pp.,  illus.,  Washington,  D.C.,  Of- 
fice of  the  Surgeon  General,  De- 
partment of  the  Army,  1965, 
$7.25. 

IT  IS  DOUBTFUL  that  a more  com- 
petent group  of  physician  writers 
could  have  been  brought  together. 
This  volume  of  the  series  deals  with 
surgical  chest  conditions  which  in- 
clude not  only  foreign  bodies  in  the 
lung,  pleural  cavities,  and  medias- 
tinum, but  also  those  in  the  heart 
and  great  vessels. 

Some  rather  remarkable  advances 
in  surgery  were  evolved  by  the  spe- 
cialized chest  center  during  World 
War  II.  Particular  mention  is  made  of 
the  techniques  developed  for  the 
removal  of  foreign  bodies  from  the 
heart  and  great  vessels  and  of  hand- 
ling chest  injuries.  Preventing  the 
development  of  pleural  changes 
subsequently  requiring  decortica- 
tion is  a significant  advance  over 
the  handling  of  chest  injuries  in 
World  War  I.  The  prompt  aspiration 
of  blood,  fluid,  or  pus  from  the  pleu- 
ral cavities  and  improved  manage- 
ment of  infections  materially  re- 
duced mortality  and  morbidity. 

The  importance  of  this  volume  is 
its  presentation  of  follow-up  mate- 
rial to  analyze  the  effectiveness  of 
chest  surgery  centers  during  war- 
time. 

Refinements  were  developed  in 
anesthesia.  Many  complications  and 
their  sequelae  are  presented  along 
with  prevention  methods  and  im- 
mediate management  techniques. 
The  value  of  keeping  the  tracheo- 
bronchial tree  free  of  excessive  se- 
cretions is  emphasized  as  well  as 
using  pressure  breathing  where  ne- 
cessary to  insure  proper  oxygen  ex- 
change. While  this  book  is  naturally 
slanted  toward  the  care  of  condi- 
tions incident  to  trauma,  many 
basic  principles  are  brought  out  in 


the  proper  management  of  lung  con- 
ditions generally. 

JOE  C.  RUDE,  M.D., 
Austin. 

Health-Seekers  in  the  Southwest, 
1817-1900,  Billy  M.  Jones,  254 
pp.,  illus.,  Norman,  Okla.,  Univer- 
sity of  Oklahoma  Press,  1967, 
$5.95. 

“GO  WEST,  YOUNG  MAN,  Go  West” 
was  the  call  of  this  nation  during 
the  early  and  middle  of  the  19th 
century.  The  migration  for  the  pur- 
pose of  finding  homes,  employment, 
gold,  gambling,  and  chicanery  have 
been  well  covered  by  historians.  To 
go  west  for  the  purpose  of  regain- 
ing health  previously  has  been  writ- 
ten about  in  only  a minor  way. 

The  idea  of  migration  for  health 
is  as  old  as  history.  Hippocrates  in 
his  book  on  On  Airs,  Waters  and 
Places  wrote  about  this  subject,  and 
the  health-seekers  today  patronize 
spas  of  northern  Italy  as  they  did  in 
the  time  of  the  Roman  Empire.  Dur- 
ing the  1817-1900  period  physi- 
cians were  not  as  available  as  they 
are  today,  and  their  armamentarium 
was  such  that  little  could  be  offered 
for  the  cure  of  many  diseases.  It 
was  therefore  quite  natural  for  sick 
people,  particularly  those  suffering 
with  tuberculosis,  to  migrate  to 
more  healthful  climates.  The  search 
for  a health-restoring  and  disease- 


“Would  you  tel!  the  doctor 
I'm  waiting  breathlessly  to  see  him.” 


free  area  led  inevitably  to  the  early 
discovery  and  subsequent  develop- 
ment of  what  pioneers  referred  to 
as  “nature’s  sanatorium” — the  ele- 
vated, moistureless,  sun-drenched 
plains  in  the  lower  Southwest. 

This  is  an  excellently  written  and 
documented  book,  with  37  pages  of 
bibliography.  It  presents  a picture 
of  geographical  pathology,  medical 
doctrine,  ballyhoo,  chicanery,  and 
social  and  economic  sidelights  of 
the  period.  The  author,  who  is  from 
San  Angelo,  provides  a possible  eve- 
ning of  entertainment,  not  only  for 
physicians,  but  also  for  all  persons 
interested  in  history  of  the  19th 
century  Southwestern  United  States. 

WILLIAM  M.  CRAWFORD,  M.D., 
Fort  Worth. 


The  Patient’s  Progress,  Felix  Marti- 
Ibahez,  ed.,  150  pp..  New  York 
City,  MD  Publications,  1967, 
$5.95. 

DR.  MARTI-IBANEZ,  who  is  editor  of 
MD  magazine,  has  produced  a 
scholarly  and  thought  provoking 
book  of  medical  history  in  a style 
differing  from  the  usual  collection 
of  discoveries  and  oddities  in  medi- 
cine. 

In  five  historical  periods  the  auth- 
or has  sought  to  weave  a tapestry 
from  anthropology,  history,  sociol- 
ogy, and  science  against  which  he 
examines  the  evolving  relationship  of 
patient  and  physician.  Only  with 
such  a background  may  contribu- 
tions, daring,  or  genius  be  fully  and 
fairly  evaluated.  Only  with  this  inte- 
gration can  we  see  the  flow  and  de- 
velopment of  the  bonds  within  the 
relationship:  the  sick  are  successive- 
ly condemned,  revered,  and  pitied; 
prophecy  becomes  prognosis,  and 
medical  biography  yields  to  roent- 
genography. 

And  the  book’s  pertinence  for  us 
today?  With  this  perspective  we  see 
our  own  attitudes  evolve  in  exam- 
ination and  treatment;  we  learn  why 
we  treat  and  what  we  expect  when 
that  treatment  has  been  given. 

W.  C.  AUTREY,  M.D., 
El  Paso. 
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NEW  BOOKS 
IN  TMA  LIBRARY 

Ciba  Foundation  Symposium:  De- 
velopment of  the  Lung,  A.  V.  S. 
de  Reuck  and  Ruth  Porter,  eds., 
Boston,  Little,  Brown  and  Co 
1967. 

Ciba  Foundation  Symposium:  Myo- 
tatic.  Kinesthetic  and  Vestibular 
Mechanisms,  A.  V.  S.  de  Reuck 
and  Julie  Knight,  eds.,  Boston, 
Little,  Brown  and  Co.,  1967. 
Grande,  F.,  and  Visscher,  M.  B., 
eds.:  Claude  Bernard  and  Experi- 
mental Medicine,  Cambridge, 
Mass.,  Schenkman  Publishing  Co., 
Inc.,  1967. 

Hamwi,  G.  J.,  and  Danowski,  T.  S., 
eds.:  Diabetes  Mellitus:  Diagnosis 
and  Treatment,  vol.  2,  New  York, 
American  Diabetes  Association, 
Inc.,  1967. 

Dunne,  E.  F.:  Cardiac  Radiology, 
Philadelphia,  Lea  and  Febiger 
1967. 

Hastings,  D.  W.:  A Doctor  Speaks 
on  Sexual  Expression  in  Marriage, 
Boston,  Little,  Brown  and  Co 

1966. 

Heptinstall,  R.  H.:  Pathology  of  the 
Kidney,  Boston,  Little,  Brown  and 
Co.,  1966. 

MacComb,  W.  S.,  and  Fletcher,  G. 
H.:  Cancer  of  the  Head  and  Neck, 
Baltimore,  The  Williams  & Wilkins 
Co.,  1967. 

McPherson,  A.,  ed.:  New  and  Con- 
troversial Aspects  of  Retinal  De- 
tachment, New  York,  Hoeber  Med- 
ical Division,  Harper  & Row,  Pub- 
lishers, 1968. 

Sarner,  H.,  and  Lassiter,  H.  C.:  In- 
surance for  the  Doctor,  Philadel- 
phia, W.  B.  Saunders  Co.,  1967. 
Saul,  L.  J.:  Fidelity  and  Infidelity, 
Philadelphia,  J.  B.  Lippincott  Co  , 

1967. 

The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Insti- 
tute, Carcinogenesis:  A Broad  Cri- 
tique, Baltimore,  The  Williams  & 
Wilkins  Co.,  1967. 

US  Army,  Medical  Department:  Neu- 
ropsychiatry in  World  War  II,  Vol. 

1,  Zone  of  Interior,  Robert  S.  An- 
derson, (ed.  in  chief),  Washing- 
ton, D.C.,  Office  of  the  Surgeon 
General,  Department  of  the  Army 

1966. 

Williams,  R.  J.:  You  Are  Extraordin- 
ary, New  York,  Random  House 

1967. 


PAMPHLETS 


Thinking  About  Drinking,  a youth 
pamphlet  published  by  the  Chil- 
dren’s Bureau  and  National  Insti- 
tute of  Mental  Health,  Public  Health 
Service,  US  Department  of  Health, 
Education,  and  Welfare,  encourages 
young  people  to  work  out  more  ra- 
tional attitudes  about  drinking  and 
abstaining.  The  facts  and  Ideas  in 
Thinking  About  Drinking  lend  them- 
selves to  thoughtful  and  lively  dis- 
cussion and  would  be  appropriate 
for  youth  groups. 

Copies  are  available  free  of  charge 
up  to  200  copies.  If  more  than  200 
copies  are  needed,  they  can  be  pur- 
chased from  the  Superintendent  of 
Documents,  US  Government  Printing 
Office,  Washington,  D.C.  20402  at 
20  cents  each.  Free  copies  are  avail- 
able from  Public  Information  Branch, 
National  Institute  of  Mental  Health, 
5454  Wisconsin  Ave.,  Chevy  Chase, 
Md.  20203. 

Leukemias,  Lymphomas,  and  Mul- 
tiple Myeloma  discusses  cancers  of 
the  blood-forming  and  lymphoid  or- 
gans. The  pamphlet,  issued  by  the 
US  Department  of  Health,  Educa- 
tion, and  Welfare,  is  the  latest  in  a 
series  on  cancer  prepared  for  the 
general  public  by  the  National  Can- 
cer Institute,  National  Institutes  of 
Health. 

Single  copies  of  Leukemia,  Lym- 
phoma, and  Multiple  Myeloma  (PHS 
Publication  no.  1768)  are  available 
without  charge  from  the  Department 
of  Health,  Education,  and  Welfare, 
Washington,  D.  C.  20402.  The  pam- 
phlet may  be  purchased  from  the 
Superintendent  of  Documents,  US 
Government  Printing  Office,  Wash- 
ington, D.  C.  20402  at  10  cents  a 
copy  or  $5  per  100  copies. 

The  Illness  Called  Alcoholism  is 
the  result  of  intensive  study  by  the 
American  Medical  Association’s  com- 
mittee on  alcoholism  and  drug  de- 
pendence of  the  Council  on  Mental 
Health.  This  16-page  brochure,  de- 
veloped for  the  benefit  of  the  laity, 
defines  alcoholism  and  delves  into 
its  causes,  effects,  identification  and 
treatability. 

A complimentary  review  copy  of 
this  new  pamphlet  (code  no.  OP- 
192)  is  available  from  the  AMA  De- 
partment of  Health  Education,  535 
N.  Dearborn  St,  Chicago  60610. 

The  Best  of  Law  and  Medicine,  a 
compilation  of  articles  appearing  in 
JAMA  from  January,  1966,  through 
February,  1968,  has  been  introduced 
to  help  familiarize  physicians  with 
legal  situations  with  which  they  may 
be  confronted  in  their  practice. 
Medical  liability,  mental  health. 


and  medical  evidence  represent  only 
a few  of  the  eight  major  categories 
covered  by  the  handbook.  The  184- 
page  paperback  is  not  intended  as 
a do-it-yourself  law  book  for  physi- 
cians, nor  is  it  a substitute  for  per- 
sonal legal  advice  from  an  attorney. 

Residents  in  the  US,  US  posses- 
sions, Canada,  and  Mexico  may  se- 
cure a copy  for  $1.50.  Medical  stu- 
dents, hospital  interns  and  residents 
in  these  areas  may  receive  it  for 
75  cents.  Order  (Code  OP-179)  from 
American  Medical  Association,  535 
N.  Dearborn,  St,  Chicago  60610. 

Prescription  for  a Healthy  Recruit- 
ing Program  highlights  some  of  the 
fundamental  components  of  a hard- 
hitting recruiting  program  that  will 
help  with  staffing  problems.  The 
pamphlet  is  the  third  in  a series  of 
public  service  publications  offered 
by  the  Society  for  Personnel  Admin- 
istration. The  two  previous  leaflets 
were  Seven  Deadly  Sins  of  Supervis- 
ors and  What’s  the  Good  Word? 

All  three  leaflets  are  available  free 
of  charge  by  writing  the  Society  for 
Personnel  Administration,  1221  Con- 
necticut Ave.,  N.W.,  Washington, 
D.C.  20036.  Include  full  name,  ad- 
dress, and  zip  code  with  request. 

Tonsils  and  Adenoids  is  the  new- 
est addition  to  the  American  Medi- 
cal Association’s  MD-patient  infor- 
mation pamphlet  series. 

The  pamphlet,  reprinted  from 
Today’s  Health,  answers  questions 
parents  and  children  frequently  ask 
about  tonsils  and  adenoids.  It  ex- 
plains the  purpose  and  appearance 
of  the  lymph  tissues,  as  well  as 
when  and  why  they  are  removed. 

Parents  will  be  especially  inter- 
ested in  this  pamphlet  because  it 
provides  helpful  hints  on  preparing 
children  for  the  “T  and  A”  opera- 
tion. A diagram  showing  the  posi- 
tion of  the  tissues  also  is  included. 

Review  copies  are  available  from 
the  AMA’s  Department  of  Health  Ed- 
ucation, 535  N.  Dearborn  St.,  Chi- 
cago 60610.  Quantity  copies  are 
available  from  Order  Handling  at 
various  costs. 

Many  of  the  fears  parents  have 
about  allowing  their  sons  to  partici- 
pate in  contact  sports  are  discussed 
in  a new  AMA  pamphlet,  Johnny 
Makes  the  Team.  Reminding  parents 
of  youth’s  appeal  for  the  thrill  and 
adventure  found  in  athletics,  the 
pamphlet  encourages  them  to  assist 
schools  to  make  athletics  a powerful 
educational  force.  It  also  stresses 
the  importance  of  protecting  a 
child’s  health. 

Copies  may  be  obtained  from  the 
AMA’s  Order  Department  at  various 
costs. 
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DR.  R.  A.  McCALL 

Dallas  general  surgeon  Dr.  Rob- 
ert Alfred  McCall,  52,  died  May  14, 
1968,  in  Dallas. 

Born  on  Feb.  12,  1916,  in  Ennis, 
Tex.,  he  was  the  only  child  of  John 
Randall  and  Lena  Mulfinger  McCall. 
His  education  was  received  from 
public  schools  in  Ennis;  Trinity  Uni- 
versity, then  in  Waxahachie,  Tex.; 
and  Baylor  University  College  of 
Medicine,  then  located  in  Dallas. 
His  internship  was  served  at  Brooke 
General  Hospital  in  San  Antonio, 
and  residencies  were  served  at 
Brooke  General  Hospital  and  Oliver 
General  Hospital  in  Augusta,  Ga.  He 
was  certified  by  the  American  Board 
of  Surgery  in  1952. 

Dr.  McCall  served  in  the  US  Air 
Force  in  the  United  States  and  in 
the  Pacific  from  July,  1942,  until 
January,  1954.  He  attained  the  rank 
of  lieutenant  colonel. 

A member  of  Dallas  County  Med- 


ical Society,  Dr.  McCall  also  be- 
longed to  Texas  Medical  Associa- 
tion, American  Medical  Association, 
Dallas  Southern  Clinical  Society, 
American  College  of  Surgeons,  and 
Dallas  Society  of  General  Surgeons. 
He  was  also  a member  of  Glen 
Lakes  Country  Club  and  Northpark 
Lions  Club.  He  attended  Park  Cities 
Baptist  Church. 

On  Jan.  10,  1942,  Dr.  McCall 
married  Jane  Ryan  of  San  Antonio. 
Mrs.  McCall  of  Dallas  survives.  Also 
surviving  are  a son,  Robert  A.  Mc- 
Call, Jr.,  of  Dallas;  a daughter,  Mrs. 
Robert  1.  Pettis  of  Portland,  Ore.; 
and  his  mother,  Mrs.  J.  R.  McCall 
of  Ennis. 


DR.  J.  F.  BEALL 

Nacogdoches  general  practitioner 
since  1935,  Dr.  J.  Frank  Beall,  57, 
died  July  4,  1968. 

Active  in  Texas  medical  organi- 
zations, Dr.  Beall  had  been  presi- 
dent, president-elect,  vice  president, 
and  founding  member  of  the  Texas 
Academy  of  General  Practice,  and 
had  held  Texas  Medical  Association 
positions  on  the  Committee  on  Sci- 
entific Exhibits  and  the  Committee 
on  Athletics.  He  had  been  a TMA 
vice-councilor  from  District  10  brief- 
ly in  1966. 

Born  in  Nacogdoches  on  Feb.  25, 
1911,  Dr.  Beall  was  graduated  from 
The  University  of  Texas  Medical 
School  at  Galveston  in  1934.  He  was 
then  a resident  physician  at  Provi- 
dence Sanitarium  in  Waco  for  one 
year.  During  World  War  II  he  served 
in  the  US  Army  Air  Force  from  1942 
to  1946.  He  was  a past  president 
of  the  Nacogdoches  County  Medical 
Society,  Nacogdoches  Chamber  of 
Commerce,  and  Nacogdoches  Lions 
Club.  He  was  a member  of  Ameri- 
can Medical  Association  and  Amer- 
ican Academy  of  General  Practice. 

Survivors  include  his  wife,  the 
former  Edith  Focke,  of  Nacogdoches; 
two  sons.  Dr.  John  M.  Beall  (D.V.M.) 
of  Abilene  and  James  M.  Beall,  Jr., 
of  Nacogdoches;  one  daughter,  Mrs. 
H.  Paul  Wilson  of  Atlanta,  Ga.;  three 
sisters;  and  seven  grandchildren. 


DR.  L.  B.  ZEIS 

Houston  internist  Dr.  Leander 
Bernard  Zeis,  53,  died  May  16, 
1968,  in  a Houston  hospital.  His 
death  followed  a heart  attack. 

A graduate  of  St.  Louis  Univer- 
sity School  of  Medicine,  Dr.  Zeis  had 
practiced  medicine  in  Houston  since 
1943.  He  had  interned  at  St.  Louis 
City  Hospital  in  St.  Louis  and  had 
served  a residency  at  Robert  Koch 
Hospital,  also  in  St.  Louis.  He  had 
been  an  assistant  in  medicine  at 
St.  Louis  University  from  1942  to 
1943.  He  was  a past  president  of 
the  staff,  former  chairman  of  the 
Department  of  Medicine,  and  chief 
of  the  internal  medicine  section  at 
St.  Joseph  Hospital  in  Houston. 

A past  president  and  charter 
member  of  the  Houston  Society  of 
Internal  Medicine,  he  was  a mem- 
ber of  Harris  County  Medical  So- 
ciety, Texas  Medical  Association, 
American  Medical  Association,  Post- 
graduate Medical  Assembly  of  South 
Texas,  and  Alpha  Omega  Alpha  hon- 
orary medical  fraternity.  He  was 
also  a diplomate  of  the  American 
Board  of  Internal  Medicine.  Dr. 
Zeis  was  chairman  of  the  Harris 
County  Medical  Society  grievance 
committee  in  1960  and  was  chair- 
man of  the  board  of  censors  in 
1963. 

Active  in  civic  and  religious  af- 
fairs, Dr.  Zeis  was  a past  president 
of  both  the  Catholic  Physicians 
Guild  in  Houston  and  of  the  Serra 
International  in  Houston.  He  was 
a former  chairman  of  the  board  of 
Catholic  Charities  in  Houston.  He 
was  also  a knight  commander  of 
the  Equestrian  Order  of  the  Holy 
Sepulchre  of  Jerusalem. 

Dr.  Zeis  was  born  on  Nov.  8, 
1914,  in  Champaign,  III.,  the  son 
of  Henry  C.  and  Theresa  Rosemann 
Zeis.  On  Dec.  27,  1943,  he  married 
Josephine  Robbins  of  St.  Louis  in 
St.  Louis.  Mrs.  Zeis  survives  her 
husband,  along  with  three  daugh- 
ters, Mrs.  Paul  Lawrence  and  Misses 
Catherine  and  Laura  Zeis,  all  of 
Houston;  four  sons,  Lt.  Paul  Zeis, 
serving  in  the  US  Army  in  Germany, 
and  Messrs.  Charles,  John,  and  Wil- 
liam Zeis,  all  of  Houston;  one  broth- 
er, Brother  Paul  Zeis  of  Lima,  Peru; 
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ana  three  sisters,  Miss  Dolores  Zeis, 
Mrs.  John  Joyce,  and  Sister  Mary 
Celeste,  all  of  St.  Louis. 

DR.  H.  S.  PRICE 

Dallas  physician  Dr.  Harry  S. 
Price,  70,  died  on  May  29,  1968,  in 
Irving,  Tex. 

Elected  to  honorary  membership 
in  Texas  Medical  Association  in 
1967,  he  had  been  a member  of 
the  Dallas  County  Medical  Society, 
American  Medical  Association,  and 
was  a life  member  of  the  Dallas 
Southern  Clinical  Society. 

He  was  born  on  Jan.  9,  1898,  in 
Ruston,  La.  He  attended  Baylor  Uni- 
versity in  Waco  and  was  graduated 
from  University  of  Tennessee  Col- 
lege of  Medicine.  He  served  an  in- 
ternship at  Methodist  Hospital  in 
Memphis,  Tenn. 

Dr.  Price  had  no  survivors. 

DR.  G.  MITCHELL 

Dr.  Gatlin  Mitchell,  63,  Fort  Worth 
eye,  ear,  nose  and  throat  specialist, 
was  killed  May  22,  1968,  when  his 
panel  truck  struck  a bridge  railing 
south  of  Granbury,  Tex.  He  was  re- 
turning to  Fort  Worth  from  his  farm 
near  Stephenville. 

Born  on  Sept.  3,  1904,  in  Fort 
Worth,  Dr.  Mitchell  was  a graduate 
in  1929  of  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in 
New  York  City.  He  served  a general 
internship  at  New  York  Post-Gradu- 
ate Medical  School  and  Hospital;  an 
eye,  ear,  nose  and  throat  residency 
at  St.  Luke’s  Hospital  Center  in  New 
York  City;  and  a residency  in  eye 
pathology  at  New  York  Eye  and  Ear 
Infirmary. 

Dr.  Mitchell  served  four  years  in 
the  US  Navy  Reserve  Corps  during 
World  War  II  and  was  chief  of  the 
eye,  ear,  nose  and  throat  division 
of  the  US  Naval  Hospital  at  San 
Diego  at  the  time  of  his  discharge 
with  the  rank  of  commander. 

A member  of  Tarrant  County 
Medical  Society,  Texas  Medical  As- 
sociation, American  Medical  Asso- 
ciation, American  Academy  of  Oph- 
thalmology and  Otolaryngology,  and 
Alpha  Omega  Alpha  honorary  medi- 
cal fraternity.  Dr.  Mitchell  was  a 
past  president  of  the  Texas  Society 


DR.  MITCHELL 


of  Ophthalmology  and  Otolaryngol- 
ogy. He  was  an  active  member  of 
the  medical  staff  of  John  Peter 
Smith  Hospital  in  Fort  Worth  for  33 
years  and  had  served  as  chief  of 
staff  in  1950. 

In  Fort  Worth  he  was  a member 
of  St.  Andrew’s  Episcopal  Church, 
River  Crest  Country  Club,  and  Ex- 
change Club. 

Survivors,  all  of  Fort  Worth,  in- 
clude his  wife,  Christina;  a son,  Gat- 
lin Mitchell;  a daughter,  Mrs.  Jack 
Bronson;  a sister,  Mrs.  Hubert  La- 
ney;  and  two  granddaughters. 

DR.  W.  R.  KERR 

Dr.  William  Rupert  Kerr,  43, 
Houston  resident  since  1933,  died 
in  a Houston  hospital  on  April  6, 
1968.  His  specialty  was  obstetrics 
and  gynecology. 

Born  in  Bronson,  Tex.,  May  8, 
1924,  he  was  the  son  of  Charles 
Denton  and  Edna  Pointer  Kerr.  Dr. 
Kerr  attended  three  undergraduate 
schools:  Stephen  F.  Austin  State 
College  in  Nacogdoches,  Rice  Uni- 
versity in  Houston,  and  The  Uni- 
versity of  Texas  at  Austin.  He  re- 
ceived his  medical  degree  from  Tu- 
land  University  School  of  Medicine 
in  New  Orleans  on  June  11,  1947. 
Internship  was  served  at  Hermann 
Hospital  in  Houston  and  residency 
at  Duke  University  Medical  Center 
in  Durham,  N.C.  Dr.  Kerr  had  prac- 
ticed in  Houston  since  1955. 

He  was  a member  of  Harris 
County  Medical  Society,  Texas  Med- 
ical Association,  American  Medical 
Association,  Houston  Surgical  So- 
ciety, Houston  Obstetrical  and  Gyne- 
cological Society,  Texas  Association 
of  Obstetricians  and  Gynecologists, 
and  American  Society  for  the  Study 
of  Sterility.  He  was  also  a fellow  in 
the  American  College  of  Obstetri- 
cians and  Gynecologists  and  a diplo- 
mate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology. 

Dr.  Kerr  served  as  an  Air  Force 
captain  in  the  Korean  War.  In  Hous- 
ton he  was  a member  of  St.  Thomas 
Episcopal  Church,  Downtown  Rotary 
Club  in  Houston,  and  the  Houston 
Chamber  of  Commerce.  He  belonged 
to  Theta  Kappa  Psi  medical  fra- 
ternity. 
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Survivors  include  his  wife,  Mrs. 
Ann  Drake  Kerr;  a daughter,  Vir- 
ginia; a son,  Charles;  his  parents. 
Dr.  and  Mrs.  Charles  Denton  Kerr, 
all  of  Houston;  and  a brother,  Rob- 
ert, serving  in  the  US  Navy. 

DR.  S.  J.  LEWIS 

Dr.  Seaborn  Joseph  Lewis,  69, 
Beaumont  diagnostician  and  intern- 
ist, died  April  19,  1968,  in  St.  Eliza- 
beth Hospital  in  Beaumont. 

A native  of  Eufaula,  Ala.,  Dr.  Lew- 
is received  his  undergraduate  de- 
gree from  the  University  of  Alabama 
in  University,  Ala.  He  received  his 
medical  training  at  Tulane  Univer- 
sity School  of  Medicine  in  New  Or- 
leans, and  served  his  internship  at 
Charity  Hospital  of  Louisiana  at 
New  Orleans.  He  did  postgraduate 
work  at  Tulane  and  at  the  Mayo 
Clinic  in  Rochester,  Minn. 

Dr.  Lewis  joined  the  Navy  in  1942 
and  attained  the  rank  of  captain. 
After  his  discharge  in  1945,  Dr. 
Lewis  remained  active  in  the  US 
Navy  Reserve  Corps  until  1951. 

Before  setting  up  private  practice 
in  Beaumont  in  1930,  he  was  an 
instructor  in  the  Department  of  Med- 
icine at  Tulane.  A staff  physician  on 
all  of  the  Beaumont  area  hospitals. 
Dr.  Lewis  was  a member  of  Texas 
Medical  Association  and  American 
Medical  Association.  He  had  served 
as  president  of  the  Southeast  Texas 
Heart  Association  and  the  Jefferson 
County  Medical  Society. 

He  was  a fellow  of  the  American 
College  of  Physicians,  a diplomate 
of  the  American  Board  of  Internal 
Medicine,  and  a member  of  the 
American  Society  of  Clinical  Path- 
ologists and  of  Alpha  Omega  Alpha 
honorary  medical  fraternity.  Dr.  Lew- 
is was  an  honorary  member  of  the 
Southern  Medical  Association. 

He  was  a member  of  the  Beau- 
mont Club,  the  Beaumont  Country 
Club,  the  Young  Men’s  Christian  As- 
sociation, and  the  First  Methodist 
Church. 

Survivors  include  his  wife,  Mrs. 
Helen  Lewis  of  Beaumont;  a daugh- 
ter, Mrs.  Richard  Deibel  of  New  Or- 
leans; a grandson,  Seab  Meador  of 
Dallas;  and  a sister,  Mrs.  Walter 
Miller  of  Eufaula,  Ala. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M,  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M,  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D 
R.  A.  Mitchell,  M.  S. 

A.  N,  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


FAMOUS 


brand  of  FERROUS 


GLUCONATE 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


in'iintiiiCTflip 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 
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" A simplified  approach 
to  the  practice  management 
of  hypertension 


PAR(iYLli\ls 


IHUSl'llPIDlNli: 


KPIDIM 


DPSPRPIDIIMi; 


METHYCLOTHIAZIDE 


LOTIIIAZIDK 


PARGYLINK 


>if;h!h:l«thiazii)I; 


DESliRPIRIAE 


PARGYLIISli 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na""  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 


ENDURON 

MEIfiyCLOIHIAZIDE 


mild  to  moderate  to  severe 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  AbboU.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL 


M[THy(;L0THI«ID[5n)g.«iith 
DESERPIDINE  0.25  mg.  or  (FORIE)  0.5  mg. 


mild  to  moderate  to  severe 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON' 


PAIIGVLINEHy0l!0CHL01E25mf. 

witliMEEliyClOIHIjl2IDE5iiig, 


TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

MEIHVCLOIHIAZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  Imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
With  Methyclothiazide  5 mg. 


/nd/caf/ons— Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

IVarn/ngs-Patients:  1.  No  other  drugs  (particularly  "cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/ons— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis):  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure:  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide;  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  so-ttssR 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY  HOME 


ED  5-5942 


1250  W,  Rosedale 


Fort  Worth,  Texas 


ED  6-7905 


Licensed  Adoption  Service  and  Private,  Confidential 
jr'^*.®"".’^,'“'^«.Pro'''ded  unwed  expectant  mothers. 
CAW  o Diplomote  of  THE  AMERI- 

. Also  pediatric  core  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hoepitaJ 
offers  a confidential,  multiple  service  program  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2306  Hemphill,  Fort  Worth,  Texas  76110 
or  phone:  WA  6-3304  or  WA  6-1774. 


RADIOIOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 

Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 

Janies  W.  Buice,  M.D.,  M.A.C.R. 

Richard  C.  Gasser,  M.D.,  M.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  D.A.B.R. 

Rolland  F.  Oakes,  M.D.,  M.A.C.R. 

DIPLOMATES  OF  THE 

100  Medical  Tower  Bldg. — ED  6-8681 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 
AMERICAN  BOARD  OF  RADIOLOGY 
Offices: 


TRAVIS  CLINIC  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery:  Internal  Medicine: 

t'  k'  “ D- 

n F w^r*-  Verheyden.  M.D. 

R.  K.  WiUmB,  M.D.  j.  t.  Scogin,  M.D. 

Orthopedic  Surgery: 

E.  L,  Mahon,  Jr.,  M.D. 

Obstetrics  and  Gynecology : 

Urolo^:  J ^ Rucker.  M.D. 

H.  F.  Rives,  M.D.  J.  D.  Crawford,  M.D. 

Pathology : Ophthalmology ; 

Harbert  Davenport.  Jr..  M.D.  Fred  Haberle,  M.D. 

Pediatrics : 

M,  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 

Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 

MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 

BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 
SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 
OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0 
EAR,  NOSE,  THROAT 

OBSTETRICS  & GYNECOLOGY  nPNTTtrnv^' 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.*  ROBERT  A.  LANG,  D.D.S. 

^Diplomate  of  the  American  Board 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 
CHARLES  1.  BILTZ,  M.D.* 
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TEXAS  MEDICINE 


PHYSICIAN 

IS'  DIRECTORY 

1 

Allergy 

Clinics 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16.  Texas 

CA  6-7671  CA  7-6331 

THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 

SAN  ANGELO,  TEXAS 

R.  M.  Finks,  M.D.,  Pediatrics  Ophthalmology 

M.  D.  Knight.  M.D.,  Surgery  H.  W.  Diserens,  M.D., 

W.  H.  Brauns,  M.D.,  Pediatrics 

Internal  Medicine  O.  Sterling  Gillis  III,  M.D., 

Roy  E.  Moon.  M.D.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  (on  military  leave) 

Chas.  F.  Engelking,  M.D.,  D.  D.  Wall,  M.D..  Consultant 

Ear,  Nose  and  Throat  in  Obstetrics  and  Gynecology 

R.  A.  Morse,  M.D.,  Consultant  in  Pathology — 

Internal  Medicine  Lloyd  R.  Hershberger,  M,D. 

Ralph  R.  Chase,  M.D.,  Consultants  in  Radiology — 

Pediatrics  John  E.  Ballard,  M.D. 

Tom  R.  Hunter,  M.D..  Surgery  John  G.  Bolen.  M.D. 

Dale  W.  Hayter,  M.D.,  William  T.  Gordon,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator 

HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 

RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

Suite  156,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston.  Texas  77025 

JA  6-3281 

SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 

V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

ALLERGY 

1802  W.  Wall  MU  2-5b85  Midland,  Texas 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue 

Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  SeweU,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

0.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 

McGovern  allergy  clinic 

Dia^osis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Charles  D.  Haunschild,  M.D, 
Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street  Port  Arthur,  Texas 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue 

Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  G.  Con  Smith,  M.D. 

Frank  L.  Bynum.  M.D.  Donald  S.  Gibbs.  M.D. 

Ed  Etier,  Jr.,  M.D. 

RADIOLOGY 

Otto  H.  Grunow.  M.D. 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 

TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 

THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 

SURGERY  INTERNAL  MEDICINE 

R.  Gayle  Spann,  M.D..  F.A.C.S.  William  E.  Morris,  M.D. 

J.  Houston  Thomas,  M.D.  Gerald  A.  Reeves,  M.D. 

OPHTHALMOLOGY  RADIOLOGY 

L.  David  Wright.  M.D..  F.A.C.S.  ^ ^ 

GENERAL  PRACTICE 

Travis  B.  Phelps.  M.D.  ADMINISTRATOR 

T.  D.  Harvey,  M.D.  B.  J.  Clark 

H.  R.  Rose,  M.D.  „ „„„ 

C.  L.  Vernor,  M.D.  DIRECTOR  OF  NURSES 

ORTHOPEDICS  Clinic  - Pat  Parker 

Carlos  M.  Yanez,  M.D.  Hospital  - Mrs.  Joyce  Pettit 

Cardiovascular  Disease 

GUS  SCHREIBER,  M.D.,  F.A.C.C. 

Electrocardiography 

Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograms 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Business  Office  Telephone  214-748-3715 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $6.50  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 

Volume  64,  August,  1968 


123 


THE  JOHNS  CLINIC 
720  West  6th  St.,  Taylor,  Texas 


DIAGNOSTIC  CLINIC  OF  HOUSTON 


Jay  J.  Johns,  M.D.,  F.A.C.S. 
S.  W.  Lehmberg,  M.D. 
Marvin  J.  Leshikar,  M.D. 

J.  E.  Kirschvink,  M.D. 


C.  J.  Daniel,  M.D. 

R.  C.  Hermann,  M.D.,  F.A.C.S. 
A.  Bryan  Spires,  Jr.,  M.D. 

R.  Dale  Cummings,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 
.VT  , Wharton,  Texas 

2100  North  Fulton  Street  713  lE  2-1700 


INTERNAL  MEDICINE 
R.  p.  Little,  M.D. 

David  W.  Samuelson,  M.D 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr..  M.D 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris.  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears.  M.D. 
NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


Obstetrics  & Gjmecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 


C.  M.  Maruri,  M.D. 

General  Surgery 
B.  W.  Hink,  M.D.,  F.A.C.S. 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 
A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


6448  Fannin,  Houston  25,  Texas  ja  6-2061 

Internal  Medicine  and  Diagnosis 

Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Gene  R.  Lindley,  M.D. 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaater  Rd.,  Dallaa,  Texas 
FR  6-6411 

John  B Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 
Gene  W.  Rogers,  M.D.,  General  Surgery  ^ 

Douglas  M Hardy,  M.D.,  Obstetrics  & Gynecology 
5'  Cardiovascular  Diseases 

^Iph  C.  Disch  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Infants  and  Children 
o ^ Sharp,  M.D.,  General  Surgery 

Ren  F Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D..  Pediatrics 
A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A  C S A A O 
Garrett  W.  Maxwell,  M.D.,  General  Practice' 

Diagnosis  & Internal  Medicine 
H.  A.  Mueller,  M.D.,  Consixltant  in  Radiology 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
Geneva  Bratton  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2151 

"^-D-  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  6th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 

General  Practice 
J.  H.  Cochrane.  M.D. 

J.  W.  O’Bryant.  M.D. 

'"w"'!!  ate?  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Cardiovascular  Disease 
Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 
Dolph  L.  Curb.  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr., 
M.D. 

Dean  C.  Solcher,  M.D. 
Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman.  M.D. 

Infectious  Diseases 
Lewie  L.  Travis.  Jr.,  M.D. 


Oncology 

Lester  L.  Hoaglin.  Jr.,  M.D. 


Pathology 
Jack  P.  Abbott, 


M.D. 


Pulmonary  Diseases 
William  M.  Donohue.  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 
John  E.  Norris,  M.D. 


Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 


Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 
Isotope  uptake,  Gammagram 
and  Therapy 


Roentgenology 


CONSULTATION  BY  APPOINTTMENT 


MALONE  and 
901  Main  Street 

Big  Spring, 

Ophthalmology  and 
Otolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 
C.  B.  Marcum.  M.D.,  F.A.C.S. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


HOGAN  CLINIC 

Phone  267-6361 
Texas  79720 

Obstetrics  and  Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S. 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D., 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  DiUon,  M.D. 

Consultants  in  Pathology 

Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr.,  M.D.,  W.  W.  Moorman,  M.D., 
F.A.C.S.  F.A.C.P. 

R.  J.  Turner,  III,  M.D.,  D.  W.  Johnston,  M.D., 
F.A.C.S.  F.A.C.P. 

Stephen  Eppstein,  M,D., 
A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


At  Your  Service! 


TMA  MEMORIAL  LIBRARY 

1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


TEXAS  MEDICINE 


Colon  and  Rectal  Surgery 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 

MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas 

Off.  Tel.  TA  4-2B73  Res.  Tel.  EM  1-4500 

WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

MANUEL  G.  LAGON,  M.D. 

Diplomate  of  American  Board  of  Surgery  and  the  American  Board 
of  Colon  and  Rectal  Surgery. 

Proctology 

Colon  and  Rectal  Surgery 

909  Eighth  Avenue  ED  2-9513 

Fort  Worth,  Texas 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malisrnancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

Dermatology 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of 

Skin  Malignancies 

1410  Medical  Arts  Bldg.  Dallas.  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 
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DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

Eye,  Ear,  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Drs.  Canon,  Watkins.  Anderson,  Nalle  and  Ellsasser 

Eye,  Elar,  Nose  and  Throat,  Broncho-EsophaKology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins.  M.D., 

F.A.C.S.  F.A.C.S..  A.l.C.S. 

Wm.  F.  Anderson.  M.D.,  Ernest  Nalle.  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto..  F.A.C.S.,  F.l.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Gastroenterology 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BURT  B.  SMITH,  M.D, 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 
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HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 


HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 


*Abe  Hauser,  M.D. 
*Harrls  M.  Hauser,  M.D. 
*Robert  1.  Hauser,  M.D. 
Wayne  Keller,  M.D. 
*Gerald  Ratinov,  M.D. 
Ronald  J.  Hauser,  M.D. 


Clinical  Psychology 
Joanne  Borba,  M.  A. 
Robert  D.  Langston, 
PH.D.,  Consultant 
Psychiatric  Social  Work 

Ethel  M.  Feinsilver, 
M.S. 


Internal  Medicine 


Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 
INTERNAL  MEDICINE 

400  S.E.  First  Street 
Mineral  Wells,  Texas 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 
Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 
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VICTOR  E.  SCHULZE,  M.D.,  F.A.C.P. 
VICTOR  E.  SCHULZE,  JR.,  M.D.,  F.A.C.P. 

Diplomates,  American  Board  of  Internal  Medicine 
Internal  Medicine — Cardiology 

So.  Magdalen  St.  San  Angelo,  Texas  76901 

Telephones  655-9131 


J.  SHIRLEY  SWEENEY,  M.D.,  F.A.C.P. 
Practice  Limited  to 
Clinical  Evaluation  and  Management 
of  Diabetes 
410  Gilbert  Street 
Gainesville,  Texas 


HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 
1010  Louisiana  Houston,  Texas  77002  222-7224 


Neurology/ Psychiatry 


808  Memorial  Professional  Building 
Houston,  Texas  77002 
CA  4-5041 


Diplomate,  American  Board  of  Psychiatry  and  Neurology 


Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
practice  limited  to 
PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 
EV  1-7181 


MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 
PE  2-9961  San  Antonio,  Texas 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 
1000  East  32nd  Street,  Suite  6 
Phone  GR  6-7371  Austin,  Texas 


THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

Bernard  J.  Dolenz,  M.D.  William  E.  Foster,  M.D. 

♦Herbert  G.  Rush,  M.D. 

066  W.  Magnolia  Avenue  6-6469 

Fort  Worth,  Texas  76104 

♦Diplomates  American  Board  of  Psychiatry  and  Neurology 


STEPHEN  WEISZ,  M.D. 
Practice  Limited  to 
NEUROLOGY  and  PSYCHIATRY 


CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 
Child  Psychiatry  and  Marriage  Counseling 
Hypnotherapy  for  Smoking  and  Obesity 


1637  Medical  Arts  Bldg. 

Riverside  7-5183 


Dallas,  Texas 


2012  Nashville  Avenue  Lubbock,  Texas  79410 
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Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diploraate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Ophthalmology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell.  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 

Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 

Dallas,  Texas  RI  8-2712 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

May  1.4 
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Orthopedic  Surgery 

CHARLES  E.  GRAHAM,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 

AD  1-6396 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and 

Upper  Extremity  Reconstructive 

Surgery 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  75246  TA  3-5351 

EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 

Otolaryngology 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

ORTHOPEDIC  SURGERY  CLINIC 

Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 

3702  21st.,  Suite  9 Lubbock,  Texas  79410 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard.  M.D.  Wellington  J.  Pindar.  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer.  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso.  Texas  79902 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

Pathology 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

MARVIN  D.  BELL,  A,  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 
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A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D, 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

PILCHER  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy,  Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D,  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  25,  Texas 

"Mnilinp  Containers  on  Request” 

“Office  Pickup  Service  in  Houston" 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D, 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consiiltation. 

P.  0.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft,  Worth,  Texas 

ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

Physical  Medicine 
and  Rehabilitation 

DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race.  M.D.,  M.S.  Wm.  B.  Kingsley.  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan.  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58.  GONZALES.  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

Plastic  Surgery 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue*  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 
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WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  76235  ME  7-4770 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3679 

Houston  25,  Texas  Res.  SUnset  2-1628 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77602 

JA  3-5575  GR  3-5488 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  1343  Blalock 

Houston,  Texas  77055  JA  8-2481 

Thoracic  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  street 

Amarillo,  Texas  79106  373-8324 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 
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Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 

TA  6-5184 

JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate : American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 

1415  Third  TU  4-1635 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Uiologry 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas.  Texas  7B235  ME  7-4833 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

Urology 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  1.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

Plan  to  attend  the  TMA 

1968  PUBLIC  RELATIONS  CONFERENCE 
September  21  Austin 
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Physicians  Wanted 

I WANTED:  GENERAL  PRACTITIONER  for  established  young  thre^ 
'man  general  practitioner  clinic.  Coastal  Tex^  city,  200,000.  Immediate 
opening.  Guaranteed  income.  f\ill  partnership  in  three  years.  Modern 
clinic  with  dentist  and  pharmacy  in  same  building.  Alternate  nights  and 
weekends.  Excellent  hospital  privileges.  Ideal  climate,  fis^hing,  hunting. 
Write  T.  L.  York,  M.D.,  4541  Everhart,  Corpus  Christi,  Texas  78411. 

GENERAL  PRACTICE,  downtown  Houston  for  23  years,  available 
August  1,  1968.  Insurance,  company  and  industrial  connections.  Immedi- 
ate $80,000  gross.  Will  remain  to  assist  in  making  all  contacts.  No  cash 
necessary.  Arthur  E.  Moers,  M.D.,  401  Melrose  Building,  Houston,  Texas 
[77002.  Phone  area  code  713,  CA  8-5281. 

INTERNIST  NEEDED  IN  FORT  WORTH  to  service  an  attractive 
practice  vacated  by  illness.  Work  will  be  as  associate  and  partner  with 
an  established  group  of  internists.  Write  or  telephone  Internist  Group, 
701  Fifth  Avenue,  Fort  Worth,  Texas  76104,  telephone  335-1451. 

WANTED  : General  Practitioner  to  assume  well-established  practice  in 
Moody.  Texas.  Available  facilities  include  fully  equipped  office  and  three 
examining  rooms.  Located  in  Central  Texas.  Moody  has  a trade  ot 

3,600.  Interested  physicians  please  contact  Mrs.  J.  B.  Vandiver,  trank 
Denny,  Mrs.  Ruth  Newman  or  Leroy  Wail,  Moody,  Texas. 

WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE  INTERN- 
IST to  join  8 man  group  in  progressive  Texas  Panhandle  city  of  12,000. 
Write  or  call  C.  E.  Rush,  M.D.,  Hereford,  Texas. 

WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTITIONER 

AND  ONE  PEDIATRICIAN  to  join  established  group  in  Dallas,  either 
Board  qualified,  or  with  at  least  two  years  residence,  not  over  35  years 
of  age.  Must  have  Texas  license  or  be  able  to  get  Texas  license  by  reci- 
procity. Salary  open,  depending  on  training.  Partnership  in  two  years. 
Group  has  own  fully  accredited  hospital.  Anyone  interested,  apply  to  Box 
939.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701.  tuu 
details  concerning  group  and  the  opportunities  it  offers  will  be  furnished 
on  inquiring.  

WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist; to  become  salaried  associate  to  a six  man  clinic  group  who  op- 
erate  an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  ^ asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  216  Craig  Street,  Hillsboro,  Texas. 

PHY'SICIANS  WANTED  FOR  NEW  GROUP— The  Medical  and  Surgi- 

cal Group  of  Baytown,  Texas,  need  three  general  practitioners,  one  m- 
ternist,  one  ophthalmologist,  and  one  E.N.T.  To  begin  January  1,  196 '• 
or  thereafter.  Financial  arrangement  will  be  worked  out  on  an  individual 
basis.  Reply  to  Box  109,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  

OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise  with  over- 

worked  GP  in  fully  equipped  clinic.  Choicest  suburban  area  of  Houston, 
Texas,  near  hospitals,  ideal  living.  Income  limited  only  by  ambitions.  No 
money  needed.  For  information  write  Box  108,  Texas  Medicine,  1801 
North  Lamar  Blvd,,  Austin,  Texas  78701. 


WANTED — M.D.’s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  mon^s  prac- 
tice. No  investment  required.  Senil  resume  to  Box  179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  GENERAL  PRACTITIONER  on  or  about  January  1, 
1969.  45  minutes  to  downtown  Houston  on  freeway,  25  minutes  to  Gm- 
veston.  Four  and  a half  day  week,  $2,000  monthly.  Partnership  available 
after  one  year.  For  additional  information  write  Ad-186,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  7870L 

PHYSICIAN  WANTED : GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-168,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  GENERAL  PRACTITIONER,  PEDIATRICIAN,  INTERN- 

IST on  staff  of  Denton  State  School.  Base  annual  salair  $18,000,  extra 
$1,000  to  $3,000  if  board  certified,  40  hour  week  with  ample  v^ation  time, 
other  fringe  benefits.  Excellent  community  to  live.  Near  Dalla^  h ort 
Worth.  Contact  Medical  Director,  Denton  State  School,  Box  368,  Denton, 
Texas.  


WANTED  : ONE  OR  TWO  GENERAL  PRACTITIONERS  to  loin  two 
physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital.  Guaran^  $18,000 
net.  Rotate  weekends,  holidays,  etc.  James  C.  Price,  M.D.,  or  W.  A.  biev- 
ers.  M.D.,  Gonzales,  Texas. 

PRACTICE  AVAILABLE:  January  1,  1969,  in  Southeast  Texas.  Gen- 
eral medicine.  Will  introduce  and  remain  until  April  1,  1969.  Reasonable 
rent.  Near  local  hospitals  and  laboratories.  Owner  doing  periodic  re- 
modeling.  Raul  J.  de  los  Reyes.  M.D.,  Vidor.  Texas.  Telephone  769-4412. 

GENERAL  PRACTICE— DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  inte^al.  Re^lar  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  75217. 

PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY,  three 
year,  integrated  with  Baylor  College  of  Medicine  affiliated  hospitals.  Non- 
career $4,830-$6,750.  Career  $9,657-$13.507  ; (license  in  any  <me  of  states 
required).  Non-discrimination  in  employment.  William  P.  Blocker,  Jr., 
M.D.,  VA  Hospital,  Houston,  Texas.  

WANTED  PHYSICIANS,  PSYCHIATRISTS,  EXPERIENCED.  2100- 
bed  modern  and  progressive  mental  hospital.  Offers  oriented  ti^rapeutic 
programs  based  on  Unit  System.  Comprehensive  treatment.  Programs 
include  milieu  and  family  therapy.  Complete  medical  and  neurology  ser- 
vice. Exceptional  opportunity  to  use  abilities  to  utmost.  Stimulating, 
challenging  assignments.  Resort  climate,  small  to'™- 
lakes,  golfing,  125  miles  from  Dallas  or  Houston.  $18,000  to  $20,000  a 
year,  depending  on  experience  and  training.  Projected  yearly  increase  in 
salary,  liberal  leave  policies.  Many  fringe  benefits.  Arch  M.  Connolly, 
M.D.,  Superintendent,  Rusk  State  Hospital,  Box  318,  Rusk.  Texas. 

INDIVIDUAL  PRIVATE  GENERAL  PRACTICE : all  of  the  advan- 
tages of  group  practice  with  none  of  the  disadvantages.  Guaranteed  high 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Maximum 
leisure  time  with  your  family.  Texas  license.  Contart  Sanford  Smith, 
XT r'.TT.fT.T.  T>  n 9836_  Houston.  Texas  77016.  iele- 


INTERNIST : Medical  center  located  in  upper  income  suburban  area  of 
Houston  needs  another  internist.  Would  prefer  a nian  with  an  interest  in 
rheumatoid  or  gastroenterology  problems,  but  this  not  mandatory.  All 
the  advantages  of  independent  practice  with  the  assistance  and  coi^rage 
of  group  practice.  Please  reply  to  Box  136,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701, 

PEDIATRICIAN : Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  pediatrician.  Would  prefer  rnan  with  an 
interest  in  hematology,  but  this  not  mandatory.  All  the  advantages  ot 
independent  practice  with  the  assistance  and  coverage  of  group  practice. 
Please  reply  to  Box  137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Aus- 
tin, Texas  78701.  

DERMATOLOGIST:  Medical  center  located  in  upper  income  suburban 
area  of  Houston  desperately  needs  a dermatologist.  None  within  five 
miles,  patient  load  will  be  heavy  from  the  start.  Liberal  assistance  in 
getting  started,  no  investment  required.  Please  reply  to  Box  138,  Texas 
Medicine.  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ASSOCIATE  WANTED — Ear,  Nose  & Throat.  Board  eligible  for  two- 
man.  Nose  & Throat  Department  with  well  established  multi-specialty 
group  in  Dallas,  Texas.  Partnership  after  two  years.  Excellent  fringe 
benefits.  No  investment  required.  Teaching  opportunities.  Interviewing 
expense  paid.  Please  reply  to  Box  168,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

ASSOCIATE  WANTED— Internal  Medicine— Board  eligible  for  eight- 
man  Internal  Medicine  Department  with  well  established  multi-sp^ialty 
group  in  Dallas,  Texas.  Partnership  after  two  years.  Excellent  fringe 
benefits.  No  investment  required.  Teaching  opportunities.  Inte^iewing 
expense  paid.  Please  reply  to  Box  169,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

OFFICE  SPACE  AVAILABLE : Community  in  major  metropoliten 
area  undergoing  explosive  growth  with  middle  to  upper  income  families, 
has  no  ophthalmologist,  ENT,  dermatologist,  psychiatrist.  Office  s^ce 
available  close  to  hospital,  no  investment  required.  Please  reply  to  Box 
114,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  GENERAL  PRACTITIONER,  (medical  doctor)  to  enter 
solo  practice,  partnership  or  salaried.  Would  join  five  man  sroup  in  ro- 
tating calls.  Office  space  now  available  adjoining  a new  100-bed  general 
hospital.  Located  edge  of  city  limits  of  Corpus  Christi,  Texas,  and  four 
miles  from  Robstown.  Serving  a wide  and  growing  community,  h ree 
rent  and  salary  available  for  the  right  person.  Incon^  limited  only  by 
ambitions.  Contact  Doyne  B.  Hamilton,  M.D.,  Route  4,  Box  46,  Robstown, 
Texas. 


phone  GL  3-5454. 


URGENTLY  NEEDED  TO  COMPLETE  STAFF  in  375-bed  fully  ac- 
credited GM&S  hospital,  located  in  the  heart  of  the  beautiful  Texas  Hill 
Country.  Board  certified  or  eligible — an  internist  staff  physiciari,  a 
urologist,  and  an  orthopedic  surgeon.  Salary  up  to  $20,000  determined  by 
training  and  experience.  Excellent  vacation  and  sick  leave,  insurance,  r^ 
tirement,  and  other  fringe  benefits.  Please  write  Director,  VA  Hospital, 
Kerrviile,  Texas  78028.  An  equal  opportunity  employer. 


GENERAL  PRACTITIONER  WANTED  to  associate  with  two  other 
jP’s  in  practice  in  privately  owned  hospital  and  clinic.  No  investment 
required.  $1,800  monthly  guarantee  until  established.  Nice  small  to w 
cvithin  easy  driving  distance  of  Wichita  Falls,  Dallas,  and 
:::ontact  a.  D.  Major,  M.D..  or  K.  J.  Wharram,  M.D.,  Box  239.  Nocona, 
f’ndA  817.  82,5-3371. 


PHYSICIAN  NEEDED — general  practice  with  surgery  now  open  in 
growing  hospital.  Office  facilities  available.  No  investment  required.  In- 
come limited  only  by  interest  and  ability.  For  information  contact  Dr. 
Fenella  Frey  or  Jimmie  McManus,  201  East  Grant,  Morton,  Texas  79346, 
or  call  area  code  806,  266-5565. 


WANTED  GENERAL  PRACTITIONER  to  assume  well  established 
practice  in  Colorado  City.  Texas,  that  has  a trade  area  of  10,000.  Avail- 
able facilities  for  lease  or  for  sale.  Brick  building  set  up  for  three  prac- 
ticing units,  fully  equipped  office,  laboratory,  x-ray  (100  MA.),  em^- 
gency  room  and  examining  room.  There  is  an  open  staff  hospital  in  the 
area.  Interested  physicians,  please  contact  Dr.  L.  H.  Rudd,  5009  College, 
Lubbock,  Texas. 


CLASSIFIED  AD  RATES  & DATA;  Classified  Advertising 
sells  for  $4.50  per  issue  for  50  words  or  less,  payable 
in  advance.  Copy  deadline  is  the  20th  of  the  month  pre- 
ceding publication.  Send  copy  to  Advertising  Assistant, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 
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185  N.  WABASH 
CHICAGO,  ILLINOIS  60601 


Founders  of  the  counseling  service  to  the  medical  profes- 
sion, serving  medicine  with  distinction  over  half  a century. 
TELEPHONE;  (Area  Code  3 1 2)  726-5682 


OPPORTUNITIES  WORTH  INVESTIGATING 

MED  ADMIN;  Med  dir;  suprv  med  staff  & related  med  areas;  JCAH  hosp 
w/ECF  bldg  new  1 60-bd  facil;  shid  be  cert  IM,  S,  path  or  R;  oppor 
$40-$45,000;  modern  city  50,000  nr  mountains;  SW. 

ANES:  (a)  Chief;  300-bd  JCAH;  fee-for-serv  shId  net  area  $40,000  1st 
yr;  sev  RNA's  nettng  $30,000  in  dept;  Ige  city;  deep  S.  (b)  Assn,  larg- 
est anes  grp  in  state;  fee  basis  shid  net  $50M;  SW. 

GEN  PRACT:  (d)  Dir  prof  serv  & devel  educ  prog;  JCAH  over  400  bds; 
reg  hours;  start  area  $27,000;  Ige  city;  SW.  (e)  Assn,  8 cert  specists; 
if  AAGP  area  $32,000;  Ohio,  (f)  Assn  FACS  & 3 AAGP's;  own  75-bd 
hsp  8c  40-bd  FCF;  $35,000;  recomm'd;  Ala. 

INT  MED:  (e)  Dir  med  educ;  Ige  infern  prog;  500-bd  med  sch  affil  hsp; 
area  $30,000;  SW.  (f)  Assn  multi-sp  grp  14  men  most  cert;  2 dipl 
IM;  cl  estab  '40;  1 brnch  office;  good  sal  1st  yr;  prtnr  2nd  yr,  $35,- 
000;  60%  equal  distributn;  40%  incentive;  twn  25,000  on  coast;  Calif, 
(g)  W/trng  infectious  or  renal  dis;  assn  w/dipl  IM  w/hema  sub-sp;  exc 
1st  yr  then  prtnr  nettng  $36  to  $40,000;  intrvu  exp,  agcy  fee  neg; 
twn  200M  not  far  Bay  area,  Calif,  (h)  Cert  IM,  cert  or  elig  CD,  acad 
minded;  serve  as  cardiologist;  med  sch  affil  hsp;  exc  staff  w/facuify 
posts;  rsrch,  tchg;  NY  state,  (i)  Dipl  IM;  qual  CD;  join  sm  grp  w/own 
hsp  serv  area  60,000;  complete  facil;  shid  net  $35,000;  no  invest;  on 
Gulf;  Fla.  (j)  Chief  of  Med;  325-bds;  lower  New  E. 

OALR:  (a)  Oto;  Chief;  18-man  multi-sp  grp;  15  cert;  6 on  med  sch  fac- 
ulty; cl  est  '48;  new  cl  '66;  outstandg  facil;  corridor  to  new  1 40-bd 
JCAH;  guar  $50,000  1st  yr;  agcy  fee,  movng  exps  pd;  later  prtnr;  nr 
Chgo;  (b)  Oph;  assn  2 cert  oph  w/exc  facil  in  own  bldg;  priv  indep 
grp  pract;  shid  net  to  $150,000  after  estab;  may  buy  into  bldg  corp 
for  tax  advantage;  or  may  have  $25,000  sal  w/same  priv  pract  arrang- 
mts  later;  city  over  225,000  servg  area  900,000;  lower  New  E.  recom- 
mended. 

ORTHO:  (a)  Chief;  mult-sp  prtnrshp  grp  19-men  mostly  cert;  sev  on  med 
sch  faculty;  own  ne  cl  w/outstandg  facil;  breeze-way  to  1 50-bd  accred 
hsp;  if  cert  $50,000  guar  with  agency  fee,  intervu,  moving  exps  pd; 
later  partnr;  nr  med  schls;  MW. 

PED:  (a)  Assn  w/cl  estab'd  20  yrs  by  former  med  sch  faculty  mbrs;  shid 
net  $25-$35,000  1 st  yr;  agcy  fee  neg;  oppor  med  sch  tchg  and  very 
pleasant  living  in  Ige  univ  city;  S. 

PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE  AN 
INDIVIDUAL  SURVEY  FOR  YOU 
STRICTLY  CONFIDENTIAL 


WANTED  FOURTH  INTERNIST,  board  certified  or  eligible,  for  grow- 
ing 16  man  multi-specialty  group  in  Southwest.  New  clinic  with  excel- 
lent facilities.  Liberal  fringe  benefits.  Remuneration  negotiable.  Please 
reply  to  Ad-200,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

NEED  URGENTLY : this  clinic  and  hospital  can  offer  excellent  oppor- 
tunities for  an  internist  and  an  OB/GYN  specialist  in  group  practice 
with  excellent  remuneration  and  no  professional  overhead.  Clinic  located 
in  rapidly  growing  West  Texas  city  of  approximately  40,000  people.  Ap- 
ply to  Charles  A.  Weeg,  Administrator,  Hall-Bennett  Memorial  Hospital, 
Big  Spring,  Texas. 

AVAILABLE  AUGUST  1.  Opening  for  general  practice  in  small  town, 
population  2,500,  trade  area  12,500.  Presently  grossing  $50,000.  Modern 
clinic  building  also  available.  If  interested,  contact  area  code  817,  936- 
3561. 

OPHTHALMOLOGIST  NEEDED  in  South  Central  Texas  community 
located  between  Austin  and  Houston.  Seven  physicians  now  practice  in 
community  but  there  is  no  ophthalmologist.  New  million-dollar  60-bed 
hospital.  Population  of  city  4,400;  county  population  19,150.  Would  pre- 
fer full-time  service  but  would  consider  a part-time  arrangement.  Con- 
tact La  Grange  Chamber  of  Commerce,  P.O.  Box  70,  La  Grange,  Texas 
78945  (713  - 968-4756). 


Situations  Wanted 


RADIOLOGIST.  Indiana  University  (AOA)  radiology  resident,  age  30, 
military  completed,  seeks  radiology  group  position  for  July,  1969.  In- 
terned at  Parkland  Memorial  Hospital,  Dallas.  Write  Ad-206,  Texas  Medi- 
cine, 1801  North  Lamar  Rlvd.,  Austin,  Texas  78701. 

BUSINESS  MANAGER  DESIRES  TO  RELOCATE  in  Texas.  Seeking 
position  in  clinical  or  hospital  administration.  Age  32.  At  present  SYz 
years  business  manager  of  five  doctor  clinic.  Responsible  for  purchasing, 
personnel,  accounting,  collection  procedures  and  general  overall  manage- 
ment. Please  write  Ad-205,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701. 


For  Sale  or  For  Rent 


FOR  SALE  OR  LEASE,  modern,  fully  equipped  office.  3,000  square 
foot  building  on  75,000  square  foot  lot.  26-car  paved  parking  lot.  Gross 
collected  in  1967,  $60,000.  9.5  miles  from  Austin  city  limits.  Please  reply 
to  Ad-201,  Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What  have 
you?  Write  today!  Murray,  3305  Bryan,  Dallas,  Texas  75204. 

LAND  INVESTMENT  OPPORTUNITY.  Corporation  with  sufficient 
capital  to  equip  and  operate  boys  baseball  camp  seeks  individual  or  small 
group  to  purchase  and  renovate  existing  summer  camp  located  in  Texas 
Hill  Country.  Total  cost,  property  and  repairs,  $62,000.  Corporation 
wishes  to  lease,  with  option  to  buy.  Profit  to  investor  in  cash  or  stock. 
Mortgage  secured  by  land  and  limited  liability  notes  be  solid,  participat- 
ing individuals.  Write  for  prospectus.  Please  reply  to  Ad-204,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  LEASE : Hillcrest  Medical  & Professional  Building  in  San  An- 
tonio. Modern  well-established  building,  northwest  heavy  populated  area, 
yet  minutes  from  Methodist  Hospital  Complex.  On  bus  line  and  express- 
way, provides  ten  minute  travel  to  downtown  hospitals.  A most  reward- 
ing future  for  eye,  ear,  nose  and  throat  specialist,  pediatrician,  general 
practice,  surgeon.  Rate  $.35  per  square  foot  includes  all  utilities,  daily 
janitor  service,  with  individual  central  heating  and  air  conditioning  units, 
and  music  speakers.  For  information  contact  Herb  Dienger,  area  code 
512,  PE  3-8196,  Hillcrest  Medical  & Professional  Building,  114  Glenview 
Drive,  West,  San  Antonio,  Texas  78228. 

LABORATORY  EQUIPMENT  FOR  SALE.  Unitest  System  200,  uni- 
meter  and  centrifuge.  Excellent  condition.  New  1967.  Write  W.  D.  Wald- 
ron, M.D..  122  West  Colorado  Blvd.,  Dallas,  Texas  75208.  Telephone 
WH  8-9343. 


FOR  SALE — Practically  new  brick  clinic  on  corner  lot  with  plenty  of 
parking  space  in  progressive  North  Texas  community  of  Vernon,  Texas, 
Private  office,  reception  room  and  receptionist  office,  three  treatment 
rooms  (each  with  lavatory  and  storage  cabinets),  ladies  powder  bar  and 
rest  room,  dark  room,  large  laboratory  with  generous  storage  space  and 
double  sink  (can  be  used  as  treatment  room),  refrigerator,  water  heater, 
storage  room,  central  heating  and  cooling,  air  compressor,  intercom  and 
radio  to  all  rooms.  Community  needs  physicians — EENT,  surgeon  and 
GP’s.  $3  million  hospital  under  construction.  $3  million  geriatric  hospital 
under  construction.  224  housing  units  at  cost  $1,928,000.  Please  reply  to 
Box  2100,  Vernon,  Texas. 


Miscellaneous 

WANTED:  USED  MICROSCOPES  for  donation  to  a Christian  high 
school  for  biology  labs.  Value  of  microscopes  is  tax  deductible.  I will  pay 
postage.  Please  contact  John  B.  McMaster,  M.D.,  416  M & S Tower,  San 
Antonio,  Texas  78205.  Telephone  CA  2-2147. 


Have  you  investigated  the 

texas 

medical 

association 

members' 

retirement 

trust? 

For  information,  write 

TMA  Members'  Retirement  Trust 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


and 

(loAlum  ClinLa 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  Janies  A.  Martin,  M.D. 
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Tandearil®  in  Osteoarthritis 
oxyphenbutazone 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenyl- 
butazone; sensitive  patients  may  be  cross- 
reactive. If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnos- 


tic tests  if  drug  is  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy.  Use  with  cau- 
tion in  the  first  trimester  of  pregnancy  and  in 
patients  with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
not  exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia),  sudden  weight  gain 


(water  retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  ther- 
apy and  at  2-week  intervals  thereafter.  Dis- 
continue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

In  elderly  patients  and  in  those  with  hyper- 
tension, the  drug  should  be  discontinued  with 
the  appearance  of  edema.  The  drug  has  been 
associated  with  peptic  ulcer  and  may  reacti- 


Pain  Break” 

for  an  osteoarthritic. 

Tandearil  can 
usually  ease  it. 


At  46,  her  knees  still  look  good  on  the  outside.  But  inside, there  may 
be  the  familiar  picture  of  osteoarthritis. 


If  aspirin  doesn’t  help,Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only1  or  2 tablets. 


Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 


But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


vate  a latent  peptic  ulcer.  The  patient  should 
be  instructed  to  take  doses  immediately  after 
meals  or  with  milk  to  minimize  gastric  upset. 
Drug  rash  occasionally  occurs.  If  it  does, 
promptly  discontinue  the  drug.  Agranulocy- 
tosis, exfoliative  dermatitis,  Stevens-Johnson 
syndrome,  Lyell's  syndrome  (toxic  necrotiz- 
ing epidermolysis)  or  a generalized  allergic 
reaction  similar  to  a serum  sickness  syn- 
drome may  occur  and  require  permanent 
withdrawal  of  medication.  Agranulocytosis 
can  occur  suddenly  in  spite  of  regular,  re- 
peated normal  white  counts.  Stomatitis,  sali- 
vary gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid 
reactions  have  been  reported.  While  not  defi- 
nitely attributable  to  the  drug,  a causal  rela- 
tionship cannot  be  excluded.  Thrombocyto- 


penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  hyper- 
sensitivity, angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may 
occu,'  infrequently.  Moderate  lowering  of  the 
red  cell  count  due  to  hemodilution  may  occur. 


For  complete  details, 
please  see  full 
Prescribing  Information. 


Geigy 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  Usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  one 
week  is  considered  adequate  to  determine 
the  therapeutic  effect  of  the  drug.  Mainte- 
nance: Effective  level  often  achieved  with  1 
or  2 tablets  daily,  should  not  exceed  4 tablets 
daily.  In  selecting  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age 
and  other  factors  influencing  drug  response. 
Availability:  Tan,  round,  sugar-coated  tablets 
of  100  mg.  in  bottles  of  100  and  1000. 


(B)  46-800- A 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  „ 


SC01 


Librai-y -Acquisitions  Dept. 
University  of  California 
San  Francisco  Medical  Center 
San  Francisco^  Calf.  94122 

ANU 


)RIAL  HOSPITAL 


SCOTT,  SHERWOOD  AND  BRINDLEY  FOUNDATION 
Department  of  Psychiatry 

Presents 

THE  EIGHTH  ANNUAL  EDUCATIONAL  AFTERNOON 

August  23,  1968 

8:00  AM  to  12  Noon  — Registration  and 
Open  House  in  Hospital  Psychiatric  Unit 


2:00  pm  School  Phobia 
2:40  pm  Frigidity  & Impotence 
3:40  pm  Abnormal  Gaits 


4:20  pm  Hippies,  Drugs  & Doctors* 
7:30  pm  Potential  for  Violence* 


'By  Guest  Lecturer,  Harry  A.  Wilmer,  M.D.,  Clinical  Professor  of  Psychiatry 
University  of  California  School  of  Medicine,  San  Francisco,  California 


SEPTEMBER  1968 

IN  THIS  ISSUE 

Finding,  Treating  Tuberculosis 
Repairing  Nerves  With  Surgical  Tape 
Mumps  Vaccine 
Local  Training  in  Nursing  Skills 


(STorbett,  I^utrlftn50,#mitl7  iWemorial  ?^ospital 


306  Coleman  Street 
Post  Office  Box  60 


AnJi  ©orb^tt  Cliitir 

iTlarlin,  Scxas 


Telephone:  WE  6-3561 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

A.  C.  Bennett.  M.n.,  F.A.C.S.*** 
I).  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.D..  F.A.C.S. 

INTERNAL  MEHTCINE 
■T.  B.  Barnett,  M.H.* 

W.  F.  McKinley,  Jr.,  M.D. 

■Tames  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
E.  P.  Hutchinprs,  M.D..  F.A.C.S.** 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith, 


M.D. 


OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison.  M.D..  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 

W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson.  -Tr..  M.D. 
Gardner  Thomas,  Jr..  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
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S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses  : 

Ruhy  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


'“Expired  5-27-62. 


**Expired  7-1-66. 


'“Expired  5-15-67. 
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SCIENTIFIC  ARTICLES 


52  Surgical  Tape  (Micropore)  as  a Substitute 
For  Sutures  in  Nerve  Repair 

Dennis  G.  Brown,  winner  of  the 
1968  Texas  Medicine  Award  for 
the  best  scientific  article  by  a med- 
ical student,  is  a June  graduate  of 
Baylor  University  College  of  Medi- 
cine. Born  in  Perth,  Australia,  he 
was  a premedical  student  at  the 
University  of  Western  Australia  for 
two  years  before  transferring  to 
the  University  of  Houston,  from 
which  he  earned  a B.S.  degree  in  1963.  Dr.  Brown 
began  his  internship  at  Houston’s  Methodist  Hos- 
pital in  July.  Afterward,  he  will  enter  the  Neuro- 
logical Institute  of  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York,  as  a resident 
in  neurology.  His  article  is  based  on  research  done 
under  the  sponsorship  of  Drs.  John  Perry,  Depart- 
ment of  Anatomy,  and  Bromley  Freeman,  Depart- 
ment of  Surgery,  Division  of  Plastic  Surgery,  at 
Baylor. 


56  Characteristics  of  Pesticide  Poisoning 
In  South  Texas 


REICH 


G.  A.  Reich  is  assistant  chief.  Com- 
munity Studies,  Pesticides  Pro- 
gram, National  Communicable  Dis- 
ease Center,  Atlanta,  Ga.  G.  L.  Gal- 
laher  of  Harlingen  is  the  director 
of  the  Poison  Control  Center  in 
that  city,  and  J.  S.  Wiseman  of  San 
Benito  is  project  director.  Com- 
munity Studies  on  Pesticides,  Tex- 
as State  Department  of  Health. 


63  Live  Virus  Mumps  Vaccine 
In  Pediatrics 


Laurance  N.  Nickey  is  an  El  Paso 
pediatrician.  A graduate  of  Baylor 
University  College  of  Medicine,  he 
interned  at  Jefferson  Davis  Hos- 
pital in  Houston  and  was  a resi- 
dent at  Baylor  University  College 
of  Medicine  Affiliated  Hospitals  in 
Houston.  A diplomate  of  the  Amer- 
ican Board  of  Pediatrics,  Dr.  Nick- 
ey is  on  the  teaching  staff  and  is 
director  of  Children’s  Tuberculosis  Division  at  R.  E. 
Thomason  General  Hospital  in  El  Paso.  He  is  also 


pediatrician-in-charge  of  Children’s  Tuberculosis 
Clinic,  El  Paso  City-County  Health  Unit,  and  is 
pediatric  consultant  to  New  Mexico  Crippled  Chil- 
dren’s Hospital  in  Truth  or  Consequences,  New 
Mexico.  Co-authors  are  Drs.  Paul  Huchton  and 
Gordon  McGee,  both  of  El  Paso. 


66  Cutaneous  Mycobacterial  Infections 

W.  Christopher  Duncan  is  assistant  professor  in 
dermatology  at  Baylor  University  College  of  Medi- 
cine in  Houston.  He  interned  at  Jefferson  Davis 
Hospital  in  Houston  and  served  internal  medicine 
and  dermatology  residencies  at  Baylor  University 
College  of  Medicine  Affiliated  Hospitals.  A diplo- 
mate of  the  American  Board  of  Dermatology,  he 
has  published  six  medical  articles  previously. 

75  The  Local  Health  Department 

And  State  Tuberculosis  Control  Program 

Morris  L.  Grover  is  director  of  Re- 
gion II,  Division  of  Tuberculosis 
Control,  Texas  State  Department 
of  Health,  with  offices  at  the  State 
Tuberculosis  Hospital  in  San  An- 
tonio. He  practices  tuberculosis 
control,  preventive  medicine,  and 
public  health.  A diplomate  of  the 
American  Board  of  Preventive  Med- 
icine, he  is  a graduate  of  Tufts 
University  School  of  Medicine  and  Harvard  Univer- 
sity School  of  Public  Health,  both  in  Boston.  In 
1952-1954  he  was  director  of  medical  affairs,  pub- 
lic health,  and  welfare  at  Okinawa,  Ryukyu  Islands; 
and  in  1962-1964  he  was  chairman  of  the  scien- 
tific committee  on  preventive  medicine  and  public 
health  of  the  California  Medical  Association. 

80  Postpartum  Hemorrhage 

As  a Cause  of  Maternal  Death 

Matthew  H.  Talty,  Houston,  is  a member  of  the 
Texas  Medical  Association’s  Committee  on  Mater- 
nal Health. 


82  Clinicopathologic  Conference 

This  month’s  CPC  is  from  William  Beaumont  Gen- 
eral Hospital,  El  Paso.  The  clinical  discussion  is  by 
Capt.  Beale  Ong;  Lt.  Col.  Claude  0.  Burdick,  acting 
chief  of  the  pathology  service,  presents  the  patho- 
logic findings.  The  electron  micrographs  taken  by 
Mr.  Yasuhiro  Yajima  are  the  first  published  from 
a case  of  idiopathic  hypoglycemia  of  childhood. 
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SPECIAL  ARTICLE 

88  Medical  Economics: 

A Proposed  Solution 

Harold  T.  Pruessner  of  Corpus  Christ!  is  a general 
practitioner  and  surgeon.  In  1967,  he  was  appoint- 
ed as  a member  of  the  Texas  Medical  Association’s 
Special  Committee  on  Usual,  Customary,  and  Rea- 
sonable Fees. 

EDITORIALS 

39  Changing  Trends  in  Medical  Care 

John  R.  Kelsey,  Jr. 

40  Athletics,  Blood  Pressure, 

And  Coarctation  of  the  Aorta 

William  D.  Furst 

41  Insurance  Committee  Provides 
Arbitration  Procedure,  Forum 

Edward  F.  Thomas 

42  Texas  Sees  Metamorphosis 
In  Methods  of  TB  Control 

John  H.  Selby 

44  Questions  and  Answers 

51  Medicine’s  Obligation:  Maximum  Value 
For  the  Nation’s  Health  Care  Dollar 

G.  V.  Brindley,  Jr. 

DEPARTMENTS 

95  HIGHLIGHTS  OF  COMING  MEETINGS 

107  ASSOCIATION  NEWS 

108  PERSONALS 

110  NEWS  FEATURE:  LA  GRANGE  HOSPITAL 
FINDS  SOLUTION  FOR  NURSING 
SHORTAGE 

Herbert  T.  Smith,  M.D. 

113  GENERAL  NEWS 

121  POSTGRADUATE  COURSES 

123  MEDICINE  AND  THE  LAW 

124  MEDICINE  IN  LITERATURE 

125  NEW  BOOKS  IN  TMA  LIBRARY 

125  PAMPHLETS 

126  RECENT  DEATHS 


ON  THE  COVER 

As  in  most  towns,  the  hospital  staff  in  La  Grange, 
Tex.,  became  increasingly  concerned  about  the 
shortage  of  nurses  in  its  community.  Because 
small  towns  do  not  usually  attract  trained  nurses 
from  the  cities,  the  nursing  shortage,  serious  every- 
where, may  be  even  more  serious  in  the  smaller 
communities.  La  Grange’s  solution  to  the  nursing 
shortage  problem  is  presented  on  page  110  by  Dr. 
Herbert  T.  Smith.  A “non-accredited”  nurses’  aide 
training  course  for  housewives  and  other  interested 
women  is  helping  alleviate  the  shortage  in  this 
South  Central  Texas  town.  Dr.  Smith  presents  a 
plan  of  action,  including  advance  prepartions  and  a 
course  outline  for  the  benefit  of  other  communities. 


NEXT  MONTH 

D.  Lloyd  Griffiths,  F.R.C.S.,  of  Manchester,  England, 
will  describe  the  hazards  of  closed  reduction  of 
fractures  and,  incidentally,  mention  the  wisdom  of 
knowing  when  to  leave  well  enough  alone.  Louis  W. 
Breck  of  El  Paso  is  the  senior  author  of  another 
orthopedic  article,  "The  Use  of  Transfixation  Pins 
in  Tarsal  Arthrodeses.”  R.  Lee  Clark,  Director  of 
the  M.  D.  Anderson  Hospital  and  Tumor  Institute 
at  Houston,  has  traced  the  institution’s  develop- 
ment from  an  unlikely  futuristic  idea  to  its  present 
status  as  one  of  the  three  largest  cancer  institu- 
tions in  the  country.  Also  scheduled  for  October 
are  articles  on  cancer  immunity,  allergic  reactions 
to  insect  stings,  turnkey  medical  buildings,  and 
psychiatric  aspects  of  learning  problems. 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers; $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner's  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 
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...but  her  other  symptoms: 
depressed  mood,  insomnia, 
anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIE»"‘ 

(AMITRIPTYLINE  HCI I MSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  lO-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

WHERE  today’s  THEORY  IS  TOMORROW’S  THERAPY 


Jack 

of  7wo  trades 

Cat  leasts 


Wouldn’t  it  be  wonderful  if  the  hos- 
pital and,  of  course,  the  doctor,  did  not 
have  to  be  a business  — did  not  have 
to  worry  about  credit  and  collections? 
On  top  of  the  stress  and  responsibility 
of  saving  lives?  And,  of  course,  isn’t  it 


wonderful  that  Blue  Cross/Blue  Shield 
relieve  both  doctor  and  hospital  of 
such  a large  part  of  this  credit-collec- 
tion problem? 

Wouldn’t  it  be  great  if  everyone  had 
Blue  Cross/Blue  Shield? 


BLUE  CROSS 


BLUE  SHIELD* 


GROUP  HOSPITAL  SERVICE.  INC. 


GROUP  LIFE  4 HEALTH  INSURANCE  COMPANY 

OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY 
DALLAS,  TEXAS  75222 
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Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications;  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Roblnul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  Information. 
Supply:  Robinul  (glycopyrrolate  I mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming):  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


In  peptic  ulcer  therapy,  wont  you 
give  Robinul  Forte  a Fair'&ial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
lure  as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
^motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antisecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
way: 

First : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 


Next:  Wait  10  days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


RobinuF  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 


e^LerLe 


• slows  motility 
•arrests  diarrhea 
•relieves  cramps 

pleasant  tasting 

Inlantol 

Pink 

for  adults  and  children 

L"rB'  Pectin,  N.F.,  4 

fubsalicylate,  8 grs.,  Zinc  Phen- 
olsulfonato,  1 3/5  grs..  Ext.  Irish  Moss,  q.s. 

» First  Texas  ^Aa^nutceufyxUii,  ,^nc. 
Manufacturer  of  pharmaceuticals  since  1903 
Dallas,  Texas  75222 


Each  Cough  Calmer^”  contains  the  same  active  ingrediei 
as  a hall-teaspooniul  ol  Robitussin-DM*;  Glyceryl  guaiac 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7,5  m 
A H.  Robins  Company,  Richmond,  Virginia  23220 

AH\ 


[ROBINS 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 


Cotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


AOlROSTATIN*  V 

HCl  256  *f- 
^ JlVSTAriN  if- 

t.vrMlT,'. 
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TEXAS  MEDICINE 


A simplified  approach 
to  the  practice  management 
of  hypertension 


KUPIDIXE 


DESERPimXi: 


METHYCLOTHl  AZIDE 


DESEIlPIDIXIi 


PAUGYLIXE 


ERPIDIXE 


PARGYLIXE 


METHYttOraiAZIDE 


DESERPIRIXE 


METHYCEOTillAZIDE 


PARGYLIXIi 


rcLoiHiAzim; 


PARGYLIXE 


MRGYLIXE 


PARGYLIiXE 


RESERPtRIXE 


METHYCLDTHIAZIDE 


PARGYLIXE 


RESEUPIRIXE 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na*  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


MEIHyClOTHIAZlOE 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


eJ 

r ^ 

Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL 


mild  to  moderate  to  severe 


BmiHlAZIOESiiig.witli 

0E»IDINE0.25iiig.O[(F0RlE)0.5nig.  See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases  - 


MEI'IIYCLOTIILI/IDE 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PAIIGyilNElIKDROClILOlEZSnig. 

wittilimillllllESnig, 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


ENDURON 


ENDURONYl! 


METHVCLOIHItZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Con/ra/nd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warn/ngs— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs:  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions— PargyWrre:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis):  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide;  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — PargyWne:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804<)38R 
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Blessed  event? 


Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy. 

Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.L  tract.*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.^ 

•As  shown  by  in  vitro  studies. 

1.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 

65:311  (Feb.)  1953. 
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WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


*Vaiomi6t 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


^aiomUt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . .0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 
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DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 
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TEXAS  MEDICINE 


The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.  Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program.  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods;  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 


Tandearil®  in  Osteoarthritis 
oxyphenbutazone 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenyl- 
butazone; sensitive  patients  may  be  cross- 
reactive. If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnos- 


tic tests  if  drug  is  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy.  Use  with  cau- 
tion in  the  first  trimester  of  pregnancy  and  in 
patients  with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
not  exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia),  sudden  weight  gain 


(water  retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  ther- 
apy and  at  2-week  intervals  thereafter.  Dis- 
continue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

In  elderly  patients  and  in  those  with  hyper- 
tension, the  drug  should  be  discontinued  with 
the  appearance  of  edema.  The  drug  has  been 
associated  with  peptic  ulcer  and  may  react!- 


'Pain  Break” 

for  an  osteoarthritic. 

Tandearil  can 
usually  ease  it. 

At  46,  her  knees  still  look  good  on  the  outside.  But  Inside,  there  may 
be  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help, Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  In  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only  1 or  2 tablets. 

Of  course,Tandearll  Is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  In  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 

But  for  many  aspirin-stubborn 
osteoarthrltics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearir 

oxyphenbutazone 


vale  a latent  peptic  ulcer.  The  patient  should 
be  instructed  to  take  doses  immediately  after 
meals  or  with  milk  to  minimize  gastric  upset. 
Drug  rash  occasionally  occurs.  If  it  does, 
promptly  discontinue  the  drug.  Agranulocy- 
tosis, exfoliative  dermatitis,  Stevens-Johnson 
syndrome,  Lyell’s  syndrome  (toxic  necrotiz- 
ing epidermolysis)  or  a generalized  allergic 
reaction  similar  to  a serum  sickness  syn- 
drome may  occur  and  require  permanent 
withdrawal  of  medication.  Agranulocytosis 
can  occur  suddenly  in  spite  of  regular,  re- 
peated normal  white  counts.  Stomatitis,  sali- 
vary gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid 
reactions  have  been  reported.  While  not  defi- 
nitely attributable  to  the  drug,  a causal  rela- 
tionship cannot  be  excluded.  Thrombocyto- 


penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  hyper- 
sensitivity, angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may 
occur  infrequently.  Moderate  lowering  of  the 
red  cell  count  due  to  hemodilution  may  occur. 


For  complete  details, 
please  see  full 
Prescribing  Information. 


Geigy 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  Usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  one 
week  is  considered  adequate  to  determine 
the  therapeutic  effect  of  the  drug.  Mainte- 
nance: Effective  level  often  achieved  with  1 
or  2 tablets  daily,  should  not  exceed  4 tablets 
daily.  In  selecting  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient's  weight,  general  health,  age 
and  other  factors  influencing  drug  response. 
Availability:  Tan,  round,  sugar-coated  tablets 
of  100  mg.  in  bottles  of  100  and  1000. 


(B)  46-800-A 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  ta 


IRON  DEFICIENCY 


tacn  lu  cc.  vial  provides  as  much  iron  as  2 pints 
of  whole  blood.  And  use  of  IMFERON  rather  than 
whole  blood  for  iron  replacement  eliminates 
the  potential  dangers  of  hepatitis  and  whole  blood 
sensitivity  reactions.  Whole  blood,  of  course, 
should  be  used  if  clearly  indicated. 

IMFERON  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves — 
for  iron  deficient  patients  in  whom  oral 
iron  is  intolerable,  ineffective  or  impractical, 
and  in  those  who  cannot  be  relied  upon 
to  take  oral  iron  as  prescribed. 

Precise  dosage  is  easily  calculated. 


...  H iiMKre  uose  or  imreron  (iron  de) 

tran  injection)  will  measurably  begin  to  raise  hemoglobin  and 
complete  course  of  therapy  will  effectively  rebuild  Iron  reserves 
The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iroi 
deficiency  anemia  and  then  only  when  oral  administration  of  iroi 
IS  ineffective  or  impractical.  Such  iron  deficiency  may  include 
patients  m the  last  trimester  of  pregnancy;  patients  with  gastro 
intestinal  disease  or  those  recovering  from  gastrointestinal  sur 
gery;  patients  with  chronic  bleeding  with  continual  and  extensivi 
iron  losses  not  rapidly  replenishable  with  oral  iron;  patient' 
intolerant  of  blood  transfusion  as  a source  of  iron;  infants  witi 
hypochromic  anemia;  patients  who  cannot  be  relied  upon  to  take 
oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  Injection)  is  a well-toleratec 
solution  of  iron  dextran  complex  providing  an  equivalent  of  50  mg 
in  cc.  The  solution  contains  0.9%  sodium  chloride  and  ha< 
a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5%  phenol  as  a pre^ 
servative.  ^ 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight 
and  Gm.  Hb/lOO  cc.  of  blood,  ranges  from  0.5  cc.  in  Infants  to 
5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly.  Initial  test 
doses  are  advisable.  The  total  iron  requirement  for  the  individual 
patient  is  readily  obtainable  from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the  upper  outer  quadrant 
of  the  buttock,  using  a Z-track  technique  (with  displacement  of 
the  skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

EPfECTS:  Local  and  systemic  side  effects  are  few.  Staining 
of  the  skin  may  occur.  Excessive  dosage,  beyond  the  calculated 
need,  may  cause  hemosiderosis.  Although  allergic  or  anaphylac- 
toid reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection).  Urticaria,  arthral- 
gia, lymphadenopathy,  nausea,  headache  and  fever  have  occa- 
stonally  been  reported. 

PRECAUTIONS:  It  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only  Inject  only 
in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or 
other  exposed  area. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


I-  1 -x.  i'  injeciion)  is  contra- 

indicated in  patients  sensitive  to  iron  dextran  complex  Since  its 
use  IS  intended  for  the  treatment  of  iron  deficiency  anemia  only 
It  IS  contraindicated  in  other  anemias. 


CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses. 
Imferon  (Iron  dextran  injection)  has  been  shown  to  produce  sar- 
coma in  rats,  mice  and  rabbits  and  possibly  in  hamsters,  but  not 
|n  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  follow- 
ing recommended  therapy  with  Imferon  (iron  dextran  injection) 
appears  to  be  extremely  small.  ' 

SUPPLIED;  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4- 
10  cc.  multiple  dose  vials. 

See  package  insert  for  complete  prescribing  information. 
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for 

the 

retarded 

or 

disturbed 


FOUNDED  IN  1940 


...of  all  ages 

THE  BROWN  SCHOOLS  for  mentally 
retarded  and  emotionally  disturbed 
persons  from  infancy  to  maturity. 

□ Older  retarded  persons  (21  years 
and  over)  $325  monthly  tuition. 

□ Retarded  children  (infancy  to  21 
years)  $325  monthly  tuition. 

□ Emotionally  disturbed  children  and 
adolescents  (5-18  years)  $425  month- 
ly tuition  plus  $110  per  month  indi- 
vidual therapy. 

(Psychiatric  care  is  available  for  other 
ages  if  indicated.) 

...the  Brown  Schools  provide: 

an  experienced,  professional  staff 
working  as  a team  to  form  a plan  of 
living  and  learning  for  each  student  to 
help  him  realize  his  fullest  potential,  in 
one  of  six  specialized  residential  cen- 
ters. 

For  further  information,  write  for 
a detailed  catalogue  today. 

Registrar,  Dept.  K-1 
P.O.  Box  4008. 

Austin,  Texas  78751 


Paul  L.  White,  M.D.,  Medical  & Psychiatric  Direclor 


7^ 


SIX  SEPARATE  RESIDENT  CENTERS  AUSTIN  & SAN  MARCOS,  TEXAS 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylhne,  195  mg.  Indications:  For  the  prevention  and  treat- 
rnent  of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Aminophylline  may  produce  intestinal  cramps 
instances,  and  quinine  may  produce  symptoms  of 
d ^turhanl^'  as  tinnitus,  dizziness,  and  gastrointestinal 
= ^ n Discontinue  use  if  ringing  in  the  ears,  deafness, 

skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 

d°sage  may  bl  increased  to 
fol  owing  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets.  ^ 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


anticostive^ 

hematinic 


PERITIXIC 

Hematinic  with  Vitamins  and  Fecal  Softener 

A tablet-a-day  provides: 


• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7,5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

I ^ Bottles  of  60 


anticostive,  adj.  (anti  opposed  to 
4-  costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic? 


_ LEDERLE  LABORATORIES 
A Division  of  American  Cyanamiid  Company 
Pearl  River,  New  York  10965 


48S-7R— 6062 
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OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12years):  '/z  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


ne\5^ 

, evidence 

a 

macrolide 
antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 
and 

for  a problem  pathogen* 
in  the  hospital. 

'"Staphylococcus  aureus 


study  I Results  of  a 1967  in  vitro— in  vivo 

correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 

97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 

98.0% 

of  the 
patients 

responded 

favorably 
to  TAO(triacetyloleanilomycin) 


Mn  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


study  II  Effect  of  oral  therapy  with 

TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 

*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that  /i  • ■ i 

rj^x  /-c(triacetyl- 
lAvJ  oleandomycin) 

was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest,". ..bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 

TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient's  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.-.  Clinical  Evaluation  of  Laboratory  Guidance  to  noFRir  mviRinN 

Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car-  ppiz^R  & co  INC 

lisle,  H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys.  ■ 235  east  42nd  street 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc.  new  YORK,  N Y.  10017 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

(Thioridazine  HCl) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement.  1 

Contraindications:  Severe  central  nervous  system  ' 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction' 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines.  i 
Phenothiazines  are  capable  of  potentiating  central  ' 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and  j 

phosphorus  insecticides.  During  pregnancy,  i 

administer  only  when  necessary.  i 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  j 

cautiously  to  patients  participating  in  activities  | 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System- 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System — 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some  > 

patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride).  I 
While  there  is  no  evidence  at  present  that  these  * 
changes  are  in  any  way  precursors  of  any  significant  . 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic  J 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive  * 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril’ 

(Thioridazine  HCl) 

25  mg.  t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression  j 

A I 

SAKDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-169 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate, 8 mg.;  and  acetamin- 
ophen, 500  mg. 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlettablets,  which  provideanalgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


panied by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY,  INDIANAPOLIS 


^‘Nothing  else  F ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it/’ 
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Help  the  Needy! 


A patient  of  advancing  years  may  appear  to  “have  everything,”  but  may  well 
be  in  neccX— medically . You  know  the  symptoms.  He’s  tired  most  of  the  time. 
Though  there’s  nothing  wrong  with  him  organically,  he  suffers  from  general 
malaise.  Lassitude  has  become  his  way  of  life  . . . vague  aches  and  pains  his 
major  concern. 

Such  a patient  has  entered  the  “Mediatric  Age”— that  stage  of  his  life 
in  which  he’s  an  ideal  candidate  for  MEDIATRIC.  This  preparation  provides 
the  anabolic  benefits  of  gonadal  steroids,  plus  a gentle  mood  uplift  and  the 
nutritional  support  he’s  apt  to  need.  MEDIATRIC  is  intended  to  help  keep 
him  more  alert  anrl  active,  and  relieve  general  malaise  ...  to  help  restore  that 
sense  of  physical  and  emotional  well-being  that  the  elderly  deserve  to  enjoy. 
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The  estrogen  component  in  MEDIA TRIC  is  PREMARIN®  (conjugated  estrogens-etjuine),  the 
orally  acti\'e,  natural  estrogen  so  widely  prescribed  lor  its  physiologic  and  metabolic  benelits. 
The  combination  of  estrogen  and  metliyllestosterone  can  help  maintain  anabolic 
balance  to  forestall  premature  degenerative  changes  related  to  estrogen  deficiency. 
MEDIAl'RIC  also  supplies  a small  amount  of  inetJiamphetamine  HCI  to  provide  a gentle 
mood  uplift,  and  nutritional  supplements  specially  selected  to  meet  the  needs  of  the  aging. 


CONTRAINDICATION : Carcinoma 
of  the  prostate,  due  to 
inethyltestosterone  component. 
\VARNING;  Some  patients  with 
pernicious  anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of  response 
predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious 
anemia  patients  are  essential  and 
recommended. 

SIDE  effects:  In  addition 


to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may 
occur. 

SUGGE.STED  DOSAGES:  Male  and 
female—]  Taltlet  or  Capside,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
reejuired. 

In  the  female:  To  avoid  continuous 
stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 
week  rest  period— Withdrawal 


bleeding  may  occur  during  this 
1 week  rest  period). 

In  the  male:  A careful  check  should 
be  made  on  the  status  ol  the  prostate 
gland  when  therapy  is  given  for 
protracted  intervals. 
supplied:  No.  752— mediatric 
Tablets,  in  bottles  of  100  and  1,000. 
No.  252— MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910— MEDIATRIC  Liquid,  in 
bottles  of  16  fluidounces. 


Each 

MEDIA  I RIC 
I'ablet  or 
Capsule 
contains: 

Each  15  cc. 

(3  teaspoonfuls) 
of  MEDIAI  RIC 

Liquid 

contains: 

Conjugated  estrogens-equine  (PREMARIN®) 

0.25  mg. 

0.25  mg. 

Methyl  testosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  IlCl 

1 .0  mg. 

1 .0  mg. 

Cyanocobalamin 

2.5  meg. 

1 .5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 

— 

Thiamine  HCI 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

— 

Riboflavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCI 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsiccated 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

(Contains 

15%  alcoholf) 
tSomc  Loss 

Llnavoidable 

Mediatric 


tablets  • capsules  • liquid 


Steroid-nutritional  compound 


AYERST  LABORATORIES  • New  York,  N.  Y.  10017  • Montreal,  Canada 


6838 


An  anorectic  will  help  her  lose  weight- 
hut  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 


L 


That’s  why  Abbott  offers 
you  a pill  plus  a program. 


The  Product 

Ifoi-  smooth  appetite  DESOX YN*  Gradumef 

\control phis  mood  Methamphetamine  Hydrochloride 

Aevation  Long-Release  Dose  Form 

j ^ 

\For  patients  who  cant  DESBUTAL  10  Gradumet 

take  plain  amphetamine  10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

The  Program 

Weight  Control  Booklet  specifically  written  to  help  your  patents  under- 

^ Stand  why  they  are  overweight,  and  what  they  can 

do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 

Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 

A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  8oi444 

Ask  Your  Abbott  Man  For  Free 


Food  Diaiy 


Picture  Menu  Booklet 


Please  see  Brief  Summary 
on  next  page. 
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5 mg.  10  mg.  15  mg. 


FRONT  SIDE 


J 

FRONT  SIDE 
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] ] 
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Brief  Summary 
DKSOXYN®Gra(luinet® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DESBU  l Al!  10  Graduniet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DKSBIITAL  15  Graduniet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  su[)pres- 
sants,  for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Deso.xyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  oxida.se  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 

Precautions,  Side  Effects:  Observ'e 
caution  in  patients  with  hyjjerten- 
sion,  cardiova.scular  disease,  hyper- 
thyroidism, old  age,  or  those 
sensitive  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  p.sychic  dependence. 
Careful  supervision  is  necessary  to 
avoid  chronic  into.xication  and 
drug  dependence. 

Amphetamine  side  elTects  such 
as  headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depre.ssion  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  ex- 
cessive sedation  with 
Desbutal  is  often  transient. 


801444 


When  eating  fads 
of  teens  or  tots 


Lead  to  a sudden 
case  of  “trots” 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

♦Pareg-oric  (equivalent)  ( 1.0  dram)  3.7  ml. 

Contains  opium  (VI  grain)  15  mg.  per  fluid 
ounce. 

warning : 7nay  be  habit  forming 

Pectin (2M:  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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TEXAS  MEDICINE 


nmo  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 


( LTR23 I 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen»Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions;  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings’’). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


o"'^LpEN*VEE®K 

(potassium  phenoxymethyl  penicillin) 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIIf’ 

brand 

POLYMYXIN  B-BAGITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Muscle  in  Spasr 


and  Valium  (diazepam) 

The  ability  of  Valium  to  help  relieve  skeletal  muscle  spasm— 
as  well  as  psychic  tension— demonstrates  its  clinical  value  and 
versatility. 

The  muscle-relaxant  effect  obtained  with  Valium,  used  ad- 
junctively  with  other  drugs  or  physiotherapy,  favorably 
affects  the  entire  cluster  of  spasm-related  symptoms  . . . helps 
accelerate  return  to  normal  activity. 

When  skeletal  muscle  spasm  and  psychic  tension  coexist,  the 
calming  effect  of  Valium  is  an  added  therapeutic  benefit  that 
contributes  to  the  total  management  of  the  patient. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
( not  for  sole  therapy) . 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  uri- 
nary retention,  blurred  vision.  Paradoxical  reactions  sucb  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche* 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Louie  lost  weeks  with  ' 

a painful  shoulder.  That’s  a lot  of  fish.  ; 

It  nnight  have  been  different  with  Butazolidin^  alka' 


100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

1.25  mg.  homatropine  methylbromide 


If  it  doesn’t  work  in  a week,  forget  it 


But  please  don’t  forget  this: 

Contraindications:  Edema;  danger  of  cardiac 

decompensation;  history  or  symptoms  of  peptic 

ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs  are 
given  concurrently.  Large  doses  of  the  alka 
formulation  are  contraindicated  in  glaucoma. 

Warning;  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnostic 
tests  if  drug  is  continued.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in  the  first  tri- 
mester of  pregnancy  and  in  patients  with 
thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemor- 
rhage occur.  Make  complete  blood  counts  at 
weekly  intervals  during  early  therapy  and  at 
2-week  intervals  thereafter.  Discontinue  the 
drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the  elderly 
and  in  hypertensives. 

Adverse  Reactions;  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics.  In 
elderly  patients  and  in  those  with  hypertension 
the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been 
associated  with  peptic  ulcer  and  may  reac- 
tivate a latent  peptic  ulcer.  The  patient  should 


be  instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be 
excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have  been 
reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  hypersensitivity  angiitis,  pericarditis 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid  hyper- 
plasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage  in  any  spe- 
cific case, consideration  should  be  given  to  the 
patient’s  weight,  general  health,  age  and  any 

other  factors  influencing  drug  response.  (BlB  46-070-A 

For  complete  details, 

please  see  full  prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Butazolidin^  alka  Geigy 

Capsules 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

1.25  mg.  homatropine  methylbromide 


most  of  us  were  in  training,  young  doctors 
worked  in  charity  hospitals.  The  diseases 
tliey  saw  were  usually  far  advanced  and  dra- 
matic. After  they  completed  their  training 
and  began  to  apply  their  newly  learned  skills, 
they  were  forced  to  the  abrupt  realization 
that  caring  for  private  patients  was  differ- 
ent. The  new  doctor  had  to  improve  his  abil- 
ity to  detect  disease  in  its  early  stage.  He  had 
to  utilize  his  time  efficiently  and,  finally,  he 
had  to  face  the  complex  problems  of  business 
economics. 

Because  of  our  increasing  awareness  of 
these  deficiencies,  our  medical  training  pro- 
grams are  beginning  to  change  their  style. 
Students  are  receiving  portions  of  their 
training  in  private  hospitals  and  in  private 
medical  clinics,  which  tends  to  put  medical 
care  on  a more  realistic  basis.  The  transitions 
that  are  taking  place  now  in  medicine  include 
not  only  the  use  of  our  time,  the  efficiency  of 
our  methods  and  the  change  of  training  ex- 
perience, but  the  basic  economies  involved  in 
medical  practice.  As  independent  physicians 
we  need  not  only  to  have  a willingness  to  ac- 
cept change,  but  also  a willingness  to  effect 
changes.  If  we  do  not  take  the  initiative,  it  is 
likely  that  increasing  governmental  interven- 
tion will  dictate  changes  to  us.  Private  group 
practices  tend  to  improve  efficiencies  and  re- 
duce expenses,  and  their  interference  with 
physicians’  individuality  and  independence 
are  probably  more  acceptable  than  similar 
plans  designed  by  the  government.  Prepaid 
medical  care  plans,  though  repugnant  to  our 
philosophy  of  individual  patient-doctor  rela- 
tionship, are  probably  superior  to  those  in- 
volving federal  relationship.  Change  in  our 
state  laws  allowing  medical  groups  to  enjoy 
the  benefits  and  privileges  of  corporations 
can  improve  our  economic  health  and  allow 
us  some  relief  from  unreasonable  taxation. 

All  of  these  evolving  concepts  were  ex- 
plored during  the  National  Conference  on 
Group  Practice  held  in  October,  1967  (sum- 
marized in  PHS  publication  no.  1750).  Our 
medical  association  has  an  opportunity  for 
leadership  in  accepting  or  reneging  some  of 
the  changing  trends  of  medical  practice. 


Whether  we  like  it  or  not,  the  public  demands 
that  we  adapt  our  thinking  and  our  efforts 
to  fit  this  changing  world. 

—John  R.  Kelsey,  Jr.,  M.D.,  Houston. 


Athletics,  Blood  Pressure, 

And  Coarctation  of  the  Aorta 

ANY  ELE\  ATION  IN  blood  pressure  found 
while  examining  candidates  prior  to  partici- 
pation in  athletic  programs  needs  to  be  thor- 
oughly investigated. 

During  the  past  year  in  Texas,  at  least 
one  death  of  a school  boy  athlete  was  at- 
tributed to  aortic  rupture  secondary  to  co- 
arctation of  the  aorta. 

Coarctation  represents  10  percent  of  all 
congenital  cardiac  abnormalities  and  occurs 
much  more  frequently  in  men  than  in  women. 
The  diagnosis  is  made  by  physical  examina- 
tion. Susceptible  boys  are  usually  well  devel- 
023ed  for  their  age  and  are  athletic  in  apj^ear- 
ance.  One  may  observe,  in  some  cases,  broad 
shoulders  with  well-developed  upper  extremi- 
ties, in  contrast  to  the  lower  extremities.  A 
thrill  in  the  sujDrasternal  notch  and  jDowerful 
carotid  pulsations  can  frequently  be  felt. 
Tortuosity  and  dilatation  of  the  intercostal 
arteries  may  be  noted  when  the  patient  bends 
forward.  Radial  pulses  are  strong  and  bound- 
ing, while  the  femoral  pulses  are  weak  or  ab- 
sent. Blood  pressure  determinations  show 
that  systolic  pressures  in  the  arms  are  higher 
than  in  the  legs.  The  diastolic  pressure  is 
equal  in  the  arms  and  legs.  In  approximately 
75  percent  of  the  cases,  a stenotic  systolic 
murmur  can  be  heard  at  the  second  right  in- 
terspace, the  suprasternal  notch,  or,  more 
frequently,  over  the  back.  Certainly,  if  all  or 
many  of  these  signs  are  found  during  the  ex- 
amination, there  is  little  problem  in  making 
the  diagnosis. 

The  physician,  who  is  usually  in  crowded 
and  noisy  surroundings,  must  decide  during 
the  examination  (1)  if  this  boy  has  hyper- 
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tension  and  (2)  why  he  has  hypertension. 
These  questions  must  be  answered  in  circum- 
stances which  are  hurried  and  tense  for  both 
the  physician  and  the  athlete. 

In  order  to  answer  the  first  question,  the 
physician  must  be  familiar  with  the  normal 
blood  pressure  determinations  of  the  age 
group  with  which  he  is  dealing.  Numerous 
studies  have  been  performed  in  an  effort  to 
determine  the  normal  blood  pressure  for  var- 
ious age  groups.^  ® Blood  pressure  is  deter- 
mined by  several  factors : ( 1 ) cardiac  output, 
(2)  resistance  of  the  peripheral  vessels,  (3) 
the  volume  of  blood  within  the  vascular  tree, 
(4)  the  viscosity  of  the  blood,  and  (5)  the  re- 
bound of  the  arterial  walls.  In  general,  the 
normal  systolic  blood  pressure  for  children 
ranges  from  90  to  110  mm.  of  mercury;  for 
adolescents,  100  to  120  mm.  of  mercury  with 
diastolic  pressures  around  55  to  75  mm.  of 
mercuiy.  Several  studies  of  older  children 
and  adolescents  consider  a blood  pressure  of 
140  '90  mm.  of  mercury  as  being  elevated.  In 
a study  of  1,795  adolescents  with  ages  12  to 
21,  Masland  found  that  1.4  percent  had  blood 
pressures  of  140 '90  mm.  of  mercury  or  more 
on  two  separate  occasions.^  Of  these,  seven 
had  recognizable  organic  disease,  three  had 
coarctations,  three  had  glomerulonephritis 
and  one  had  unilateral  renal  thrombosis. 
Some  adolescents  may  occasionally  have  ele- 
vated blood  pressure  readings,  as  do  adults, 
and  must  be  considered  to  be  in  the  transient 
“labile”  hypertensive  group.  These  individ- 
uals should  be  identified  early  and  watched 
carefully  for  signs  of  future  cardiovascular 
disease. 

Thousands  of  adolescents  will  be  examined 
this  year  for  participation  in  various  athletic 
programs  throughout  the  state.  Perhaps  this 
editoi'ial  will  be  a reminder  to  check  these 
atheletes  carefully.  The  taking  of  the  blood 
pressure  is  an  important  diagnostic  tool.  The 
determination  should  be  carefully  performed 
and  the  results  thoughtfully  evaluated. 

— William  D.  Furst,  M.D.,  Odessa. 
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Insurance  Committee  Provides 
Arbitration  Procedure,  Forum 

BOTH  TEXAS  PHYSICIANS  and  insurance 
company  representatives  can  take  pride  in 
the  important  contribution  they  have  made 
in  establishing  a complaint  procedure  and 
arbitration  forum  in  the  Texas  Medical  As- 
sociation’s Committee  on  Workmen’s  Com- 
pensation and  Industrial  Health. 

The  committee  became  necessary  in  1953 
because  there  was  statewide  dissatisfaction 
with  the  relations  between  some  insurance 
companies  and  some  Texas  physicians.  Also, 
the  TMA  Council  on  Medical  Jurisprudence 
had  indicated  its  intention  to  introduce  legis- 
lation which  many  physicians  and  insurance 
executives  felt  would  be  unwise.  After  dis- 
cussions between  repi’esentatives  of  insur- 
ance companies  and  of  TMA,  the  TMA  Com- 
mittee for  Liaison  with  Workmen’s  Compen- 
sation Insurance  Companies  was  formed. 

Mr.  Ben  Mitchell,  executive  vice  president 
of  Texas  Employers  Insurance  Association, 
called  a meeting  of  physicians  and  insurance 
company  executives  in  Austin  Jan.  17,  1953. 
Present  were  Dr.  J.  B.  Copeland,  then  of  San 
Antonio ; Dr.  Robert  D.  Moreton,  then  of 
Fort  Worth ; Dr.  Elliott  Mendenhall  of  Dal- 
las; Dr.  G.  W.  Cleveland  of  Austin;  Philip 
Overton  of  Austin,  TMA  general  counsel ; 
and  representatives  from  Texas  Employers 
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Insurance  Association ; Hardware  Mutual  In- 
surance Company ; Liberty  Mutual  Insurance 
Company ; American  Associated  Insurance 
Company;  Travelers  Insurance  Company; 
and  Association  of  Casualty  Surety  Execu- 
tives. 

All  attending  the  meeting  agreed  that  phy- 
sicians and  insurance  companies  were  at- 
tempting to  reach  the  same  objective  of  pro- 
viding the  best  possible  medical  care  for  in- 
jured workmen  in  Texas.  It  was  suggested 
that  the  medical  association  and  the  insur- 
ance industry  each  appoint  a special  commit- 
tee empowered  to  handle  complaints  by  phy- 
sicians against  insurance  companies  and  com- 
plaints by  insurance  companies  against  phy- 
sicians. TMA  representatives  agreed  to  ask 
the  TMA  House  of  Delegates  to  create  a liai- 
son committee  with  workmen’s  compensation 
insurance  companies.  Insurance  company 
representatives  agreed  to  take  steps  to  cre- 
ate a committee  to  represent  all  companies 
underwriting  workmen’s  compensation  insur- 
ance. 

Insurance  companies  had  no  organization 
with  power  to  designate  a representative 
committee.  Executives  of  substantial  num- 
bers of  insurance  companies  met  several 
times;  and  by  September,  1953,  the  insurance 
1 epi  esentatives  had  worked  out  an  organiza- 
tional agreement.  This  agreement  provided 
that  there  should  be  formed  a committee  to 
be  called  the  Texas  Medical  Liaison  Commit- 
tee whose  objective  would  be  (1)  to  work 
with  a committee  of  the  Texas  Medical  Asso- 
ciation in  handling  of  problems  arising  out  of 
the  treatment  of  injured  workmen  under  the 
Workmen’s  Compensation  law;  and  (2)  to 
investigate  and  arbitrate  disputes  and  mis- 
understandings relating  to  the  handling  of 
such  cases. 

Numerous  subsequent  meetings  were  held 
between  insurance  company  representatives 
and  the  committee  designated  by  TMA.  Much 
of  the  early  work  performed  by  TMA  repre- 
sentatives was  done  by  Drs.  Sam  Key  of 
Austin,  Wendell  Hamrick  of  Houston,  Fred- 
erick Rehfeldt  of  Fort  Worth,  M.  H.  Morris 
of  San  Antonio,  and  Edward  T.  Smith  of 
Houston.  In  joint  discussions  the  committee 
worked  out  a method  of  arbitration  and  pre- 


pared an  appropriate  statement  concerning 
the  “Rules  for  Arbitration.”  In  January, 
1956,  the  TMA  Board  of  Councilors  approved 
these  rules. 

Regular  committee  meetings  have  been 
held  since  1953.  There  is  no  doubt  that  the 
relations  have  improved  between  workmen’s 
compensation  insurance  carriers  and  the  phy- 
sicians of  Texas.  A part  of  the  improvement 
can  be  credited  to  the  existence  of  the  com- 
mittee. Significantly,  no  changes  have  been 
made  in  the  organizational  agreement  as 
originally  approved  or  in  the  “Rules  of  Ar- 
bitration” as  originally  adopted. 

In  1959  the  TMA  House  of  Delegates 
changed  the  committee’s  title  to  Committee 
on  Workmen’s  Compensation  Insurance.  In 
1967  the  committee  was  combined  with  the 
Committee  on  Industrial  Health  and  its  name 
was  again  changed,  to  Committee  on  Work- 
men’s Compensation  and  Industrial  Health. 

Edward  F.  Thomas,  M.D.,  Amarillo, 
Chairman,  TMA  Committee  on  Workman’s 
Compensation  and  Industrial  Health. 


Texas  Sees  Metamorphosis 
In  Methods  of  TB  Control 

IN  NOVEMBER  OF  1964,  the  report  of  Gov- 
ernor John  Connally’s  Committee  on  Tuber- 
culosis in  Texas  was  published.  It  outlined 
the  nature  of  the  problem,  and  proposed  a 
plan  for  the  eradication  of  tuberculosis.  That 
plan  was  enacted  into  law,  and  a program 
based  on  it  is  well  underway.  Its  success  de- 
pends upon  cooperation  of  Texas  physicians, 
the  State  Health  Department  and  the  volun- 
tary tuberculosis  organizations. 

The  eradication  of  tuberculosis  in  Texas 
can  be  accomplished  just  as  the  eradication 
of  poliomyelitis,  smallpox,  measles  and  var- 
ious other  diseases  has  been  or  is  being  ac- 
complished. The  tools  are  at  hand,  and  the 
need  is  for  continued  action  and  cooperation. 

Involved  in  the  eradication  program  are 
several  new  concepts  of  tuberculosis  control. 
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some  of  which  have  been  set  forth  by  the  Na- 
tional Tuberculosis  and  Respiratory  Disease 
Association. 

Basic  to  eradication  is  the  fact  that  the  dis- 
ease is  contracted  only  from  those  with  active 
pulmonary  tuberculosis.  Therefore,  case  find- 
ing is  of  major  importance  in  order  that  pa- 
tients be  rendered  noncontagious  as  quickly 
as  possible,  and  the  state  of  activity  of  all  tu- 
bercular patients  be  kept  under  surveillance. 

A major  step  is  the  so-called  child-centered 
case-finding  program.  This  involves  testing 
school  children,  and  careful  follow-up  of  all 
positive  reactors  to  find  the  source  of  their 
contact.  This  program  is  uncovering  a large 
proportion  of  active  cases  of  tuberculosis. 

A second  important  step  is  case  finding 
among  high  incidence  groups.  This  includes 
certain  Latin  American  population  whose 
susceptibility  to  tuberculosis  is  notoriously 
high.  It  also  includes  those  in  the  lower  in- 
come groups,  incoming  hospital  patients  and 
prison  occupants. 

These  case-finding  programs  are  rightly 
the  job  of  the  tuberculosis  control  division  of 
the  Texas  State  Department  of  Health.  As 
appropriate  funding  is  made  available  these 
programs  will  be  carried  out  under  that  divi- 
sion ; however,  every  physician  is  a case-find- 
ing source,  and  tuberculin  skin  testing  should 
become  a I'outine  part  of  the  annual  physical 
examination  done  by  private  physicians. 

In  the  United  States  25  to  30  million 
people  have  positive  skin  tests,  indicating 
some  infectious  contact  with  the  disease.  As 
many  as  50,000  new  active  cases  are  reported 
annually.  In  Texas  the  incidence  of  newly  re- 
ported active  cases  (3,100  in  1966)  is  rising 
rapidly. 

Several  studies  by  the  National  Tubercu- 
losis and  Respiratory  Disease  Association 
have  indicated  pathways  for  improvement  in 
tuberculosis  control.  One,  the  report  of  the 
committee  on  chemoprophylaxis  for  the  pre- 
vention of  tuberculosis,  notes  that  chemo- 
prophylaxis presumably  acts  by  diminishing 
the  bacterial  population  in  “healed”  or  invisi- 
ble lesions  of  the  person  taking  the  drug.  It 
is,  in  reality,  treatment  of  infection  that  pre- 
vents clinical  disease  from  developing  or  re- 
lapsing. Extensive  trials  conducted  by  the 


United  States  Public  Health  Service  show  a 
consistent  reduction  of  morbidity  in  treated 
groups,  and  it  seems  reasonable  to  expect 
that  chemoprophylaxis  can  reduce  future 
morbidity  of  tuberculosis  in  higher  risk 
groups  by  some  50  to  75  percent. 

Isoniazid  is  generally  used  for  chemopro- 
phylaxis in  dosage  up  to  300  mg.  per  day  for 
adults,  and  10  mg.  per  kg.  body  weight  for 
children,  not  to  exceed  300  mg.  per  day  to  be 
administered  in  a single  dose  daily  for  a pe- 
riod of  12  months.  There  are  virtually  no  side 
effects.  The  toxicity  of  this  drug  is  low.  Re- 
commended for  chemoprophylaxis  are: 

1.  Persons  whose  disease  is  inactive  now, 
but  who  have  had  active  tuberculosis  and  no 
(or  inadequate)  drug  therapy. 

2.  Persons  with  roentgenographic  shadows 
consistent  with  healed  adult-type  pulmonary 
tuberculosis,  or  positive  tuberculin  tests. 

There  are  special  clinical  situations.  If  a 
person  with  a positive  tuberculin  test  is  in 
danger  of  activation  or  reactivation  of  tuber- 
culosis, he  should  receive  chemoprophylaxis 
whether  or  not  he  has  previously  been  treated 
with  Isoniazid  if  (1)  corticosteroid  treat- 
ment has  been  prescribed,  (2)  he  undergoes 
gastrectomy,  (3)  he  has  reticuloendothelial 
disease  such  as  leukemia  or  Hodgkin’s  dis- 
ease, or  (4)  he  has  a period  of  instability  of 
severe  diabetes.  Also,  (5)  in  the  case  of  a 
pregnant  woman  who  has  had  inactive  tuber- 
culosis previously  untreated  with  chemother- 
apy, or  who  has  roentgenographic  shadows 
consistent  with  inactive  tuberculosis,  chemo- 
prophylaxis should  be  started  in  the  last  tri- 
mester and  continued  for  a year,  and  (6) 
when  children  with  a positive  reaction  de- 
velop measles  or  whooping  cough,  they  should 
receive  eight  weeks  of  chemoprophylaxis  if 
they  have  been  treated  before.  The  course  of 
chemoprophylaxis  should  be  extended  to  12 
months  if  they  have  not  received  previous 
treatment. 

All  contacts  of  persons  with  active  tuber- 
culosis should  receive  chemotherapy  for  12 
months  if  their  reaction  to  Mantoux  test  with 
a 5 t.u.  of  PPD  is  5 mm.  or  more  of  indura- 
tion. 

In  addition  to  the  positive  reactors,  chemo- 
prophylaxis should  be  given  to  the  following 
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reactors  with  normal  chest  films:  (1)  known 
converters  of  all  ages,  and  (2)  certain  posi- 
tive reactors  under  age  20,  especially  those 
under  age  6 and  teen-agers. 

The  second  important  contribution  by  the 
National  Tuberculosis  and  Respiratory  Dis- 
ease Association  has  been  a report  of  its  com- 
mittee on  treatment  of  TB  patients  in  general 
hospitals.  A known  case  of  tuberculosis  in  a 
general  hospital  does  not  create  danger;  an 
improperly  controlled  case  does.  To  prevent 
contamination,  tuberculosis  patients  are 
taught  to  avoid  breathing  bacilli  into  the  at- 
mosphere by  covering  the  nose  and  mouth 
when  coughing,  raising  sputum,  sneezing  and 
laughing.  Also,  the  antituberculosis  drugs 
ordinarily  halt  the  excretion  of  tuberculosis 
bacilli  in  a few  weeks. 

Community  contamination  is  prevented  by 
using  ventilation  and  ultraviolet  light  to  com- 
bat airborne  tubercle  bacilli  in  places  where 
people  with  unknown  or  unsuspected  tuber- 
culosis are  apt  to  be,  such  as  emergency  ad- 
mitting rooms  of  general  hospitals  and  rooms 
used  by  patients  before  their  chemotherapy 
has  become  effective.  Gowns  and  masks  are 
ineffective  with  an  airborne  infection  such 
as  tuberculosis.  In  general  hospitals,  patients 
could  be  treated  more  rapidly.  Under  the 
care  of  their  local  physician,  with  consulta- 
tion of  a local  phthisiologist  if  necessary, 
more  adequate,  immediate  treatment  and 
more  careful  follow-up  can  be  accomplished. 
It  is  most  important  that  patients  be  made 
aware  of  early  and  adequate  treatment,  and 
that  local  physicians  have  full  and  accurate 
information  as  to  the  latest  recommended 
means  of  treatment. 

Previous  programs  have  failed  for  lack  of 
follow-up  care  on  the  patient  discharged 
from  our  sanatoria.  Gradual  changes  in  the 
hospitalization  program  in  Texas  with  even- 
tual closing  of  most  sanatoria  should  increase 
funds  available  for  local,  and  more  efficient, 
care  of  tuberculosis  patients. 

Local  physicians  will  play  more  active 
roles  in  the  control  of  tuberculosis  by  finding 
and  having  a part  in  treatment  and  control 
of  the  disease  in  their  area. 

The  role  of  the  Texas  Tuberculosis  Asso- 
ciation will  also  be  changing.  The  tuberculo- 


sis association  will  continue  to  carry  out  case- 
finding and  treatment  programs,  as  neces- 
sary, until  the  State  Health  Department  is 
adequately  funded  and  organized  to  take  over 
the  full  control  program. 

The  state  association  should  be  a group  of 
informed,  interested  laymen  who  use  their 
public-spirited  interest  and  influence  to  see 
that  an  adequate  program  is  maintained  and 
adequately  funded.  This  program  then  will 
consist  primarily  of  education. 

The  interest  of  the  Tuberculosis  Associa- 
tion in  related  problems  (emphysema,  chron- 
ic bronchitis,  asthma)  also  should  be  con- 
tinued into  the  field  of  education  and  re- 
search. 


— John  H.  Selby,  M.D.,  Lubbock. 


QUESTIONS 

iM  M 

AND 

ANSWERS 

Protein  Supplements  in  Athletes 


Should  protein  supplements  be  administered 
routinely  to  high  school  athletes? 


The  Texas  Medical  Association's  Committee  on 
Nutrition  believes  that  it  is  doubtful  that  many  ath- 
letes suffer  from  malnutrition;  it  is  also  doubtful  that 
athletic  coaches  are  trained  to  accurately  diagnose 
the  presence,  degree,  or  nature  of  a specific  nutri- 
tional problem  and  the  diagnosis  would  demand  medi- 
cal confirmation:  should  nutritional  problems  exist, 
they  should  be  treated  with  good  dietary  management 
based  on  established  principles  of  nutrition  rather 
than  patent  supplements. 

The  use  of  protein  supplements  for  athletes  repre- 
sents a form  of  “food  faddism”  which  is  generally  un- 
necessary, inappropriate,  and  expensive.  Such  faddism 
especially  should  not  be  introduced  into  the  diet  dur- 
ing the  formative  years. 

—PER  H.  LANGSJOEN,  M.D.,  Temple, 
Chairman,  TMA  Committee  on  Nutrition. 
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TEXAS  MEDICINE 


Design  for  an  ear  anti-infective 


Designed  to  act  promptly 
against  bacterial 
pathogens  and  pain 

Otitis  media  (when  the  tympanic  mem- 
brane is  perforated)  and  otitis  externa  both 
respond  to  the  bactericidal  action  of 
Furacin®  (nitrofurazone)  in  Furacin-HC 
(nitrofurazone-hydrocortisone)  Otic.  Its 
broad  antibacterial  spectrum  includes 
most  of  the  organisms  encountered  in 
surface  infections  (but  only  certain  strains 
of  Pseudomonas),  The  hydrocortisone 
component  in  Furacin-HC  Otic  affords 
rapid  relief  of  oainful  swelling. 

Designed  to  let  the  ear 
drain  freely 

The  water-soluble  base  of  Furacin-HC 
Otic  permits  free  drainage  and  provides 
a hygroscopic  vehicle. 

Designed  to  please  and 
protect  the  patient 

Topical  Furacin-HC  Otic  lets  you  reserve 
systemic  preparations  for  systemic  infec- 


tions. It  rarely  irritates  inflamed  epithelial 
surfaces,  and  cross  resistance  or  cross 
sensitization  with  antibiotics  does  not 
occur.  In  addition,  nonmacerating,  odor- 
less Furacin-HC  Otic  softens  wax  to 
facilitate  removal  of  cerumen. 

Also  Dvolloble:  Furacin®  Otic  (nitrofurazone  with 
nifuroxime  and  diperodon  HCI),  The  wide  anti- 
bacterial range  of  Furacin  is  augmented  by  the 
antimycotic  activity  of  Micotur®  (nifuroxime). 
Diperodon  hydrochloride,  on  efficient  local 
anesthetic,  promptly  subdues  pain  and  itching. 
Indicated  in  bacterial  otitis  externa,  otomycosis 
or  bacterial  otitis  media  (when  the  eardrum  is 
perforated). 

Precautions:  Sensitization  to  nitrofurazone  may 
occur  with  prolonged  use  and  is  more  likely  to 
develop  in  eczematous  otitis  externa.  To  mini- 
mize such  reactions  (a)  limit  application  to  a 
week  or  less,  and  (b)  avoid  use  of  excessive 
amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  far  use  in 


treatment  of  cholesfeatoma,  where  surgical  in- 
tervention is  necessary. 

Contraindications:  The  usual  contraindications 
for  preparations  containing  hydrocortisone  should 
be  observed,  such  as  tuberculous  lesions  of  skin 
or  ear,  acute  herpes  simplex,  vaccinia  and 
varicella,  superficial  fungus  and  yeast  infections. 
Formula;  Furacin®-HC  Otic  contains  0.2% 

Furacin,  brand  of  nitrofurazone,  and  1.0%  hydro- 
cortisone acetate  in  a water-soluble  hygroscopic 
base  of  glycerin  and  polyethylene  glycol. 

Furacin®  Otic  contains  0.2%  Furacin,  brand  af 
nitrofurazone,  0,375%  Micofur®,  brand  of 
nifuroxime,  and  2%  diperodon  hydrochloride 
dissolved  in  water-soluble,  nondrying,  hygro- 
scopic polyethylene  glycol. 


^’’^^Originators  and  Developers  of  The  Nltrofurans 
BATON  LABORATORIES 
Division  of  The  Norwich  Pharmacol  Company 
NORWICH,  NEW  YORK  13815 

Furacin-HC  Otic 

nitrofurazone  / hydrocortisone 

Furacin^Otic 

nitrofurazone  with  nifuroxime 
and  diperodon  HCI 


“"acjn®  oric 


luflo  goes 
fordiBduqis? 


A vital  question.  For  if  early  diagnosis  and 
treatment  can  cure  cancer,  obviously 
regular  health  checkups  are  essential. 
In  a survey  conducted  for  the  Society,  we 
discovered  that  only  26%  of  those  questioned 
had  such  regular  checkups. 
But  90%  said,  if  their  physicians  told  them 
to  do  so,  they  would  have  annual 


checkups.  This  confirmed  what  we  have 
long  known— your  key  role,  doctor,  in  activating 
your  patients  in  good  health  practices. 

We  alert  the  public  with  facts  about  cancer. 

You  follow  through  by  urging  regular  checkups. 
A life-saving  combination. 


AMERICAN  CANCER  SOCIETY 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  “case  history"  of  one  new  drug  — or, 
rather,  a proposed  new  drug  — assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration, 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers -a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients, 

a Pharmaceutical 

Manufacturers  Association 

Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St  , N W.,  Washington,  D.C,  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


MtadjaiMiin  -pharmaceuticals  created  for  your  specialized  clinical  needs 


Advanced  arteriosclerosis  obliterans  is  not 
amenable  to  peripheral  vasodilator  therapy  but.. 

survival  of  the  limb  in  arteriosclerosis  obliterans 
may  depend  on  early  diagnosis, 
prompt  treatment,  and  proper  care!' 


In  responsive 
arteriosclerosis  obliterans 

VAson'LAiir 

(ISOXSUPRINE  HCI) 

acts  directly  on  the  arterial  musculature 

provides  deep  vasodilatation^  not  just 
a skin-deep  flush'' 

has  been  shown  to  increase  cjaudication 
distance  and  relieve  rest  pain” 

does  not  complicate  coronary  disease 


Vasodilan  in  the  total  care  of 

your  patient  After  a diagnosis  is 

established  — by  absence  of  pulses,  systolic 
bruits,  postural  color  changes,  sensitivity  to 
cold,  and  muscular  weakness ...  as  well  as  by 
intermittent  claudication  and  rest  pain'i.s— 
treatment  should  begin  promptly. 

Treatment  of  the  underlying  disease  may 
include,  dietary  measures  to  lower  cholesterol 
and  reduce  weight. ^ Ischemic  tissue  should  be 
protected  from  chemical,  mechanical,  and 
thermal  trauma,  never  subjected  to  direct  heat.s 
Often  resilient  collateral  vessels  can  com- 
pensate,1.8,10  helped  by  such  measures  as  keep- 
ing the  affected  limb  below  heart  level, 1.8 
stopping  smoking, 1.9  mild  exercise,9.i8  and 
peripheral  vasodilators. 1° 

Although  not  all  clinicians  are  in  agreement 
as  to  the  value  of  peripheral  vasodilators, 11-13 
several  investigators^.i'i  have  studied  the  effects 


of  isoxsuprine  on  blood  flow  in  the  extremities 
and  interpret  their  results  as  indicating  that  this 
agent  causes  peripheral  vasodilation  which  is 
greater  in  the  skeletal  muscle  vessels  than  in 
the  skin. 

The  effects  of  vasodilator  therapy  with 
VasodTlan  tablets  have  been  demonstrated  both 
by  objective  measurementi''.i8  and  observation 
of  clinical  improvement.s-i’.ie 

VasodTlan  can  provide  a significant  part  of 
the  therapy  of  responsive  arteriosclerosis 
obliterans  and  certain  other  peripheral  vascular 
diseases.  The  important  medical  considerations 
in  prescribing  VasodTlan  follow. 

to  guide  you  in  prescribing 

Vasodilan  Indications:  Arteriosclerosis 
obliterans,  diabetic  vascular  diseases, 
thromboangiitis  obliterans  (Buerger’s  disease), 
Raynaud’s  disease,  postphlebitic  conditions. 


prescribing  information  continued  on  next  page 


acroparesthesia,  frostbite  syndrome  and  ulcers  of  the 
extremities  (arteriosclerotic,  diabetic,  thrombotic). 
Composition:  VasodTlan  tablets,  isoxsuprine  hydro- 
chloride 10  mg.  Dosage:  Oral  — 10  to  20  mg.  (1  or  2 
tablets)  t.i.d.  or  q.i.d.  Contraindications:  There  are  no 
known  contraindications  to  recommended  oral  dosage. 
See  “Cautions.”  Side  Effects:  Occasional  palpitation 
ana  dizziness  can  usually  be  controlled  by  dosage 
reduction.  As  intramuscular  administration  of  10  mg.  or 
more  may  cause  brief  hypotension  and  tachycardia, 
single  intramuscular  doses  exceeding  this  amount  are 
not  recommended.  Cautions:  Do  not  give  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 
Complete  details  available  in  product  brochure  from 
Mead  Johnson  Laboratories. 

References:  (1)  Allen,  E.  V.;  Barker,  N.  W.,  and  Hines, 

E.  A.,  Jr.:  Peripheral  Vascular  Diseases,  ed.  3,  Phila- 
delphia, W.  B.  Saunders  Company,  1962,  pp.  293-341. 
(2)  Abramson,  D.  I.:  Diagnosis  and  Treatment  of  Periph- 
eral Vascular  Disorders,  New  York,  Harper  & Brothers, 
1956,  pp.  192-200.  (3)  New  Drugs— Evaluated  by  the 
A.M.A.  Council  on  Drugs,  Chicago,  American  Medical 
Association,  1967,  pp.  295-297.  (4)  Kaindl,  F.:  Angiology 
r7:15-20  (Feb.)  1960.  (5)  Kaindl,  F.;  Partan,  J.,  and 
Polsterer,  P.:  Wien.  klin.  Wchnschr.  68:186-191 
(March  16)  1956.  (6)  Frieh,  C.,  and  Clivier,  L.:  Lyon  Med. 
97:891-896  (May  24)  1959.  (7)  Weghaupt,  Von  K.: 

Wien.  klin.  Wchnschr.  69:31-32  (Jan.  11)  1957.  (8)  Abram- 
son, D.  I.:  op.  cit.,  pp.  131-145,  419-422.  (9)  Foley,  W.  T., 
and  Wright,  I.  S.:  Color  Atlas  and  Management  of 
Vascular  Disease,  New  York,  Appleton-Century-Crofts, 
Inc.,  1959,  pp.  3-5.  (10)  Stein,  I.  D.:  Angiology  75:1-4 
(April)  1964.  (11)  Myers,  K.  A.:  Modern  Treatment 
4:370-383  (March)  1967.  (12)  Gillespie,  J.  A.:  Angiology 
77:280-288  (May)  1966.  (13)  Smit,  Arne,  F.,  eta!.:  Nordisk 
Medicin  20:1260,  1959  . (14)  Kaindl,  F.;  Samuels,  S.  S.; 
Selman,  D.,  and  Shaftel,  H.:  Angiology  70:185-192  (Aug.) 
1959.  (15)  Samuels,  S.  S.,  and  Shaftel,  H.  E.:  JAMA 
777:142-145  (Sept.  12)  1959.  (16)  Clarkson,  I.  S.,  and 
LePere,  D.  M.:  Angiology  77:190-192  (June)  1960. 


This  booklet,  “Taking  Care 

of  Yourself,” 


TAKING 

CARE 

OF  YOURSELF 


helps  your  patients 
understand 
and  practice 
good  foot 
hygiene. 


These  “New  Perspectives” 
monographs  on  several 
aspects  of 
vascular  disorders 
bring  you  up-to-date 
information 
on  diagnosis 
and  treatment. 


Available  from  your  Mead  Johnson  representative 
or  directly  from  Mead  Johnson  Laboratories. 
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Medicine's  obligation:  maximum  value 
for  the  nation’s  health  care  dollar 


Succeeding  only  construction  and 
agriculture,  health  care  is  now  the  nation’s 
third  largest  industry;  it  probably  will  become 
the  leading  one  within  the  next  decade. 
Expenditures  for  health  care  have  risen 
dramatically  to  a total  of  nearly  50  billion 
dollars  in  1967,  and  there  is  every  indication 
that  these  costs  will  contimie  to  rise  at  an 
accelerated  rate  if  inflationary  forces  continue 
their  impact  on  the  nation’s  economy. 

Although  many  of  the  causes  of  inflation 
are  beyond  the  control  of  the  American 
physician,  he  must  continue  to  assume  the 
responsibility  of  helping  his  patients  obtain 
maximum  benefits  for  the  dollars  they  spend 
for  medical  treatment.  At  least  four  committees  of 
the  United  States  Senate;  the  Department  of 
Health,  Education  and  Welfare;  and  organized 
labor  are  proposing  suggestions  for  contemplated 
legislation.  These  measures  include  regulation 
of  physicians'  fees,  compulsory  prepaid 
medical  care,  government  controlled  hospital- 
ba^ed  medical  practice,  and  classification  of 
hospitals  as  public  utilities  supervised  by  state 
and  federal  agencies.  To  circumvent  such  dire 
developments,  the  medical  profession  must 
propose  more  desirable  solutions. 

Physicians  are  urged  to  increase  productivity 
and  efficiency  in  a sincere  effort  to  hold 
professional  fees  within  reasonable  limits. 
Collectively,  we  must  continue  to  concern 
ourselves  with  studying  the  design  of  the 
nation’s  health  care  system  and  determining  the 
liasic  features  which  are  limiting  its 
effectiveness.  x\reas  to  be  considered  include: 

( 1 ) an  inadequate  number  of  new  physicians 


and  other  members  of  the  health  care  team, 

(2)  rising  hospital  costs  and  improper 
utilization,  (3)  increased  use  of  diagnostic 
and  therapeutic  care  facilities  outside  of  a 
hospital,  and  (4)  legislation  in  the  health 
field.  We  must  show  that  we  can  plan  ahead  to 
provide  comprehensive  health  care  for 
all  persons. 

The  Texas  Medical  Association  has 
appointed  a committee  to  study  carefully 
all  aspects  of  health  care  and  related  costs 
in  our  state  and  to  make  suitable 
recommendations  for  review  and  implementation. 
MEDK'.INE  has  both  the  opportunity  and 
the  responsibility  to  exercise  real  leadership, 
and  we  as  physicians  must  not  forfeit  this 
obligation  to  government  and  to  labor. 


G.  V.  Brindley,  Jr.,  M.D., 

President,  Texas  Medical  Association. 
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SURGICAL  TAPE 
(MICROPORE) 

AS  A SURSTITUTE 
FOR  SUTURES 
IN  NERVE  REPAIR 

DENNIS  G.  BROWN,  M.D. 


TEXAS  MEDICINE  Award  Article:  Nerve 
fibers  are  crowded  and  traumatized  by 
usual  techniques  of  suture  repair,  and 
the  result  may  be  poor  recovery  of  func- 
tion. Experiments  with  mice  indicate  that 
repair  with  adhesive  surgical  tape  rather 
than  conventional  sutures  results  in  bet- 
ter recovery  of  function  and  less  damage 
to  the  nerve  stumps. 

IN  RECENT  YEARS  NONSUTURE  techniques  of  nerve 
repair  have  been  utilized  to  try  to  improve  return  of 
function  to  innervated  parts.  Plasma  clot,!  -*  sleeves 
of  frozen  dried  arteries, 5.  6 methyl  2-cyanoacrylate,'^’ 8 
and  bovine  collagen  membrane*’  have  been  used  to 
repair  divided  peripheral  nerves.  Campbell  and  associ- 
ates’'’. ” reported  excellent  results  in  both  animals 
and  patients  with  Millipore,  a microporous  cellulose 
acetate  membrane  used  to  ensheath  divided  peri- 
pheral nerves. 

The  technical  difficulties  of  suturing  small-diameter 
nerves  (for  example,  the  fine  peripheral  rami  of  the 
facial  nerve)  are  numerous.  With  suturing  there  is 
inevitable  trauma  to  the  stumps  and  crowding  of 
nerve  fibers,  both  of  which  lead  to  poor  functional 
recovery.  The  experiments  described  herein  constitute 
an  attempt  to  circumvent  these  pitfalls  by  using  a 
readily  available  adhesive  surgical  tape  to  join  the 
proximal  and  distal  stumps  of  a small  nerve. 


Materials  and  Methods:  Inbred  adult  (70-100-day-old) 
male  C57  Black  mice  were  used.  In  nine  mice  the 
transected  sciatic  nerve  was  repaired  with  adhesive 
surgical  tape  (Micropore*).  Similarly  transected  sci- 
atic nerves  of  seven  mice  were  sutured  with  8-0  nylon. 
In  six  mice  the  sciatic  nerve  was  transected  and  the 
proximal  and  distal  stumps  aligned  without  taping  or 
suturing  them  together. 

The  mice  were  anesthetized  (Nembutal  50  mg./ 
kg.  intraperitoneally),  the  posterolateral  aspect  of  the 
thigh  shaved,  the  skin  incised  and  the  muscles  ob- 
scuring the  nerve  carefully  separated  and  retracted. 
The  exposed  sciatic  nerve  was  gently  mobilized  from 
the  surrounding  fascia  and  divided  at  the  midthigh 
level  with  sharp  iridectomy  scissors.  A 7 by  6 mm. 
strip  of  tape  was  placed  in  the  muscle  bed  with  the 
adhesive  side  upwards.  The  proximal  and  distal  nerve 
segments  were  placed  on  the  tape  and  closely  approx- 
imated using  fine  ophthalmologic  forceps.  The  edges 
of  the  tape  were  carefully  opposed  forming  a closely 
fitting  tubular  sheath  around  the  nerve  stumps.  A 
dissecting  microscope  of  12.5  X magnification  was 
used  throughout  all  surgical  procedures.  The  control 
nerves  of  seven  mice  were  repaired  by  placing  a single 
8-0  nylon  stitch  through  the  center  of  each  stump. 
In  the  third  group  of  six  mice  the  sectioned  sciatic 
nerves  were  not  repaired,  but  simply  aligned.  In  all 
animals  the  muscles  were  closed  with  interrupted  silk 
and  the  skin  with  interrupted  stainless  steel  sutures. 

The  chief  criterion  used  for  functional  sciatic  nerve 
regeneration  was  abduction  of  the  toes.  In  assessing 
this  capability  the  mouse  was  placed  on  a grid  (cage 
top)  and  the  hind  legs  lifted  free  of  the  substratum 
by  holding  the  tail  up.  Movements  of  the  hind  limbs 
occurred  as  the  animal  attempted  to  progress  for- 
wards using  its  forelimbs.  Presence  or  absence  of  ab- 
duction of  the  toes  was  easily  observed.  At  the  onset 
it  was  thought  that  toe  abduction  was  dependent  on 
reinnervation  of  the  interossei  and  short  abductors. 
It  soon  became  apparent  that  weak  abduction  of  the 
first  and  fifth  digits  was  possible  one  day  after  sciatic 
nerve  section.  It  was  thought  that  tension  on  skin 
exerted  by  muscles  supplied  by  the  femoral  nerve  was 
responsible  for  this  weak  abduction.  In  a series  of 
five  mice  the  sciatic  and  femoral  nerves  were  both 
sectioned  and  abduction  of  the  first  and  fifth  digits 
disappeared,  thus  supporting  the  above  hypothesis. 
The  experimental  animals  were  tested  weekly  until 
190  days  following  sciatic  nerve  anastomosis.  The 
femoral  nerve  in  the  proximal  thigh  was  sectioned, 
thus  removing  any  contribution  to  abduction  from  the 
skin.  The  animals  were  tested  for  a further  10  days 

'Supplied  by  the  Minnesota  Mining  and  Manufacturing  Com- 
pany, Medical  Products  Division. 


after  which  time  they  were  autopsied  and  the  nerves 
removed  for  histologic  study. 

Earlier  experience  showed  that  following  sensory 
denervation  of  the  mouse’s  limb,  autocannibalism  of 
the  foot  and  digits  often  occurred.  This  was  prevented 
by  applying  a weak  picric  acid  solution  to  the  foot  of 
the  operated  side.  In  an  attempt  to  prevent  muscle 
atrophy  and  the  resulting  ankylosis,  electrotherapy 
with  a strong  tetanizing  current  was  applied  under 
ether  anesthesia  to  the  mid-belly  of  the  gastrocnemius 
muscle.  These  daily  treatments,  each  lasting  approxi- 
mately two  minutes,  were  continued  for  six  weeks 
postoperatively. 

Histologic  evidence  of  regeneration  was  investigat- 
ed using  transverse  sections  of  the  sciatic  nerve.  The 
sections  were  stained  with  hematoxylin  and  eosin,  as 
well  as  with  Bodian’s  method  and  Romanes’  silver 
method  to  demonstrate  axons.  Axonal  counts  were 
done  on  selected  nerve  sections.  Axons  proximal  and 
distal  to  the  line  of  coaptation  were  counted  at  a mag- 
nification of  600  X,  using  an  ocular  grid  composed  of 
100  small  squares. 

Results:  Functional  Studies:  The  results  of  tests  for 
abduction  of  the  toes  are  shown  in  Table  1.  Of  the 
nine  mice  whose  sciatic  nerves  were  repaired  with 
tape,  four  showed  complete  and  four  partial  function- 
al recovery  as  measured  by  digital  abduction.  Only 
four  of  seven  mice  whose  sciatic  nerves  were  repaired 
with  nylon  showed  partial  abduction.  Three  animals 
had  no  functional  return  (Figs.  1,  2,  3).  In  the  third 
group  partial  abduction  was  observed  in  two  animals. 
The  results  in  Table  1 (200  days  post  sciatic  nerve 
anastomosis)  are  after  femoral  nerve  section. 

Axon  Counts:  Axonal  counts  were  performed  on  the 
sciatic  nerves  of  six  animals  (Table  2).  Of  the  nerves 
joined  with  tape,  88,  89  and  94  percent  of  axons 
regenerated  into  the  distal  stump.  Only  60,  75  and  81 
percent  of  axons  appeared  in  the  distal  stumps  of  the 
nylon-repaired  nerves. 

Gross  Findings:  At  autopsy,  the  majority  of  the 
nerves  joined  with  nylon  showed  neuroma-like  swell- 
ings at  the  suture  line  (Fig.  4).  The  nerves  were  ad- 
herent to  the  surrounding  muscle  bed  due  to  either 
fibrous  tissue  penetration  or  nerve  fiber  loss.  In  the 
experimental  group  the  nerves  were  separated  from 
the  muscle  bed  by  the  adhesive  tape  (Fig.  5).  Re- 
moval of  the  tape  revealed  that  the  proximal  and 
distal  nerve  segments  were  of  approximately  the  same 
diameter  (Fig.  6).  Large  neuromas  were  present  be- 
tween the  two  segments  of  the  nerves  not  repaired 
with  tape  or  nylon. 


Group 

Mouse  No. 

Toes  Showing  Abduction”* 

20 

1,  2,  3,  4,  5 

30 

1,  2,  3,  4,  5 

33 

absent 

34 

1,  4,5 

Nerve  sectioned. 

43 

1,  2,  3,  4,  5 

joined  with  tape 

74 

1,3 

77 

1,  2,5 

88 

1,  2,  3,  4,  5 

89 

1,  3,  4,  5 

10 

1 

15 

absent 

Nerve  sectioned, 

21 

1,5 

sutured  with  8-0 

24 

absent 

nylon 

28 

1,5 

35 

1,  5 

43 

absent 

6 

absent 

17 

1,4 

Nerve  sectioned. 

36 

absent 

no  repair 

37 

absent 

51 

1,5 

75 

absent 

’■'All  at  200  days 


Table  1.  Functional  Studies. 


Type  of 
Repair 

Mouse 

No. 

Nerve  Count 

Proximal  1 Distal 

% of  Axons 
in  Distal 
Stump 

Abduction 
of  Toes 

20 

2,970 

2,826 

94 

1,  2,  3,  4,  5 

Tape 

43 

3,472 

3,114 

89 

1,  2,  3,  4,  5 

88 

3,363 

2,976 

88 

1,  2,  3,  4,  5 

10 

3,217 

2,439 

75 

1 1 

Nylon  suture 

21 

3,652 

3,072 

81 

1, 5 1 

28 

3,276 

1,981 

60 

1, 5 1 

Table  2.  Axon  Counts. 


Discussion:  The  functional  studies  show  that  more 


complete  abduction  of  the  digits  resulted  when  tape 
was  employed  to  anastomose  the  sciatic  nerves.  Four 
of  nine  mice  had  complete  return  of  function  while 
four  showed  partial  recovery  (Table  1).  In  contrast 
the  nylon-repaired  nerves  showed  poor  functional  re- 
covery, only  one  or  two  digits  being  abducted.  Repair 
of  divided  nerves  with  tape  or  nylon  produced  better 
functional  return  than  simple  alignment  of  the  two 
nerve  stumps. 

Tape-anastomosed  nerves  showed  higher  axon 
counts  in  the  distal  stump  than  the  nerves  sutured 
with  8-0  nylon.  However,  it  was  difficult  to  correlate 
axonal  counts  with  the  degree  of  digital  abduction. 
For  example,  88  percent  of  axons  in  the  distal  stump 
of  mouse  no.  88  were  associated  with  complete  ab- 
duction of  all  digits  (Table  2).  However,  in  a nylon- 
sutured  nerve  (mouse  no.  21)  81  percent  of  axons 
produced  abduction  of  only  two  digits.  While  the 
number  of  animals  in  this  study  is  too  small  for  sta- 
tistical analysis,  these  preliminary  results  suggest  that 
there  is  no  constant  relationship  between  the  number 
of  axons  in  the  distal  stump  and  the  degree  of  digital 
abduction.  The  results  were  essentially  in  agreement 
with  those  of  Tarlov  and  associates'^  and  Weiss  and 
Campbell, 13  who  demonstrated  that  increased  inner- 
vation as  determined  by  nerve  counts  is  not  neces- 
sarily associated  with  a greater  degree  of  functional 
recovery. 

The  adhesive  tape  used  in  this  study  appears  to 
have  many  advantages  over  the  conventional  suture 
materials.  It  is  easy  to  apply  and  minimizes  trauma 
to  the  coapted  ends.  It  is  significant  in  that  the  pro- 
cedure requires  very  little  time,  and  the  tape  greatly 
facilitates  the  repair  of  small-diameter  nerves  where 
suturing  is  exceedingly  difficult. 

Bassett  and  others^  have  emphasized  that  their 
Millipore  sheaths  promote  the  orderly  growth  of  axons 
and  prevent  the  ingrowth  of  connective  tissue  at  the 
suture  line.  The  histological  studies  made  thus  far 
indicate  that  the  surgical  tape  also  prevents  scar  for- 
mation at  the  suture  line. 

In  agreement  with  others, is.  ic  jt  was  thought  that 
daily  stimulation  of  the  gastrocnemius  reduced 
atrophic  changes  in  the  muscles  and  the  ankylosis  of 
joints  which  occurred  in  mice  without  such  stimula- 
tion. 

Clinically,  Freeman^  used  the  Micropore  surgical 
tape  in  two  patients  to  join  the  proximal  end  of  the 
cervical  branch  of  the  facial  nerve  to  the  distal  cut 
end  of  the  submandibular  branch.  In  both  patients 
there  was  normal  action  of  the  depressors  of  the  lower 
lip  within  three  months.  The  tape  has  since  been  used 
in  many  patients  with  various  neural  deficits  and  all 


have  obtained  good  functional  recovery. is  It  is  thus 
clear  that  the  surgical  tape  is  a satisfactory  substitute 
for  suture  in  the  repair  of  small  nerves  both  in  the 
clinical  and  experimental  situation. 

Conclusion:  Experiments  in  the  use  of  surgical  tape 
(Micropore)  to  promote  regeneration  of  transected 
sciatic  nerves  in  C57  Black  mice  show  that  (1)  more 
complete  functional  recovery  is  obtained  with  tape 
than  with  8-0  nylon  sutures;  (2)  axon  counts  were 
higher  in  the  taped  nerves  than  in  the  nerves  sutured 
with  8-0  nylon,  but  the  percentage  of  axons  in  the 
distal  stump  did  not  always  correlate  with  the  restor- 
ation of  function;  and  (3)  the  adhesive  tape  appears 
to  have  many  advantages  over  conventional  suture 
materials  in  the  repair  of  small  nerves. 
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Fig.  1.  Mouse  no. 

43.  The  right 
sciatic  nerve  was 
repaired  with 
adhesive  tape  and 
the  left  sciatic- 
nerve  with  8-0 
nylon.  At  200  days 
there  was  abduc- 
tion of  all  digits 
on  the  right  and 
absence  of  move- 
ment on  the  left. 


Fig.  2.  Mouse  no. 
20.  The  sciatic 
nerve  was  repaired 
with  adhesive  tape 
and  abduction  of 
cdl  digits 
occurred. 


Fig.  3.  Mouse  no. 
28.  The  sciatic 
nerve  was  repaired 
with  8-0  nylon. 
Abduction  of 
digits  1 and  5 
is  seen  at 
200  days. 


Fig.  5.  Mouse  no.  20.  The  tubular  sheath  of 
adhesive  tape  surrounds  the  nerve.  The 
proximal  end  is  to  the  right. 


Fig.  6.  Mouse  no.  20.  Same  as  Fig.  5.  The 
tape  is  opened  and  shows  that  the  proximal 
and  distal  nerve  segments  are  of  the  same 
diameter.  This  animal  had  abductxm  of  all 
digits  as  shown  in  Fig.  2. 
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CERTAIN  AREAS  IN  the  United  States  where  urban 
communities  lie  in  or  near  agricultural  sections  have 
reported  many  cases  of  pesticide  poisoning. i-  2 One 
such  area  is  the  Lower  Rio  Grande  Valley  of  Texas 
where  large  amounts  of  organophosphate  pesticides 
are  used. 3 Gallaher  has  stated  that  about  275  acute 
pesticide  poisoning  cases  occurred  in  the  Lower  Rio 
Grande  Valley  from  1960  through  1966,  25  percent 
of  which  took  place  during  the  first  four  years  of  that 
period.  In  1964  there  was  a striking  increase  in  the 
number  of  cases;  the  total  (70)  was  approximately 
equal  to  the  number  of  cases  observed  during  the 
previous  four  years  combined.  This  rise  coincides  with 
the  introduction  of  certain  organophosphate  insecti- 
cides used  to  control  crop  pests,  especially  insects 
attacking  cotton.  The  number  of  cases  of  poisoning 
observed  in  1965  and  1966  was  about  the  same,  near 
70  each  year.4 

Hospital  records  of  129  fully  documented  cases  of 
pesticide  poisoning  which  occurred  in  the  area  were 
reviewed  in  an  effort  to  define  their  epidemiological 
and  clinical  characteristics.  Poison  Control  Center 
data  for  the  years  1964,  1965,  and  1966  for  Cameron 
County  were  also  reviewed  so  that  pesticide  poisoning 
could  be  compared  with  other  types  of  poisoning. 

Distribution;  June,  July,  and  August  are  peak  months 
for  pesticide  intoxication  in  the  Lower  Rio  Grande  Val- 
ley: 93  percent  of  the  cases  occurred  during  this 
period  when  pesticides,  particularly  the  organophos- 
phates,  are  most  abundantly  applied.  Patients  ranged 
from  six  months  to  58  years  of  age  in  this  group  of 
126  adult  men,  1 adult  woman,  and  2 children  less 
than  10  years  old.  Nearly  three-fourths  of  the  cases 
involved  men  aged  10  to  29  years,  with  a preponder- 
ance in  the  16-to-19-year-old  group.  In  this  area  it  is 
common  for  teen-age  boys  to  work  during  the  summer 
months  as  loaders,  mixers,  or  row  flagmen  for  aerial 
applicators.  Their  exposure  probably  results  either 


from  ignorance  of  the  hazards  involved  or  their  dis- 
dainful attitude  toward  these  hazards.  This  may  be  a 
reflection  of  the  attitudes  of  their  employers.  How- 
ever, a decline  in  the  incidence  of  poisoning  cases 
beginning  in  1967  may  indicate  that  workers  are  be- 
coming better  informed,  and  attitudes  toward  safety 
precautions  are  changing.  The  two  occupational 
groups  most  endangered  by  pesticides  are  those  em- 
ployed by  spray  pilots  and  those  who  work  on  farms. 
These  two  made  up  87  percent  of  all  cases. 

Of  the  108  patients  (83  percent)  who  were  hospi- 
talized, the  mean  in-patient  stay  was  2.3  days  with  a 
range  of  1 to  16  days;  however,  68  percent  spent  2 
days  or  less  in  the  hospital. 

Symptoms:  Table  1 lists  signs  and  symptoms  record- 
ed in  the  medical  records,  ranked  in  order  of  fre- 
quency. For  the  most  part,  they  are  what  one  would 
expect  in  cholinergic  crises  with  the  exception  of 
tachycardia  (19  cases)  and  mydriasis  (2  cases).  How- 
ever, these  exceptions  have  been  noted  in  cases  in 
south  Florida. 2 The  tachycardia  may  be  associated 
with  a stress  reaction  with  varying  blood  pressure  and 
perhaps  circulating  pressor  amines.  Amino  acid  dis- 
turbances, amino-aciduria,  and  impaired  renal  func- 
tion have  been  noted  elsewhere. 2. 5 Mydriasis  has 
been  noted  in  severe  cases, 2 and  it  is  suggested  that 
as  the  brain  stem  fails,  the  Edinger-Westphal  nucleus 
becomes  depressed  leaving  the  cervical  sympathetics 
dominant.  In  severe  cases  presenting  with  mydriasis, 
it  has  been  observed  that  atropine  may  initially  con- 
vert mydriasis  to  miosis,  probably  through  restoration 
of  brain  stem  function,  and  then  as  the  atropine  is 
continued  the  mydriasis  recurs,  but  at  this  point  it 
represents  adequate  atropinization  rather  than  an 
agonal  sign.  This  list  indicates  that  many  tissues,  or- 
gans, and  systems  are  affected  by  pesticide  poisoning. 

The  route  of  exposure  was  dermal  in  greater  than 
98  percent  of  these  cases;  123  of  the  129  were  poi- 
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Pesticide  poisoning  is  most  frequent 
in  the  summer,  and  the  highest 
incidence  is  among  teen-age  boys. 
Symptoms  are  clinically  similar  to  those 
of  cholinergic  crisis,  although  tachy- 
cardia and  mydriasis  sometimes  occur. 
Diagnosis  is  aided  by  cholinesterase 
determinations,  and  treatment  is  with 
atropine  sulfate,  pralidoxime  chloride 
(2-PAM  chloride),  or  both. 


soned  by  ethyl  and/or  methyl  parathion,  both  of 
which  have  low  LDg^’s  (3.6  mg. /kg.  and  14.0  mg. /kg. 
respectively^).* 

Diagnosis:  The  most  valuable  laboratory  aid  in  the 
diagnosis  of  acute  organophosphate  intoxication  is 
the  cholinesterase  determination.  This  value  can  be 
particularly  useful  when  it  can  be  compared  to  values 
determined  several  days  to  a week  or  even  longer 
prior  to  the  onset  of  symptoms.  The  rate  of  decline 
in  enzyme  activity  is  an  important  factor  in  assessing 
the  patient’s  symptomatology.  Fewer  symptoms  may 
be  present  in  the  patient  with  a low  cholinesterase 
value  if  he  has  had  frequent  minimal  pesticide  expos- 
ures over  a period  of  time  with  a gradual  depression 
of  enzyme  activity. 

Cholinesterase  was  determined  by  either  the  Cara- 
way or  Michel  method  in  115  of  the  129  patients  in 
this  series,  and  recorded  below  normal  in  greater  than 
90  percent.  Although  both  methods  are  considered 
reliable,  the  Michel  method  is  more  specific  in  deter- 
mining cholinesterase  depression  due  to  organophos- 
phate poisoning  as  it  measures  red  blood  cell  cholin- 
esterase. Plasma,  serum,  and  whole  blood  cholin- 
esterase can  be  depressed  by  liver  disease  and  the 
phenothiazines,  for  example,  in  addition  to  pesticides. 

Table  2 summarizes  the  results  of  some  other  labo- 
ratory tests.  The  findings  of  albuminuria  in  13  per- 
cent, ketonuria  in  9 percent  and  leukocytosis  in  24 
percent  exceed  what  might  be  expected  in  a sampling 
of  the  general  population,  and  suggest  a definite  rela- 
tionship between  these  conditions  and  the  occurrence 
of  organophosphate  poisoning.  It  appears  that  these 
toxicants  have  an  effect  on  renal  function,  amino 

*The  total  amounts  of  organophosphate  pesticides  used,  alone 
or  in  combination  with  certain  chlorinated  hydrocarbons,  is 
estimated  to  have  been  1,030,000  gallons  in  1963,  480,000 
gallons  in  1966,  and  580,000  gallons  in  1967.  The  decrease  in 
total  gallons  in  1966-67  as  compared  to  1965  reflects  the  use 
of  the  ultra  low  volume  method  for  aerial  application  of  un- 
diluted toxicant. 


Signs  and  Symptoms 

Patie 

No. 

mts 

% 

1.  Vomiting 

95 

74 

2.  Nausea 

77 

60 

3.  Miosis 

74 

58 

4.  Weakness 

66 

51 

5.  Abdominal  Pain 

39 

30 

6.  Dizziness 

30 

23 

7.  Diaphoresis 

21 

16 

8-9.  Increased  Salivation 

20 

15 

8-9.  Headache 

20 

15 

10.  Tachycardia  (100  or  greater) 

19 

14 

11.  Hypertension  (systolic  140  or  greater  and/or 

diastolic  of  90  or  greater 

18 

14 

12-13.  Blurred  Vision 

16 

12 

12-13.  Fasciculations 

16 

12 

14.  Aberration  of  Consciousness 

14 

11 

15.  Rales  - Ronchi 

11 

16.  Shortness  of  Breath 

9 

17.  Muscle  Cramps 

8 

18.  Hypotension  (systolic  less  than  100) 

7 

19.  Diarrhea 

6 

20-21.  Elevated  Temperature  (100  F.  or  greater) 

5 

20-21.  Chest  Pain 

5 

22-23.  Bradycardia  (60  or  less) 

4 

22-23.  Tachypnea  (as  stated) 

4 

24-25-26.  Convulsions 

3 

24-25-26.  Cough 

3 

24-25-26.  Conjunctivitis 

3 

27-28.  Mydriasis  (prior  to  atropine  therapy 

2 

27-28.  Nystagmus 

2 

29.  Hypopnea 

1 

Table  1.  Signs  and  symptoms  of  pesticide  poison- 
ing in  South  Texas. 


Patients 

% 

No. 

Urine 

Albuminuria  (trace  to  2-F) 

Glycosuria  without  intravenous  administration 

16 

13 

of  dextrose  (trace  to  4-f ) 

6 

5 

Pyuria 

4 

3 

Ketonuria  (trace  to  4-F) 

12 

9 

WBC 

Leukocytosis  (10,000) 

10,300  - 25,300 

Leukopenia  (6,000) 

31 

24 

3,900  - 5,700 

4 

3 

Table  2.  Abnormal  results  of  routine  laboratory 
tests. 


acid,  fat,  and  carbohydrate  metabolism,  and  hema- 
tological response,  and  that  a number  of  physiologic 
and  biochemical  functions  are  altered. 

Treatment:  Atropine  alone  was  used  in  the  treatment 
of  80  cases,  and  atropine  plus  2-PAM  in  38  cases.  No 
record  of  therapy  was  available  on  10  cases. 

Poison  Control  Center  data  indicated  that  there  is 
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Fig.  1.  Distribution  of  cases  by  agent  and  year.  Poison  Control 
Center,  Harlingen. 


much  poisoning  which  is  not  reported.  When  all  cases 
of  reported  poisoning  were  examined,  it  was  found 
that  62  percent  were  due  to  pesticides.  Poisoning  had 
steadily  increased  each  year.  Pesticides  were  the  num- 
ber two  cause  of  poisoning  among  children;  salicylates 
ranked  first.  These  data  are  presented  in  Fig.  1. 

Summary:  Review  of  hospital  and  Poison  Control  Cen- 
ter records  in  one  area  of  South  Texas  revealed  the 
occurrence  of  129  well-documented  cases  of  acute 
pesticide  intoxication  between  1961  and  1967.  The 
majority  of  these  cases  occurred  during  the  summer 
months  and  principally  involved  teen-age  boys  occu- 
pationally exposed  by  the  dermal  route.  The  signs 
and  symptoms  are  those  usually  seen  in  a cholinergic 
crisis  although  tachycardia  and  mydriasis  are  not  un- 
common. Cholinesterase  determinations  are  valuable 
laboratory  aids  in  substantiating  the  clinical  impres- 
sion. Most  patients  received  prompt  medical  attention 
including  atropine  sulfate  and/or  2-PAM  and  recov- 
ered. 

Although  data  for  1967  are  incomplete,  indications 
are  that  the  number  of  cases  of  pesticide  intoxication 
in  this  area  will  be  significantly  less  than  the  number 
in  each  of  the  preceding  three  years,  despite  the  fact 
that  organophosphate  insecticides  were  used  in  about 
the  same  quantities  as  in  1965  and  1966.  To  mid- 


November,  only  six  acute  pesticide  poisoning  cases 
had  occurred  in  the  Lower  Rio  Grande  Valley  in  1967. 
All  involved  male  workmen  exposed  dermally  while 
handling  organophosphate  insecticides  (methyl  para- 
thion,  5 cases;  Bidrin,  1 case),  and  all  patients  recov- 
ered. Additional  tabular  data  concerning  these  cases 
are  available  on  request. 
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choose  an  experienced  candidate—  wC  I IClvJ  ■ jf  ■ 
millions  of  doses  prescribed  (dlphenlydrainine  hydrochloriile) 

- . The  White  band  on  Pink  capsule  combination  is  a Parke;  Davis  & Companyi  Detroit,  Michigan  48232 


i-Bl — registered  trademark  of  Parke,  .Davis  & Company. 

« . *,*  ‘ 

Supplied  in  various  dosage  forms* irfcludiF^.  Kapsealsf 
containing  50  mg.  of  diphenhydramine  fiycfrochloride. 


PARKE-DAVIS 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— bnigmg  fontanels  in  young  infants. 
Tec//!— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  L/ver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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line. 
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Only 

/ ® 

TUBEX 

offers 

so  complete 
a line  of 
closed 
system 
injectables 

and 
It's  still 
growing. 


To  meet  your  present  needs  more  pre- 
cisely, the  Tubex  line  comprises  37  dif- 
ferent products  in  69  dosage  variations. 
And  more  are  on  the  way. 

Tubex  offers  these  unit  dose  advantages; 

accuracy— premeasured,  clearly  labeled  to  help 
ensure  correct  medication 


• convenience— no  filling,  no  needle-sharpening, 
no  sterilization,  no  cleanup 

• simplicity — precision-made,  well  balanced 
syringe  breech  loads  in  seconds,  permits  easy 
aspiration 

• reduces  risk— single-use  cartridge-needle  units 
reduce  risk  of  cross  contamination;  less  chance 
of  spillage  reduces  risk  of  contact  sensitization 
for  doctor  or  nurse 


• stability— glass  cartridges  can’t  deteriorate  or 
react  with  medication 


• acceptability— presharpened,  siliconized  nee- 
dles lessen  pain  of  injection;  patients  appreciate 
single-use  equipment 


Just  select,  inject,  throw  away 

TUBEX 


sterile  cartridge-needle  unit  ® 

Wyeth  Laboratories  Philadelphia,  Pa. 
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LIVE  VIRUS 

MUMPS 

VACCINE  IN  PEDIATRICS 


LAURANCE  N.  MICKEY,  M.D.;  PAUL  HUCHTON,  M D.;  and  GORDON  McGEE,  M.D. 


Clinical  Medicine:  The  Jeryl  Lynn  strain, 
live  attenuated  mumps  virus  vaccine  was 
tested  on  560  El  Paso  school  children, 
with  657  other  children  serving  as  a con- 
trol group.  The  field  trial  was  undertaken 
at  the  office  of  two  of  the  authors.  The 
vaccine  did  not  produce  clinically  signi- 
ficant side  effects,  did  produce  antibody 
response,  and  was  well-accepted  by  both 
parents  and  children. 

RECENT  COMMUNICATIONS  have  shown  that  the 
Jeryl  Lynn  strain,  live,  attenuated  mumps  virus  vac- 
cine is  effective,  safe,  and  is  easily  adaptable  to  a 
private  pediatric  practice. Epidemic  parotitis  is  gen- 
erally a mild  disease  in  the  young  child;  however,  time 
lost  from  school  and  prevention  of  serious  sequelae 
in  the  adolescent  and  adult  male  would  justify  the 
development  and  use  of  an  effective  vaccine. 

The  following  field  trial  was  undertaken  at  the  office 
of  the  two  senior  authors  in  El  Paso.  The  purpose  of 
the  study  was  to  correlate  the  febrile  response  of 
those  receiving  vaccine  compared  to  a control  group, 
and  to  generally  expand  the  knowledge  of  the  vaccine. 

Vaccine:  The  vaccine  used  was  Jeryl  Lynn  strain,  live 
attenuated  mumps  virus  vaccine,  lot  41004,  prepared 
as  described  in  earlier  reports  from  the  Merck  Insti- 
tute for  Therapeutic  Research. 5-7  The  vaccine  was 
stored  in  a mechanical  freezer  at  —20  C.  before  use. 


It  was  reconstituted  immediately  prior  to  injection 
from  its  stable  lyophilized  form  by  adding  0.7  cc.  of 
sterile  water.  Then  0.5  cc.  of  the  reconstituted  vaccine 
was  injected  subcutaneously  in  the  deltoid  area  after 
initially  cleansing  the  skin  with  70  percent  isopropyl 
alcohol. 

Patient  Population  and  Conduct  of  Study:  Five  hun- 
dred sixty  patients  between  the  ages  of  1 and  12 
years  were  given  the  vaccine,  and  657  served  as  con- 
trols. Private  patients  and  students  from  the  El  Paso 
Catholic  Diocese  School  System  were  used.  The  chil- 
dren who  served  as  controls  were  the  same  as  those 
reported  in  another  survey  using  a different  lot  of  vac- 
cine and  a different  population  of  persons  vacci- 
nated.4  Most  of  those  vaccinated  were  between  the 
ages  of  six  and  eight  years. 

The  children’s  parents  were  asked  whether  they 
wished  to  have  their  child  entered  into  the  program, 
and  whether  their  child  had  ever  had  suspected  or  di- 
agnosed epidemic  parotitis.  Patients  with  no  history  of 
mumps  were  in  the  vaccinated  group,  whereas  those 
who  were  assumed  to  have  had  mumps  were  placed 
in  the  group  of  controls. 

Immunization  was  performed  on  patients  with  writ- 
ten informed  parental  consent.  Each  child  vaccinated 
and  each  child  in  the  control  group  was  given  a sur- 
veillance form  to  be  completed  by  his  parents.  Daily 
temperatures  and  other  reactions  were  to  be  recorded 
for  28  days  after  the  onset  of  the  field  trial,  April 
14,  1967. 

Serologic  Investigation:  In  the  vaccinated  group,  every 
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Calculation-Extrapolation 

Vaccination 

Serologic  Findings  (Neutralization  Test) 

to  the  Total  Group 

Initially  Seropositive 

Initially  Seronegative 

Conv. 

No. 

No. 

No 

2x 

4x  or  > 

Ind. 

No. 

No. 

Rate 

No.  Initially 

No.  Initially 

No.  Seronegative 

Age 

Vaccinated 

Tested 

Rise 

Rise 

Rise 

Rise 

Total 

Converted 

Fail.  Total 

(%) 

Seropositive 

Seronegative 

Converted 

1 

10 

0 

10* 

10* 

2 

11 

1 

1 

1 

100 

11 

11 

3 

8 

2 

2 

2 

100 

8 

8 

4 

6 

2 

1 

1 

1 

1 

100 

3 

3 

3 

5 

39 

10 

1 

4 

5 

5 

5 

100 

20 

19 

19 

6 

118 

21 

1 

5 

7 

13 

8 

8 

100 

73 

45 

45 

7 

178 

35 

1 

1 

9 

13 

24 

9 

9 

100 

128 

48 

48 

8 

154 

35 

2 

4 

20 

26 

9 

9 

100 

114 

40 

40 

9 

23 

5 

2 

1 

3 

1 

1 

100 

17 

5 

5 

10 

8 

1 

1 

1 

8 

11 

2 

0 

2t 

12 

2 

0 

2t 

not 

given 

1 

0 

It 

TOTAL  560 

112 

1 

4 

22 

46 

73 

36 

36 

100 

368 

189 

189 

*Based  on  same  rate  as  2-  and  3-year-old  patients  in  the  same  population. 

tConsidered  initially  seropositive  based  on  same  rate  as  10-year-old  patients  in  the  same  population. 
^Considered  initially  seropositive. 


Table  1.  Serologic  findings  in  studies  with  mumps  virus. 


fifth  child  was  bled  preceding  immunization,  and 
again  28  days  later,  to  determine  the  seroconversion 
rate.  One  hundred  twelve  children  had  paired  sera. 
The  serum  of  each  vaccinated  child  was  separated 
from  its  clot  within  four  to  six  hours  after  phlebotomy 
and  was  frozen.  The  sera  were  subsequently  tested 
for  mumps  antibody  titer  by  the  neutralization  tech- 
nique. 

Results:  The  distribution  of  the  560  vaccinated  chil- 
dren by  age  is  shown  in  Table  1.  One  hundred  twelve 
of  the  560  children  were  tested  serologically.  Thirty- 
six  children  were  seronegative.  One  hundred  percent 
conversion  was  obtained  in  the  seronegative  patients. 
Extrapolation  of  the  total  seronegative  children  ac- 
cording to  age  to  the  total  number  vaccinated  indi- 
cates that  189  patients  immunized  were  without  anti- 
body level.  Extrapolation  also  indicates  that  the  same 
number  were  converted  from  a seronegative  status. 

Two  patients  in  the  seven-year  age  group  and  one 
nine-year-old  were  exposed  to  and  developed  mumps 
following  vaccination.  All  three  were  initially  seronega- 
tive, but  excluded  in  the  calculation  of  the  serocon- 
version rates  for  the  respective  age  groups. 

Maximum  temperature  recordings  in  Fahrenheit  de- 
grees (corrected  to  oral)  in  both  the  control  group 
and  the  vaccinated  group  are  shown  in  Table  2.  Table 
3 shows  the  responses  of  temperature  in  the  sero- 
logically tested  population.  Significant  temperature 
elevation  of  101  F.  or  more  was  no  greater  than  that 
experienced  in  a live  attenuated  measles  virus  vaccine 
survey.8  A small  number  of  parents  failed  to  record 
the  temperature  as  they  had  been  instructed. 

Tabulated  in  Table  4 are  the  complaints  reported 
by  the  parents  in  the  total  vaccinated  population  as 
compared  to  the  control  group.  There  was  roughly  a 
4-7  percent  increase  of  complaints  in  the  vaccinated 
group,  none  of  a significant  nature. 


The  accumulated  data  in  this  study  indicate  that 
the  Jeryl  Lynn  strain,  live,  attenuated  mumps  virus 
vaccine  is  safe  and  effective  in  producing  antibody 
response.  The  vaccine  was  well  received  by  both  child 
and  parent. 

Summary:  A controlled  prospective  study  of  lot  41004 
of  the  Jeryl  Lynn  strain,  live,  attenuated  mumps  virus 
vaccine  was  initiated  on  April  14,  1967,  in  an  office 
pediatric  practice.  The  vaccinated  group  consisted  of 
560  children  between  the  ages  of  1 and  12  years, 
and  657  children  served  as  a control  group.  It  was 
assumed  that  189  children  vaccinated  were  sero- 
negative by  extrapolation  from  the  number  of  initially 
serologically  negative  children.  Seroconversion  was 
100  percent.  The  vaccine  produced  no  clinically  sig- 
nificant side  effects,  was  efficacious  in  producing  anti- 
body response,  and  was  well  accepted. 
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Max. 

Vaccinated  Children 

Control  Children 

Oral 

Days  Post  Vaccination 

Days  Observed 

Temp.  (F.) 

0-4 

5-12 

13-18 

19-28 

0-4 

5-12 

13-18 

19-28 

<99 

278 

253 

265 

267 

217 

153 

222 

200 

(53.3%) 

(46.8%) 

(49.8%) 

(50.4%) 

(33.5%) 

(23.4%) 

(34.0%) 

(30.7%) 

99-100.9 

235 

266 

256 

247 

428 

492 

423 

443 

(45.2%) 

(49.4%) 

(48.1%) 

(46,4%) 

(66.0%) 

(75.1%) 

(64,9%) 

(68.0%) 

101-102.9 

7 

15 

6 

15 

2 

9 

7 

7 

(1.3»o) 

(2.8%) 

(1.1%) 

(2.8%) 

(0.3%) 

(1.4%) 

(1.1%) 

(1.1%) 

103-104.9 

2 

(0.4%) 

4 

(0.8%) 

1 

(0.2%) 

1 

(0.2%) 

1 

(0.2%) 

1 

(0.2%) 

105-106.9 

1 

(0.2%) 

To'.al  Tested 

520 

536 

532 

530 

648 

655 

652 

651 

Not  taken 

43 

24 

28 

30 

9 

2 

5 

6 

Total 

Population 

560 

560 

560 

560 

657 

657 

657 

657 

Table  2.  Temperature  recordings  following  administration  of  mumps  virus  vaccine  in  the  total 

population. 

Max. 

Initially  Seronegative  Who  Converted 

Initially  Seropositive 

Oral 

Davs  Post  Vaccination 

Days  Post  Vaccination 

Temp.  (F.) 

<99 

0-4 

5-12 

13-18 

19-28 

0-4 

5-12 

13-18 

19-28 

15 

(44.1%) 

17 

(50.0%) 

16 

(47.1%) 

16 

(47.1%) 

33 

(50.8%) 

32 

(45.1%) 

29 

(40.8%) 

37 

(51.4%) 

99-100.9 

18 

(52.9%) 

16 

(47.1%) 

16 

(47.1%) 

18 

(52.9%) 

32 

(49.2%) 

34 

(47.9%) 

40 

(56.3%) 

32 

(44.4%) 

101-102.9 

1 

(2.9%) 

1 

(2.9%) 

1 

(2.9%) 

4 

(5.6%) 

2 

(2.8%) 

3 

(4.2%) 

103-104.9 

1 

(2.9%) 

1 

(1.4%) 

Total  Tested 

34 

34 

34 

34 

65 

71 

71 

72 

Not  taken 

2 

2 

2 

2 

8 

2 

2 

1 

Total 

73 

73 

se  oconversion 
DODuIation 

36 

36 

36 

36 

73 

73 

Table  3.  Temperature  recordings  in 

Jeryl  Lynn 

Strain  mumps  vaccine-administered  serologically 

tested  population. 

- 

560  Vaccinated  Children 

657  Children  in 

Control  Group 

Days  Post  Vaccination 

Days  Observed 

Complaint 

0-4 

5-12 

13-18 

19-28 

0-4 

5-12 

13-18 

19-28 

Upper  respiratory 

13  (2.3%) 

32  (5.7%) 

18  (3.2%) 

20  (3.4%) 

7 (1.1%) 

11  (1.7%) 

8 (1.2%) 

11  (1.7%) 

illness 

Otitis 

Parotitis 

3 (0.6%) 

1 (0.2%) 

2 (0.4%) 

1 (0.2%) 

3 (0.5%) 

1 (0.2%) 

1 (0.2%) 

1 (0.2%) 

1 (0.2%) 

1 (0.2%) 

1 (0.2%) 

1 (0.2%) 

3 (0.5%) 

Swollen  glands 

2 (0.4%) 

1 (0.2%) 

1 (0.2%) 

(lymphadenopathy) 

Conjunctivitis 

Gastrointestinal 

5 (0.9%) 

2 (0.4%) 

8 (1.4%) 

2 (0.4%) 

5 (0.9%) 

4 (0.7%) 

4 (0.6%) 

3 (0.5%) 

3 (0.5%) 

Abdominal  cramps 

1 (0.2%) 

(non-menstrual) 

Rash 

Local  reaction 

5 (0.9%) 

2 (0.4%) 

1 (0.2%) 

1 (0.2%) 

1 (0.2%) 

injection  site 
Headache 

5 (0.9%) 

4 (0.7%) 

3 (0.5%) 

1 (0.2%) 

2 (0.3%) 

4 (0.6%) 

Irritability 

2 (0.4%) 

1 (0.2%) 

1 (0.2%) 

1 (0.2%) 

1 (0.2%) 

Malaise 

3 (0.6%) 

1 (0.2%) 

Dizziness 

Measles 

Chickenpox 

Illness 

1 (0.2%) 

1 (0.2%) 

3 (;.5%) 

2 (0.4%) 

2 (0.4%) 

1 (0.2%) 

3 (0.5%) 

3 (0.5%) 

2 (0.3%) 

1 (0.2%) 

2 (0.3%) 

3 (0.5%) 

1 (0.2%) 

1 (0.2%) 

(undiagnosed) 

Irrelevant 

2 (0.4%) 

4 (0.7%) 

1 (0.2%) 

7 (1.3%) 

2 (0.3%) 

1 (0.2%) 

2 (0.3%) 

3 (0.5%) 

Anorexia 

1 (0.2%) 

1 (0.2%) 

Musculoskeletal 

Genitourinary 

! 1 (0.2%) 

1 (0.2%) 

1 (0.2%) 

infection 

Chills 

None 

521  (93.0%) 

505  (90.2%) 

525  (93.8%)  521  (93.0%) 

1 (0.2%) 

642  (97.7%)  631  (96.0%) 

637  (97.0%) 

634  (96.5%) 

Table  4.  Complaints  reported  by  patients  who  received  mumps  virus  vaccine. 
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Clinical  Medicine/ Review:  Because  the 
skin  is  resistant  to  tuberculosis,  cutane- 
ous mycobacterial  infections  are  becom- 
ing increasingly  rare  throughout  the 
world.  However,  the  occurrence  in  Texas 
is  greater  than  average;  and  Texas  phy- 
sicians occasionally  may  encounter  these 
infections,  which  appear  in  a variety  of 
forms  and  have  numerous  classifications 
as  to  type.  The  author  reports  seven 
cases  seen  within  a 15-month  period, 
giving  diagnosis  and  therapy  for  these 
tuberculosis-caused  and  tuberculosis- 
related  conditions. 

CUTANEOUS  MYCOBACTERIAL  INFECTIONS,  always 
rare  in  the  United  States,  are  declining  throughout 
the  world,  as  are  many  of  the  infectious  diseases.  Of 
all  the  structures  in  the  body,  the  skin  is  the  most 
resistant  to  tuberculosis  and  this  fact  probably  ac- 
counts for  the  rarity  of  the  diseases. i 

During  the  past  five  years  I have  seen  14  patients 
in  whom  a diagnosis  of  cutaneous  mycobacterial  in- 
fections was  made.  Seven  of  these  infections  were 
seen  in  the  past  15  months.  Four  of  these  seven  in- 
fections were  caused  by  Mycobacterium  tuberculosis 
and  three  were  due  to  unclassified  Mycobacteria. 
These  seven  patients  form  the  basis  of  this  report. 

Report  of  Cases:  Case  1.  A 23-year-old  Negro  man,  a 
clothing  store  employee,  was  first  seen  in  the  emer- 
gency room  for  an  “abscess”  of  the  left  forearm  (Fig. 
1).  There  was  no  history  of  injury  or  trauma.  The 
lesion  was  incised  and  drained.  Culture  was  negative. 
For  five  months  the  patient  was  seen  at  regular  inter- 
vals and  treated  with  several  courses  of  antibiotics. 
Multiple  attempts  at  excising  the  “sinus  tract”  were 
made.  Five  months  after  the  patient’s  initial  visit  a 
tissue  specimen  was  sent  for  culture  which  ultimately 
grew  M.  tuberculosis.  By  this  time,  the  epitrochlear 
node  had  enlarged,  and  purified  protein  derivative 
(PPD)  intermediate  skin  test  was  positive.  No  previous 
tuberculin  tests  were  known  to  have  been  made,  and 


CUTANEOUS 

MYCOBACTERIAL 

INFECTIONS 

complete  work-up  did  not  reveal  any  foci  of  tubercu- 
lous infection. 

Therapy  was  begun  with  Isoniazid  (INH)  600  mg. 
per  day,  p-aminosalicylic  acid  (PAS)  12  gm.  per  day 
and  streptomycin  1 gm.  thrice  weekly.  Within  six 
weeks  the  drainage  had  ceased  and  the  adenopathy 
had  disappeared.  Therapy  was  continued  for  six 
months  when  the  streptomycin  was  reduced  to  1 gm. 
twice  weekly.  Three  months  later  the  streptomycin 
was  discontinued.  He  received  INH  and  PAS  for  15 
months.  Follow-up  at  one  year  showed  no  recurrence. 

The  diagnosis  was  primary  cutaneous  tuberculosis. 

Categorizing  this  man’s  disease  as  to  type  of  tuber- 
culosis is  difficult.  The  indolence  of  the  primary  site, 
and  the  fact  that  adenopathy  with  caseation  finally 
did  develop,  cause  one  to  favor  a primary  inoculation 
type  of  cutaneous  tuberculosis.  However,  some  have 
expressed  the  belief  that  when  regional  adenopathy 
is  delayed  for  more  than  six  to  eight  weeks  (in  this 
case  five  months),  a certain  degree  of  resistance  is 
probably  present.! 

Unfortunately,  the  PPD  was  not  performed  until 
adenopathy  had  developed.  Also,  the  patient  was  un- 
aware of  any  previous  testing.  A previously  negative 
PPD  would  have  helped  to  confirm  the  diagnosis  as 
primary  inoculation  tuberculosis. 

Case  2:  A 59-year-old  white  man  was  observed  on 
a hospital  ward  where  he  was  being  treated  for  chole- 
cystitis. He  stated  that  the  unusual  red  plaque  on  his 
face  (Fig.  2)  was  a burn  scar  received  25  years  previ- 
ously. Careful  questioning  revealed  that  the  “scar” 
had  been  growing  slowly  during  the  past  five  to  ten 
years,  but  was  otherwise  asymptomatic.  Cutaneous 
biopsy  showed  an  infectious  granuloma.  A scalene 
node  biopsy  revealed  a similar  pattern,  and  culture 
from  the  node  grew  M.  tuberculosis.  A careful  search 
uncovered  no  other  foci  of  tuberculosis. 

The  patient  was  placed  on  antituberculosis  therapy 
consisting  of  INH  and  PAS  and  showed  rapid  resolu- 
tion of  the  lesion.  Surgery  for  an  ectropion  produced 
by  scar  retraction  was  necessary.  Approximately  four 
months  after  initiation  of  therapy  a nodular  area  in 
the  scar  was  biopsied  revealing  a squamous  cell  car- 
cinoma which  was  then  treated  by  curettage  and  elec- 
trodesiccation. 
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The  diagnosis  was  lupus  vulgaris  and  squamous 
cell  carcinoma. 

The  chief  danger  in  lupus  vulgaris  is  mutilation,  in 
this  case,  ectropion  resulting  from  scar  retraction.  The 
development  of  a squamous  cell  carcinoma  in  lupus 
vulgaris  has  been  reported  to  occur  in  from  0.5  per- 
cent to  2 percent  of  the  cases. 2 It  also  occurs  in  old 
burn  scars  (Marjolin’s  ulcer). 

Worth  noting  is  the  fact  that  this  patient  was  seen 
by  at  least  eight  other  physicians,  all  of  whom  ac- 
cepted the  man’s  explanation  that  the  lesion  was 
simply  an  old  scar. 

Case  3:  A 41-year-old  Negro  man  was  seen  in  the 
emergency  room  with  fever,  malaise,  productive 
cough,  night  sweats  and  subsequent  weight  loss  for 
several  months,  and  “sores”  in  the  perianal  area  for 
two  weeks.  Examination  revealed  far  advanced,  active 
pulmonary  tuberculosis.  A single,  shallow,  sharply 
punched-out  ulcer,  1.5  cm.  in  diameter,  was  immedi- 
ately adjacent  to  the  anus.  A smear  from  this  ulcer 
contained  myriads  of  acid-fast  bacilli,  and  culture  re- 
veled M.  tuberculosis. 

The  condition  was  diagnosed  as  tuberculosis  cutis 
orificialis.  No  evidence  of  intestinal  involvement  was 
found.  The  probable  source  of  infection  was  the  pul- 
monary infection  reaching  the  infected  site  by  way 
of  the  gastrointestinal  tract. 

Case  4:  A 30-year-old  Negro  woman  had  recurring 
crops  of  papulo  pustules  on  the  scalp,  upper  trunk, 
arms,  and  legs  for  two  years.  A thorough  review  of 
her  case  revealed  that  she  had  been  seen  by  the  ear, 
nose,  and  throat  service  seven  months  previously  for 
unusual  cervical  adenopathy.  Biopsies  had  revealed 
granuloma  with  caseation.  Acid-fast  bacillus  (AFB) 
stains  and  culture  of  the  node  for  acid-fast  organisms 
had  been  negative  and  chest  x-rays  had  been  normal. 
Gastric  washings  had  been  planned,  but  the  patient 
had  been  lost  to  follow-up. 

When  seen  for  the  skin  eruption  she  refused  addi- 
tional diagnostic  studies.  Biopsy  of  one  of  the  leg 
lesions  revealed  intra-epidermal  abscess  formation 
with  chronic  inflammation  of  the  dermis.  No  definite 
granuloma  was  seen,  and  acid-fast  and  fungal  stains 
were  negative.  PPD  (intermediate  strength)  skin  test 
produced  necrosis.  She  was  given  a course  of  treat- 


Fig.  2.  Case  2. 
Extensive 
itivolvenient  frani 
lupus  vulgaris. 


Fig.  1 . Case  7.  Appearance  of  residual  scar 
with  draining  sinus  prior  to  antituherculosis 
therapy. 


Fig.  3.  Case  5.  Chancreiform  lesion  on  dor- 
sum of  fourth  finger. 
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merit  with  INH  and  PAS,  and  six  weeks  later,  notice- 
able reduction  in  cervical  adenopathy  was  evident. 
She  stated  that  this  six-weeks  period  was  the  longest 
absence  of  new  skin  lesions  she  had  observed  since 
the  onset  two  years  previously.  She  was  then  lost  to 
follow-up. 

Diagnosis  was  papulonecrotic  tuberculid,  probably 
with  tuberculous  adenitis.  Although  bacteriologic 
proof  of  tuberculous  infection  is  lacking  in  this  case, 
the  histopathologic  picture  and  the  response  to  anti- 
tuberculous therapy  strongly  suggest  tuberculosis 
involvement.  Probably  the  primary  infection  was  lo- 
cated in  the  respiratory  tract.  The  cutaneous  mani- 
festation, clinically  and  histologically,  was  thought  to 
be  a papulonecrotic  tuberculid. 

Case  5:  A 16-year-old  white  boy  scratched  the 
dorsum  on  his  hand  while  working  in  the  garden. 
About  two  weeks  later  he  noted  a slowly  growing 
“wart”  at  the  site  of  trauma.  He  consulted  his  family 
physician  one  week  later  because  of  multiple  “knots” 
on  the  back  of  his  hand  and  forearm.  He  was  treated 
with  shots  and  pills  for  four  weeks  without  improve- 
ment. When  first  seen  he  had  a chancreiform  lesion 
on  the  dorsum  of  the  fourth  finger  (Fig.  3),  a draining 
nodule  on  the  dorsum  of  the  hand,  and  nodules  ex- 
tending up  the  forearm  in  a linear  pattern.  Mycobac- 
terium kansasii  was  isolated  from  the  lesion  and 
draining  node.  He  was  given  INH,  PAS,  and  strepto- 
mycin with  dramatic  improvement  in  six  weeks  and 
complete  healing  in  four  and  one-half  months. 

Diagnosis  was  infection  due  to  unclassified  (atypi- 
cal) mycobacteria.  This  is  the  second  report  of 
cutaneous  infection  due  to  M.  kansasii  and  like  the 
firsts  also  comes  from  Texas. 

Case  6:  A 12-year-old  white  boy  was  seen  with  an 
indolent  IV2  in.  granulomatous  lesion  on  his  right 
lower  thigh  having  a 3/4  in.  central  ulcer  and  under- 
mined edges.  The  lesion  was  never  symptomatic. 
Eight  months  previously  he  had  scratched  himself  on 
a wooden  horse.  A red  papule  developed  in  the 
scratch  mark  and  gradually  enlarged.  Culture  grew 
Mycobacterium  species,  photochromogen,  probably 
Mycobacterium  ulcerans.  Chest  x-ray  and  routine 
laboratory  studies  were  normal.  Treatment  consisted 
of  150  roentgens  (r.)  superficial  x-ray  administered 
twice,  which  resulted  in  resolution  of  the  central  ulcer 
and  gradual  clearing  of  the  remainder,  leaving  a small 
residual  scar. 

The  diagnosis  was  infection  due  to  unclassified 


(atypical)  mycobacteria.  This  case,  due  to  one  of  the 
unclassified  mycobacteria,  does  not  readily  fall  into 
one  of  the  established  clinical  varieties  of  cutaneous 
tuberculosis.  Most  cases  of  photochromogen  disease 
reported  in  the  literature  have  come  from  Illinois, 
Kansas,  and  Texas. ^ Infections  due  to  M.  ulcerans 
have  been  reported  primarily  from  Africa. ^ 

Case  7:  An  18-year-old  white  woman  was  seen  for 
alopecia  of  the  lateral  eyebrow.  Minimal  erythema  was 
present.  This  was  thought  to  be  alopecia  areata  al- 
though alopecia  mucinosa  also  was  considered.  The 
area  was  infiltrated  with  0.2  cc.  of  triamcinolone  solu- 
tion containing  2.5  mg./cc.  Two  weeks  later  a pre- 
auricular  node  was  palpable,  and  purulent  material 
could  be  expressed  from  the  skin  of  the  eyebrow. 
Smear  of  the  purulent  material  revealed  AFB,  and  cul- 
ture grew  M.  fortuitum.  Although  sensitivity  studies 
showed  resistance  to  all  antituberculous  drugs,  the 
patient  was  given  INH  (600  mg. /day)  and  PAS  (15.0 
gm./day).  On  this  therapy  the  lesion  alternately 
cleared  and  broke  down  for  several  months  but 
eventually  resolved,  and  eyebrow  hair  regrew. 

Diagnosis  was  infection  due  to  unclassified  (atypi- 
cal) mycobacteria.  Cutaneous  disease  due  to  M.  /or- 
tuitum  (Group  IV)  has  been  reported  previously.6.7 
These  cases  did  not  respond  to  antituberculosis  ther- 
apy, but  all  cleared  spontaneously  within  26  months. 

Discussion;  These  seven  cases  amply  demonstrate 
that  tuberculosis  may  present  itself  in  an  astonishing 
variety  of  forms  in  the  skin.  Even  though  an  unwieldy 
number  of  descriptive  terms  and  bewildering  classifi- 
cations have  been  attached  to  cutaneous  tuberculo- 
sis, the  physician  must  continually  remain  aware  of 
its  possibility.  This  is  particularly  true  for  Texas  physi- 
cians. The  incidence  of  new  active  tuberculosis  cases 
increased  in  1965,  1966,  and  1967.8  In  1966  Texas 
ranked  16th  among  the  states  in  mycobacterial  infec- 
tion cases  per  100,000  population. 

Tuberculous  lesions  of  the  skin  are  of  two  types: 
(1)  true  tuberculosis  in  which  the  lesion  contains 
tubercle  bacilli  and  (2)  tuberculids  which  do  not  con- 
tain bacilli  but  are  secondary  to  a primary  focus 
elsewhere. 

Classification  of  Cutaneous  Tuberculosis:  True  cutane- 
ous tuberculosis  is  seen  as  two  infection  types:  pri- 
mary and  secondary. 

a.  Primary  tuberculosis  was  first  mentioned  in 
American  literature  in  1913  when  it  was  described  as 
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a hazard  to  ritual  circumcision.*'  Inoculation  tubercu- 
losis is  entirely  analogous  to  the  primary  complex  in 
the  lung. 10  The  lesion  is  generally  found  on  exposed 
surfaces,  with  the  face  being  the  most  common  site 
in  children.il  There  is  often  a history  of  injury  at  the 
site  of  inoculation  as  in  one-half  of  the  cases  reported 
by  Miller. 12  Two  or  three  weeks  after  inoculation  a 
nodule  develops  which  gradually  evolves  into  an 
indurated  ulcer  to  which  the  term  “tuberculous 
chancre”  has  been  applied. i Histologically,  the  ap- 
pearance is  nondescript  and  without  tuberculoid 
granulomas:  however,  acid-fast  bacilli  can  be  found 
at  this  stage. 

Weeks  or  months  later,  regional  adenopathy  devel- 
ops completing  the  formation  of  the  primary  complex. 
As  the  adenopathy  appears  the  tuberculin  test  be- 
comes positive  and  the  tuberculoid  granuloma  devel- 
ops histopathologically.  Coincident  with  the  develop- 
ment of  immunity,  the  tubercle  bacilli  become  very 
scarce. 13  The  sequence  of  events  is  important  in 
classifying  cutaneous  tuberculosis,  especially  whether 
a previous  tuberculin  test  was  negative. 

b.  Secondary  or  reinfection  tuberculosis  is  more 
common  than  the  primary  form,  and  an  essential  fea- 
ture is  that  the  patient  already  has  immunity  from  a 
previous  tuberculous  infection.  Lesions  may  be  pres- 
ent for  many  years,  progressing  slowly  and  causing 
considerable  local  destruction.  Tubercle  bacilli  are 
difficult,  often  impossible,  to  find  in  tissue.  The  or- 
ganisms may  reach  the  skin  exogenously,  endogen- 
ously, or  hematogenously,  or  by  direct  extension. 

Lupus  vulgaris  is  the  most  common  and  most 
variable  type  of  cutaneous  tuberculosis.  Every  con- 
ceivable variant  of  granulomatous  process  may  be 
exhibited  by  lupus  vulgaris;  some  33  descriptive 
terms  have  been  listed  in  one  textbook. 2 The  majority 
of  lesions  appear  on  the  face.  Lupus  vulgaris  is  char- 
acterized by  plaques  of  small,  soft  "apple-butter-like” 
tubercles.  The  disease  progresses  by  the  formation  of 
satellite  nodules,  which  coalesce  to  form  irregular 
plaques. 14  Frank  ulceration  is  not  common. 

Tuberculosis  verrucosa  cutis  is  characterized  by 
warty,  horny  lesions  generally  resulting  from  an  exter- 
nal inoculation  into  the  skin  and  absence  of  lymphatic 
involvement.  The  best  known,  and  once  the  most 
common,  expression  is  the  prosector’s  wart.  The  pri- 
mary lesion  is  a deep  seated,  dull  red  papule  or 
papulopustule  which  slowly  acquires  verrucous,  warty 
characteristics. 

Scrofuloderma  is  an  extension  of  a tuberculous 


process  into  the  skin  from  an  underlying  lesion  of  the 
lymph  nodes  or,  rarely,  from  the  bones.  Involvement 
of  the  cervical  nodes  produces  a classical  picture 
with  the  surface  ulcers  arranged  in  a linear  pattern 
following  the  lymphatic  channels. 

Tuberculosis  cutis  orificialis  involves  developing 
lesions  on  the  mucous  membranes  or  about  the 
muco-cutaneous  junctions  and  the  skin  contiguous  to 
the  body  orifices  of  individuals  with  an  internal  focus 
of  tuberculosis.  Initially  multiple  small  firm  nodules 
appear  followed  quickly  by  coalescence  and  break- 
down to  produce  clean-cut  superficial  ulcers.  These 
ulcers  then  progress  to  larger,  irregular  ones  with  an 
uneven  granular  floor. 

c.  Tuberculids.  Tuberculids  are  the  most  common 
manifestation  of  cutaneous  tuberculosis.  The  tuber- 
culids, a term  first  proposed  by  Darier  in  1896,  are 
composed  of  four  dermatoses:  lupus  miliaris  dis- 
seminatus  faciei,  papulonecrotic  tuberculid,  lichen 
scrofulosorum,  and  erythema  induratum. 2,11.15  How- 
ever, there  is  no  convincing  argument  in  favor  of  a 
tuberculous  genesis  of  any  of  these  four  diseases. 

At  present  the  generally  accepted  view  is  that 
tuberculids  are  caused  by  the  hematogenous  dissemi- 
nation of  tubercle  bacilli  from  a focus,  often  extra- 
pulmonary  in  location,  into  the  skin  where  they  are 
rapidly  destroyed. 

Tuberculids,  then,  represent  a hypersensitivity  re- 
action. Patients  with  this  condition  react  strongly  to 
tuberculin  products  and  should  be  skin-tested  initially 
with  1:1,000,000  O.T.  [1:10,000  old  tuberculin  (O.T.) 
= 0.00002  mg.  PPD,  first  strength].  Tuberculosis  pa- 
tients will  not  react  at  this  dilution.  Prerequisites  for 
the  absolute  diagnosis  of  a tuberculid  are  (1)  positive 
tuberculin  test,  preferably  in  the  high  dilution;  (2) 
tuberculoid  histologic  structure;  (3)  lesions  which  are 
clinically  typical  of  one  of  the  well-known  types  of 
tuberculid,  and  (4)  an  active  tuberculous  focus  else- 
where.i**  All  these  criteria  often  will  not  be  satisfied. 

Leveri"  considers  erythema  induratum  and  the 
papulonecrotic  tuberculid  as  varieties  of  vasculitis  of 
the  deep  and  superficial  vessels.  The  histologic  pic- 
ture of  lichen  scrofulosorum  is  indistinguishable  from 
sarcoid  ano  conceivably  may  represent  the  papular 
form  of  this  disease.  FlegePS  and  Strausi**  consider 
lupus  miliaris  disseminatus  faciei  unrelated  to  tuber- 
culosis. At  present,  the  evidence  for  or  against  a 
tuberculous  etiology  is  incomplete. 

Lupus  miliaris  disseminatus  faciei  is  limited  to  the 
face,  occasionally  spreading  to  the  neck.  Lesions  ap- 
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pear  in  crops  and  consist  of  well-defined  small  red 
soft  papules.  Fine  pitted  scars  remain  following  invo- 
lution. 

Papulonecrotic  tuberculid  has  characteristic  crops 
of  deep-seated  papules  or  nodules  which  are  typically 
capped  with  pustules.  Central  necrosis  or  ulceration 
leads  to  formation  of  a depressed  crust.  A small  scar 
remains  after  healing.  These  papules  may  occur 
simultaneously  with  erythema  induratum. 

Lichen  scrofulosorum  is  an  uncommon  disease 
which  occurs  primarily  on  the  trunk  of  children.  The 
distinctive  features  are  grouped  patches  of  lichenoid, 
firm,  well  defined,  flat-topped,  reddish,  or  pale  pap- 
ules. 

Erythema  induratum  is  the  tuberculid  most  familiar 
to  physicians  because  it  enters  the  differential  diag- 
nosis of  erythema  nodosum.  This  occurs  most  often 
in  young  adult  females,  characteristically  on  the 
calves  of  the  legs.  The  lesions  begin  as  deep  sub- 
cutaneous nodules  which  gradually  involve  the  epi- 
dermis. Necrosis  with  ulceration  generally  follows,  but 
resorption  may  occur  without  ulceration.  In  either 
case,  an  atrophic  scar  is  the  final  residuum. 

d.  Unclassified  Mycobacteria.  In  addition  to  these 
forms  of  disease  caused  by  M.  tuberculosis  there  are 
those  due  to  the  “unclassified”  mycobacteria.  Cuta- 
neous disease  due  to  unclassified  acid-fast  bacillus  was 
reported  as  early  as  1918, 20  and  in  recent  years  in- 
creasing emphasis  has  been  placed  on  these  organ- 
isms. Based  upon  the  work  of  Runyon, 21  the  unclassi- 
fied mycobacteria  fall  into  four  major  groups:  (1) 
photochromogens,  (2)  scotochromogens,  (3)  nonpho- 
tochromogens,  and  (4)  rapid  growers. 

Whereas  the  organisms  differ  in  many  respects 
from  Mycobacterium  tuberculosis,  the  clinical  picture 
generally  is  that  of  true  cutaneous  tuberculosis. 

Mycobacterium  marinum  (balnei)  is  by  far  the 
most  commonly  reported  organism  causing  cutaneous 
infection.  One  series  of  290  cases  was  collected  from 
a single  source.22  This  is  the  causative  organism  of 
the  now  familiar  “swimming  pool  granuloma." 

Members  of  all  the  groups  have  been  implicated  in 
cutaneous  infections. 23 

Treatment:  Treatment  of  cutaneous  tuberculosis  fol- 
lows the  guidelines  for  treatment  of  tuberculosis 
elsewhere  in  the  body.  Chemotherapy,  selected  ac- 
cording to  the  sensitivity  studies,  and  occasionally 
surgical  intervention  are  indicated.  Chantraine2-4  and 
Van  der  Lugt25  have  reported  in  tuberculids  a lack  of 
response  to  antituberculous  therapy  and  a response 


to  corticosteroids.  In  the  older  literature  there  are 
many  reports  of  cutaneous  tuberculosis  resolving 
spontaneously.  Some  of  the  more  recent  reports  con- 
cerning cutaneous  atypical  mycobacterial  infections 
indicate  they  may  also  heal  spontaneously.  The  phy- 
sician must  weigh  the  risks  of  therapeutic  interven- 
tion against  those  of  watchful  waiting. 

Acknowledgment:  Dr.  Donald  W.  Owens  for  permission 
to  use  Case  5 and  Dr.  Manual  G.  Bloom  for  permis- 
sion to  use  Case  6. 
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Let’s  be  specific  about  Campbell’s  Soups... 

2iXsdi 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


THE  RESTLESS  DUODENUM... 


DUODENUM-(Conventional  X-ray)  The  restless  duo- 
denum makes  radiographic  diagnosis  difficult,  uncer- 
tain and  often  unproductive.  Is  this  duodenum  normal? 


Pro-Banthine 

brand  of  III-  I • i 

propantheline  bromide 


For  fifteen  years  Pro-Banthine  has  been 
the  most  widely  used  anticholinergic 
agent  in  disorders  of  gastrointestinal 
motility  and  gastric  hypersecretion.  More 
recently  Pro-Banthine  has  reestablished 
its  pharmacologic  effectiveness  in  fa- 
cilitating diagnostic  procedures  using 
intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph^’^  repro- 


duced above,  the  gastrointestinal  tract 
was  relaxed  with  Pro-Banthine.  The  duo- 
denum was  intubated.  Pro-Banthine  in 
a dose  of  60  mg.  intramuscularly  was 
used  to  assure  prompt  aperistalsis,  and 
double-contrast  visualization  was 
achieved  with  ordinary  barium  and  air. 

The  same  pharmacologic  efficiency 
has  proved  of  pronounced  value  in  such 
conditions  as:  peptic  ulcer,  pylorospasm, 
biliary  dyskinesia,  functional  hypermo- 
tility and  irritable  colon. 


■ ■ ■ 


AT  REST 


SAME  DUODENUM-(Hypotonic  X-ray)  Pro-BanthTne- 
induced  duodenal  calm  permits  full  anatomic  appraisal 
in  the  same  patient.  Duodenal  normality  is  now  evident. 


calms  the  gastrointestinal  tract 


Contraindications : Glaucoma ; severecardiac  disease. 
Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  dailymaybe  required.  Pro-Ban  thine  (brand 


of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T. : Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89:438-443  (Sept.)  1967. 

See  also:  Liotta,  D.:  Pour  le  diagnostic  des  tumeurs 
du  pancreas:  La  duodenographie  hypotonique,  Lyon 
chir.  50:445-460  (May-June)  1955. 


SEARLE 


Research  in  the  Service  of  Medicine 


— *iuO  ^ 

HlfliOWM4fl3 

ipmiQOS 

.Niidi)ie 


Eli  Lilly  and  Company  ^ wl 


Indianapolis,  Indiana  a^o€[ 


MORRIS  L GROVER,  M.D.,  M.P.H. 


THE  LOCAL  HEALTH  DEPARTMENT  AND 
STATE  TUBERCULOSIS  CONTROL  PROGRAM 


Public  Health:  Tuberculosis  is  still 
a public  health  problem  in  Texas  and 
throughout  the  world.  Although  tuberculosis 
mortality  rates  have  declined,  tuberculosis  is 
still  the  most  common  infectious  cause 
of  death  in  the  United  States.  Most  cases 
are  not  discovered  until  they  are 
moderately  or  far  advanced.  Recom- 
mendations of  a governor’s  committee 
for  improvement  of  the  program  against 
tuberculosis  in  Texas  were  reported  in  1964. 
Local  health  services  have  a major  role  in  the 
implementation  of  these  recommendations. 


MORE  THAN  3,000  new  active  cases  of  tuberculosis 
were  reported  to  the  Texas  State  Department  of 
Health  in  1967.  A diligent,  careful,  active,  case-find- 
ing program  in  Texas,  if  conducted  in  every  country 
and  community,  would  have  turned  up  many  more 
active  cases  of  the  disease.  Failure  to  uncover  active 
cases  perpetuates  this  serious  medical  and  public 
health  problem.  In  spite  of  scientific  and  clinical 
progress,  including  the  improvement  in  the  methods 
of  diagnosis  and  therapy  for  more  than  20  years, 
tuberculosis  remains  today  as  the  most  common  in- 
fectious cause  of  death  not  only  in  the  United  States, 
but  throughout  the  world. 

A changing  picture  in  the  character  of  the  disease 
has  been  observed  by  practicing  physicians  and 
health  officers.  Statistical  evidence  shows  in  general 
that  tuberculosis  has  become  predominantly  a dis- 
ease of  elderly  persons. 

Unfortunately,  a great  majority  of  the  cases  are 
not  diagnosed  until  the  disease  is  moderately  or  far 
advanced.  The  dramatic  decline  in  the  mortality  from 
tuberculosis  over  the  past  half  century  has  given 
many  individuals  a false  sense  of  security.  In  the  U.S. 
alone,  five  times  as  many  persons  died  of  tubercu- 
losis between  1900  and  1960  as  have  been  killed  in 
all  the  wars  in  U.S.  history. 

The  general  improvement  in  sanitation,  hygiene, 
better  nutrition,  and  immunization  has  at  least  indi- 
rectly been  instrumental  in  reducing  the  morbidity  of 
the  disease.  The  insidious  nature  of  tuberculosis  has 
caused  other  public  health  problems  to  overshadow  it 
in  importance.  However,  tuberculosis  ranks  20th  in 
the  list  of  causes  of  death  in  the  United  States;  and 
in  Texas,  it  ranked  19th  in  1966. 

Recognizing  the  public  health  importance  of  tuber- 
culosis, Gov.  John  Connally,  in  September,  1963,  ap- 
pointed a Committee  on  Eradication  of  Tuberculosis 
in  Texas  composed  of  distinguished  professional  and 
lay  people.  On  Oct.  1,  1964,  the  committee  reported 
its  findings. 1-2  The  report  stated  that  tuberculosis 
remains  the  most  expensive  specific  infectious  disease 
in  Texas  and  is  the  infectious  disease  of  greatest 
importance  from  the  public  health  standpoint.  In- 
cluded in  the  report  was  a plan  which,  in  the  opinion 
of  the  committee,  would  prevent  further  spread  of  the 

Presented  before  the  Section  on  Public  Health,  at  the  TMA 
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disease  and  result  ultimately  in  the  eradication  of  the 
disease  in  Texas. 

Conclusions  of  the  committee  included: 

1.  Present  state  and  local  efforts  to  control  tuber- 
culosis in  Texas  are  inadequate,  and  are  unlikely  to 
alter  the  serious  tuberculosis  problem.  These  efforts 
are  characterized  by  fragmentation  of  services,  divi- 
sion of  authority,  and  ill-defined  responsibility. 

2.  Perpetuation  of  tuberculosis  in  Texas  is  unnec- 
essary. Chemotherapeutic  measures  and  modern 
public  health  methods,  when  applied  to  the  fullest 
potential,  can  interrupt  the  spread  of  tuberculosis 
and  prevent  new  infection. 

3.  Prevention  of  new  infection  is  the  hallmark  of 
modern  tuberculosis  control  and  the  gateway  to 
tuberculosis  eradication.  Attaining  such  prevention 
will  require  an  organized  and  coordinated  effort  in 
finding  cases  and  treating  them.  Supervision  must  be 
forged  at  local  levels  of  tuberculosis  services  in  the 
Texas  State  Department  of  Health. 

4.  A regional  tuberculosis  control  plan  appears  to 
be  the  most  feasible  and  desirable  for  a state  as 
large  as  Texas. 

5.  Important  new  trends  in  the  management  of 
tuberculosis  are  recognized  and  accepted.  A short- 
ened period  of  infectiousness  and  reduced  hospital- 
ization requirements  make  possible  the  transfer  of  the 
place  of  treatment  to  the  patient’s  own  community, 
in  all  but  the  most  advanced  or  protracted  cases. 

6.  Financial  support  of  the  medically  indigent  pa- 
tient’s family  during  the  period  of  incapacitation  is  a 
sound  investment  in  the  interest  of  both  community 
and  patient. 

7.  The  Texas-Mexican  border  area  presents  a 
unique  problem  in  tuberculosis  control  that  requires 
separate  and  special  attention. 

8.  The  continued  need  for  the  authority  to  effec- 
tively and  quickly  quarantine  the  recalcitrant  patient 
is  recognized. 

9.  To  be  effective  at  the  community  level,  a broad 
spectrum  tuberculosis  control  program  must  actively 
involve  the  practicing  physician. 


As  a result  of  this  report,  the  59th  Texas  Legisla- 
ture, in  1965,  passed  S.B.  130,3  which  gives  the 
State  Health  Department  responsibility,  power,  duties, 
authority,  and  functions  of  case-finding,  follow-up 
treatment,  cure,  prevention,  control,  and,  hopefully, 
ultimate  eradication,  to  be  consolidated  in  a special 
program.  This  legislative  act  became  effective  on 
Sept.  1,  1965. 

Looking  at  the  disease  nationally,  we  find  that  ap- 
proximately 30  million  Americans,  or  16  percent  of 
the  total  population,  show  evidence  of  infection  with 
the  Mycobacterium  tuberculosis.  A number  of  studies 
have  suggested  that  approximately  5 percent  of  per- 
sons infected  with  this  mycobacterium  will  develop 
some  evidence  of  clinical  disease  during  their  life- 
time. That  stress  factors  of  various  kinds  play  an 
important  role  in  susceptibility  to  the  disease  follow- 
ing infection  appears  beyond  doubt.  For  example, 
epidemiological  evidence  supports  the  belief  that  vul- 
nerability of  humans  to  tuberculosis  may  be  increased 
by  (1)  an  overcrowded  environment,  (2)  poorly  venti- 
lated rooms,  (3)  lack  of  rest  and  sufficient  sleep, 

(4)  long  hours  of  hard  work  accompanied  by  fatigue, 

(5)  malnutrition,  (6)  dissolute  habits  in  the  pursuit 
of  pleasure,  and  (7)  emotional  harassment.  We  have 
found  in  the  past  that  the  chaos  and  disruption  of 
human  society,  as  in  an  aftermath  of  war,  accompa- 
nied generally  by  malnutrition  and  a multiplicity  of 
mental  and  physical  stressful  situations,  is  followed 
frequently  by  a high  incidence  of  tuberculosis. 

From  the  clinical  standpoint,  we  know  that  medical 
and  health  problems,  such  as  alcoholism,  uncontrolled 
diabetes  mellitus,  and  gastrectomy,  favor  a break- 
down in  an  infected  individual  and  the  development 
of  tuberculosis.  We  also  know,  from  clinical  experi- 
ence, that  occupational  exposure  related  to  such 
diseases  as  silicosis  may  be  a causative  factor.  Al- 
though air  pollution  and  cigarette  smoking  are  not  as 
yet  implicated  as  contributing  factors  to  the  develop- 
ment of  tuberculosis,  a few  decades  ago  “coffin  nails” 
were  so  called  because  it  was  thought,  at  that  time, 
that  cigarette  smoking  would  lead  to  the  development 
of  tuberculosis. 

Physicians  and  health  workers  have  known  for 
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years  that  tuberculosis  tends  to  “run  in  families.” 
Experience  has  shown  that  tuberculosis  is  more  prev- 
alent in  “contact  families”  than  in  noncontact  fami- 
lies. Moreover,  the  prevalence  and  incidence  of  the 
disease  are  highest  in  families  in  which  there  are  or 
have  been  fatal  or  far  advanced  cases. 

To  be  truly  effective,  any  tuberculosis  control  pro- 
gram requires  the  maintenance  of  continuity  in  the 
supervision  of  the  tuberculosis  patient  over  a period 
of  several  years.  In  the  average  case,  the  sequence 
of  events,  as  experienced  by  the  patient,  is:  (1)  de- 
tection of  the  disease:  (2)  establishment  of  the  diag- 
nosis; (3)  adequate  drug  treatment;  and  (4)  pro- 
tracted medical  follow-up. 

In  the  past,  because  of  this  “fragmentation  of 
services,  division  of  authority,  and  ill-defined  respon- 
sibility,” successful  continuity  in  the  supervision  of 
the  tuberculosis  patient  was  difficult.  Under  the  new 
program  we  look  forward  to  infinitely  better  control 
in  management  of  active  cases,  of  their  contacts,  and 
of  their  associates.  However,  since  adequate  health 
services  at  the  local  level  is  of  far  reaching  impor- 
tance, the  regional  concept,  under  the  Tuberculosis 
Control  Division,  plays  a very  important  part. 

Local  health  services  in  Texas  are  handicapped  by 
the  fact  that  only  one  third  of  the  counties  have  an 
accredited  city  or  county  health  department.  In  the 
other  two  thirds,  services  which  should  be  provided 
by  a local  health  officer,  health  nurse,  or  sanitarian 
are  lacking.  Moreover,  presently  there  is  a wide  varia- 
tion of  local  facilities  available  for  dealing  with  tuber- 
culosis even  in  counties  with  accredited  health  pro- 
grams. The  need  seems  to  be  for  trained  personnel 
in  tuberculosis  control,  both  physicians  and  nurses. 
Because  of  this  existing  situation,  the  State  Health 
Department,  through  its  Tuberculosis  Control  Division, 
is  responsible  for  providing  adequate  support  to  every 
community  in  the  state.  This  support  is  being  admin- 
istered through  the  creation  and  organization  of  11 
geographic  regions.  The  regions  are  planned  carefully 
taking  into  account  the  population  and  the  particular 
needs  in  defined  areas  of  Texas.  Each  region  has  or 
is  to  have  a staff  of  medical,  nursing,  and  health 
program  specialists  and  health  investigation  person- 


nel. Strategic  location  of  each  regional  headquarters 
will  make  it  possible  to  provide  the  most  efficient 
type  of  services  to  local  communities.  In  planning 
each  regional  program,  local  resources  and  needs  are 
carefully  taken  into  account.  All  activities  related  to 
the  ultimate  eradication  of  the  disease  are  to  be  con- 
ducted in  cooperation  with  these  resources.  The 
regional  staff  works  in  close  cooperation  with  county 
and  city  health  officers,  school  nurses,  and  school 
administrative  personnel. 

Every  effort  should  be  made  by  local  health  officers 
to  participate  actively  in  the  local  tuberculosis  control 
program.  The  program  should  include  adequate  treat- 
ment of  all  reported  cases,  tuberculin  testing,  chest 
x-rays  of  positive  reactors  and  the  associates  of  these 
cases,  and  chemoprophylaxis  among  exposed  indi- 
viduals, particularly  those  with  the  greater  risk  of 
suffering  the  disease  following  known  infection.  All 
local  health  departments  must  have  a realistic  aware- 
ness of  the  continued  presence  of  tuberculosis  often- 
times undetected  in  the  community.  Health  officers 
and  their  staffs  should  make  every  effort  to  encourage 
the  reporting  of  the  disease  and  suspected  cases  by 
all  physicians.  Reported  cases  should  be  followed  up 
as  soon  as  possible.  Appropriate  contact  investigation 
and  case-finding  among  household  members  and  as- 
sociates should  be  standard  procedure. 

Four  tuberculosis  hospitals  are  maintained  by  the 
Texas  State  Department  of  Health — in  San  Antonio, 
Harlingen,  Tyler,  and  San  Angelo.  These  institutions 
provide  hospitalization  facilities  for  the  regions  and 
counties  in  all  defined  areas  of  the  state. 

That  active  open  cases  of  tuberculosis  should 
initially,  at  least,  be  hospitalized  has  long  been  ac- 
cepted for  two  important  reasons:  (1)  to  evaluate 
carefully  each  patient  and  to  provide  the  proper 
treatment  as  required  in  the  individual  case,  and  (2) 
to  prevent  spread  of  the  infection  to  others.  With  the 
steady  improvement  in  our  knowledge  of  the  disease 
and  the  discovery  of  better  antimicrobial  agents  in 
treatment,  the  picture  has  changed.  Twenty  years 
ago,  for  example,  all  efforts  were  directed  towards 
prolonged  isolation  of  patients  in  hospitals.  In  many 
communities  beds  for  tuberculosis  patients  were  in- 
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sufficient  in  number,  and  many  hospitals  had  long 
waiting  periods  for  admission.  Now  improvement  in 
the  drug  treatment  effectively  shortens  the  period  of 
symptomatic  illness  and  reduces  the  period  of  infec- 
tiousness. In  more  than  80  percent  of  the  cases 
proper  employment  of  antituberculous  drugs  will  ren- 
der the  patient  unable  to  transmit  the  disease  by  the 
end  of  the  third  treatment  month.  After  six  months, 
96  percent  of  patients  properly  treated  become  non- 
infectious. 

The  trend  towards  shortening  of  the  period  of  hos- 
pitalization has  made  possible  continued  treatment 
on  an  ambulatory  basis  in  the  offices  of  private  phy- 
sicians or  in  approved  outpatient  clinics.  When  pa- 
tients return  to  their  communities,  local  health  de- 
partments, working  closely  with  private  physicians, 
will  be  helpful  in  the  assurance  of  proper  follow-up  of 
all  cases.  However,  successful  treatment  of  the  aver- 
age patient  requires  at  least  24  months  of  drug  ther- 
apy in  order  to  prevent  a relapse. 

As  presently  established  under  the  Tuberculosis 
Control  Division,  the  program  provides  for  examina- 
tion for  tuberculosis  infection  of  all  pupils  in  the  first 
and  seventh  grades  of  the  public,  parochial,  and  pri- 
vate schools  in  Texas,  and  of  all  pupils  who  were 
transferred  to  such  schools  from  other  states  or 
counties.  Under  the  Child-Centered  Program,  all 
school  personnel  are  required  each  year  to  furnish  the 
governing  board  of  any  public  school  in  the  state, 
certificates  indicating  they  have  been  examined  for 
tuberculosis  within  120  days  prior  to  Sept.  1.  The 
certificate  must  be  signed  by  a licensed  medical  prac- 
titioner. Results  of  the  examination  are  to  be  fur- 
nished to  the  State  Board  of  Health  by  the  medical 
practitioner.  The  law  clearly  states  that  no  person 
shall  be  permitted  to  perform  his  duties  without  the 
certificate.  The  same  legislative  act  requires  a similar 
certificate  of  persons  seeking  to  perform  migratory 
labor  work  in  Texas. 

The  Tuberculosis  Control  Division  is  guided  in  its 


program  by  a 12-member  governor-appointed  advis- 
ory committee  known  as  the  Tuberculosis  Advisory 
Committee.  The  membership  includes  representatives 
from  Texas  Tuberculosis  Association,  Texas  Thoracic 
Society,  Texas  Hospital  Association,  and  Texas  Chap- 
ter, American  College  of  Chest  Physicians. 

Local  health  departments  can  be  expected  to  play 
an  increasingly  important  role  in  the  state-wide  tu- 
berculosis control  program.  Every  effort  will  be  made 
by  Tuberculosis  Control  Division  regional  staffs  to 
assist  local  health  departments  in  fulfilling  their  re- 
sponsibilities. Ultimately,  the  eradication  of  tubercu- 
losis in  Texas  will  depend  largely  on  the  degree  of 
effort  exerted  by  local  health  departments  in  securing 
the  full  support  of  physicians  and  of  all  other  citizens 
in  their  communities. 

Summary  and  Conclusions;  Thousands  of  new  active 
tuberculosis  cases  are  still  being  reported  in  Texas. 
Failure  to  discover  active  cases  perpetrates  and  fur- 
thers the  spread  of  this  common  infectious  disease. 
The  majority  of  cases  are  still  being  diagnosed  when 
they  are  moderately  or  far  advanced.  After  careful 
study.  Gov.  John  Connally’s  Committee  on  The  Eradi- 
cation of  Tuberculosis  in  Texas  in  1964  pointed  out 
the  weaknesses  in  the  existing  campaign  against  the 
disease  and  made  recommendations  for  improvement. 
Successful  implementation  of  these  recommendations 
could  result  in  the  ultimate  eradication  of  the  disease. 
Local  health  services  in  Texas  have  a major  role  in 
the  campaign  for  ultimate  tuberculosis  eradication. 
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IMMEDIATE,  PROFUSE  postpartum  bleeding  occur- 
ring during  and/or  following  the  third  stage  of  labor 
may  be  due  to  uterine  atony,  laceration  of  the  birth 
canal,  inversion  of  the  uterus,  ruptured  uterus,  clot- 
ting defect,  or  placenta  accreta. 

Following  is  the  attending  physician’s  account  of  a 
maternal  death  which  occurred  in  our  state  and  was 
reviewed  by  the  TMA  Committee  on  Maternal  Health 
earlier  this  year.  In  all  probability  the  death  resulted 
from  a ruptured  uterus. 

Case  Report:  The  patient  arrived  in  the  labor  room 
immediately  after  spontaneous  delivery  of  viable  in- 
fant. Delivery  was  precipitous  on  the  labor  bed,  and 
a large  quantity  of  clotted  blood  was  present.  The 
patient  complained  of  chills  and  was  given  10  units 
of  Pitocin  intramuscularly,  0.2  mg.  Methergine  intra- 
venously, and  1,000  cc.  normal  saline  was  started  in 
the  right  arm  with  20  units  of  Pitocin.  She  was  taken 
to  the  delivery  room  for  examination,  and  was  found 
to  have  a small  cervical  laceration  which  was  repaired 
with  000  chromic  suture.  Uterine  bleeding  continued 
at  a rapid  rate.  Type  and  crossmatch  for  3 units  of 
whole  blood,  hemoglobin  and  hematocrit  determina- 
tions were  ordered.  Another  physician  was  called  for 
assistance.  Poor  clotting  qualities  of  blood  were  noted, 
and  the  patient  was  given  1 unit  of  fibrinogen.  Her 
blood  pressure  was  dropping,  and  1 ampul  of  Vasoxyl 
was  added  to  the  present  intravenous  solution.  Cut 
down  was  established  in  each  ankle  and  the  uterus 
was  packed.  The  patient  began  to  vomit,  her  blood 
pressure  dropped,  and  3 units  of  whole  blood  was 
given  by  rapid  infusion.  Respiration  ceased  and  she 
had  no  detectable  heart  beat.  Adrenalin  (intracardiac) 
and  intravenously  with  Coramine  was  given  and  re- 
suscitative  and  closed  chest  cardiac  massage  were 
instituted.  Heart  beat  and  independent  respirations 
were  reestablished.  Shortly  thereafter,  respiration  and 
heart  beat  again  ceased  without  response  to  any  and 
all  resuscitative  measures.  The  patient  died  at  8:30 
p.m.,  two  and  one-half  hours  after  delivery. 


Comment:  Two  things  immediately  stand  out:  first, 
the  uterus  was  not  explored  and  second,  there  was  a 
two-and-one-half  hour  period  between  delivery  and 
death,  ample  time  in  which  to  make  a diagnosis  and 
remove  the  uterus  which  almost  assuredly  was  rup- 
tured. In  addition,  if  a clotting  defect  due  to  hypo- 
fibrinogenemia  did  exist,  1 unit  of  fibrinogen  was 
inadequate.  In  nearly  all  maternal  deaths  due  to  rup- 
tured uterus,  it  had  been  found  that  there  was  suffi- 
cient time  between  onset  of  hemorrhage  and  death 
to  have  prevented  that  maternal  death  had  the  diag- 
nosis been  considered  early  and  the  proper  steps 
taken. 

Space  does  not  permit  a full  consideration  of  all  of 
the  causes  we  have  listed,  but  the  following  steps 
should  be  taken  when  a physician  is  suddenly  faced 
with  a significant  amount  of  postpartum  bleeding: 

1.  Oxytocics  intravenously  and  an  infusion  using 
large  needle. 

2.  Type  and  crossmatch,  3-4  units;  obtain  fibrin- 
dex,  hemoglobin,  hematocrit,  platelet  values  and 
prothrombin  time  if  thrombin  time  is  normal;  tube  of 
blood  on  wall. 

3.  Evaluation  of  uterine  tone. 

4.  Removal  of  retained  placenta. 

5.  Careful  exploration  for  evidence  of  rupture  or 
accreta;  immediate  exploratory  laparotomy  if  rupture 
or  hemorrhage  from  accreta  is  present. 

6.  Repair  of  soft  tissue  lacerations. 

7.  Correction  of  clotting  defect  with  fibrinogen  or 
Amcar  (epsilon-amino-caproic  acid). 

8.  Reduction  of  inverted  uterus. 

9.  Exploratory  laparotomy. 

Number  one  allows  for  continuous  oxytocic  stimu- 
lation, a ready  route  for  transfusion  when  needed  and 
temporary  reduction  of  hypovolemia. 

Evaluation  of  uterine  tone  by  bimanual  examina- 
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tion  is  preferable  because  an  atonic  uterus  can  be 
pushed  out  of  the  pelvis,  kinking  uterine  vessels  with 
subsequent  myometrial  ischemia  and  contraction.  Im- 
mediate manual  removal  of  placenta  can  be  carried 
out  and  the  uterus  explored.  Here  we  will  detect, 
hopefully,  not  only  the  ruptured  uterus  but  also  the 
rare  but  potentially  dangerous  placenta  accreta.  The 
uterus  can  be  most  readily  compressed  and  mas- 
saged for  as  long  as  necessary  while  step  1 is  being 
instituted. 

If  bleeding  continues  although  the  uterus  remains 
contracted,  regardless  of  whether  rupture  is  thought 
to  have  been  ruled  out  or  has  been  diagnosed  as 
present,  quick  but  careful  examination  of  the  entire 
vagina  and  cervix  is  mandatory.  One  cannot  assume 
that  a uterine  rupture  is  the  only  source  of  bleeding 
especially  following  a difficult  or  traumatic  delivery. 
Bleeding  from  a vaginal  laceration  can  be  truly  exces- 
sive and  a hysterectomy,  especially  if  subtotal,  may 
be  inadequate  or  even  futile  if  the  injury  is  vaginal 
and  undiagnosed. 

During  the  foregoing  procedures  we  must  keep  in 
mind  a clotting  defect,  especially  if  there  has  been 
prolonged  intrauterine  fetal  death,  or  if  delivery  has 
followed  abruptio  placenta.  In  fact,  if  either  of  these 
conditions  preceded  delivery,  steps  should  have  been 
taken  earlier  to  avert  excessive  blood  loss,  fibrinogen 
depletion  having  been  corrected  and  whole  blood 
made  available.  Hypofibrinogenemia  requires  three 
and  probably  four  units  of  fibrinogen  as  an  initial 
dose.  Hypofibrinogenemia  may  also  follow  amniotic 
fluid  embolism.  Excessive  fibrinolytic  activity  may 
follow  hypofibrinogenemia  or  occur  concurrently,  and 
lysis  of  a clot  which  had  formed  in  the  test  tube 
under  observation  is  sufficient  evidence  of  excessive 
fibrinolysis. 

Reduction  of  an  inverted  uterus,  if  present,  takes 
priority  and  is  followed  or  accompanied  by  steps  1 


and  2.  It  requires  deep  (surgical)  anesthesia  for  com- 
plete relaxation,  even  in  the  face  of  developing  shock, 
and  attempts  to  reduce  it  before  relaxation  only  in- 
crease bleeding  and  shock.  As  relaxation  occurs  the 
firm  ring  palpated  deep  suprapubically  relaxes  as 
does  the  inverted  uterus  itself,  and  now  the  soft 
inverted  fundus  can  be  pushed  up  through  the  ring, 
completing  the  reduction. 

Lastly,  may  we  emphasize  again  that  when  uterine 
bleeding  is  due  to  a ruptured  uterus,  and  this  must 
be  strongly  suspected  even  when  not  diagnosed  if 
excessive  or  continued  bleeding  occurs  in  spite  of 
the  listed  measures,  then  there  is  only  one  treatment, 
and  that  is  laparotomy  with  repair  or  hysterectomy, 
probably  the  latter.  The  time  to  consider  rupture  of 
the  uterus,  however,  is  not  when  all  other  measures 
have  failed  but  as  soon  as  postpartum  hemorrhage 
occurs,  and  the  longer  it  takes  to  set  up  for  a hys- 
terectomy the  sooner  that  step  should  be  initiated, 
even  though  this  may  not  prove  necessary  subse- 
quently. A heavy  sandbag  across  the  abdominal  aorta 
may  help  to  cut  down  blood  loss  during  preparation 
for  surgery.  And,  we  must  bear  in  mind  that  internal 
hemorrhage  may  exceed  external  bleeding,  and  when 
there  is  evidence  of  shock  that  may  be  due  to  blood 
loss,  immediate  laparotomy  is  essential.  Abdominal 
exploration  will  disclose  the  source  of  bleeding  even 
in  such  rare  instances  as  rupture  of  a broad  ligament 
vessel. 

Finally,  what  patients  are  apt  to  have  uterine  rup- 
ture? (1)  The  grand  multiparas,  (2)  patients  who  have 
had  a difficult,  prolonged  labor  or  difficult  operative 
delivery  (particularly  version  and  extraction),  (3) 
those  who  have  had  previous  cesarean  section  or 
other  uterine  surgery,  even  so  minor  as  a postpartum 
curettage,  and  (4)  those  who  have  had  precipitous 
labor  and  Pitocin  induction  or  stimulation  of  labor. 

Dr.  Talty,  2000  Crawford,  Room  916,  Houston  77002. 


AS  A CAUSE  OF  MATERNAL  DEATH 

MATTHEW  H.  TALTY,  M.D. 

Report  of  a case  of  maternal  death  which 
probably  resulted  from  uterine  rupture 
serves  as  a reminder  of  the  seriousness 
of  postpartum  hemorrhage.  Included  in 
the  discussion  are  steps  to  be  taken 
when  postpartum  bleeding  occurs. 
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A six-year-old  boy  had  a four-year  history 
of  convulsions  associated  with  repeated 
bouts  of  hypoglycemia.  Cyanosis  at  birth 
had  been  treated  successfully,  as  had  a 
congenital  cataract  and  esophoria,  and 
the  child’s  development  had  been  nor- 
mal until  age  two,  when  the  first  convul- 
sion occurred. 

PRESENT  ILLNESS:  A six-year-old  boy  had  a convul- 
sion and  fever  which  were  associated  with  a prophy- 
lactic influenza  inoculation  the  previous  day. 

Past  History:  This  boy  was  known  to  have  had  re- 
peated episodes  of  hypoglycemia.  Aside  from  a con- 
genital cataract  of  the  left  eye  and  esophoria,  which 
were  later  operated  on,  the  boy  had  seemed  normal 
until  the  age  of  26  months,  when  he  had  a brief  tonic 
convulsion  and  was  brought  to  the  Fort  Huachuca 
Army  Hospital.  His  blood  glucose  level  at  that  time 
was  35  mg. /deciliter  (Folin-Wu).  He  was  treated  with 
7.5  gm.  of  intravenous  glucose  and  responded  imme- 
diately. One  week  after  discharge  another  convulsion 
occurred  which  was  successfully  treated  with  sugar 
water.  Ten  days  later  he  was  readmitted  to  the  hos- 
pital for  a controlled  fast.  After  19  hours,  a grand 
mal  seizure  had  occurred.  The  blood  glucose  level 
was  25  mg./dl.  and  the  seizure  responded  to  intra- 
venous glucose. 

He  was  transferred  to  William  Beaumont  General 
Hospital  for  evaluation  three  months  after  the  original 
convulsion.  Physical  examination  at  that  time  showed 
a chubby  two-year-old  boy  who  was  quite  irritable. 
There  was  a grade  1 systolic  murmur  at  the  left 
sternal  border  (subsequently  appearing  to  be  func- 
tional), and  esophoria  was  still  present. 

Family  History:  The  prenatal  and  obstetric  histories 
were  unremarkable.  The  father  previously  had  a lung 
removed  for  tuberculosis.  Three  older  siblings  were 
normal.  The  child  had  been  cyanotic  for  four  days 
after  birth,  and  this  had  been  successfully  treated 
with  oxygen. 

Laboratory  Data:  The  chest  and  skull  roentgeno- 


grams were  negative.  Protein-bound  iodine  was  6 
Hg./dl.;  urinalysis  and  complete  blood  count  were 
normal;  fasting  blood  glucose,  38  mg./dl.;  and  urinary 
11-oxysteroids  and  17-ketosteroids,  normal.  An  intra- 
venous glucose  tolerance  test  using  1 gm./kg.  body 
weight  showed  the  following  levels  of  blood  glucose: 
fasting,  80;  post  infusion,  180;  one-half  hour,  81;  one 
hour,  48;  two  hours,  52;  three  hours,  38;  and  four 
hours,  43  mg./dl.  An  eosinophil  count  prior  to  ACTH 
stimulation  was  132  cu.mm.;  after  75  U.S.P.  units  of 
repository  ACTH  no  eosinophils  were  seen.  Repeat 
glucose  tolerance  test  36  hours  after  ACTH  adminis- 
tration showed:  fasting  blood  sugar,  81;  post  infusion, 
100;  one-half  hour,  31.5;  one  hour,  77;  two  hours, 
132;  three  hours,  95;  four  hours,  86;  and  five  hours, 
77  mg./dl.  An  epinephrine  tolerance  test  showed  a 
fasting  blood  glucose  value  of  32  mg./dl.;  while  after 
epinephrine,  blood  glucose  was  41  mg./dl.  at  15,  30 
and  45  minutes. 

Subsequent  History:  He  did  fairly  well  over  the  next 
two  years,  but  suffered  at  least  20  grand  mal  seizures 
usually  associated  with  colds  or  sore  throats.  He  was 
irritable  but  not  deteriorating  physically.  IQ  test 
scores  were  in  the  low  normal  range.  Electroenceph- 
alograms were  always  normal. 

Hospital  Course:  On  admission  the  physical  exam- 
ination was  unchanged  except  for  the  discovery  of 
searching  nystagmus  of  the  left  eye.  It  was  decided 
that  control  of  his  hypoglycemic  condition  was  incom- 
plete and  that  he  should  have  tolbutamide  tolerance 
and  leucine  sensitivity  tests.  The  tolbutamide  curve 
was  low  and  flat,  while  the  leucine  failed  to  depress 
the  blood  glucose  below  50  percent  of  the  fasting 
value  and  was  therefore  considered  normal.  The  pa- 
tient was  discharged,  and  a daily  dose  of  5 mg. 
prednisone  was  prescribed.  He  had  one  hypoglycemic 
episode  associated  with  a beta  streptococcal  throat 
infection  two  weeks  after  discharge.  Bilateral  parotid 
swelling  occurred  two  weeks  after  this,  and  was  at- 
tributed to  mumps.  He  was  hospitalized  for  the  latter 
illness  on  a prophylactic  basis,  but  had  a mild  course. 
Results  of  lipase  and  amylase  studies  during  this 
illness  were  normal.  One  week  after  his  mumps  sub- 
sided, a second  tolbutamide  tolerance  test  was  per- 
formed and  confirmed  the  first.  Plasma  insulin-like 
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activity  rose  from  a fasting  level  of  139  units  to  263 
units  immediately  after  the  injection  of  tolbutamide 
and  rapidly  returned  to  basal  levels.  One  week  later, 
an  operation  was  performed. 

Clinical  Discussion:  Captain  Beale  Ong:  We  have  a 
most  interesting  case  to  discuss  today.  A six-year-old 
boy  had  a convulsion  associated  with  a fever  and 
prophylactic  influenza  inoculation.  This  brings  to  mind 
the  differential  diagnosis  of  convulsive  disorders  in 
childhood.  We  can  dispense  with  most  of  these  by 
reading  the  next  part  of  the  protocol,  which  states 
that  this  boy  was  known  to  have  repeated  episodes 
of  hypoglycemia.  Aside  from  a congenital  cataract, 
he  was  thought  to  be  normal  until  age  26  months. 
This  is  extremely  important,  because  it  excludes  or 
mitigates  against  many  of  the  possibilities  in  the  dif- 
ferential diagnosis  of  hypoglycemia.  We  would  want 
to  know  if  there  is  any  history  in  the  chart  of  immedi- 
ate perinatal  difficulties,  and  whether  the  child  was 
of  low  birth  weight. 

Voice:  This  child  weighed  6V2  lb.  at  birth,  and  had 
some  cyanosis  which  disappeared.  He  was  thoroughly 
evaluated  for  cardiac  abnormalities  several  times,  es- 
pecially after  his  first  convulsion. 

Capt.  Ong:  Then  he  had  no  seizures  as  a neonate. 

Voice:  That  is  correct. 

Capt.  Ong:  Developmentally  then,  he  was  normal 
up  to  age  26  months.  For  the  sake  of  completeness 
we  ought  to  mention  some  of  the  causes  of  hypo- 
glycemia in  the  neonatal  period.  The  first  are  the 
so-called  dysmature  infants,  or  infants  of  low  birth 
weight  for  their  gestational  age.  Also,  toxemia  and 
maternal  diabetes  are  causes  of  transient  hypogly- 
cemia in  the  baby.  In  the  latter  case  the  maternal 
blood  sugar  passes  the  placenta,  and  stimulates  the 
release  of  insulin  by  the  baby,  producing  a hypogly- 
cemic response.  Central  nervous  system  (CNS)  dam- 
age is  another  cause.  Recently,  CNS  damage  in  in- 
fants (for  example,  nonspecific  damage  due  to 
hemorrhage  in  the  area  of  the  third  ventricle)  has 
been  postulated  to  be  a cause  of  hypoglycemia. 

In  infants,  hypoglycemia  from  these  causes  is  usu- 
ally transient  and  fortunately  self-correcting.  Later, 


the  baby  establishes  homeostasis,  and  does  well  if 
there  has  not  been  CNS  damage.  Another  cause 
which  we  might  mention  here,  particularly  with  the 
history  of  cataract,  is  galactosemia  which  is  caused 
by  a deficiency  of  the  enzyme  galactose  1-phosphate 
uridyl  transferase.  This  enzyme  can  be  easily  meas- 
ured in  the  red  cell,  and  the  diagnosis  is  determined 
on  this  basis.  The  earliest  recognition  diagnostically 
is  the  passage  of  reducing  substance  in  the  urine. 
One  should  do  a Benedict’s  test  first,  and  then  follow 
with  a Clinitest  or  glucose  oxidase  test  to  find  out  if 
the  reducing  substance  is  glucose.  If  one  does  the 
Clinitest  first,  and  gets  a negative  result,  this  does 
not  rule  out  the  diagnosis  of  galactosemia.  Galacto- 
semia usually  causes  a profound  hypoglycemia  when 
the  infant  is  given  milk.  The  galactose  builds  up  in 
the  blood,  for  it  cannot  be  adequately  metabolized. 
Hepatomegaly,  jaundice,  dehydration,  vomiting  and 
failure  to  thrive  are  all  a part  of  this  syndrome.  The 
cataract  usually  develops  at  about  8 weeks  of  age, 
and  I am  not  aware  that  these  infants  are  ever  born 
with  congenital  cataracts.  The  other  thing  that  would 
be  a little  unusual  is  the  unilateral  appearance  of  the 
cataract,  although  it  is  true  that  unilateral  cataracts 
occur  in  rubella,  and  perhaps  they  could  be  unilateral 
in  galactosemia  as  well. 

Hereditary  fructose  intolerance  is  another  cause  of 
hypoglycemia  in  the  immediate  neonatal  period.  This 
often  presents  at  three  to  six  months  when  the  baby 
is  given  solid  food  containing  fructose,  which  causes 
jaundice,  vomiting  and  dehydration.  It  is  diagnosed 
with  an  intravenous  fructose  tolerance  test.  Mild 
cases  have  arisen  at  a later  age,  and  this  is  still  a 
possibility.  Children  who  have  later  onset  learn  to 
avoid  sweets,  which  contain  a good  deal  of  fructose. 

We  should  also  mention  the  glycogen  storage  dis- 
eases. These  usually  begin  early,  and  we  would  ex- 
pect to  see  some  evidence  of  the  disease  before  age 
two.  It  is  possible  that  amylopectinosis,  or  branching 
enzyme  defect,  might  be  mild  enough  not  to  show 
until  this  point.  But  certainly  the  classic  picture  with 
hepatomegaly,  diarrhea,  failure  to  thrive,  and  growth 
retardation  is  not  present.  In  the  glucose  6-phos- 
phorylase  or  hepatorenal  type,  we  might  see  xan- 
thomas in  the  skin,  and  have  evidence  of  hyper- 
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lipemia  or  hypercholesterolemia.  We  would  also  have 
intermittent  bouts  of  acidosis,  which  could  be  severe 
or  fatal.  The  other  types,  limit  dextrinosis  and 
“brancher”  defect  (amylopectinosis),  are  somewhat 
milder,  but  also  will  produce  hepatomegaly  through 
the  storage  of  abnormal  glycogen. 

There  is  also  a deficiency  of  hepatophosphorylase 
which  eventually  causes  hepatomegaly,  and  will  pro- 
duce hypoglycemia.  The  classic  McArdle’s  muscle 
phosphorylase  deficiency  and  cardiac  glycogenosis  do 
not  produce  hypoglycemia,  so  they  may  be  discarded. 

We  now  return  to  the  protocol,  and  see  that  when 
the  child  was  brought  to  the  Ft.  Huachuca  hospital, 
the  blood  sugar  was  35  mg./dl.  This  was  by  the 
Folin-Wu  method,  which  measures  reducing  substance 
and  is  not  specific  for  glucose.  It  would  be  good  to 
know  if  the  Somogyi  levels  were  obtained. 

Voice:  They  were  not.  If  they  had  been,  one  would 
assume  that  they  would  run  about  20  mg./dl.  lower, 
so  that  these  are  quite  low  levels. 

Capt.  Ong:  If  this  child  had  galactosemia  or  fruc- 
tosemia,  we  would  expect  much  higher  levels,  so 
these  conditions  are  virtually  ruled  out.  He  was  then 
treated  with  7.5  gm.  of  glucose  intravenously  and 
responded.  A week  later  he  received  treatment  with 
sugar,  intravenously,  and  was  discharged.  Ten  days 
later  he  was  readmitted,  and  was  fasted  for  19  hours. 
The  way  the  protocol  is  written,  one  wonders  if  he 
was  fasted  until  he  had  a fit;  this  was  used  as  the 
endpoint;  and  then  someone  measured  his  blood 
sugar.  I hope  that  is  not  the  way  that  it  was  carried 
out.  The  best  way  would  be  to  have  an  intravenous 
infusion  in,  and  monitor  the  glucose  every  half  hour. 
If  the  glucose  dropped  to  significant  levels,  say  below 
40,  one  should  use  that  rather  than  the  convulsion  as 
the  endpoint.  I don’t  infer  that  this  was  the  case,  but 
only  point  out  that  would  not  be  the  proper  way  to 
conduct  the  test.  We  also  wonder  if  he  had  a cerebro- 
spinal fluid  examination  at  that  time. 

Voice:  Yes  he  did,  and  aside  from  the  glucose, 
which  was  very  low,  the  CSF  was  normal. 

Capt.  Ong:  He  was  then  transferred  to  WBGH,  and 
at  that  time  he  was  a chubby  two-year-old  who  was 
irritable.  I am  sure  that  he  was  irritable.  Any  two- 
year-old  having  diagnostic  tests  has  a right  to  be 
irritable.  Chubbiness  is  an  elusive  term.  But  that  is 
about  all  we  have  on  the  physical  exam.  What  was 
his  size?  Was  he  a dwarf? 

Voice:  This  child  was  in  my  daughter’s  class  in 
second  grade,  and  at  that  time  he  was  in  the  middle 
of  the  class  for  size.  He  was  no  longer  chubby.  I 
would  therefore  assume  that  he  was  of  about  average 
size  at  age  two.  Certainly  he  was  no  dwarf. 

Capt.  Ong:  I think  this  is  important  to  know. 


There  is  no  overt  growth  retardation.  Did  he  have  any 
hepatosplenomegaly,  poor  muscle  tone  or  jaundice? 

Voice:  No  to  all  questions. 

Capt.  Ong:  This  is  encouraging,  pointing  away 
from  galactosemia,  fructosemia,  and  all  of  the  glyco- 
gen storage  diseases.  We  are  also  told  in  the  family 
history  that  the  father  had  a bout  of  tuberculosis.  I 
can’t  make  much  out  of  this,  other  than  to  mention 
Addison’s  disease,  secondary  to  tuberculosis,  which 
would  be  going  out  on  the  limb.  We  are  also  told  that 
the  child  had  cyanosis  for  four  days  after  birth.  It  is 
interesting  in  that  in  several  series,  children  with 
hypoglycemia  with  onset  after  age  one  year  had  a 
high  incidence  of  perinatal  difficulties.  Children  with 
onset  earlier  had  no  such  difficulties.  Thus,  if  this  is 
a full  term  baby,  and  we  can’t  pass  cyanosis  off  as 
respiratory  distress,  it  becomes  significant. 

Now  we  come  to  a plethora  of  laboratory  data.  A 
chest  x-ray  and  skull  series  are  normal.  The  latter  are 
important  because  of  the  possibility  of  a CNS  tumor, 
which  might  show  calcification  or  separation  of  the 
sutures  secondary  to  increased  intracranial  pressure. 
We  are  told  that  fasting  blood  sugar  is  38,  which  is 
low,  and  that  the  urinalysis  and  complete  blood 
count  are  negative.  We  learn  that  the  17-hydroxys- 
teriods  and  ketosteroids  are  normal.  If  they  are  ele- 
vated, we  could  recognize  the  elevation.  I am  not 
sure  that  we  could  recognize  if  they  were  depressed 
at  age  2i/2-  What  we  would  look  for  is  depressed 
adrenal  or  pituitary  function,  and  I don’t  think  that 
these  steroids  help  us.  Were  serum  electrolyte  values 
determined? 

Voice:  Yes,  sodium  and  potassium  were  normal. 

Capt.  Ong:  I don’t  know  if  plasma  cortisols  were 
done  at  that  time,  but  that  is  something  else  which 
we  would  use  now  to  assay  for  adrenal  function.  The 
eosinophil  response  to  ACTH  was  used  and  found  to 
be  normal.  A further  check  on  the  pituitary  axis  was 
normal  protein  bound  iodine  for  thyroid  function.  We 
have  no  somatotropic  hormone  assay.  Of  course  a 
Metopirone  test  might  have  been  helpful.  Metopirone 
blocks  11-hydroxylation  and  increases  the  amount  of 
ACTH  output,  thus  increasing  the  steroid  output.  In 
summary,  we  have  no  evidence  of  adrenal  or  pitui- 
tary dysfunction. 

I think  here  we  would  also  like  to  know  something 
about  the  liver.  We  have  no  positive  history  but 
should  mention  here  that  severe  hypoglycemia  occurs 
in  hepatitis,  ingestion  of  phosphorus,  tolbutamide, 
etc.  Were  any  liver  function  tests  done? 

Voice:  Alkaline  phosphatase,  bilirubin,  and  SCOT, 
SGPT  were  normal. 

Capt.  Ong:  Now  we  can  go  to  the  intravenous  glu- 
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cose  tolerance  test.  It  went  to  180  mg./dl.  and  then 
fell  to  a low  level,  and  at  4 hours  was  43  mg./dl.  As 
to  specific  etiology,  I don’t  think  the  tolerance  test  is 
diagnostic.  The  epinephrine  test  is  used  to  demon- 
strate glycogenolysis  from  the  liver  in  the  production 
of  glucose.  In  the  glycogen  storage  problems,  we 
would  expect  a flat  response.  Here  there  is  somewhat 
flat  response.  We  would  like  a doubling  of  the  level, 
but  didn’t  get  it.  One  of  the  things  which  would  cause 
this  is  that  the  patient  is  fasted  so  long  that  the  liver 
glycogen  is  completely  depleted.  This  prevents  a 
proper  response.  Do  we  have  any  knowledge  of  this 
problem? 

Voice:  The  test  was  done  in  the  morning  after  an 
overnight  fast. 

Capf.  Ong:  Fasting  and  depletion  of  liver  glycogen 
is  the  most  likely  explanation.  Was  a glucagon  test 
done? 

Voice:  No. 

Capt.  Ong:  The  patient  was  discharged,  and  did 
fairly  well  over  the  next  two  years,  having  only  20 
convulsions.  That  depends  on  what  we  call  doing 
fairly  well.  He  did  have  20  seizures,  apparently  all 
associated  with  fever.  The  low  normal  IQ  is  important. 
With  this  late  onset,  he  had  a very  good  chance  for  a 
normal  IQ.  If  the  onset  had  been  under  a year,  the 
chances  of  turning  out  that  way  would  have  been 
much  less.  The  EEC  is  normal,  which  doesn’t  add 
anything  one  way  or  the  other.  With  fits  due  to 
ketosis  after  emotional  upset,  or  some  febrile  illness, 
the  blood  sugar  drops  precipitously,  and  actual  seiz- 
ures are  not  common.  The  ketosis  makes  them  seem 
to  be  hypoglycemics;  but  ketosis  convulsions  are 
intermittent  and  are  unlikely. 

On  readmission  we  are  told  about  some  searching 
nystagmus:  this  is  probably  on  both  sides,  and  may 
indicate  the  searching  nystagmus  of  decreased  vision. 
He  was  given  a tolbutamide  test.  This  showed  quite 
a drop  in  glucose,  and  it  stayed  down.  This  is  diag- 
nostic of  hypoglycemia,  and  that  is  about  all.  He  was 
also  found  not  to  be  sensitive  to  leucine.  In  order  to 
be  sensitive  to  leucine,  we  should  find  more  than  a 
50  percent  drop,  and  this  did  not  occur.  But  60 
percent  of  hypoglycemic  children  are  leucine-sensi- 
tive, so  he  is  in  the  40  percent  group.  This  again  is 
not  specific,  for  there  are  various  etiologies  for  this 
finding.  Originally,  leucine  sensitivity  was  thought  to 
be  a specific  entity,  but  this  is  not  so.  Of  interest  is 
that  isoleucine  also  triggers  hypoglycemia,  but  the 
third  branched  chain  amino  acid,  valine,  does  not. 

The  patient  was  discharged,  and  5 mg.  of  predni- 
sone was  prescribed.  He  had  one  episode  associated 
with  Streptococcus  infection,  and  what  sounds  like 
mumps.  With  good  clinical  criteria,  mumps  is  still 
mumps,  even  with  a negative  lipase  and  amylase.  He 


was  then  given  a second  tolbutamide  tolerance  test, 
which  confirmed  the  first.  The  plasma  insulin-like  ac- 
tivity rose.  What  do  these  levels  mean? 

Voice:  They  are  slightly  elevated  for  the  age,  but 
they  are  the  rat  fat  pad  assay,  and  not  the  im- 
munoassay, and  thus  are  nonspecific. 

Capt.  Ong:  It  would  have  been  nice  to  know  the 
immunoreactive  level  in  the  fasting  state.  There  might 
be  an  insulinoma.  Insulinomas  are  rare;  there  are 
only  40  or  50  cases  in  the  pediatric  literature.  They 
occur  even  in  newborn  babies,  and  cause  refractory 
hypoglycemic  fits.  There  is  no  absolutely  certain  diag- 
nostic test.  Another  diagnostic  possibility  is  hyper- 
plasia of  the  islets.  This  was  reported  in  9 of  29 
children  in  one  large  series  of  children  who  had  pan- 
createctomies performed.  The  other  20  had  normal 
pancreata.  In  most  series,  normal  pancreas  is  the 
finding.  The  other  possibility  is  alpha  cell  deficiency, 
described  by  McQuery,  in  a brother  and  sister.  1 don’t 
think  that  it  has  been  described  since  that  time,  and 
there  is  a question  whether  it  might  have  been  a 
problem  in  staining  the  alpha  cells,  actually  an  arti- 
fact. This  brings  us  to  the  diagnosis  of  idiopathic 
hypoglycemia,  and  this  is  about  as  far  as  we  are 
going  to  get.  There  have  been  several  recent  good 
reviews,  and  all  authors  point  out  that  there  is  no 
combination  of  tests  that  will  make  the  diagnosis. 
The  true  plasma  insulin  assay  in  the  fasting  state  has 
not  been  applied  to  a pediatric  patient  with  an  islet 
adenoma. 

Voice:  But  it  has  been  applied  to  children  with  the 
idiopathic  type  of  hypoglycemia  and  the  values  are 
higher,  lower,  or  normal,  so  that  it  would  appear 
unlikely  to  be  diagnostic  of  adenoma. 

Capt.  Ong:  Exactly.  So  the  approach  to  the  prob- 
lem is  pragmatic.  At  this  point  the  patient  had  a 
laparotomy.  My  guess  is  that  no  adenoma  was  found, 
and  that  the  pancreas  was  normal.  From  the  statistics 
cited,  the  child  should  have  done  well  postoperatively. 

1 would  guess  that  he  is  cured  of  his  hypoglycemia 
without  any  sequelae. 

Pathologic  Findings:  Lt.  Col.  Burdick:  Capt.  Ong  is 
correct  in  his  supposition  that  the  operation  per- 
formed was  a pancreatectomy.  Approximately  70  per- 
cent of  the  total  pancreatic  mass  was  resected.  The 
patient  tolerated  the  procedure  well  and  had  a 
smooth  postoperative  course.  The  white  blood  count 
during  surgery  rose  to  32,000  ml.  with  75  percent 
neutrophils,  but  within  a week  returned  to  normal. 
Other  hematological,  pancreatic  function,  and  electro- 
lyte parameters  were  followed  meticulously  during  the 
postoperative  course  and  showed  no  abnormalities. 
The  blood  glucose  ranged  between  65  and  100 
mg./dl.  without  supplementation.  Steroids  were  ta- 
pered and  the  patient  felt  well  and  was  discharged 
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Fig.  1.  Lipid  bodies  in  an  islet  cell.  Although 
this  cell  is  poorly  granular,  well  defined 
crystalloids  are  present,  and  mark  it  as  a 
beta  cell.  X 14,000. 


Fig.  2.  Parallel  layers  of  cytoplasmic  mem- 
branes (rough  endoplasmic  reticulum)  and 
a large  mitochondrion  typify  cytoplasm  of 
pancreatic  acinar  cells.  The  cell  in  the  upper 
right  corner  is  an  alpha  cell;  its  granules  are 
small  and  dark  and  are  surrounded  by  a 
small  halo.  The  parallel  membranes  in  this 
alpha  cell  are  associated  with  small  vacuoles, 
and  are  probably  the  Golgi  apparatus.  X 
18,800. 


with  no  medications  17  days  after  surgery.  During 
the  two  years  since  surgery  he  has  had  no  convul- 
sions, and  both  his  mother  and  his  pediatricians  feel 
there  is  improvement  in  the  behavior  and  intellectual 
functions. 

Because  of  the  interest  in  this  case,  the  surgical 
specimen  was  examined  with  great  care.  It  was  sec- 
tioned at  1 mm.  intervals  and  examined  for  islet  cell 
tumor.  No  islet  cell  tumor  or  islet  cell  hyperplasia 
was  found.  We  also  prepared  specimens  for  electron 
microscopy. 

By  electron  microscopy  the  cells  of  the  islets  of 
Langerhans  were  easily  distinguished  from  acinar 
cells.  The  zymogen  granules  of  the  acinar  cells  were 
much  larger  than  islet  granules.  Islet  cells  often  con- 
tain lipid  bodies,  characterized  by  large,  dense  stain- 
ing and  clear  vacuoles  (Fig.  1).  The  basilar  cytoplasm 
of  the  acinar  cells  contains  parallel  layers  of  cytoplas- 
mic membranes,  also  known  as  rough  endoplasmic 
reticulum  or  plasmic  sacs  (Fig.  2). 

Beta  cells  and  alpha  cells  could  generally  be  told 
apart  with  ease  but  occasionally  only  with  difficulty. 
Distinctive  beta  cells  had  a light  cytoplasmic  matrix, 
irregular  mitochondria,  a few  ribosomes  and  numer- 
ous characteristic  granules.  These  beta  granules  were 
enclosed  by  a single,  well  defined  membrane  and 
either  contained  one  to  eight  crystalloids  of  square 
or  rectangular  shape,  or  had  a large  clear  halo  about 
a round  granule  of  moderate  to  marked  electron 
sensitivity  (Fig.  3).  The  beta  granules  were  200  to 
250  m.u.  in  diameter.  Nuclei  were  not  distinct  either 


in  the  beta  or  the  alpha  cells.  Alpha  cells  had  clear 
halos  about  granules  which  were  smaller  and  denser 
than  the  beta  granules  (Fig.  2).  In  both  types  of 
granular  cell,  the  Golgi  apparatus  was  of  perinuclear 
grouping  of  parallel  membranes  and  tiny  vesicles. 

The  remaining  cells  were  of  two  types.  Most  promi- 
nent of  these  cells  were  the  poorly  granular  beta  cells 
(Fig.  4).  These  were  typified  by  decrease  in  the  num- 
ber of  beta  granules  and  an  increase  in  ribosomes 
and  mitochondria.  These  somewhat  irregular  and 
large  mitochondria  show  a tendency  to  group  within 
a loose  cytoplasm.  The  final  cell  type  was  ovoid  with 
an  unremarkable  nucleus.  The  cytoplasm  was  filled 
with  distinctive  granules  (Fig.  5).  These  had  irregu- 
larly round  limiting  membranes  enclosing  fine  parti- 
cles of  the  size  and  electron  density  of  ribosomes.  In 
some  granules  these  particles  appeared  to  be  aggre- 
gated, forming  successively  denser  bodies.  In  the 
earliest  stages  of  aggregation,  the  granules  were 
found  and  about  of  electron  density  of  beta  cells. 
The  typical  large  beta  cell  halo  was  absent. 

After  reviewing  the  ultrastructure  literature  and  cor- 
relating our  findings  with  those  of  other  investigators, 
we  have  come  to  the  conclusion  that  in  this  case  the 
pancreas  by  all  examinations  was  normal.  When  we 
first  saw  the  occurrence  within  membrane-limited 
bodies  of  some  cells  with  groups  of  particles  which 
were  crystalline,  we  thought  that  it  was  a previously 
undescribed  finding,  and  represented  an  abnormality. 
However,  the  change  from  methacrylate  to  Epon 
embedding  apparently  yields  this  crystallization,  and 
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Fig.  3.  Some  beta  cells,  as  in  the  center  oj 
this  picture,  contain  rectangular  crystalloids. 
Others,  such  as  the  cell  in  the  lower  right 
corner,  have  round  granules  of  moderately 
great  density.  The  cell  at  the  upper  left  may 
be  a transition  form,  while  the  cell  at  the 
lower  left  is  a poorly  granular  form.  X 
14,700. 


it  has  been  described  recently  in  examinations  of 
pancreas  unassociated  with  hypoglycemia. 

We  did  consider  that  possibly  the  granules  might 
represent  crystalline  insulin,  it  was  true  that  the  in- 
sulin-like activity  of  the  blood  was  somewhat  elevated. 
We  therefore  picked  a vertebrate,  a chicken,  which 
normally  has  crystalline  bodies  within  the  beta  cells, 
and  attempted  to  stimulate  the  chicken  with  both 
glucose  feeding  and  tolbutamide,  hoping  to  demon- 
strate degranulation  of  the  pancreas.  Under  both 
stresses  the  crystals  remained  unchanged.  This  type 
of  study  has  been  carried  out  by  others  in  the  rat, 
where  degranulation  does  occur  and  is  called  emio- 
cytosis.-i 

In  summary,  we  have  a six-year-old  with  a four- 
year  history  of  convulsions  due  to  idiopathic  hypo- 
glycemia of  childhood  who  appeared  to  have  been 
cured  by  resection  of  70  percent  of  the  pancreas. 
Light  and  electron-microscopy  of  the  islet  cells 
showed  crystalloids  in  the  beta  cells  and  the  pan- 
creas was  considered  to  be  normal. 
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Fig.  4.  A group  of  poorly  granular  beta  cells 
have  large,  irregular  mitochondria,  some 
ribosome  granules,  a few  beta  granules  and 
an  occasional  lipoid  granule.  The  dark  thick- 
ening at  the  cell  borders  is  a desmosome. 
X 2,120. 
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Fig.  5.  In  some  cells  the  cytoplasm  is  typi- 
fied by  membrane-limited,  bunched  gran- 
ules of  tJte  size  and  electron  density  of  ribo- 
somes. Many  of  these  membrane-limited 
bodies  also  have  larger  granules  in  them 
which  appear  to  be  formed  by  aggregations 
of  the  smaller  granules.  The  arrow  marks 
the  cells  with  a fine  intracytoplasmic  mem- 
brane associated  with  its  granules.  The  cell 
at  the  bottom  of  the  micrograph  contains 
beta  cell  crystalloids.  X 18.800. 
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Opinion:  The  economics  of  medicine  is 
tangled  with  elements  which  have  little 
to  do  with  patient  care,  but  are  en- 
meshed in  a system  where  rapid  change 
and  strong  conflict  often  obscure  the 
patient’s  needs.  Medical  care  costs  mon- 
ey and  somebody  has  to  pay.  Only  if  the 
patient  and  his  disease  fit  the  system 
will  the  system  come  to  his  aid.  The 
author  proposes  a system  of  financing 
medical  care  which  can  be  tailored  for 
the  individual,  preserve  traditional  rela- 
tionships, and  permit  optimum  care  for 
all  citizens. 

WE  ARE  IN  THE  MIDST  of  rapid  and  profound 
changes  in  the  relationship  of  patient  and  doctor, 
citizen  and  government,  insured  and  medical  finan- 
cial organization.  There  are  many  problems  to  be  re- 
solved but  there  is  also  a deep  conflict  in  the  basic 
beliefs.  The  problem,  simply  stated,  is  that  at  the 
one  extreme  is  the  doctor-patient  relationship  as  a 
contractual  agreement  unrelated  to  the  financial 
structure  or  government,  and  at  the  other  extreme  is 
the  assumption  of  adequate  medical  care  as  a right 
of  citizenship  in  a prosperous  society.  Both  extremes 
have  valid  reason  for  their  existence.  It  has  been 
falsely  assumed  that  the  extremes  are  mutually  con- 
tradictory. With  careful  planning,  both  goals  can  be 
accomplished  without  compromising  the  essentials  of 
good  medicine  or  of  good  government.  The  solution 
helps  those  who  need  help  without  requiring  a loss  of 
freedom  or  initiative.  It  will  not  encourage  dependency 
or  over-utilization  of  medical  facilities. 

Let  us  consider  some  of  the  problems  from  various 
points  of  view.  I will  not  attempt  to  discuss  personal 
motivation  from  the  selfish  point  of  view  of  people  in- 
volved in  the  various  roles.  Rather,  I accept  this  as  a 


fact  of  life  which  will  not  be  changed.  Therefore,  let 
us  proceed  to  our  first  concern;  the  patient. 

The  Patient  is  a person  who  is  ill.  To  re- 
store and  maintain  his  health  is  the  goal 
of  the  whole  medical  and  medical  econom- 
ic structure.  When  someone  is  ill  and  in 
trouble,  he  seeks  help,  and  if  the  financial  structure 
requires  (as  it  frequently  does)  that  he  enter  a hospi- 
tal to  receive  adequate  help,  he  will  do  so.  After  he  is 
better  and  goes  home,  he  has  incurred  not  only  hos- 
pital bills  but  also  drug  and  one  or  more  doctor  bills. 
These  are  theoretically  all  on  the  30-day  open  account. 

Unless  he  is  exceptionally  prosperous  or  has 
planned  well,  he  cannot  pay  all  the  bills.  He  has  been 
offered  no  mechanism  for  paying  them  except  the 
prepaid  health  care  plan  which  does  not  and  should 
not  include  all  the  expenses.  In  most  other  phases  of 
life,  this  person  has  been  offered  an  easy  payment 
plan  for  everything  from  necessities  to  luxuries.  But 
not  in  medicine. 

Another  problem  is  with  people  who  have  more 
serious  illnesses  which  exclude  them  from  partici- 
pating even  in  the  prepayment  plan.  Unless  they  have 
a specific  illness  for  which  care  has  been  provided  by 
the  government,  they  have  to  be  indigent  in  order  to 
get  help. 

Under  socialized  medicine,  medical  personnel  are 
literally  worked  to  degradation  by  over-utilization.  And 
the  physician  is  gradually  placed  in  the  position  of 
having  to  prove  to  the  more  persistent  patient  that 
he  is  not  ill. 

Why  is  it  this  way?  All  of  us  want  good  health  and 
want  to  live.  Since  we  will  all  be  ill  and  we  will  all 
die,  our  demands  for  medical  care  can  never  be  com- 
pletely met.  Yet,  the  role  of  patient  cannot  be  made 
too  comfortable,  lest  it  retard  and  even  prevent  an 
individual  from  returning  to  health. 

Let  us  consider  the  facts  of  medical  care.  People 
in  the  United  States  live  longer  with  less  disability  as 
a result  of  modern  medical  care;  20  years  have  been 
added  to  life  expectancy  in  the  past  60  years.  For 
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longer  life,  the  price  is  and  must  continue  to  be  paid. 
This  price  is  in  money,  but  truly  represents  the  work 
and  effort  of  doctors  and  nurses,  pharmacists,  drug 
companies,  wholesalers,  retailers,  medical  supply 
companies,  hospitals,  clinics,  researchers,  and  all  the 
people  who  teach,  build,  and  supply  these  compo- 
nents. When  this  price  is  no  longer  paid,  the  facilities 
will  no  longer  be  available  and  life  expectancy  will 
decline.  So  we  will  pay  the  price.  The  question  is 
which  mechanism  we  shall  use  to  pay  it. 

There  is  a changing  attitude  in  medical  care  and 
insurance.  One  generation’s  miracle  is  the  next  gen- 
eration’s commonplace  and  the  subsequent  genera- 
tion’s right,  or  so  our  feelings  go  in  contrast  to  the 
facts.  Fifty  years  ago  a car  was  a luxury;  20  years 
ago  it  was  a commonplace  and  now  it  is  almost  a 
right  of  most  individuals.  The  fact  is,  you  still  cannot 
have  a car  unless  you  pay  for  it.  Medical  care  is  the 
same  way,  except  in  our  concern  for  our  fellow  man 
we  cannot  and  do  not  say,  “You  can  have  no  medical 
care  unless  you  pay  for  it.”  We  say,  “You  will  be 
cared  for  through  channels  and  facilities  in  the  city, 
county,  state,  and  national  government.”  If  the  pa- 
tient does  not  pay  for  his  care,  it  is  still  not  free.  It 
is  paid  for  by  those  who  can  pay  for  it,  or  else  by 
time  and  effort  of  those  who  administer  the  care. 
Nevertheless,  it  is  paid  for  as  surely  as  the  car. 

If  prepaid  car  insurance  guaranteeing  each  policy- 
owner a new  car  every  three  years  were  the  accepted 
form  of  car  financing,  more  expensive  cars  would  be 
purchased.  A committee  of  car  salesmen  to  control 
buying  utilization  would  not  be  successful,  nor  would 
the  answer  be  for  the  government,  through  taxes,  to 
supply  everyone  with  a compact  car. 

Ultimately,  the  patient  pays  the  bill.  He  pays  it 
directly,  to  the  insurance  company,  or  by  taxes.  We 
need  to  find  the  most  efficient  way  to  pay  it. 

A The  Doctor  is  one  of  a team  of  physicians 
who  is  trained  to  help  a person  maintain 
good  health,  and  to  help  a patient  return 
to  good  health  if  possible.  If  not,  he  gives 
comfort  and  relief. 


With  the  explosion  in  medical  knowledge  and  spe- 
cialized training  and  techniques,  the  physician  (not 
to  mention  the  patient)  has  been  bewildered  to  an 
extent  about  the  responsibility  and  judgment  of  value 
about  the  various  aspects  of  health. 

Each  physician  considers  his  branch  to  be  in  the 
upper  realm  of  importance  or  he  wouldn’t  have 
chosen  it.  This  has  been  sharply  focused  on  by  the 
nonmedical  diagnostic  evaluation  by  the  Millis  Com- 
mission. The  patient,  rather  than  his  disease,  is 
brought  to  the  forefront.  The  total,  individually  ori- 
ented patient  care  is  recommended  as  the  first  con- 
cern. 

From  an  economic  point  of  view,  the  charity  pa- 
tient is  becoming  a thing  of  the  past.  This  is  good  in 
that  a charity  patient  is  seldom  able  to  develop  a 
real  doctor-patient  relationship  because  he  cannot  al- 
ways see  the  same  physician.  However,  the  loss  of 
charity  patients  also  deprives  the  doctor  of  the  ful- 
fillment of  his  need  and  of  the  privilege  of  giving  to 
people. 

From  another  economic  view,  when  the  physician 
works  for  a central  agency,  the  patient  becomes  a 
product  rather  than  the  principal.  The  great  value  of 
private  practice  is  that  the  patient,  by  economic  lev- 
erage, is  and  remains  the  boss.  When  he  is  not  satis- 
fied with  his  treatment,  he  changes  doctors.  It  is  the 
most  difficult  and  demanding  medicine  to  practice, 
but  it  is  also  the  best. 

The  physician  works  longer  and  harder  in  private 
practice  because  of  a personal  relationship  and  a 
feeling  of  responsibility  to  “my”  patient  as  well  as  an 
economic  necessity.  Most  private  physicians  object  to 
socialized  medicine  because  they  see  in  it  an  end  to 
this  relation  in  medical  practice.  However,  it  can  be, 
and  there  are  good  signs  that  it  will  be,  preserved. 
The  Individual  Responsibility  Plan  (IRP)  that  was 
passed  by  the  House  of  Delegates  of  the  A.M.A., 
where  the  financial  structure  supports  the  patient  in 
his  contractual  agreement  with  the  physician,  is  a 
giant  step  in  the  right  direction.  This  contrasts  with 
the  financial  structure  as  the  third  party  in  between. 
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as  it  recently  has  become.  Dr.  Charles  Hudson  as- 
sures me  that  the  upper  men  in  the  Department  of 
Health,  Education  and  Welfare  believe  in  the  advisa- 
bility of  maintaining  this  doctor-patient  contractual 
agreement  relationship. 


Doctor-Patient  Relation- 
ship: This  is  as  real  as 
the  sunrise  and  as  diffi- 
cult to  describe.  I have 
read,  and  believe  it  to  be  a fact,  that  this  can  be  the 
closest  relationship  bet\ween  people  except  for  mar- 
riage. As  with  any  human  relationship,  a one-sided  ar- 
rangement is  untenable.  In  private  practice,  there  is  a 
contractual  agreement  in  which  the  doctor  contributes 
his  efforts  and  knowledge  in  the  patient's  behalf  and 
the  patient  contributes  his  confidence  and  financial 
remuneration.  It  is  essential  that  something  be  de- 
manded of  the  patient  as  well  as  the  physician. 
Human  nature  requires  this  in  all  meaningful  rela- 
tionships. The  two-way  doctor-patient  relationship  is 
destroyed  by  a socialistic  system  that  places  itself  in 
between  the  doctor  and  the  patient.  The  financial 
social  structure  can  be  built  so  it  supports  the  pa- 
tient in  this  relationship. 

No  matter  what  great  strides  are  made  in  medicine, 
only  people  can  administer  this  knowledge  in  a mean- 
ingful manner  to  patients.  Medicine  can  be  practiced 
only  on  a person-to-person  relationship.  We  “solved” 
the  drinking  problem  once  by  passing  the  18th 
Amendment  to  the  Constitution.  The  federal  govern- 
ment “solved”  the  smoking  problem  by  getting  out  a 
detailed  report.  Smoking  and  Health.  The  only  thing 
wrong  is  that  these  methods  don’t  work.  It  takes  a 
physician  who  has  a meaningful  relation  with  a pa- 
tient to  put  changes  for  him  in  a realistic  frame.  So, 
even  if  an  answer  is  available,  unless  it  is  communi- 
cated and  put  in  context  with  the  patient’s  life  it  will 
not  help.  That  is  why  it  is  so  essential  that  the  pri- 
vate practice  of  medicine  be  preserved. 


Medical-Financial  Structures:  I will  not  go 
into  the  reasons,  excuses,  or  necessities 
of  our  present  medical  financial  structure, 
but  I will  offer  reasons  for  change. 


“Let  the  Buyer  Beware”  was  the  slogan  of  trade  in 
the  past.  It  has  been  perhaps  100  years  since  Gim- 
bel’s  and  Wanamaker’s  were  considered  “touched 
with  insanity”  to  consider  their  customer’s  best  inter- 
est first:  “Satisfaction  guaranteed  or  your  money 
back.  ’ They  prospered,  and  the  principle  has  become 


the  accepted  form  of  business  as  we  know  it  today. 
This  is  not  true  for  the  health  insurance  industry.  The 
best  interests  of  the  patients  have  not  been  served.  I 
wish  to  consider  the  health  insurance  industries  and 
Blue  Cross-Blue  Shield  together  as  the  medical-finan- 
cial structure.  I see  little  difference  between  excess 
revenue  that  is  called  “profit”  by  insurance  compa- 
nies and  “overhead”  by  nonprofit  organizations.  This 
revenue  is  still  used  to  pay  executives  a generous 
salary  and  build  a large  building.  It  is  the  cost  of 
doing  business. 

Insurance  basically  is  a group  of  people  pooling 
their  money  so  that  when  disaster  strikes,  a member 
of  that  group  will  not  be  overwhelmed.  The  other 
members  of  the  group  will  help  share  the  disaster. 
The  reason  for  joining  and  paying  is  not  only  a con- 
cern for  your  fellow  man,  but  also  a realization  that 
you  may  be  the  one  who  is  struck.  Nevertheless,  in- 
surance does  not  create  money  since  administrative 
costs — offices,  clerks,  salesmen,  computers — must  be 
subtracted.  Payments  to  individual  members  inevi- 
tably are  less  than  the  total  paid  into  the  group. 

Insurance  companies  base  their  policies  on  good 
health.  But  the  time  is  long  past  when  the  indigent 
aged  and  ill  are  left  to  die  alongside  the  trail.  In  our 
society,  the  productive  individuals  pay  for  the  care 
of  those  who  are  not.  This  brings  about  an  anoma- 
lous situation:  as  insurers,  we  are  careful  to  weed  out 
bad  risks;  as  citizens,  we  tax  ourselves  to  pay  for  the 
care  of  these  same  bad  risks;  and  finally,  as  members 
of  church  or  civic  organizations,  we  take  the  time 
and  trouble  to  assist  those  who  are  rejected  by  other 
agencies. 

In  actual  practice,  insurance  has  subtly  become 
prepaid  medical  care  rather  than  insurance  against 
disaster.  In  fact,  those  who  need  insurance  most  can- 
not buy  it  because  they  are  bad  risks.  When  a third 
party  assumes  responsibility  for  the  cost  of  medical 
treatment  and  care,  over-utilization  is  inevitable.  The 
lengthy  stay  and  exorbitant  cost  of  treatment  in 
Veterans  Administration  hospitals  are  notorious.  And 
in  England,  excessive  use  of  free  medical  services 
prompted  the  British  Medical  Association  last  year  to 
approve  a resolution  asking  that  patients  be  assessed 
a nominal  fee  for  consultations. 

Another  facet  of  the  financial  difficulties  as  re- 
cently reported  by  the  President’s  council  on  medical 
care  stated,  “At  present,  hospitals  have  inadequate 
incentive  to  be  efficient.  They  are  not  under  signifi- 
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cant  pressure  from  patients,  because  a substantial 
part  of  the  patient’s  bills  are  paid  by  a third  party.” 


Patient-Doctor-Financial  Structure  Relationship:  Utili- 
zation is  a big  word  to  describe  this  three-way  rela- 
tionship. Utilization  is  a function  of  prosperity:  in  this 
country  patients  may  be  hospitalized  for  conditions 
which  would  hardly  justify  a trip  to  a witch  doctor  in 
a more  primitive  society.  Utilization  (but  not  abuse) 
also  needs  to  be  equated  with  preventive  medicine, 
and  for  that  reason  we  should  encourage  utilization 
to  the  maximum  we  can  afford.  Physicians,  because 
of  misguided  judgment  in  the  Joint  Commission  for 
Hospital  Accreditation  and  the  Medicare  Law,  have 
been  maneuvered  into  the  unfortunate  position  of  at- 
tempting to  control  utilization.  Since  utilization  review 
can  be  administered  properly  only  with  medical  judg- 
ment, the  doctor’s  time  is  officially  for  the  first  time 
taken  from  patient  care  to  patient  control.  The  other 
distressing  facet  of  utilization  review  is  that  it  is  dis- 
ease-oriented rather  than  patient-oriented.  We  try  to 
consider  patients  as  individuals  with  problems,  yet  by 
utilization  review,  we  stuff  people  into  a diagnostic 
box — the  gallbladder  in  318,  or  the  coronary  in  201. 
And  so,  by  the  diagnosis,  will  people  be  allowed  to 
stay  in  the  hospital  unmolested  by  the  financial 
structures. 

I think  we  need  to  evaluate  our  motives  in  utiliza- 
tion review.  To  me,  utilization  review  is  purely  a finan- 
cial function  which  can  only  fail  because  of  a faulty 
premise. 

The  financial  structure  has  attempted  to  put  a 
limit  on  its  liability  by  excluding  certain  diseases  and 
by  requiring  hospitalization.  The  first  is  unfortunate, 
and  the  second  defeats  its  own  purpose  because  the 
expense  of  hospitalization  is  added  to  the  cost  of  the 
same  medical  care  which  could  be  provided  without 
hospitalization.  Because  the  financial  structure  does 
not  provide  adequate  support,  the  government  has 
assumed  the  task,  but  the  government,  not  faced 
with  limitation  of  income,  is  overly  generous.  Medical 
care  is  paid  for  regardless  of  needs;  the  only  require- 
ment is  that  one  survive  65  years  or  more.  The  gov- 
ernment has,  fortunately,  modified  the  basic  insur- 
ance concept  to  include  more  outpatient  services. 

Let  us  consider  the  various  emphasis  in  this  three- 
way  relationship: 

I.  IRP:  This  is  excellent  from  the  doctor-patient 
relationship,  but  is  unrealistic  from  the  financial 
structure  point  of  view  because  as  the  major  medical 
expenses  are  incurred,  the  fiscal  agent  has  no  control 
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over  liability.  Insurers  are  left  in  the  position  of  hav- 
ing no  control  over  the  amount  the  patient  spends. 

2.  Socialized  or  Centralized  Medical  System:  So- 
cialized medicine  provides  the  weakest  bond  between 
doctor  and  patient  and  leaves  little  recourse  for  the 
patient  except  through  a complicated  bureaucratic 
structure  in  which  his  efforts  are  usually  lost.  He  is 
cared  for  by  persons  who  receive  a salary  from  a 
remote  source.  The  doctor  is  thereby  deprived  of  the 
pleasure  of  giving  to  the  needy  ill  and  of  the  respon- 
sibility of  persuading  and  encouraging  the  more 
able-bodied  recipients  to  become  self-supporting. 

Solution:  By  neglect,  the  medical  profession  has  al- 
lowed the  financial  structure  and  the  government  to 
impose  their  standard  on  medicine,  to  its  detriment. 
It  is  time  for  us  to  insist  that  the  traditional  medical 
standards  of  treating  the  sick  be  incorporated  in  the 
financial  structures  without  regard  to  diagnosis.  The 
traditional  practice  of  contribution  in  proportion  to 
the  patient’s  ability  to  pay  needs  to  be  insisted  upon 


as  a change  in  the  Medicare  Law  and  all  future  medi- 
cal legislation.  All  legitimate  medical  expenses,  includ- 
ing medical  insurance,  should  be  fully  tax  deductible 
on  each  person's  individual  return.  A person’s  physi- 
cal maintenance  and  repair  should  be  a deductible 
item  on  his  individual  tax  return  just  as  companies 
have  full  tax  deduction  for  their  plants’  physical 
maintenance  and  repair  on  their  corporate  returns. 

In  changing  the  financial  structure,  first  I propose 
a credit  card  system  that  would  be  acceptable  to 
hospitals,  doctors,  dentists,  and  drugstores,  for  all 
legitimate  medical  needs.  The  patient  would  be  billed 
on  a 30-day  account,  or  revolving  charge  account,  as 
he  is  for  other  needs.  This  could  be  coupled  with  a 
small  life  insurance  feature  to  pay  the  balance  of  this 
account  at  time  of  a person’s  death. 

Second,  I would  suggest  that  an  all-inclusive  in- 
surance policy  be  issued  on  a monthly  premium  basis 
that  would  pay  some  portion  of  legitimate  medical 
expenses,  and  cover  a progressively  larger  percentage 
as  the  cost  increased.  For  each  financial  unit  (indi- 
vidual or  family)  the  policy  would  start  paying  a 
percentage  of  medical  expenses  whenever  they  were 
incurred  (Fig.  1). 

Let  us  consider  the  relationship  of  the  doctor,  pa- 
tient, and  financial  structure  in  this  proposed  system. 

I believe  a desirable  and  realistic  relationship  between 
the  three  parties  would  be  present,  as  illustrated  in 
Fig.  2. 

This  has  the  advantage  of  the  IRP  program  in  pre- 
serving a responsive  relation  between  the  doctor  and 
patient.  In  the  case  of  major  medical  expenses,  a 
responsive  relation  between  the  financial  structure 
and  the  physician  would  be  present.  Physicians  need 
to  accept  the  fact  that  whoever  pays  the  major  part 
of  the  bill  has  the  right  and,  indeed  the  obligation,  to 
review  the  charges. 

This  would  be  true  medical  insurance  against  finan- 
cial medical  disaster  rather  than  prepaid  medical 
care.  The  policy  would  be  noncancellable  except  for 
nonpayment  of  premiums  or  incurred  debts,  and  only 
one  policy  would  be  allowed  per  person  or  family 
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(financial  unit).  Of  course,  this  method  of  financing 
would  require  considerable  adjustment  in  the  thinking 
of  potential  patients,  physicians,  hospitals,  adminis- 
trators, and  insurance  companies.  Some  of  its  princi- 
pal features  and  advantages  are: 

1.  The  individual  would  retain  full  initiative  to  de- 
cide when  and  how  to  spend  his  money. 

2.  The  patient  actually  would  have  more  protec- 
tion, since  all  types  of  illnesses  would  be  covered 
regardless  of  whether  or  not  the  patient  was  hospi- 
talized. 

3.  A mechanism  is  provided  whereby  the  individual 
could  finance  his  portion  of  the  medical  bill  without 
excessive  strain  on  the  family  budget. 

4.  The  patient’s  primary  responsibility  for  his  bill 
would  drastically  reduce  the  danger  of  over-utiliza- 
tion. Excessive  use  of  hospital  and  other  medical 
facilities  would  be  mostly  at  the  expense  of  the  cul- 
prit; most  policy  co-holders  would  have  a direct 
interest  in  keeping  medical  costs  down  and  would 
reap  the  benefit  of  lower  rates. 

5.  Private  communications  between  physicians  and 
patients  would  be  protected.  Now,  patients  must 
authorize  release  of  medical  records  to  insurance 
companies  to  determine  claims  as  well  as  insurability. 
The  new  approach  would  correct  this:  Diagnosis  and 
treatment  would  no  longer  be  the  concern  of  the  in- 
surance company  since  the  only  basis  for  claiming 
settlement  would  be  the  medical  expense  incurred  by 
a policyholder. 

6.  The  physician  could  exercise  more  freedom  in 
selecting  the  kind  of  care  best  suited  to  his  patient. 
Utilization  committees  would  become  unnecessary, 
leaving  the  physician  more  time  to  treat  rather  than 
control  patients. 

Two  contrasting  case  histories  illustrate  the  need 
for  these  changes: 

The  patient  has  atypical  pneumonia  that  is  slow  to 
clear.  His  diagnostic  work-up  has  been  completed  and 
he  is  over  the  acute  stage  of  his  illness.  All  he  needs 
is  oral  medication  and  bedrest.  If  he  stays  in  the  hos- 
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pital,  insurance  now  covers  all  costs;  if  he  goes  home, 
he  has  to  pay  for  his  medication.  Naturally  he  pre- 
fers to  stay.  By  the  time  his  physician  and,  subse- 
quently, the  utilization  committee  decide  he  is  well 
enough  to  go  home,  two  undesirable  things  have 
happened:  (1)  his  personal  physician  has  become  a 
policeman  for  the  insurance  company,  and  (2)  two 
to  seven  days  of  unnecessary  hospital  expense  have 
been  incurred.  Under  the  proposed  plan,  a patient 
could  enter  and  leave  the  hospital  as  needed  without 
loss  of  coverage.  Medication  at  home  would  be  cov- 
ered just  as  in  the  hospital,  thus  creating  no  conflict. 

Another  example  is  the  elderly  man  who  has  broken 
his  arm  and  is  in  the  hospital  for  a few  days  of  treat- 
ment. He  has  not  had  a physical  check-up  for  some 
time.  Here  is  an  excellent  opportunity  for  his  physi- 
cian to  practice  good  preventive  medicine  by  ordering 
laboratory  tests,  an  electrocardiogram,  and  other  rou- 
tine studies.  However,  if  he  does,  the  utilization  com- 
mittee and  the  insurance  company  will  insist  (quite 
justifiably)  that  the  work-up  is  not  indicated  by  the 
current  injury.  Under  this  system,  the  patient  is 
actually  denied  optimum  care. 

Medically  Indigent  Patients:  The  insurance  loan  type 
policy  is  made  for  the  person  during  his  productive 
years.  It  can  be  modified  for  various  income  groups. 
For  example,  the  self-supporting  but  low  income 
group  could  have  insurance  policies  paid  for  by  the 
federal  government.  This  would  meet  their  needs 
without  the  risk  of  over-utilization.  For  the  medically 
indigent,  the  state  or  local  government  could  pay 
one-half  of  the  amount  billed  to  the  patient;  total 
payment  of  medical  bills  should  never  be  made.  For 
the  totally  indigent,  the  person  or  institution  that 
renders  the  service  should  accept  and  give  the  other 
one-quarter  or  one-half  of  the  cost  for  the  patient’s 
care  (Figs.  3-5). 

Socialized  medicine  has  been  tried  the  world  over, 
and  everywhere  serious  flaws  have  been  encountered. 
The  basic  defect  is  the  disregard  for  individual  moti- 
vation and  initiative.  But  the  system  suggested  could 
work,  because  the  individual  is  motivated  to  make  it 
work.  By  tailoring  the  system  to  the  people  rather 
than  the  converse,  we  can  arrive  at  a successful  solu- 
tion to  this  complex  problem. 

Dr.  Pruessner,  5202  Weber  Road,  Corpus  Christ! 
78411. 
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TEXAS  ACADEMY  OF  GENERAL  PRACTICE 

Corpus  Christi  will  host  the  Texas  Academy  of  General  Practice 
annual  scientific  assembly  and  pre-assembly  seminar  Oct.  13-1 G. 
Assembly  speakers  will  include  Dr.  Joseph  Stokes,  Jr.,  of  Phila- 
delphia; Dr.  Don  H.  Mills  of  Long  Beach,  Calif.;  Dr.  Ray  W. 
Gifford,  Jr.,  of  Cleveland,  Ohio;  Dr.  Joseph  Seitchik  of  Balti- 
more, Md.;  Dr.  Philip  Thorek  of  Chicago;  Drs.  Joseph  W.  Gold- 
zieher  and  William  J.  Block  of  San  Antonio;  Drs.  John  S. 
Stehlin,  Jr.,  and  J.  Wade  Harris,  both  of  Houston;  and  Dr. 
Louis  W.  Breck  of  El  Paso.  Speech  topics  will  include  manage- 
ment of  hypertension  today,  diagnosis  and  clinical  management 
of  melanoma,  control  of  virus  diseases,  diagnosis  and  treatment 
of  athletic  injuries,  medicolegal  pitfalls  in  everyday  practice, 
diagnostic  value  of  steroid  determinations,  management  of  rec- 
tal and  colon  disorders,  management  of  desultory  labor,  and 
common  cardiac  disorders. 

Seminar  faculty  will  be  Drs.  George  A.  Constant  of  Victoria; 
James  P.  Jobe  of  El  Reno,  Okla.;  and  Drs.  Gerald  S.  Ahern 
and  William  C.  Best,  both  of  Corpus  Christi.  Seminar  topics  will 
include  psychiatric  emergencies  in  general  practice,  do’s  and 
don’ts  of  hand  injuries,  general  practitioner  as  a citizen,  and 
allergic  emergencies  related  to  stings. 

Donald  C.  Jackson,  1905  N.  Lamar  Blvd.,  Austin  78705,  is  acade- 
my executive  secretary. 

TEXAS  SURGICAL  SOCIETY 

The  fall  semi-annual  meeting  of  the  Texas  Surgical  Society  will 
take  place  Oct.  6-8  at  the  Statler-Hilton  Hotel  in  Dallas.  The 
meeting  will  feature  scientific  sessions,  council  meeting,  golf 
tournament,  men’s  luncheon  and  ladies  tour  and  brunch. 
Scientific  guest  speakers  will  include  Drs.  Eugene  M.  Bricker 
of  St.  Louis;  Robert  D.  Bloodwell,  Bryan  E.  Simons,  and  Jerry 
L.  Doggett,  all  of  Houston;  John  W.  Duckett,  Jr.,  of  Boston; 
Maurice  Adam  of  Dallas;  Charles  A.  Crenshaw  of  Fort  Worth; 
R.  E.  Knowling  of  Galveston,  and  C.  J.  Lambert  of  Mesquite. 
Society  members  will  also  present  papers. 

Subjects  to  be  discussed  include  cancer  of  the  second  breast, 
cardiovascular  surgery  in  infants,  management  of  patients  wth 
carcinoma  of  the  ampulla  of  Vater,  diagnosis  and  treatment  of 
renal  injury,  and  complications  of  extended  pelvic  surgery. 

Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  Dallas  75204,  is  society 
secretary. 

TEXAS  MEDICAL  ASSOCIATION 

PUBLIC  AFFAIRS  AND  PUBLIC  RELATIONS  CONFERENCE 

Five  speakers  and  two  panel  discussions  were  to  be  main  fea- 
tures of  the  Texas  Medical  Association’s  Public  Affairs  and 
Public  Relations  Conference  Sept.  21  at  the  TMA  Headquarters 
Building  in  Austin.  In  addition  to  the  public  affairs  and  public 
relations  program,  Association  committees,  councils,  and  boards 
will  meet. 

Speakers  for  the  Conference  are  Dr.  Dwight  L.  Wilbur  of  San 
Francisco,  president,  American  Medical  Association;  Dr.  James 
W.  Turpin  of  Ardmore,  Pa.,  founder  and  president,  Project  Con- 
cern, Inc.,  voluntary  relief  organization;  Dr.  Edward  R.  Annis 
of  Miami,  Fla.,  AMA  Board  of  Trustees;  Lewis  R.  Timberlake 
of  Austin,  assistant  to  the  president.  First  National  Life  In- 
surance Company  of  America;  and  Philip  Lesly  of  Chicago, 
president.  The  Philip  Lesly  Company  public  relations  firm. 
Panel  discussion  participants  will  consider  “Public  Relations 
Ideas — Tried  and  True,  Fresh  and  New,”  and  “Comprehensive 
Health  Planning — What  It  Is;  The  Role  of  the  Physician.” 

C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin  78701,  is 
Association  Executive  Secretary. 
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TEXAS  HEART  ASSOCIATION  will  pre- 
sent South  Central  United  States  Scien- 
tific Sessions  on  Cardiovascular  Diseases 
Oct.  24-25  at  the  Convention  Center  in  San 
Antonio.  The  program’s  three  parts  will 
feature  sessions  on  coronary  heart  disease, 
optimal  coronary  care,  and  congenital 
heart  disease  and  cardiac  surgery.  Out-of- 
state  speakers  will  include  Drs.  Harold  D. 
Levine,  Alexander  Nadas,  and  Paul  Dud- 
ley White,  all  of  Boston ; Dr.  Charles  K. 
Friedberg  of  New  York  City ; Dr.  Donald 
S.  Fredrickson  of  Bethesda,  Md.  ; Dr.  W. 
Proctor  Harvey  of  Washington,  D.C.  ; Dr. 
William  Chardack  of  Buffalo,  N.Y.  : Dr. 
James  R.  Jude  of  Miami,  Fla.  ; and  Dr. 
Dwight  C.  McGoon  of  Rochester,  Minn.  A 
special  session  on  cardiac  transplants  will 
feature  Dr.  Denton  A.  Cooley  of  Houston. 
Portions  of  the  program  are  presented  in 
cooperation  with  The  University  of  Texas 
Medical  School  at  San  Antonio.  Medical 
school  faculty  and  other  Texas  physicians 
will  also  participate  on  the  program.  Sci- 
entific exhibits  and  luncheons  will  round 
out  the  meeting  offerings.  Jim  R.  Rose, 
P.O.  Box  25041,  Houston  77005,  is  acting 
executive  director  of  the  association. 

AMERICAN  CANCER  SOCIETY.  TEXAS 
DIVISION,  INC.,  will  hold  its  22nd  an- 
nual meeting  Oct.  9-10  at  the  Sheraton 
Dallas  Hotel,  Dallas.  Program  features 
will  include  general  and  group  sessions, 
committee  meetings,  board  of  directors 
luncheon,  case  presentations,  reception,  and 
annual  dinner.  Program  participants  in- 
clude Di-s.  Roy  H.  Baskin  of  W'aco,  George 
J.  Race  of  Dallas,  Hanes  H.  Brindley  of 
Temple,  and  Grover  Bynum  of  Austin. 
Curt  W.  Reimann,  5014  Bull  Creek  Rd., 
Austin  78731.  is  executive  vice  president 
of  the  society’s  Texas  division. 

PANHANDLE  DISTRICT  MEDICAL  SO- 
CIETY will  meet  Oct.  19  at  the  Amarillo 
Medical  Center.  With  the  general  theme 
of  management  of  the  critically  ill  pa- 
tient, the  scientific  meeting  will  take 
place  at  the  Psychiatric  Pavilion  and  will 
feature  papers  in  four  areas : the  critically 
injured  patient,  bacteremic  shock,  acute 
pulmonary  failure,  and  miscellaneous  prob- 
lems in  the  critically  ill  patient.  Specific 
topics  will  include  diagnosis  and  preven- 
tion of  early  renal  failure,  treatment  of 
bacteremic  shock,  therapy  and  supportive 
measures  for  pulmonary  failure,  the  failing 
kidney,  acute  liver  failure — causes  and 
prevention,  and  patho-physiology  of  shock 
and  cause  of  death.  Speakers  will  be  Drs. 
Ben  Eiseman  of  Lexington,  Ky. ; George 
H.  A.  Clowes,  Jr.,  of  Boston  ; Max  Harry 
Weil  of  Los  Angeles;  and  L.  N.  Dotin 
of  San  Antonio.  In  addition  to  the  scien- 
tific program,  luncheon  will  be  served  at 
the  High  Plains  Baptist  Hospital,  and 
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evening  social  hour  and  dinner  will  take 
place  at  the  Amarillo  Country  Club.  Mrs. 
Carlie  Umphres,  Box  3276,  Amarillo  79106, 
is  society  executive  secretary. 

EASTER  SEAL  SOCIETY  FOR  CRIP- 
PLED CHILDREN  AND  ADULTS  OF 
TEXAS,  will  hold  its  annual  convention 
Oct.  18-19  at  Green  Oaks  Inn  in  Fort 
Worth.  Speakers  will  include  Dr.  Leon  J. 
Whitesell  of  San  Francisco,  Miss  Eva 
Adams,  director,  Bureau  of  the  Mint. 
Washington,  D.C.  ; John  Grenzebach  of 
Chicago  ; and  Dr.  Robert  W.  Milam  of  Mc- 
Allen. Program  events  will  include  pro- 
fessional program,  fund  raising  session. 
House  of  Delegates’  meeting,  volunteers’ 
luncheon,  professional  program  breakfast, 
gallantry  award  presentation  and  dedica- 
tion of  the  Tarrant  County  Easter  Seal 
Center.  William  E.  Russell,  4429  N.  Cen- 
tral Expressway,  Dallas  75205,  is  society 
executive  director. 

BLACKFORD  MEMORIAL  LECTURES, 
sponsored  by  the  Grayson  County  Medical 
Society,  will  take  place  Oct.  19-20  at  Tan- 
glewood  Hills  Country  Club  at  Pottsboro, 
Tex.  Speakers  will  include  Dr.  Milford  O. 
Rouse  of  Dallas,  immediate  past  president 
of  the  AMA ; Dr.  G.  V.  Brindley,  Jr.,  of 
Temple,  President  of  Texas  Medical  Asso- 
ciation : Dr.  Claude  Organ,  Jr.,  of  Omaha, 
Neb.  : Dr.  John  R.  Hall  of  Houston,  and 
Dr.  Veasy  C.  Buttram  of  Columbus,  Ohio. 
In  addition  to  scientific  program  offerings, 
physicians  will  be  able  to  participate  in 
golf  and  fishing  tournaments.  Dr.  Donald 
Brandt,  213  N.  Barrett  Ave.,  Denison 
75020,  is  chaiiTnan  of  the  lectures. 

TEXAS  SOCIETY  OF  CHILD  PSYCHI- 
ATRY will  hold  its  fall  meeting  Sept.  21, 
in  Monterrey,  Mexico.  The  meeting  is  be- 
ing held  in  cooperation  with  the  Depart- 
ment of  Neurology  and  Psychiatry  at  the 
University  of  Nuevo  Leon  Medical  School 
and  the  Monterrey  Neuropsychiatric  So- 
ciety. The  program  will  consist  of  case 
presentations  by  the  Monterrey  physicians 
and  a paper  on  new  classification  of  school 
refusals  by  Dr.  Irvin  A.  Kraft  of  Houston. 
Dr.  John  A.  Boston,  500  S.  15th  St.,  Aus- 
tin 78701,  is  secretary-treasurer  of  the  so- 
ciety. 

WOMAN’S  AUXILIARY  TO  THE  TEXAS 
MEDICAL  ASSOCIATION  will  meet  Sept. 
19-21  in  Austin.  Committee  meetings,  work- 
shops, and  dinner  at  Austin’s  Polonaise 
Restaurant  will  be  Thursday,  Sept.  19. 
Tickets  for  the  dinner  must  be  purchased 
in  advance.  The  School  of  Instruction,  Ex- 
ecutive Board  meeting,  and  luncheon  at 
Green  Pastures  Restaurant  will  be  held 
Friday,  Sept.  20.  Auxiliary  members  will 
join  TMA  members  for  the  Public  Affairs 
and  Public  Relations  Conference,  luncheon, 
Charles  O.  Finley  & Company-sponsored 
hospitality  hour,  and  football  game  be- 
tween The  University  of  Texas  and  the 
University  of  Houston  on  Saturday.  Mrs. 
Martha  James,  1801  N.  Lamar  Blvd.,  Aus- 
tin 78701,  is  Auxiliary  staff  secretary. 


CHRISTIAN  MEDICAL  SOCIETY  will 
hold  its  hemispheric  conference  at  the  San 
Antonio  Inn  in  San  Antonio  Sept.  26-29, 
The  conference  is  supported  by  a grant 
from  Texas  Pharmacal  Company,  an  af- 
filiate of  Warner-Chilcott  Laboratories. 
With  “healing  for  wholeness”  as  its  theme, 
the  program  will  feature  speeches  on  the 
following  subjects : new  concepts  in  the 
prevention  of  periodontal  disease,  ten  com- 
mandments of  the  short-term  medical  mis- 
sionary, the  meaning  of  wholeness — physi- 
cal, spiritual,  and  emotional  considerations, 
the  living  relationships  of  the  man  who  is 
whole,  the  Christian  in  medicine  — some 
ambiguities  and  misconceptions,  integral 
health,  and  facts  and  fallacies  about  the 
undescended  testicle.  Collateral  activities  of 
the  conference  will  include  banquets,  lunch- 
eons, tours  of  San  Antonio  tourist  attrac- 
tions, meetings  of  the  Surgical  Society  of 
San  Antonio  and  CMS  board  of  trustees, 
programs  for  students  at  The  University 
of  Texas  at  San  Antonio,  and  planned  time 
off  for  visits  to  HemisFair’68.  Among  the 
program  speakers  will  be  Drs.  Arthur  H. 
Svedberg  of  Cleveland,  Ohio;  William  B. 
Kiesewetter  of  Pittsburgh ; Merville  O. 
Vincent  of  Guelph,  Ontario,  Canada;  Clif- 
ton L.  Nelson  of  Edmonton,  Alberta,  Can- 
ada ; Melchor  Diaz  Rubio  of  Morelia,  Mex- 
ico; Duncan  W.  Vere  of  London,  England; 
and  Christopher  T.  Reilly  of  Newark,  N.J. 
Dr.  Jerry  Merritt  (D.D.S.),  114  South- 
bridge,  San  Antonio  78216,  is  program 
chairman. 

OKLAHOMA  CITY  CLINICAL  SOCIETY 
will  present  its  38th  annual  fall  clinical 
conference  Oct.  28-30  at  the  Skirvin  Hotel 
in  Oklahoma  City.  Meeting  highlights  will 
include  a presentation  of  “What’s  New 
and  What’s  Usable  of  What’s  New”  by  the 
University  of  Oklahoma  School  of  Medicine 
faculty ; surgical  grand  rounds  at  Baptist 
Memorial  Hospital,  St.  Anthony  Hospital, 
and  the  University  of  Oklahoma  Medical 
Center  ; a symposium  on  the  failing  circu- 
lation, and  speeches  by  eight  guest  speak- 
ers in  the  fields  of  obstetrics,  surgery,  der- 
matology, gynecology,  urology,  otolai'yng- 
ology,  and  psychiatry.  Dr.  Raleigh  R. 
White  of  Temple  will  be  a program  speak- 
er. Meeting  registration  fee  is  $25  includ- 
ing luncheons  and  a banquet.  The  confer- 
ence is  approved  for  30  prescribed  hours 
credit  by  the  American  Academy  of  Gen- 
eral Practice.  Miss  Alma  O’Donnell,  2809 
NW  Expressway,  Oklahoma  City  73112,  is 
society  executive  secretary. 

FOURTH  NATIONAL  CONGRESS  ON 
HEALTH  QUACKERY,  Oct.  2-3,  at  the 
Drake  Hotel,  Chicago,  will  stress  “Pro- 
tecting the  Consumer.”  The  program,  spon- 
sored by  the  American  Medical  Association 
and  the  National  Health  Council,  will  be 
aimed  at  calling  public  attention  to  the 
perils  posed  by  present-day  health  fads  and 
fallacies.  Dr.  Joseph  A.  Sabatier,  Jr.,  535 
N.  DearlK>rn  St.,  Chicago  60610,  is  chair- 
man of  the  AMA  committee  on  quackery. 


ASSOCIATION  OF  MILITARY  SUR- 
GEONS will  hold  its  75th  convention  at 
the  Sheraton-Park  Hotel  in  Washington, 
D.C.,  Oct.  21-23.  Program  theme  will  be 
“Quantity  and  Quality  of  Medical  Care.” 
Program  features  will  include  scientific 
sessions,  panel  discussions,  scientific  and 
technical  e.xhibits,  medical  films,  and  pro- 
gram for  physicians’  wives.  Dr.  Jack  Ma- 
sur.  National  Institutes  of  Health  Clinical 
Center,  Bethesda,  Md.  20014,  is  convention 
general  chainnan. 

AMERICAN  ACADEMY  OF  PEDIATRICS 
will  hold  its  37th  annual  meeting  Oct.  19- 
24  at  the  Palmer  House  Hotel  in  Chicago. 
The  meeting  will  feature  round  tables ; 
seminars  ; films  ; and  scientific  sections  on 
allergy,  anesthesiology,  cardiology,  child 
development,  diseases  of  the  chest,  mili- 
tary pediatrics,  pediatric  pharmacology, 
and  surgery.  Dr.  Robert  G.  Frazier,  1801 
Hinman  Ave.,  Evanston,  111.  60201,  is 

academy  executive  secretary. 

TENTH  INTERNATIONAL  CONGRESS 
ON  DISEASES  OF  THE  CHEST,  spon- 
sored by  the  Council  on  International  Af- 
fairs of  the  American  College  of  Chest 
Physicians  will  be  held  in  the  Washington 
Hilton  Hotel,  Washington,  D.C.,  Oct.  4-8. 
Planned  are  presentation  of  scientific  pa- 
pers, round  table  luncheon  discussions,  sci- 
entific motion  pictures,  scientific  and  tech- 
nical exhibits,  and  the  first  international 
physicians  art  exhibit.  Murray  Kornfeld, 
112  E.  Chestnut  St.,  Chicago  60611,  is 
college  executive  director. 

ASSOCIATION  OF  AMERICAN  PHYSI- 
CIANS AND  SURGEONS  will  present  its 
25th  annual  meeting  Oct.  17-19  at  the 
Roosevelt  Hotel  in  New  Orleans.  Speakers 
will  include  Dr.  PYederick  B.  Exner  of 
Seattle,  Wash.  ; Dr.  Robert  E.  Howard  of 
Cincinnati,  Ohio;  the  Hon.  J.  Strom  Thur- 
mond and  the  Hon.  John  R.  Rarick,  both 
of  Washington,  D.  C.  ; and  Dr.  Charles 
F.  Row  of  Santa  Monica,  Calif.  Highlights 
of  the  meeting  will  be  scientific  sessions, 
president’s  luncheon,  annual  banquet,  di- 
rectors* meeting,  and  business  session. 
Harry  E.  Northam,  230  N.  Michigan  Ave., 
Suite  1000,  Chicago  60601,  is  association 
executive  director. 

AMERICAN  MEDICAL  ASSOCIATION 
SECOND  NATIONAL  CONGRESS  ON 
MEDICAL  ETHICS  will  apply  to  practical 
consideration  and  ethical  principles  in 
everyday  practice.  Legal  questions  from 
relationships  with  ancillai’y  personnel  to 
ethics  of  transplanting  hearts  and  lungs 
will  be  discussed.  The  congress,  to  be  held 
Oct.  5-6  at  the  Drake  Hotel  in  Chicago, 
will  feature  three  broad  areas  of  discus- 
sion : medical  ethics  in  practice,  medical 
ethics  and  medical  science,  and  medical 
ethics  and  discipline.  Program  speakers 
will  include  Drs.  F.  J.  L.  Blasingame  of 
Chicago  and  Chauncey  D.  Leake  (Ph.D.) 
of  San  PYancisco.  Dr.  E.  G.  Shelley,  59  W. 
Main  St..  North  East,  Pa.  16428,  is  chair- 
man of  the  AMA  judicial  council. 
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AMERICAN  COLLEGE  OF  SURGEONS 

ALSO  IN  SEPTEMBER 

will  meet  for  its  54th  annual  clinical  con- 
press  in  Atlantic  City  Oct.  14-18.  Program 
features  include  research-in-progi'ess  re- 
ports from  the  nation’s  leading  medical 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION, 
Washington,  D,C.,  Sept.  19-22,  1968.  Elizabeth  G.  Dailey, 
P.O.  Box  267,  Arlington,  Va.  22210,  Exec.  Sec. 

centez's,  postgz*aduate  coui'ses,  panel  discus- 
sions in  general  surgei'y  and  the  surgical 
specialties,  new  films  and  cine  clinics,  color 
telecasts  of  12  surgical  pz'ocedures  per- 

■ TEXAS  CHAPTER.  AMERICAN  ACADEMY  OF  PE- 
DIATRICS, Dallas,  Sept.  27,  1968.  Dr.  Robert  L.  Mathis, 
4119  Montrose  Blvd.,  Houston  77006,  Sec.-Treas. 

foi'med  at  Johns  Hopkins  Hospital  in  Bal- 
timore, a summary  of  research  develop- 
ments, special  sessions  in  cancer  and  trau- 
ma (injury),  and  scientific  and  industrial 

■ TEXAS  MEDICAL  ASSOCIATION  (Public  Relations 
Conference),  Austin,  Sept.  21,  1968.  C.  Lincoln  Williston, 
1801  N.  Lamar,  Austin  78701,  Exec.  Sec. 

exhibits.  Dr.  John  P.  North,  55  E.  Erie 

St.,  Chicago  60611,  is  college  dii*ector. 

ALSO  IN  OCTOBER 

AMERICAN  SOCIETY  OF  ANESTHESI- 
OLOGISTS will  hold  its  1968  annual  meet- 
ing at  the  Washington  Hilton  Hotel  in 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  27-Nov.  1,  1968.  Dr. 
William  L.  Benedict,  15  Second  St.  SW,  Rochester,  Minn., 
B5901,  Exec.  Sec. 

Washington,  D.C.,  Oct.  19-23.  Meeting 
highlights  will  include  committee  meetings, 
cracker  barrel  sessions,  scientific  and  tech- 
nical exhibits,  motion  picture  program. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Wash- 
ington, D.C.,  Oct.  28-31,  1968.  Lois  J.  James,  30  N.  Mich- 
igan Ave.,  Chicago  60602,  Exec.  Sec. 

panel  discussions,  refresher  couree  lectures, 
scientific  papers,  television  program,  so- 
cial activities,  and  program  for  ladies.  Pro- 
gz’am  paz’ticipants  from  Texas  will  include 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey,  4 E.  Clinton,  P,  O.  Box  10,  Joliet,  111.  60431, 
Exec.  Sec. 

Dr.  A.  H.  Giesecke,  Jr.,  of  Irving,  Tex.  ; 

Drs.  Thomas  Burnap,  M.  T.  Jenkins,  Vay- 
den  F.  Stanley,  David  R.  Maynard,  C.  R. 

Stephen,  Charles  R.  Baxter,  Burnell  R. 

Brown,  Jr.,  and  J.  Richard  Crout,  all  of 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIST- 
ANTS, Columbus,  Ohio,  Oct.  9-12,  1968.  Miss  Pauline  M. 
Hunter,  5652  N.  Tenth  St.,  Phoenix,  Ariz.  85013,  Sec.- 
Treas. 

Dallas;  Drs.  Phiroze  B.  Sabawala,  J.  M. 
Fensternmacher,  and  A,  S.  Keats,  all  of 

Houston  ; Di’s.  Raymond  L.  Brown,  Jr., 

Robert  C.  Gunther,  both  of  Fort  Sam 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Chicago,  Oct.  26-27,  1968.  Lawrence  A.  Zupan,  1100  17th 
St.  NW.  Washington,  D.C.  20036,  Exec.  Sec. 

Houston ; and  Dr.  Thomas  D.  Kirksey  of 
Galveston.  Drs.  Charles  C.  Tandy  of  Dal- 
las and  Robert  B.  Ki’ause  of  San  Antonio, 
will  represent  the  Texas  Society  of  Anes- 

AMERICAN CANCER  SOCIETY,  INC.,  New  York.  Oct. 
21-23,  1968.  Joseph  S.  Silber,  219  E.  42nd  St..  New  York 
10017,  Sec. 

thesiologists  in  the  scientific  exhibits  ; and 

Dr.  Giesecke  served  on  the  association’s 
annual  meeting  planning  committees.  John 

W.  Andes,  515  Busse  Hwy.,  Park  Ridge, 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Chi- 
cago, Oct.  29-Nov.  2,  1969.  Murray  Kornfeld,  112  E. 
Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

111.  60068,  is  society  executive  secretary. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Boston.  Oct.  27-30,  1968.  Daniel  Weiss,  33  W.  00th  St.. 
New  York  10023,  Exec.  Dir. 

TEXAS  PEDIATRIC  SOCIETY  will  meet 

Sept.  26-28  at  the  Marriott  Motor  Hotel  in 

Dallas.  Registration  fee,  which  includes  ad- 
mission to  all  scientific  sessions  and  en- 

AMERICAN DIETETIC  ASSOCIATION,  San  Francisco, 
Oct.  14-18,  1968.  Mrs.  Isabel  Patterson,  620  N.  Michigan 
Ave.,  Chicago  60611,  Sec. 

tertainment  features,  is  $15.  Out-of-state 
guest  speakers  will  include  Drs.  Samuel  L. 

Katz  of  Boston,  Victor  C.  Vaughan,  III, 
of  Philadelphia ; and  Edwin  Ide  Smith  of 

Kansas  City,  Mo.  Texas  speakers  include 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS.  New 
York  City,  Oct.  11-19,  1968.  Dr.  William  D.  Dolan,  Ar- 
lington Hospital,  Arlington,  Va.  22205,  Sec.-Treas. 

Di^.  Arnold  J.  Rudolph  of  Houston,  Leon- 
ai'd  C.  Hai*ris  of  Galveston,  and  John  D. 

Nelson  of  Dallas.  Dr.  Pat  A.  Cato,  1015  E. 

32nd  St.,  Austin  78705,  is  society  secretary. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  New  Orleans,  Oct.  17-19,  1968.  Harry  E. 
Northam,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601  Exec.  Dir. 

COLORADO  HEART  ASSOCIATION  will 
sponsor  its  15th  western  cardiac  conference 
at  the  University  of  Colorado  Medical  Cen- 

ASSOCIATION OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  St.  Louis,  Oct.  28-30,  1968. 
Dr.  Arthur  E.  Brown,  Medical  Director,  Back  Bay  P.O. 
Box  333,  Boston  02117,  Exec.  Dir. 

ter  in  Denver  Oct.  9-11.  Topics  of  study 
will  be  altitude  and  sports  medicine,  con- 
genital heart  disease,  current  pi’oblems  in 
coronai’y  care,  auscultation  and  arrhyth- 
mias, and  cardiac  suz-gery.  The  Colorado 

Heart  Association  headquarters  is  at  1375 

Delaware  St.,  Denver  80204. 

■ DIABETES  AND  ENDOCRINE  CONFERENCE,  Bay- 
lor University  College  of  Medicine,  Houston,  Oct.  5-6, 
1968.  Drs.  Stanley  Zimmerman  and  Harold  Dobson,  De- 
partment of  Medicine.  Baylor,  Houston  77025,  Conference 
Leaders.  (See  “Postgraduate  Courses,”  p.  121,  for  confer- 
ence details.) 
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INTERNATIONAL  COLLEGE  OF  SURGEONS.  Tokyo, 
Japan,  Oct.  6,  1968.  International  College  of  Surgeons, 
1516  N.  Lake  Shore  Dr.,  Chicago  60610. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Atlanta. 
Ga.,  Oct.  5-8,  1968.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  Nashville.  Tenn.  37219,  Sec.-Treas. 

B SECOND  ANNUAL  OB-GYN  SEMINAR,  Baylor  Uni- 
versity College  of  Medicine,  Houston.  Oct.  24-25,  1968.  Dr. 
Alan  L.  Kaplan.  Department  of  Obstetrics  and  Gynecol- 
ogy, Baylor,  Houston  77025,  Seminar  Director.  (See 
“Postgraduate  Courses,”  p.  121  for  details.) 

B TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH, 
Houston,  Oct.  30-Nov.  1,  1968.  Fred  Bell,  107  Lantern 
Lane,  Austin  78731,  E.xec.  Dir. 

B TEXAS  DERMATOLOGICAL  SOCIETY,  Corpus  Chris- 
ti,  Oct.  12-13,  1968.  Dr.  Coleman  Jacobson,  2707  Gaston 
Ave.,  Dallas  75246,  Sec.-Treas. 

E TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  Bandera,  Tex.,  Oct.  4-5,  1968.  Dr.  Rob- 
ert M.  Izard,  P.O.  Box  58,  Gonzales,  Tex.  78629,  Sec.- 
Treas. 

B TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Wash- 
ington, D.C.,  October,  1968.  Dr.  Presley  H.  Chalmers, 
2310  Gramercy,  Houston  77025,  Sec.-Treas. 


NOVEMBER 

fl  AMERICAN  ASSOCIATION  FOR  INHALATION 
THERAPY,  Houston,  Nov.  10-15,  1968.  Mark  T.  Bowers, 
2075  Main  St.,  Riverside,  Calif.  92501,  Exec.  See. 

AMERICAN  COLLEGE  OF  PHYSICIANS  POSTGRAD- 
UATE COURSE,  Stress  and  Disease,  Relationship  of 
Psychological  and  Social  Forces  to  Pathogenic  Mechan- 
isms, Oklahoma  City,  Nov.  18-22,  1968.  Dr.  Edward  C. 
Rosenow,  Jr.,  4200  Pine  St.,  Philadelphia  19104,  Exec. 
Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  De- 
troit, Nov.  11-15,  1968.  Dr.  B.  F.  Mattison,  1740  Broad- 
way, New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Cleveland,  Ohio, 
Nov.  7-9,  1968.  Dr.  Warren  R.  Lang.  1025  Walnut  St., 
Philadelphia  19107,  Sec.-Treas. 

B ASSOCIATION  OF  AMERICAN  MEDICAL  COL- 
LEGES, Houston,  Nov.  1-4,  1968.  Dr.  Robert  B.  Howard, 
Dean,  University  of  Minnesota  Medical  School,  Minne- 
apolis 55414,  Exec.  Sec. 

B CONFERENCE  ON  ENGINEERING  IN  MEDICINE 
AND  BIOLOGY.  Houston,  Nov.  18-21,  1968.  William  T. 
Maloney,  6 Beacon  St.,  Boston  02108,  Conference  Co- 
oi'dinator. 

B CONFERENCE  ON  RESEARCH  IN  MEDICAL  EDU- 
CATION, Houston,  Nov.  1-4,  1968.  Dr.  Paul  J.  Sanazaro, 
2530  Ridge  Ave.,  Evanston,  111.  60602,  Information 

Officer. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Mazatlan,  Sinaloa,  Mexico,  Nov.  6-9,  1968.  Dr. 
James  D.  Nauman,  1603  N.  Tucson  Blvd.,  Tucson  Ariz. 
85716,  Pres. 


NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC.,  New  York  City.  Nov.  20-22,  1968. 
Dr.  John  W.  Ferree,  79  Madison  Ave.,  New  York  10016, 
Exec.  Dir. 


SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov.  18-21,  1968.  Mr.  Robert  F.  Butts,  2601  Highland 
Ave.,  Birmingham.  Ala.  35205,  Exec.  Dir. 

B TEXAS  NURSING  HOME  ASSOCIATION,  Dallas, 
Nov.  19-21,  1968.  John  M.  Crawford,  Jr.,  6226  US  High- 
way 290  E.,  Austin  78723,  Exec.  Dir. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  7-12,  1968.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.  60201,  Pres. 

B AMERICAN  COLLEGE  OP  PHYSICIANS,  TEXAS 
REGIONAL  MEETING,  Dallas,  Dec.  6,  1968.  Dr.  Ralph 
R.  Tompsett,  3500  Gaston  Ave.,  Dallas,  Information  Of- 
ficer. 


AMERICAN  MEDICAL  ASSOCIATION  (Clinical  Meet- 
ing), Miami  Beach,  Fla.,  Dec.  1-4,  1968.  Dr.  F.  J.  L. 
Blasingame,  535  N.  Dearborn  St.,  Chicago  60610,  Exec. 
Vice-Pres. 


AMERICAN  MEDICAL  ASSOCIATION,  TENTH  NA- 
TIONAL CONFERENCE  ON  THE  MEDICAL  AS- 
PECTS OF  SPORTS,  Miami  Beach,  Fla.,  Dec.  1,  1968. 
Dr.  Fred  V.  Hein,  535  N.  Dearborn  St.,  Chicago  00610, 
Sec.,  Committee  on  the  Medical  Aispects  of  Sports. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  Bos- 
ton, Dec.  4-7,  1968.  Gertrude  F.  Conroy,  1740  Broadway, 
New  York  10019,  Exec.  Dir. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Atlanta, 
Ga.,  Dec.  5-8,  1968.  Margaret  M.  Walsh,  1212  Avenue  of 
the  Americas,  New  York  10036,  Exec.  Dir. 


B PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  Houston.  Dec.  5-7,  1968.  Mrs.  Patty 
Pettigrew.  Kaufman,  Tex.  75142,  Sec.-Treas. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Dec.  1-6,  1968.  Dr.  Maurice  D.  Frazer,  5145  O 
St.,  Lincoln,  Neb.  68510,  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION,  Boca  Raton, 
Fla.,  Dec.  9-11,  1968.  Dr.  George  H.  Yeager,  314  Medical 
Arts  Bldg.,  Baltimore  21201,  Sec. 

B TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  Dal- 
las, Dec.  7,  1968.  Dr.  William  C.  Levin,  816  Strand,  Gal- 
veston 77550,  Sec. 

B TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Houston,  Dec.  6-7,  1968.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76702,  Sec. 

B TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  Dec.  2-4,  1968.  Dr.  M.  H.  Crabb,  1612  Sum- 
mit Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 
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Sources  of 
sinus  headache 


REGION  OF  SENSATION 

FRONTAL  SINUS-headache  local- 
ized over  the  frontal  region,  com- 
monly beginning  in  the  morning. 
Eyes  painful  to  touch,  may  be  slight 
swelling  over  eyes,  puffy  eyelids. 
SPHENOID  SINUS-most  difficult 
to  diagnose.  Headache  or  sense  of 
pressure  over  vertex.  May  be  pain 
in  ear  or  mastoid  region. 


MAXILLARY  SINUS-headache  and 
tenderness  under  eyes  at  top  of 
ch|,ekbones,  usually  starting  in 
early  afternoon.  Possible  swelling 
of  cheek.  Pain  in  jaw  and  back 
teeth. 

ETHMOID  SINUS-headache, 
tightness  in  upper  part  of  bridge  of 
nose  and  well  down  its  sides.  Pain, 
deep-seated  behind  the  eyes  and 
in  inner  corners  of  the  eyes. 


TURBINATES— pain  along  medial 
and  lateral  walls  of  the  inside  of 
the  nose.  Headache  in  frontal 
region,  along  supraorbital  ridge,  a 
feeling  of  fullness  in  the  head. 


Source  of 
sfymptomatic 

relief 


Sinus  headache  is  often  a reflection  of  congestion 
in  the  nasal  mucosa.  The  pain  that  results  in  the 
various  regions  of  the  head  may  help  in  determin- 
ing the  particular  structure  (s)  responsible.  The 
Sinutab  formula  is  specifically  designed  for  symp- 
tomatic relief  of  sinus  headache  and  nasal  conges- 
tion. Sinutab  not  only  provides  an  effective 
decongestant  — to  reduce  mucosal  engorgement 
and  facilitate  freer  breathing  — and  an  antihista- 
mine — to  help  reduce  edema  and  excessive  secre- 
tions — but  it  also  provides,  in  contrast  to  other 
leading  decongestants,  two  analgesics  for  imme- 
diate relief  of  pain  and  discomfort. 

And,  too,  the  Sinutab  dosage  schedule  of  2 tablets, 
q.  4 h.  permits  controlled  and  continuing  analgesic 
relief. 

Adverse  Reactions:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

Precautions:  Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution 
in  patients  with  thyroid  disease,  heart  disease,  hy- 
pertension, diabetes  or  kidney  disease.  Excessive 
dosage  or  prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HCl,  and  22 
mg.  phenyltoloxamine  citrate. 


SPECIFIC  FORMULA 

SINUTAB 


FOR  SINUS  HEADACHE 


Also  Available  on  Prescription: 

Sinutab®  with  Codeine.*  Each  tablet  contains  15  mg. 
(t4  gr.)  codeine  phosphate  (Warning:  May  be  habit 
forming),  150  mg.  acetaminophen,  150  mg.  phenace- 
tin, 25  mg.  phenylpropanolamine  HCl,  and  22  mg. 
phenyltoloxamine  citrate. 

Sinutab®  Pediatric  Suspension.  Each  5 ml.  teaspoon- 
ful contains  300  mg.  acetaminophen,  12.5  mg.  phenyl- 
propanolamine HCl,  and  10  mg.  phenyltoloxamine 

citrate.  *Subject  to  Federal  Narcotics  Regulations. 


For  1 complimentary  bottle  of  30  Sinutab  tablets, 
write:  J.  S.  Travis,  Warner-Chilcott  Laboratories, 
Morris  Plains,  N.J.  07950.  Please  mention  this  journal. 


WARNER-CHILCOTT 


S-IN-B1-4C 


Morris  Plains,  N.J. 


the  spasm 
reactors 
n your  practice 
deserve 


each  tablet,  capsule  or 
5 cc.  of  elixir  (23%  alcohol) 


hyoscyamine  sulfate  0.1037  mg. 
atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.006B  mg. 
phenobarbital  (14  gr.)  16.2  mg. 
(Warning:  may  be  habit  forming) 


eachDonnatal  each 

No.  2 Extentab® 


U.IUOI  II1&.  „..^***  — D- 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(%  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 

AH'I^OBINS 


TWO  WAYS 
TO  GIVE 

YOUR  PATIENTS 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 

45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins.  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak. 
Write  30  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month's 
supply  at  a very  reasonable  cost.  Also  the  economy  size 
of  100.  Available  af  pharmacies  on  your  prescription  or 
recommendation 

A H Robins  Company,  Richmond,  Va.  23220. 
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MORE  HIGHLIGHTS  OF  COMING  MMETINGS 


■ TEXAS  TUBERCULOSIS  ASSOCIATION.  Austin, 
Dec.  7,  19G8.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd., 
Austin  78722,  Exec.  Dir. 


JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS. New  York  City,  Jan.  18-23,  1969.  John  K.  Hart, 
29  E.  Madison,  Chicago  60602,  Exec.  Sec. 

■ FIFTH  DISTRICT  SOCIETY,  San  Antonio,  January, 
1969.  Dr.  A.  F.  Clark,  Jr.,  3-F  Medical-Professional  Bldg., 
San  Antonio  78212,  Sec.-Treas. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Jan.  27-29,  1969.  S. 
E.  Cockrell,  Jr.,  202  W.  French  PL,  San  Antonio  78212, 
Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY,  Miami  Beach.  Fla., 
Jan.  12-17.  1969.  Dr.  John  G.  Bellows.  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  18, 
1969.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin  78701, 
Exec.  Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY.  San  Antonio. 
Jan.  24-25,  1969.  Dr.  Herman  C.  Sehested,  1550  W.  Rose- 
dale,  Fort  Worth  76104,  Sec. 

B TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  Hous- 
ton, Jan.  25-26,  1969.  Dr.  Jack  L.  Smith,  3155  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  El  Paso,  Jan.  11-12,  1969.  Wally  Christensen, 
1008  Lavaca,  Austin  78701,  Exec.  Dir. 


FEBRUARY 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Atlanta,  Ga., 
Feb.  18-22,  1969.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Hollywood,  Fla.,  Feb.  8-13,  1969.  Dr.  Alfred  J.  Cantor, 
147-41  Sanford  Ave.,  Flushing,  N.Y.  11355,  Exec.  Sec. 

B SCOTT  AND  WHITE  CONFERENCE  IN  MEDICINE 
AND  SURGERY,  February,  1969.  Dr.  W.  A.  Lea,  Scott 
and  White  Clinic,  Temple  76501,  Chairman. 

B SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  February,  1970.  Bob  Reid,  723  Mills  Bldg.,  El  Paso 
79901,  Exec.  Sec. 

B TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Dallas,  February,  1969.  Dr.  R.  E.  Johnson,  Box 
4905,  Midland  79702,  Sec.-Treas. 

B TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Dallas, 
Feb.  23-26,  1969.  Joseph  N.  Murphy,  Jr.,  Box  5192,  Aus- 
tin 78703,  Sec.-Treas. 

B TEXAS  UROLOGICAL  SOCIETY,  Port  Arthur,  Feb- 
ruary, 1969.  Dr.  James  L.  Petry,  3115  Procter  St.,  Port 
Arthur  77642,  Sec. 


MARCH 

AMERICAN  ACADEMY  OF  ALLERGY,  Bal  Harbour, 
Fla.,  March  15-19,  1969.  Dr.  Paul  P.  VanArsdel,  Jr.,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle  98105, 
Sec. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, San  Francisco,  March  31-April  2,  1969.  Dr.  Thom- 
as B.  Ferguson.  Suite  311,  7710  Carondelet  Ave.,  St. 
Louis  63105,  Sec. 

B DALLAS  SOUTHERN  CLINICAL  SOCIETY.  Dallas, 
March  17-19,  1969.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75301,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  10-13,  1969.  Mrs.  Irma  B.  Sher- 
wood, 1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
New  Orleans,  March  20-22,  1969.  Mrs.  Elsie  Howard. 
2109  Commerce  St.,  Dallas  75201,  Exec.  Sec. 

B SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, San  Antonio,  March  7-9,  1969.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

B TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  San  Antonio,  March  7-8.  1969.  Dr. 
J.  L.  Jinkins,  Jr.,  Suite  921,  200  North  Blvd.,  Galveston 
77550,  Sec.-Treas. 

APRIL 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Chicago,  April  24-26,  1969. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Dir. 

B AMERICAN  DERMATOLOGICAL  ASSOCIATION, 
Scottsdale,  Ariz.,  April  17-22,  1969.  Dr.  Barrett  Kennedy. 
1542  Tulane  Ave.,  New  Orleans,  La.  70112,  Sec. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J., 
April  30-May  1,  1969.  Dr.  Charles  D.  Cook,  333  Cedar  St., 
New  Haven,  Conn.  06510,  Sec.-Treas. 

B EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City, 
Tex.,  April,  1969.  Dr.  William  Nicholson,  304  W.  Broad, 
Freeport  77541,  Sec.-Treas. 

B INDUSTRIAL  MEDICAL  ASSOCIATION.  Houston, 
April  21-24,  1969.  Howard  N.  Schulz,  55  E.  Washington 
St.,  Chicago,  111.  60602,  Exec.  Dir. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, April  30-May  4,  1969.  Russell  F.  Staudacher,  2635 
Flossmoor,  Flossmoor,  111.  60422,  Exec.  Dir. 

B TEXAS  DENTAL  ASSOCIATION,  Dallas,  April  27-30, 
1969.  Bill  Howard,  3707  Gaston  Ave.,  Dallas  75246,  Exec. 
Dir. 

B TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Houston,  April  21-24,  1969.  Dr.  G.  E.  McGlothlen,  P.O. 
Box  336,  Bridge  City,  Tex.  77611,  Sec.-Treas. 

MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Fran- 
cisco, May  5-8,  1969.  Dr.  Merrill  H.  Goodwin,  Aerospace 
Medical  Association,  Washington  National  Airport,  Wash- 
ington. D.C.  20001,  Exec.  Vice  Pres. 
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San  Angelo 

Medical  & Su 

rgical  Clinic 

111  East  Harris  Avenue 

Dial  2-6811 

SAN  ANGELO,  TEXAS 

Po/i  1 fi t i*i/*a  * 

Dwain  F.  Dodson.  M.D.,  F.A.A.P. 

M.  W.  Everhart,  M.D.,  F.A.A.P. 

General  and  Thoracic  Surgery: 

B.  A.  Joiner,  M.D.,  F.A.C^. 

General  Surgery : 

C.  A.  Kunath,  M.D.,  F.A.C.S. 

General  Practice : 

Wm.  Lacey  Smith.  M.D. 

Obstetrics  and  Gynecology : 

Robert  G.  Bridges,  M.D.,  F.A.C.O.G. 

W.  H.  McCaw,  M.D.,  F.A.C.S.,  F.A.C.O.G. 

Urology : 

W.  L.  Porter,  M.D.,  F.A.C.S. 

Robert  B.  SteU,  M.D. 

Internal  Medicine  and  Cardiology : 

Wm.  C.  Mieher,  M.D. 

Internal  Medicine  and  Gastro- 
enterology : 

F.  M-  Spencer,  M.D.,  F.A.C.P. 

Eye,  Ear,  Nose  and  Throat: 

C.  S.  Thompson,  M.D.,  F.A.C.S. 

Adult  and  Pediatric  Cardiology : 

J.  L.  Read.  M.D. 

Administration : 

Fred  Wills 

Turner’s  Clinical  & I 
X-Ray  Laboratories 

Medical  Center  | 

El  Paso,  Texas  | 

Telephone  532-4689  [ 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY  | 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 
HARRY  F.  SPROAT,  M.D. 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump.  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker.  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 
MEDICINE 

W.  B.  Whiting.  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P..  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen.  Jr..  M.D. 

UROLOGY 

Owen  C.  Berg.  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 
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TEXAS  MEDICINE 


MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


■ AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS 
CHAPTER,  San  Antonio,  May  2,  1969.  Dr.  Robert  L. 
Mathis,  4119  Montrose  Blvd.,  Houston  77006,  Sec.-Treas, 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  4,  1969,  Dr. 
Daniel  E.  Jenkins,  1200  Moursund  Ave.,  Houston  77025, 
Sec.-Treas. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION. Washington.  D.C..  May  14-17,  1969.  Dr,  H.  D. 
Janowitz,  11  E.  100th  St..  New  York  City  10029,  Sec. 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY,  Hot 
Springs,  Va.,  May  26-28,  1969.  Dr.  Samuel  D.  McPherson, 
Jr.,  1110  W.  Main  St..  Durham,  N.C.  27701,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION.  Miami 
Beach,  Pla.,  May  5-9,  1969.  Dr.  Robert  S.  Garber,  Car- 
rier Clinic,  Belle  Mead,  N.J.  08502,  Exec.  Sec. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH,  San  Antonio,  May  1-4,  1969.  Dr. 
Irvin  M.  Cohen,  641  Hermann  Professional  Bldg.,  Hous- 
ton 77025,  Sec. 

AMERICAN  THORACIC  SOCIETY,  Miami  Beach,  Fla., 
May  24-26,  1969.  Robert  G.  Weymueller,  1780  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  San  Fran- 
cisco, May  12-15,  1969.  William  P.  Didusch,  1120  N. 
Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION,  TEXAS 
CHAPTER,  San  Antonio,  May  1,  1969.  Dr.  Robert  L. 
Schoenvogel,  401  Sycamore,  Brenham  77833,  Sec.-Treas. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May,  1969.  Dr.  Thomas  L. 
HiU,  Kings  Daughters  Clinic,  Temple  76501,  Sec. 

■ SEVENTH  ANNUAL  BAYLOR  ALUMNI  DAY.  Bay- 
lor University  College  of  Medicine,  Houston,  May,  1969. 
Mr.  Russell  Clem  and  Dr.  Herbert  Fred,  Baylor,  Houston 
77025,  Coordinators. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio, 
May  1,  1969.  Dr.  C.  F.  Miller.  Box  1338,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio,  May  1,  1969.  Dr.  Reinhold  E. 
Johnson,  Box  4905,  Midland  79701,  Sec.-Treas. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  Antonio, 
May  3,  1969.  Dr.  Coleman  Jacobson.  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

■ TEXAS  DIABETES  ASSOCIATION,  San  Antonio,  May 
4,  1969.  Dr.  Holbrooke  S.  Seltzer,  4600  S.  Lancaster, 
Dallas  75216.  Sec.-Treas.  and  Prog.  Chm. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  May  17- 
21,  1969.  O.  Ray  Hurst,  P.O.  Box  4553,  Austin  78751, 
Exec.  Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION,  San 
Antonio,  May  1,  1969.  Dr.  George  E.  McGlothlen,  P.O. 
Box  336,  Bridge  City,  Tex.,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May 
1-4,  1969.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  John  Kuppinger,  613  W. 
Fillmore,  Harlingen  78550,  Sec. 


■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  An- 
tonio, May  3,  1969.  Dr.  Ray  Lawson.  2828  Lemmon  Ave., 
Dallas  75204,  Sec.-Treas. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  Charles  Engelking,  224-34  W. 
Beauregard,  San  Angelo  76902,  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  San  Antonio,  May  1,  1969.  Dr.  Robert 
M.  Izard,  Jr.,  P.O.  Box  58,  Gonzales,  Tex.  78629,  Sec.- 
Treas. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio,  May, 
1969.  Dr.  James  M.  Hampton,  448  Hermann  Professional 
Bldg.,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San 

Antonio.  May  3-4,  1969.  Dr.  Presley  Chalmers,  2310 

Gramercy,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, San  Antonio,  May  2,  1969.  Dr.  Stonie  R.  Cotten, 
2601  Welborn,  Dallas  75219,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  May  4,  1969.  Dr.  Jack  L.  Smith,  3155  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio,  May  3,  1969.  Dr.  Frank  Dunton,  3601  Swiss 
Ave.,  Dallas  75204,  Sec.-Treas. 

■ TEXAS  TRAUMATIC  SURGICAL  SOCIETY,  San  An- 
tonio, May  1,  1969.  Dr.  C.  M.  Ashmore.  5124  Richmond 
Rd.,  Bellaire  77401,  Sec.-Treas. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  INC.,  San  Antonio.  May  3,  1969.  Mr.  Wally 
Christensen,  1919  Lavaca,  Austin  78701,  Exec.  Dir. 


JUNE 

AMERICAN  ORTHOPAEDIC  ASSOCIATION.  Hot 
Springs,  Va..  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St.,  Chicago  60602,  Sec. 

AMERICAN  PROCTOLOGIC  SOCIETY,  Boston,  June 
16-19,  1969.  Dr.  John  E.  Ray,  320  W.  Lafayette,  Detroit 
I 48226,  Sec. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Boston, 
June  19-20,  1969.  Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec,  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Lake  Ta- 
hoe, June  2-5,  1969.  Dr.  Jack  A.  Barney,  301  Pasteur 
Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION.  Austin, 
July  20-23,  1969.  Mr.  Luther  Parker,  Austin  Savings 
Bldg.,  Austin  78701,  Exec.  Sec. 

UNITED  STATES  - MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION,  Santa  Fe,  N.M.,  June.  1969. 
Dr.  Jorge  Jimenez  Gandica,  501  US  Court  House,  El 
Paso  79901,  Sec. 


JULY 

AMERICAN  MEDICAL  ASSOCIATION,  New  York,  July 
13-17,  1969.  Dr.  F.  J.  L.  Blasingame,  535  N.  Dearborn 
St.,  Chicago  60610,  Exec.  Vice  Pres. 

■ TEXAS  REHABILITATION  ASSOCIATION,  El  Paso, 
July,  1969.  Mrs.  Sharon  Estep,  P.O.  Box  20194,  Austin 
78767,  Sec.-Treas. 
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Some  things  cannot 
be  beat  at  any  price  / 


AND  WHEN  SPEAKING  OF  DISABILITY  INSURANCE 


The  Texas  Medical  Association  long-term  plan  pays  sickness  benefits  to 
age  65  tor  all  disabilities  which  occur  prior  to  age  60  Between  age  60  and 
70  the  maximum  benefit  (period  is  5-years,  but  no  payments  are  made 
beyond  age  72.  Accident  disabilities  are  payable  for  lifetime  regardless  of 
the  age  of  the  insured. 


□ The  Group  Disability  Insurance  Program  sponsored  by  the  Texas  Medical 
Association  has  been  in  force  since  1955-your  assurance  of  permanence 
and  stability 


I 


The  T.M.A.  Plan  has  paid  cash  dividends  to  policyholders  each  year  since 
1961  The  dividend  for  the  policy  year  ending  October  31,  1967  was  22% 
of  the  annual  premium. 


T.M.A  policies  are  renewable  to  age  70.  Many  policies  of  this  type  fail 
to  provide  protection  during  the  critical  years  because  they  terminate  at 
age  65 


Your  T.M.A.  long-term  group  plan  contains  a sound  and  equitable  premium 
rate  for  all  ages.  The  premium  has  never  been  increased  even  though  the 
plan  has  been  improved  several  times. 


ADMINISTERED  BY  H UNDERWRITTEN  BY 

Charles  O.  Finley  & Company  H Lumbermens  Mutual  Casualty  Co. 

1905  N LAMAR  BL\'D.  AUSTIN,  TEXAS  H CHICAGO.  ILLINOIS 
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ASSOCIATION  NEWS 


TMA  1969  Annual  Session  in  San  Antonio 
To  Initiate  Four  General  Format  Changes 


Four  changes  in  the  general  for- 
mat of  the  Texas  Medical  Associa- 
tion Annual  Session  will  be  effected 
for  the  first  time  in  San  Antonio 
May  1-4,  1969. 

Changes  approved  by  the  Council 
on  Annual  Session  in  May,  1968, 
include  (1)  changing  of  refresher 
courses  to  Continental  Breakfast 
Round  Tables,  these  to  be  sched- 
uled on  Friday  morning:  (2)  addition 
of  a second  series  of  curbrtone  con- 
sultations from  5 to  6:30  p.m.  on 
Saturday;  (3)  rescheduling  the  prev- 
iously 4:30  p.m.  Saturday  final  ses- 
sion of  the  House  of  Delegates  to 
4 p.m.  Saturday;  and  (4)  moving  the 
Memorial  Service  from  11:15  a.m. 
to  9 a.m.  Sunday. 

To  date  17  out-of-state  guest 
speakers  have  been  obtained.  This 
number  represents  approximately 
half  of  the  number  expected  to  be 
obtained.  Guest  speakers  already 
scheduled  to  speak  and  their  spon- 
soring groups  are  Dr.  Hariy  E. 
Bacon,  head.  Department  of  Proc- 
tology, Temple  University  Hospital, 
Philadelphia,  Texas  Proctologic  So- 
ciety and  TMA;  Dr.  Roberto  Calder- 
on, National  University  of  Nicara- 
gua, Managua,  Nicaragua,  TMA  Sec- 
tion on  Radiology;  Dr.  Jules  V.  Cole- 
man, clinical  professor  of  public 
health  and  psychiatry,  Yale  Univer- 
sity School  of  Medicine,  New  Haven, 
Conn.,  TMA  Section  on  Nervous  and 
Mental  Diseases;  Dr.  John  Bernard 
Henry,  director  of  clinical  pathology. 
State  University  of  New  York  Up- 
state Medical  Center,  Syracuse,  TMA 
Section  on  Pathology:  and  Dr.  Arthur 
Jampolsky,  director,  Smith-Kettle- 
well  Institute  of  Visual  Sciences, 
San  Francisco,  Texas  Ophthalmolog- 
icai  Association  and  TMA. 

Other  guest  speakers  already 
scheduled  are  Dr.  B.  J.  Kennedy, 
associate  professor  of  medicine.  Uni- 
versity of  Minnesota  School  of  Medi- 
cine, Minneapolis,  Minn.,  Texas  Di- 
vision, American  Cancer  Society;  Dr. 
Everett  D.  Kiefer,  Laconia  Clinic, 
Laconia,  N.H.,  TMA  Section  on  Di- 
gestive Diseases:  Dr.  Kermit  E. 
Krantz,  chairman.  Department  of 
Gynecology  and  Obstetrics,  Univer- 
sity of  Kansas  Medical  Center,  Kan- 


sas City,  Kan.,  TMA  Section  on  Ob- 
stetrics and  Gynecology;  Dr.  Theo- 
dore C.  Panes,  head.  Department 
of  Pediatrics,  University  of  Arkansas 
School  of  Medicine,  Little  Rock, 
TMA  Section  on  Pediatrics;  Dr. 
Michel  Portmann,  associate  profes- 
sor, Ear,  Nose,  and  Throat  Depart- 
ment, Faculty  of  Medicine  of  Bor- 
deaux, Bordeaux,  France,  Texas  Oto- 
laryngological  Association  and  TMA; 
and  Dr.  Rees  B.  Rees,  clinical  pro- 
fessor of  dermatology.  University  of 
California  School  of  Medicine,  San 
Francisco,  Texas  Dermatological  So- 
ciety and  TMA. 

Also  scheduled  to  speak  are  Dr. 
Harold  G.  Scheie,  chairman.  Depart- 
ment of  Ophthalmology,  Hospital  of 
the  University  of  Pennsylvania,  Phil- 
adelphia, Texas  Ophthalmological 
Association  and  TMA;  Dr.  J.  Edwin 
Seegmiller,  chief.  Section  on  Human 
Biochemical  Genetics,  National  In- 
stitute of  Arthritis  and  Metabolic 
Diseases,  National  Institutes  of 
Health,  Bethesda,  Md.,  TMA  Section 
on  Internal  Medicine;  Dr.  Max  L. 
Som,  clinical  professor.  Department 
of  Surgery,  Mount  Sinai  School  of 
Medicine,  New  York  City,  Texas  Oto- 
laryngological  Association  and  TMA; 
Dr.  E.  Paul  Woodward,  Orthopedic 
Medical  Group,  San  Diego,  Calif., 
Texas  Society  of  Athletic  Team  Phy- 
sicians; Dr.  David  Sencer,  chief.  Na- 
tional Communicable  Disease  Cen- 
ter, Atlanta,  Ga.,  Conference  of  City 
and  County  Health  Officers  and 
TMA;  and  Dr.  Peter  V.  Siegel,  feder- 
al air  surgeon.  Federal  Aviation 
Agency,  Washington,  D.C.,  Texas 
Air-Medics  Association,  Texas  Chap- 
ter, Flying  Physicians  Association, 
and  TMA. 

Scientific  sessions  and  exhibits 

TRANSACTIONS  READY 

Transactions  of  the  Texas  Medi- 
cal Association  House  of  Delegates 
during  the  101st  Annual  Session, 
May  2-5,  1968,  have  been  published 
and  are  available  to  TMA  members. 

Those  wishing  a copy  of  the 
transactions  should  write  to  the 
TMA  Headquarters  Bldg.,  1801  N. 
Lamar  Blvd.,  Austin  78701. 


for  the  102nd  TMA  Annual  Session 
will  be  held  in  the  San  Antonio  Con- 
vention Center  with  overflow  scien- 
tific meetings  being  held  in  the  Hil- 
ton Palacio  del  Rio,  which  has  been 
designated  as  scientific  headquar- 
ters. The  House  of  Delegates  v/ill 
meet  at  the  St.  Anthony  Hotel,  busi- 
ness meeting  headquarters.  And  the 
Woman’s  Auxiliary  to  TMA  will  con- 
duct its  sessions  at  the  Menger 
Hotel. 

TMA  MEMBERS  VOTE 
FOR  ABORTION  CHANGES 

Texas  physician  members  of  the 
Texas  Medical  Association  have  vot- 
ed overwhelmingly  in  favor  of 
amending  the  state's  present  Abor- 
tion Law  in  a statewide  referendum 
conducted  July  19  through  Aug.  19. 
Ballots  were  tabulated  at  the  TMA 
Headquarters  Building  in  Austin  on 
Aug.  19  to  determine  whether  the 
majority  of  members  of  the  Texas 
Medical  Association  are  for  or 
against  seeking  legislative  amend- 
ment of  the  present  Texas  abortion 
lav/,  and  the  results  were  4,435 
votes  for  amending  the  present  stat- 
ute and  536  against  amending  this 
law. 

Data  on  other  portions  of  the  bal- 
lot are  being  tabulated  to  record 
physicians'  desires  as  to  indications 
and  restrictions  on  these  amend- 
ments— maternal,  fetal,  hospital, 
and  consultants.  As  soon  as  this 
information  is  compiled,  it  will  be 
transmitted  to  the  TMA  Council  on 
Medical  Jurisprudence. 

The  statewide  referendum  was 
the  result  of  a TMA  House  of  Dele- 
gates’ directive  in  May,  1968.  The 
House  believed  that  the  entire  TMA 
membership  should  be  polled  in 
order  to  determine  the  most  repre- 
sentative TMA  position  regarding 
support  or  non-support  of  legisla- 
tion that  might  be  introduced  into 
the  Texas  Legislature.  The  Council 
on  Medical  Jurisprudence  was  as- 
signed the  responsibility  of  conduct- 
ing the  poll  and  tabulating  the  re- 
sults before  the  Sept.  22  meeting 
of  the  Executive  Board. 
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The  referendum  was  sent  to  all 
members  of  TMA,  except  inactive, 
intern,  and  resident  members,  who 
are  not  allowed  to  vote  according  to 
the  Association's  By-Laws.  A 30-day 
period  for  voting  was  established. 
Three  individuals  were  designated  to 
count  the  votes:  a member  of  the 
Council  on  Medical  Jurisprudence 
and  two  physicians  who  served  as 
consultants  to  the  council.  Physi- 
cians were  asked  to  vote  for  or 
against  amending  the  present  Abor- 
tion Law.  If  they  voted  for  amend- 
ment, they  were  asked  to  indicate 
specific  measures  they  felt  an 
amendment  should  include.  Nearly 
5,000  physicians  participated  in  the 
voting. 

CHAMPUS  Follows 
Usual,  Customary  Fees 

The  same  payment  procedure  by 
usual  and  customary  fees  that  is 
used  under  Medicare  is  also  used  by 
administrators  of  the  Dependents 
Medical  Care  program  for  civilian 
dependents  of  military  and  retired 
military  personnel.  Civilian  Health 
and  Medical  Program  of  the  Uni- 
formed Services  (CHAMPUS)  pays 
80  percent  of  the  physician’s  usual 
charge  and  the  prevailing  charge  in 
the  area. 

In  recent  months  confusion  has 
arisen  in  the  program  because  de- 
pendents were  not  properly  advised 
that  they  were  responsible  for  pay- 
ing the  portion  of  a doctor’s  fees 
that  were  above  the  "reasonable, 
usual,  and  customary"  charges.  Phy- 
sicians may  accept  an  assignment 
or  may  bill  the  patients  directly.  A 
physician  who  bills  directly  should 
make  it  clear  to  the  patient  that  he, 
the  physician,  is  not  committed  to 
CHAMPUS  determination  of  fees  and 
that  a patient  may  be  required  to 
pay  more  than  20  percent  of  the 
total  charge  if  the  physician’s  actual 
charge  Is  higher  than  the  "reason- 
able fee.”  A brief  explanation  by  the 
physician  may  reduce  misunder- 
standing and  friction. 

Since  the  beginning  of  the  pro- 
gram in  1967  the  Defense  Depart- 
ment has  followed  the  policy  of  re- 
imbursing patients  for  the  portion 
of  physicians’  fees  above  the  "rea- 
sonable charges”  when  these  pa- 
tients had  not  been  advised  that 
they  would  be  responsible  for  these 
charges.  Such  reimbursement  pay- 
ments, however,  will  be  discontinued 
as  soon  as  the  Department  has  de- 
termined that  patients  have  been 
properly  notified  as  to  payment  pro- 
cedure. 


PERSONALS 


Dr.  Winfrey  W.  Goldman,  Jr.,  of 
Dallas  has  been  appointed  assistant 
dean  for  regional  and  hospital  medi- 
cal programs  at  The  University  of 
Texas  Southwestern  Medical  School. 

Among  physicians  featured  on 
films  of  panel  discussions  of  the 
1967  and  1968  American  Radium 
Society  programs  are  Drs.  Gilbert 
Fletcher,  Felix  N.  Rutledge  and  Fred 
Y.  Durrance,  all  of  Houston,  and 
John  Broadwater  of  San  Antonio. 
Panel  discussions  were  videotaped 
and  produced  into  films  by  the  Can- 
cer Control  Branch  of  the  US  Public 
Health  Service. 

Dr.  Howard  Coggeshall,  Sr.,  of 
Dallas,  received  a special  award 
from  the  American  Physicians  Art 
Association  for  his  work  “Abstract 
Design,”  during  the  American  Medi- 
cal Association  annual  convention 
in  San  Francisco  in  June. 

Dr.  Louis  W.  Breck,  Ei  Paso  ortho- 
pedic surgeon,  was  installed  as  pres- 
ident of  the  Texas  Rehabilitation 
Association  at  the  organization’s  an- 
nual meeting  in  Fort  Worth  in  July. 
Dr.  Ridings  E.  Lee  of  Dallas  was 
named  physician  of  the  year  by 
TRA. 

Two  professors  at  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton have  new  appointments  which 
became  effective  Sept.  1.  Dr.  Joe  P. 
Tupin  became  associate  dean  of 
medicine  and  coordinator  of  curricu- 
lar affairs,  and  Dr.  Spencer  G. 
Thompson  became  associate  dean 
of  medicine  and  coordinator  of  spon- 
sored programs. 

Physicians  serving  on  the  advisory 
board  of  Texas  Medical  Assistants 
Association  for  1968-1969  are  Drs. 
Charles  R.  Bates  of  Wichita  Falls, 
Manuel  Hernandez  of  El  Paso,  C. 
Denton  Kerr  of  Houston,  Oscar  L 
Morphis  of  Fort  Worth,  Jack  M.  Par- 
tain  of  San  Antonio,  Travis  Smith 
of  Abilene,  and  James  R.  Thomas 
of  Port  Arthur.  Dr.  Smith  is  also 
serving  as  liaison  officer  between 
Texas  Medical  Association  and  TMAA 
and  is  a member  of  the  advisory 
board  of  the  American  Association 
of  Medical  Assistants.  Drs.  Bates 
and  Thomas  have  also  been  elected 
honorary  members  of  TMAA. 

Dr.  Robert  H.  Barnes  of  Kansas 
City,  Mo.,  has  joined  the  faculty  of 
The  University  of  Texas  Medical 
School  at  San  Antonio  as  professor 
of  psychiatry. 


Dr.  H.  Royer  Collins  of  Temple 
spoke  on  preparticipation  and  on- 
site controls  of  knee  injuries  at  the 
Seventh  Post-Graduate  Conference 
on  Medical  Aspects  of  Sports  in 
Kingston,  R.  I.,  Aug.  16.  The  con- 
ference was  sponsored  by  the  Rhode 
Island  Medical  Society  and  the  Uni- 
versity of  Rhode  Island. 

Dr.  Edward  B.  Diethrich  of  Hous- 
ton, assistant  professor  of  surgery 
at  Baylor  University  College  of  Med- 
icine, is  recipient  of  an  award  for 
the  best  motion  pictures  of  diseases 
of  the  chest.  The  award  was  given 
at  the  annual  meeting  of  the  Amer- 
ican College  of  Chest  Physicians  in 
San  Francisco  in  the  summer. 

On  Sept.  1,  Dr.  Michael  E.  Blaw 
became  professor  of  neurology  and 
pediatrics  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las. He  came  to  Southwestern  from 
the  University  of  Minnesota  Medical 
School  in  Minneapolis  where  he  was 
director  of  pediatric  neurology. 

Dr.  Charles  C.  Sprague,  dean  of 
The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas,  served 
as  chairman  for  the  12th  Congress 
of  the  International  Society  of  He- 
matology in  New  York  City  in  Au- 
gust. The  congress  was  held  in  con- 
junction with  the  annual  meeting  of 
the  American  Society  of  Hematol- 
ogy, of  which  Dr.  Sprague  is  presi- 
dent. 

Drs.  K.  J.  Dickie  and  W.  J.  de- 
Groot  of  Galveston  were  members 
of  a research  team  at  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston who  discovered  a new  en- 
zyme in  treating  pulmonary  embo- 
lism. Report  of  the  research  was 
presented  by  Dr.  Luddo  B.  Nanninga 
(Ph.D.),  in  the  paper,  “The  Appear- 
ance of  Fibrinogen  Derivatives  in 
Thromboembolic  Disease  after  Treat- 
ment with  Urokinase,”  at  the  Sept. 
1-6  congress  of  the  International  So- 
ciety of  Hematology  in  New  York 
City.  Other  investigators  on  the  proj- 
ect were  Dr.  M.  M.  Guest  (Ph.D.), 
and  Ted  Bond. 

New  senior  vice  president  for 
medical  affairs  and  chief  medical 
officer  of  the  American  Cancer  So- 
ciety is  Dr.  Arthur  I.  Hoileb  of 
Houston. 

Dr.  Porter  M.  Bailee,  Jr.,  of  Tyler, 
has  been  elected  to  the  Texas  State 
Board  of  Education.  Dr.  Bailee  is 
the  second  physician  to  be  named 
to  the  current  board.  Dr.  Edwin  L. 
Rippy  of  Dallas  having  been  elected 
to  the  board  in  1966. 
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BLACKFORD  MEMORIAL  LECTURES 

Sponsored  by  the  GRAYSON  COUNTY  MEDICAL  SOCIETY 

OCTOBER  19-20,  1968 


TANGLEWOOD  HILLS  COUNTRY  CLUB 
POTTSBORO,  TEXAS 

GUEST  SPEAKERS 


MILFORD  0.  ROUSE,  M.D. 

Past-President 

American  Medical  Association 
Dallas 


G.  V.  BRINDLEY,  JR.,  M.D. 

President 

Texas  Medical  Association 
Temple 


JOHN  R.  HALL,  M.D. 

Chief,  Department  of  Occupational  Medicine 
Kelsey-Seybold  Clinic 
Houston 

CLAUDE  H.  ORGAN,  JR.,  M.D. 

Associate  Professor  of  Surgery 
Creighton  University  School  of  Medicine 
Omaha 


LYNN  BALDWIN 

Chairman,  Department  of  Medical  Arts 
M.  D,  Anderson  Hospital 
Houston 


VEASY  BUTTRAM,  M.D. 


Associate  Professor  of  Obstetrics  and  Gynecology 
Baylor  University  College  of  Medicine 
Houston 


REV.  THOMAS  ARNEY 

Pastor 

Lake  Texoma 


Tanolewood -v 


Tanglewood  Hills  Country 
Club  is  located  directly  on 
the  shores  of  Lake  Texoma, 
five  miles  north  of  Potts- 
boro,  Texas.  Take  U.S. 
Highway  75  or  82  to  the 
new  Farm  Road  1417  (Dor- 
chester Rd.  exit  south  of 
Sherman).  Continue  on  1417 
past  Pottsboro,  and  follow 
the  signs. 
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A FABULOUS  WEEK-END  FOR  POST-GRADUATE  MEDICAL  EDUCATION! 
SWIMMING  • FISHING  • GOLF  • SOCIAL  EVENTS  • PLAIN  RELAXATION 
NO  REGISTRATION  FEE  — AAGP  APPROVED 

Mail  this  reservation  form  to — Tom  Shepherd,  Manager,  Tanglewood  Hills  Country  Club,  Pottsboro,  Texas 


I plan  to  make  the  Blackford  Lectures 

I will  bring  my  wife  and_ others  with  me 

I would  like  to  fish  with  Dr.  Harry  Denison  on  Saturday,  or 

I'd  rather  golf  with  Dr.  Andy  Jensen  or  Dr.  W.  Sylvester 

Name 


Address 
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LA  GRANGE  HOSPITAL 
FINDS  SOLUTION 
FOR  NURSING  SHORTAGE 

HERBERT  T.  SMITH,  M.D. 


EDITOR’S  NOTE: 

The  shortage  of  nurses  is  a problem 
all  communities  are  facing.  However, 
the  problem  is  particularly  serious  in 
small  communities  where  lower  sal- 
aries and  quieter  living  may  not 
attract  trained  nurses  from  the  cities. 
Dr.  Herbert  T.  Smith  has  prepared 
for  Texas  Medicine  an  account  of 
the  solution  La  Grange  has  found  to 
the  nursing  shortage  problem — a 
training  course  for  housewives  who 
may  subsequently  serve  as  nurses’ 
aides.  Other  small  Texas  communities 
may  find  a similar  course  will  allevi- 
ate their  own  shortage  of  nurses. 


No  question  about  it,  a nursing 
shortage  exists  everywhere;  but  no- 
where is  it  felt  more  than  in  the 
small  town  hospital.  One  reads 
about  whole  new  wings  of  hospitals 
in  Houston,  Austin,  and  Dallas  which 
do  not  open  because  of  the  nurse 
shortage.  Many  small  towns  face  an 
even  more  critical  decision:  Can  a 
licensed  vocational  nurse  (LVN)  or 
a nurses’  aide  supervise  a shift  on 
a floor?  Sound  farfetched?  It  isn’t, 
for  this  problem  is  faced  by  hun- 
dreds of  small  communities  across 
the  country.  These  communities  can- 
not compete  with  the  way  of  life 
and  pay  that  nurses  obtain  in  the 
city;  and,  unless  industry  moves 
into  a small  town,  young  people  do 
not  flock  there. 

Everyone  is  aware  of  this  and 
vocational  schools  are  cropping  up 
around  about,  but  new  restrictions 
in  Texas  require  that  LVN’s  obtain 
their  ‘floor  time’  in  hospitals  of  150 
beds  or  more.  A girl  trained  in  a 
hospital  that  size  is  not  likely  to 
quit  and  go  to  the  small  town  to 
work  for  less  pay.  Sports  cars, 
apartment  life,  and  a better  chance 
of  meeting  a mate  are  other  fac- 
tors which  stack  the  odds  against 
the  small  community  trying  to  ob- 
tain nurses. 

Is  there  a solution?  I think  per- 
haps there  is  one  which  might  be  of 
help  to  many  small  towns.  Some 
time  ago  I noted  in  an  article  in  a 
well-read  medical  business  magazine 
that  most  Girl  Fridays  in  physicians’ 
offices  were  trained  by  the  doctor 
from  local  talent.  Many  of  these  are 
married  women  seeking  jobs  to  aug- 
ment their  husbands’  salaries;  and 
some,  having  read  about  the  femi- 
nine mystique,  want  to  ‘reach’  out 
after  raising  the  kids  to  school  age. 
This  article  suggested  a plan  to  us 
when  our  hospital  board  asked 


Mrs.  Helen  Oestreich, 
registered  nurse  in  La  Grange, 
instructs  nurses'  aide 
trainees  in  bed  making 
procedures  at  Fayette 
Memorial  Hospital. 
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about  training  or  getting  help  for  a 
new  hospital.  More  patient  beds 
mean  more  nursing  duties  even  if 
nursing  services  are  more  efficient. 
Our  staff  agreed  the  plan  to  train 
women  in  our  own  community  might 
provide  the  necessary  extra  person- 
nel needed,  so  we  set  out  to  organ- 
ize a “non-accredited”  nurses’  aide 
training  course. 

We  obtained  help  from  nurses’ 
aide  schools  in  Houston.  Combining 
their  two  procedure  books  and  in- 
serting several  new  procedures  we 
felt  needed  (such  as  one  on  ethics), 
we  wrote  a new  training  course 
book.  The  course  was  set  up  in 
three  sections:  (1)  anatomy  and 
physiology,  with  films  and  lectures 
presented  by  the  staff;  (2)  nursing 
procedures,  with  lectures,  films,  and 
demonstrations  by  two  teaching  reg- 
istered nurses  (RNs)  and  (3)  special 
diseases  requiring  special  nursing 
techniques  such  as  cardiac,  shock, 
epileptic,  stroke,  and  emergency  pa- 
tients, taught  by  the  medical  staff 
and  nurses  with  lectures  and  films. 

The  following  is  a general  out- 
line of  the  course: 

COURSE  OUTLINE 

A.  Anatomy  and  physiology 

1.  Skeleton 

2.  Nervous  system 

3.  Circulatory  system 

4.  Gastrointestinal  system 

5.  Renal  system 

6.  Respiratory  system 

7.  Reproductive  system 

B.  Hospital  nursing  procedures 

1.  Ethics 

2.  Admitting  patient 

3.  Care  of  patient’s  property 

4.  Charting 

5.  Intake  and  output 

6.  Patient’s  unit 

7.  Closed  bed 

8.  Surgical  bed 

9.  Occupied  bed 


10.  Open  bed 

11.  Weight  and  height 

12.  Temperature 

13.  Pulse 

14.  Respiration 

15.  Blood  pressure 

16.  Collection  of  specimens 

17.  X-ray  procedures,  preparation 

18.  Body  positions 

19.  Assisting  with  examination 
of  patients 

20.  Feeding  patients 

21.  Lifting  and  moving  patients 

22.  Morning  or  a.m.  care  and 
p.m.  care 

23.  Oral  hygiene 

24.  Special  mouth  care 

25.  Giving  and  removing  bedpan 

26.  Giving  and  returning  urinal 

27.  Side  rails 

28.  Isolation  technique 

29.  Steam  inhalations 

30.  Prevention  and  care  of  de- 
cubitus ulcers 

31.  Special  back  care 

32.  Gastrointestinal  tube 

33.  Gavage  and  lavage 

34.  Miller-Abbott  tube 

35.  Colonic  irrigation 

36.  Colostomy  irrigation 

37.  Retention  enema 

38.  Siphoning  of  unexpelled  en- 
ema 

39.  Catheterization 

40.  Male  catheterization 

41.  Tub  bath 

42.  Alcohol  sponge  bath 

43.  Sitz  bath 

44.  Insertion  of  rectal  tube 

45.  Shampoo,  bed  patient 

46.  Bed  bath 

47.  Preoperative  care 

48.  Postoperative  care 

49.  Postoperative  exercise 

50.  Medications 

51.  Intravenous  infusion 

52.  Hypodermoclysis 

53.  Rectal  medications 

54.  Oxygen  therapy 


55.  Pharyngeal  suctioning 

56.  Perineal  care 

57.  Perineal  light 

58.  Vaginal  irrigation 

59.  Improvised  equipment 

60.  Hot  water  bottle 

61.  Cold  applications 

62.  Arm  and  foot  soak 

63.  Heat  cradle 

64.  Eye  treatments 

65.  Eye  irrigation 

66.  Sterile  eye  compresses 

67.  Ear  drops 

68.  Ear  irrigation 

69.  Bladder  instillation 

70.  Bladder  irrigation 

C.  Special  procedures  and  tech- 
niques 

1.  Labor  room  and  obstetric 
care 

2.  Cardiac  patients 

3.  Asthma  and  emphysema  pa- 
tients 

4.  Stroke  patient 

5.  Shock  patient 

6.  Epileptic  patient 

7.  Coma  patient 

8.  Mental  patient 

9.  Emergency  room 

10.  Surgical  suite  procedures 

With  the  help  of  Texas  Medical 
Association  film  library  staff  a se- 
lect group  of  films  was  obtained  of 
films  available  from  TMA,  American 
Medical  Association,  US  armed 
forces,  drug  companies,  US  Public 
Health  Service,  American  Red  Cross, 
and  Texas  State  Department  of 
Health.  Except  for  a small  service 
charge  from  AMA  films  and  for  the 
return  mailing  fee  of  others,  films 
were  used  free  of  charge.  The  hos- 
pital purchased  a 16  mm.  projector 
and  screen,  and  after  having  the 
new  course  books  printed,  we  were 
in  business.  The  local  city  hall  audi- 
torium served  as  a meeting  place. 
All  these  preparations  were  accom- 
plished in  six  weeks. 


Instruction  is  given  by 
Mrs.  Patricia  Wilson,  R.  N., 
in  taking  blood  pressure  at 
one  of  the  class  sessions 
held  at  La  Grange  City  Hall. 


Volume  64,  September,  1968 


111 


Nurses’  aide  students  receive  lesson  in  hospital  emergency 
room  sterile  techniques  from  Mrs.  Wilson 
and  Mrs.  Oestreich. 


X-ray  and  laboratory  procedures  are  taught 
to  the  class  by  Mrs.  Wilson  and  David  Boothman. 
Students  are  taught  regarding  collection  of  specimens 
and  precautions  needed  in  giving  transfusions. 


Well,  how  has  the  program 
worked,  what  were  the  results,  and 
cost?  First,  the  books  were  printed 
at  a firm  in  Austin,  and  this  cost 
was  met  by  selling  the  books  to 
each  student  for  $3.  We  had  printed 
90  copies  and  after  the  first  meet- 
ing obtained  60  more.  That  gives 
some  idea  of  the  response.  We  had 
approximately  145  students  to  at- 
tend. They  came  from  surrounding 
towns  as  far  as  25  miles  away; 
women,  young  and  old,  from  homes, 
doctors’  and  dentists’  offices,  and 
nursing  homes.  Particularly  note- 
worthy was  the  response  from  high 
school  girls  who  became  interested 
and  are  now  going  into  RN  or  LVN 
training  after  finishing  high  school. 

We  could  only  meet  one  night  a 
week  for  an  average  of  one  and  a 
half  hours.  Attendance  has  been  av- 
eraging 75-80  after  the  first  two 
months.  We  are  scheduled  to  finish 
Oct.  1,  having  started  Jan.  8.  That 
seems  a long  time;  and  believe  me, 
it  is;  but  we  have  some  dedicated 
nurses  to  train,  who  are  willing  to 
help  in  this  community  project.  Also 
our  medical  staff  has  been  willing 
to  serve  in  giving  lectures  even 
though  it  required  ‘boning  up’  on 
possible  questions  for  a few  nights. 

We  are  not  yet  sure  of  the  results. 
We  are  covering  every  aspect  of  hos- 
pital nursing,  almost  every  nursing 
procedure.  We  gave  a pop  quiz  of 
75  questions  that  could  not  be  an- 
swered without  a knowledge  of  ter- 
minology. One  student  failed,  but  60 
percent  of  the  class  scored  above 


80  percent  on  the  quiz.  We  think 
from  listening  to  the  various  stu- 
dents during  the  question  and  an- 
swer periods  following  lectures  and 
films  that  we  will  get  from  10  to  15 
good  nurses’  aides  and  a likely  num- 
ber of  'patient  sitters’  who  will  know 
something  about  nursing.  Surprising 
is  the  number  who  on  their  own 
have  bought  books  offered  to  the 
public  by  the  AMA  and  who  are 
studying  more  broadly  at  home.  The 
books  being  studied  relate  to  the 
human  body,  its  functions  and  dis- 
eases. 

I feel  that  most  small  towns 
probably  have  an  untapped  source 
of  local  talent;  wives  and  mothers 
who  would  like  part-time  or  full 
time  jobs,  who  are  compassionate 
and  willing  to  work  if  they  can  be 
trained  in  some  field  without  leaving 
their  home  community  to  get  the 
training.  A copy  of  the  course  book 
has  been  filed  at  the  TMA  Head- 
quarters Building  along  with  the  list 
of  films  chosen  and  where  to  get 
them.  These  materials  will  be  avail- 
able to  any  community  desiring  to 
start  a similar  program. 

We  hope  to  put  the  course  on 
again  next  year  in  more  concentrat- 
ed form,  but  we  felt  that  in  our  par- 
ticular circumstances  one  night  a 
week  was  the  most  that  the  spon- 
sors and  students  would  care  to 
give  for  the  first  course.  Those  who 
have  stuck  with  the  course  will  make 
good  nurses’  aides.  The  hospital 
board  felt  that  some  type  of  recog- 
nition should  be  given,  so  we  had 


certificates  printed  locally  at  a nom- 
inal fee  and  an  example  of  one  of 
these  will  be  filed  with  the  course 
book  at  TMA  Headquarters. 

Total  cost  of  the  course  to  the 
medical  staff  for  film  rental,  return 
mailing,  and  certificates  has  not  ex- 
ceeded $75.  The  course  is  locally 
organized  and  taught  at  no  cost  to 
the  government.  All  communities 
have  some  type  of  meeting  hall 
available,  and  film  projectors  can  be 
obtained  from  other  organizations 
or  rented  if  not  available  from  the 
local  hospital.  The  time  and  fre- 
quency of  course  sessions  is  flexible 
and  can  be  switched  in  case  or- 
dered films  happen  to  arrive  late. 
This  only  happened  to  us  one  time. 

Updating  nursing  and  hospital 
procedures  is  not  only  helpful  in 
terms  of  patient  care;  but  where  ef- 
ficiency directly  relates  to  econom- 
ics, such  updating  helps  to  cut  hos- 
pital costs  and  improve  patient  re- 
lationships through  better  nursing 
care.  Everyone  learned  something, 
including  our  medical  staff.  In  medi- 
cal school  physicians  get  precious 
little  training  about  nursing  proce- 
dures from  the  nurses’  viewpoint. 

Perhaps  in  the  future,  with  in- 
creased salaries  to  compensate  for 
their  training,  and  with  shortened 
training  techniques,  more  women 
will  select  nursing  as  a vocation. 
However,  there  is  strong  competi- 
tion from  the  business  and  indus- 
trial world;  and  we  feel  the  nurses’ 
aide  course  will  serve,  at  least  for 
small  towns,  to  fill  the  nursing  gap. 
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NUTRITION  SURVEY  ENDS  FIRST  PHASE 


The  first  phase  of  the  Texas  Nu- 
trition Survey  was  scheduled  for 
completion  the  first  week  in  Sep- 
tember. The  second  phase,  which 
will  include  a survey  of  migrant 
workers  and  of  enumeration  dis- 
tricts (E.D.'s)  in  Hidalgo  and  Cam- 
eron counties  will  be  conducted  dur- 
ing the  last  week  in  October  and  the 
first  week  in  November.  Directors  of 
the  survey  in  Texas  are  Dr.  William 
J.  McGanity,  The  University  of  Texas 
Medical  Branch  at  Galveston,  and 
Dr.  Fratis  Duff,  health  planning  di- 
rector for  the  Texas  State  Depart- 
ment of  Health,  Austin. 

The  first  phase  was  the  examina- 
tion of  the  rest  of  a random  selec- 
tion of  inhabitants  of  Texas.  In  Feb- 
ruary, 26  Texas  counties  were  se- 
lected at  random  from  200  of  the 
254  counties.  Within  each  county, 
in  proportion  to  the  number  of  cen- 
sus tracts  with  low-income  sections, 
a second  random  selection  was 
made  of  enumeration  districts,  por- 
tions of  census  tract  containing  ap- 
proximately 200  dwelling  units  each 
in  the  1960  census.  A total  of  103 
E.D.'s  have  been  selected  in  the  26 
counties. 

Based  on  a random  start  a sec- 
tor of  each  E.D.  was  selected  as  a 
unit  containing  60  dwelling  units. 
From  this  unit  a total  sample  of  20 
families  was  chosen  to  participate 
voluntarily.  Residents  in  every  third 
household  were  visited  by  a home 
interviewer  who  identified  members 
of  the  family  and  invited  them  to 
take  part  in  the  examinations. 

The  survey  is  conducted  by  four 
teams  in  the  field:  (1)  mapping 
team,  which  maps  the  E.D.  and 
identifies  the  specific  cluster  of  60 
dwellings;  (2)  advance  team  coor- 
dinators, who  coordinate  and  make 
arrangements  for  home  interviews 
and  field  examinations;  (3)  home 
interview  team,  which  visits  the 
homes  of  the  20  selected  families 
informing  each  family  of  the  survey, 
inviting  families  to  participate,  ob- 
taining information  about  each  fam- 
ily member,  and  scheduling  exami- 


nation times;  and  (4)  field  examina- 
tion team,  which  conducts  the  phys- 
ical examination.  Physical  examina- 
tions are  usually  conducted  in  cafe- 
terias, gymnasiums,  and  classrooms 
of  schools  adjacent  to  or  near  the 
selected  E.  D.  areas. 

Purpose  of  the  nutrition  survey 
is  to  seek  factual  scientific  informa- 
tion on  the  nutritional  health  of  a 
segment  of  the  Texas  population. 
No  data  are  presently  available  for 
any  state  which  is  based  on  sound 
statistical  approach  and  which  gives 
an  overall  picture  of  nutritional 
health. 

Texas  and  Louisiana  are  two 
states  selected  to  initiate  the  sur- 
vey requested  and  authorized  by 
Congress  under  the  Partnership  for 
Health  Amendments  of  1967.  The 
survey  is  being  conducted  under  the 
auspices  of  the  Department  of 
Health,  Education,  and  Welfare. 
Findings  are  to  be  reported  to  Con- 
gress. The  University  of  Texas  Med- 
ical Branch,  assisted  by  the  Texas 
State  Department  of  Health,  is  plan- 
ning, developing,  and  implementing 
the  survey  in  Texas. 

Blue  Cross  Staff 
Promotions  Given 

Seven  members  of  the  executive 
staff  and  the  general  counsel  of 
Blue  Cross-Blue  Shield  of  Texas 
have  been  elected  to  the  positions 
of  vice  president.  The  announce- 
ment was  made  jointly  by  James  W. 
Aston,  chairman  of  the  board,  and 
Tom  L.  Beauchamp,  Jr.,  president. 

Those  elected  were:  R.  P.  Bour- 
land,  vice  president,  administration; 
Dr.  Doyle  W.  Ferguson,  vice  presi- 
dent and  medical  director;  Walter  F. 
Hachmeister,  vice  president  and 
comptroller;  F.  R.  Higginbotham, 
vice  president,  public  relations;  Phil- 
ip R.  Overton,  vice  president  and 
general  counsel;  Charles  D.  Scott, 
vice  president.  Life  Division;  Rex  L. 
Tidwell,  vice  president.  Southern  Re- 


gion; and  Harley  B.  West,  vice  presi- 
dent, marketing.  All  are  from  Dallas 
except  Mr.  Overton  of  Austin  and 
Mr.  Tidwell  of  Houston. 

Emergency  Care  Course 
Planned  in  San  Antonio 

A three-day  course  on  Initial  Care 
and  Transportation  of  the  Sick  and 
Injured  will  take  place  Oct.  24-26  at 
the  Sheraton-San  Antonio  Motor  Inn 
in  San  Antonio.  The  course  is  spon- 
sored by  the  committee  on  injuries 
of  the  American  Academy  of  Ortho- 
paedic Surgeons  in  cooperation  with 
The  University  of  Texas  Medical 
School  at  San  Antonio,  US  Army 
Medical  Training  Center,  San  An- 
tonio Fire  Department,  San  Antonio 
Police  Department,  and  Bexar  Coun- 
ty Office  of  Civil  Defense. 

Course  material  will  be  keyed  to 
the  interests  and  duties  of  firemen, 
policemen,  nurses,  ambulance  at- 
tendants, emergency  squads,  safety 
engineers,  volunteer  rescue  teams 
of  all  types,  and  personnel  in  indus- 
trial medicine,  public  health,  emer- 
gency rooms,  and  civil  defense. 

Purposes  of  the  course  are  to 
teach  the  important  fundamentals 
necessary  for  accurate  preliminary 
evaluation  of  the  sick  and  injured; 
to  teach  techniques  of  emergency 
care  to  save  life  and  prevent  addi- 
tional damage  or  complications;  and 
to  develop  judgment  in  determining 
the  method  and  time  of  transporta- 
tion to  established  medical  facilities. 

The  faculty  will  present  illustrated 
lectures,  movies,  and  practical  dem- 
onstrations. Question  and  answer 
periods  are  also  planned.  Three  af- 
ternoons will  be  devoted  to  demon- 
strations and  practice  sessions. 

Faculty  members,  all  of  San  An- 
tonio, and  topics  of  discussion  will 
include  Dr.  Ray  J.  Nichols,  Jr.,  air- 
way obstruction  (smoke  and  gases) 
signs  and  symptoms  and  estab- 
lishing an  airway;  Dr.  Leo  Cuello, 
recognition  and  treatment  of  chest 
injuries.  Dr.  Jim  L.  Story,  head  in- 
juries, Dr.  Lamar  P.  Collie,  Jr.,  am- 
putations, soft  tissue  lacerations 
and  abrasions;  Dr.  Thomas  G.  Glass, 
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BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


kelsey-seybold  clinic 

JA  6-2671 


6624  FANNIN  STREET 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D.. 
F.A.C,P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegmat,  M.D. 
Eduardo  P.  Wyse.  M.D. 


Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D..  F.A.C.P. 

Stanton  P.  Fischer,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D.. 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Ralph  D.  Eichhom,  M.D.. 
F.A.C.P. 

Horacio  Jinich,  M.D. 

F.  Scott  O’Neil,  M.D. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 
Wayne  E.  Dear,  M.D. 

A rthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 


Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke.  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 

General  Medicine 
Moises  Lopez,  M.D. 

OCCUPATIONAL  MEDICINE 
John  R.  Hall,  M.D.,  M.P.H.. 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D., 
F.A.C.Pr.M. 

Richard  M.  Fenno,  M.D., 
M.P.H.,  F.A.C.P. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D.. 
F.A.C.S. 

Jerry  L.  Doggett.  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 
William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 
Ricardo  Daichman,  M.D. 
Alan  B.  Cooper,  M.D. 


PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr.,  M.D.. 
F.A.A.P. 

Infectious  Diseases 

Fred  F.  Barrett,  M.D., 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith.  M.D. 
Joseph  S.  Weycer,  M.D. 

NEUROLOGY 

Robert  R.  Pierce,  M.D.. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 
W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson.  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 

RADIOLOGY 

Charles  J.  Fagan,  M.D. 
Richard  G.  Fisher,  M.D. 

PATHOLOGY 

Robert  A.  Jordan,  M.D. 


HOUSTON,  TEXAS  77025 


DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman.  M.A. 
James  V.  Clark,  Ph.D. 

Lois  Crane,  Ph.D. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 
Donna  R.  Fox.  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
MaxiUo  Facial  Surgery 
Edward  C.  Hinds.  M.D., 
D.D.S.,  F.A.C.S. 

Psychiatry 
Albert  Owers,  M.D. 

Neurosurgery 

Day  P.  McNeel.  Jr.,  M.D. 
Gerald  R.  Litel,  M.D. 

SPECIAL  FACILITIES 
Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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Jr.,  snake  and  spider  bite;  Dr. 
James  L.  Hadnott,  obstetrical  emer- 
gencies; Dr.  Charles  E.  Simmons, 
handling  of  the  emotionally  dis- 
turbed patient;  police  inspector  Emil 
Peters,  traffic  control  at  accident 
scene  and  safe  ambulance  driving; 
and  Charles  F.  Slagel,  role  of  Civil 
Defense  communications  for  emer- 
gency care  and  the  community  dis- 
aster management. 

Registrants  for  the  course  should 
have  experience  equivalent  to  an 
advanced  first  aid  course.  Certifi- 
cates of  completion  will  be  issued 
to  those  who  attend  all  sessions. 
Registration  fee  is  $35  and  includes 
lunches.  Dr.  Charles  A.  Rockwood, 
Jr.,  P.  0.  Box  7190,  San  Antonio 
78207,  is  course  program  chairman. 

Medical  Schools  Study 
Enrollment  Limit  Needs 

The  executive  vice-chancellor  for 
health  affairs  and  the  health  affairs 
council  of  The  University  of  Texas 
System  have  been  asked  by  the 
Board  of  Regents  to  recommend 
policies  concerning  medical  enroll- 
ment. 

The  request,  made  by  UT  System 
Chancellor  Harry  Ransom  on  July  26 
contained  three  proposals:  (1)  that 
the  president  of  UT  Austin  be  asked 
to  present  recommendations  con- 
cerning future  Law  School  enroll- 
ment policies  after  consultation  with 
the  dean  and  faculty;  (2)  that  the 
executive  vice-chancellor  for  health 
affairs  and  the  health  affairs  coun- 
cil report  as  previously  stated;  and 
(3)  that  other  institutions  and  divi- 
sions of  the  UT  System  conduct 
continuing  enrollment  studies  on 
which  the  Board  of  Regents  can 
base  future  policies. 

"At  present,”  Dr.  Ransom’s  re- 
port pointed  out,  "only  the  Law 
School  at  Austin,  the  medical 
schools  at  Dallas,  Galveston,  and 
San  Antonio,  and  the  dental  school 
at  Houston  are  confronted  with  the 
immediate  necessity  of  considering 
enrollment  limitation  and  limitation 
upon  registration  of  out-of-state  stu- 
dents.” 

Dr.  Ransom  continued,  “Our  med- 
ical, dental,  and  law  schools,  subject 
to  the  recently  enacted  legislative 
restriction  on  the  enrollment  of  out- 
of-state  students,  must  reconsider 
the  whole  problem  before  the  next 
biennium.  Except  for  the  Graduate 
School  at  Austin,  all  other  UT  Sys- 
tem institutions  and  programs  now 
enroll  less  than  10  percent  of  out- 
of-state  students.” 


Vietnam  Volunteers: 

Texas  Has  Third  Most 

Texas  is  third  in  the  number  of 
physicians  who  have  served  volun- 
teer duty  under  the  American  Medi- 
cal Association  Volunteer  Physicians 
for  Viet  Nam  program.  Both  Texas 
and  Ohio  have  sent  24  volunteer 
physicians  each.  Only  California 
(68)  and  New  York  (37)  have  sent 
more.  Washington  has  had  22  phy- 
sicians to  go. 

Of  the  Texas  volunteers,  11 
served  in  the  fiscal  year  of  1966,  8 
in  1967,  and  5 in  1968.  Fiscal  years 
began  on  July  1 and  ended  on  June 
30. 

A total  of  459  physicians  have 
served  483  tours  of  duty.  Under  the 
program  physicians  serve  60  days 
treating  the  civilian  population  of 
South  Vietnam.  Twenty-five  physi- 
cians have  served  two  tours  of  duty, 
and  four  have  served  three  tours 
each.  Twelve  have  subsequently  re- 
turned to  South  Vietnam  as  long- 
term employees  of  United  States 
Agency  for  International  Develop- 
ment medical  missions.  Two  former 
volunteers  are  preparing  to  return 
as  medical  missionaries. 

An  average  of  30  physicians  has 
been  maintained  in  South  Vietnam 
at  all  times  since  the  AMA  became 
responsible  for  the  program  in  the 
summer  of  1966.  Thirty-two  physi- 
cians are  needed  every  60  days  to 
maintain  this  program.  Most  need- 
ed are  general  practitioners,  intern- 
ists, pediatricians,  and  general  sur- 
geons. 

Nation’s  Mortality  Rate 
Declines  3 Percent 

In  1967  mortality  in  the  United 
States  was  about  3 percent  lower 
than  in  the  preceding  year,  accord- 
ing to  the  Metropolitan  Life  Insur- 
ance Company. 

Statisticians  estimate  the  nation- 
al death  rate  for  1967  to  be  close 
to  9.2  per  1,000  population.  This 
will  be  the  20l:h  year  in  succession 
in  which  a death  rate  below  10  per 
1,000  was  registered  in  the  United 
States. 

In  the  year  just  ending,  the  mor- 
tality rate  from  influenza  and  pneu- 
monia and  from  respiratory  dis- 
eases declined  by  about  14  percent 
over  that  recorded  in  1966.  The 
1967  mortality  from  influenza  and 
pneumonia  was  in  fact  at  the  low- 
est level  in  the  previous  12  years — 
at  about  27  per  100,000.  Although 
outbreaks  of  influenza  were  report- 


ed in  various  parts  of  the  country 
in  the  closing  months  of  1967,  little, 
if  any,  excess  mortality  was  evident. 

A slight  decline  was  recorded  in 
the  death  rate  from  diseases  of  the 
heart  and  arteries,  which  currently 
account  for  a little  more  than  half 
of  all  deaths  in  the  United  States. 
Arteriosclerotic  heart  disease,  main- 
ly coronary,  decreased  by  nearly  4 
percent. 

Cancer,  which  ranks  second  only 
to  heart  disease  as  a cause  of  death, 
showed  a small  increase  in  1967 
compared  with  1966,  mainly  be- 
cause lung  cancer  continued  on  a 
distinct  upward  trend.  Death  rates 
for  diabetes  decreased  by  about  5 
percent,  but  cirrhosis  of  the  liver 
showed  an  increase  in  1967  of 
about  41/2  percent  over  1966. 

Data  available  at  this  time  indi- 
cate that  the  number  of  motor  ve- 
hicle accident  fatalities  in  1967  was 
virtually  the  same  as  in  1966. 

Mexico  Medical  Graduate 
Scores  Highest  on  Exam 

Dr.  Carlos  Pestana,  graduate  of 
the  University  of  Mexico  School  of 
Medicine,  scored  the  highest  grade 
on  examinations  held  by  the  Texas 
State  Board  of  Medical  Examiners 
in  Fort  Worth  June  17-19.  Dr.  Pes- 
tana, who  now  resides  in  San  An- 
tonio, attained  a score  of  94.3. 

Three  physicians  tied  for  second 
place  on  the  examination,  all  scor- 
ing 92.2.  These  three  and  their  med- 
ical schools  are  Dr.  Brian  J.  Reyn- 
olds, The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  now  in  San 
Antonio;  Dr.  Gary  Kanter  Friedman, 
Baylor  University  College  of  Medi- 
cine, now  in  Houston;  and  Dr.  Carey 
Pryor  Page,  also  Baylor  University 
College  of  Medicine,  now  in  Balti- 
more, Md. 

Twenty-seven  other  physicians 
scored  90  percent  or  better  on  the 
examination  in  June. 
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AMA  Lists  Guidelines 
For  Organ  Transplants 

Ethical  guidelines  concerning  or- 
gan transplants,  submitted  by  the 
American  Medical  Association  judi- 
cial council,  were  approved  by  the 
AMA  House  of  Delegates  at  the  1968 
annual  convention  in  San  Francisco. 

According  to  the  judicial  council's 
opinion,  “A  man  in  the  final  analy- 
sis, must  make  a decision  whether 
to  permit  or  to  perform  a transplan- 
tation procedure.  The  decision  must 
be  a reasoned,  intellectual  decision, 
not  an  emotional  decision.  As  med- 
ical science  advances,  and  as  tech- 
nological skill  increases,  the  ethical 
questions  involved  may  become  in- 
creasingly complex  and  difficult.” 

The  council  offered  seven  state- 
ments for  the  guidance  of  physi- 
cians as  they  seek  to  maintain  the 
highest  level  of  ethical  conduct  in 
their  practice. 

1.  Since  the  physician's  primary 
concern  is  the  health  of  his  patient, 
care  must  be  taken  to  protect  the 
rights  of  both  the  donor  and  the  re- 
cipient, and  no  physician  may  as- 
sume the  responsibility  in  organ 
transplantation  unless  the  rights  of 
both  donor  and  recipient  are  equal- 
ly protected. 

2.  A prospective  organ  transplant 
offers  no  justification  for  relaxation 
of  the  usual  standards  of  medical 
care.  Hence,  the  physician  should 
provide  a prospective  organ  donor 
with  the  same  care  usually  given 
others  being  treated  for  similar  in- 
jury or  disease. 

3.  When  a vital,  single  organ  is 
to  be  transplanted,  the  death  of  the 
donor  shall  have  been  determined 
by  at  least  one  physician  other  than 
the  recipient’s  physician.  Death  shall 
be  determined  by  the  clinical  judg- 
ment of  the  physician,  using  all 
available,  currently  accepted  scien- 
tific tests. 

4.  The  proposed  procedure  should 
be  fully  discussed  with  the  donor 
and  the  recipient  or  their  responsi- 
ble relatives  or  representatives.  The 
physician’s  interest  in  advancing  sci- 
entific knowledge  must  always  be 
secondary  to  his  primary  concern 
for  the  patient. 

5.  Transplantations  should  be  un- 
dertaken only  by  physicians  who 
possess  special  medical  knowledge 
and  technical  competence,  and  in 
medical  institutions  with  facilities 
adequate  to  protect  the  health  and 
well-being  of  the  parties  to  the  pro- 
cedure. 

6.  Transplants  should  be  under- 
taken only  after  careful  evaluation 


of  the  availability  and  effectiveness 
of  other  possible  therapy. 

7.  Discreet  public  reports  to  the 
communications  media  may  be  made 
by  a properly  authorized  physician 
but  should  be  followed  as  soon  as 
possible  by  full  scientific  reports  to 
the  profession. 

The  judicial  council  adds  that  re- 
porting of  medical  surgical  proce- 
dures should  always  be  objective 
and  factual.  In  turn,  such  reporting 
will  enhance  the  stature  of  the  med- 
ical profession  and  its  service  to 
mankind. 


1966  Insurance  Coverage 
Figures  Given  For  Texas 

A high  level  of  health  insurance 
protection  has  been  reached  in  the 
state  of  Texas,  according  to  the 
Health  Insurance  Institute,  New 
York.  As  of  Dec.  31,  1966,  a total  of 

7.106.000  persons  under  age  65 
were  protected  by  hospital  expense 
insurance.  Most  lived  in  the  state, 
but  some  were  out-of-staters  who 
worked  in  the  state  and  had  their  in- 
surance through  their  place  of  em- 
ployment. 

The  extent  of  health  insurance 
coverage  for  persons  under  age  65 
can  be  broken  down  as  follows:  per- 
sons with  hospital  expense  insur- 
ance, 7,106,000;  persons  with  surgi- 
cal expense  insurance,  6,483,000; 
persons  with  regular  medical  ex- 
pense insurance,  4,779,000;  persons 
with  major  medical  expense  insur- 
ance (insurance  company  coverage), 
2,792,000.  The  first  three  figures 
represent  the  net  total  of  people  pro- 
tected eliminating  duplication  among 
persons  under  age  65  protected  by 
more  than  one  kind  of  insuring  or- 
ganization or  more  than  one  insur- 
ance company  policy  providing  the 
same  type  of  coverage.  Total  health 
insurance  benefits  paid  in  Texas  in 
1965  were  $407,012,000. 

Persons  under  65  covered  by  in- 
surance companies  for  hospital,  sur- 
gical, and  medical  care,  including 
loss  of  income,  received  $273,468,- 
000  in  benefits.  Persons  covered  by 
Blue  Cross-Blue  Shield,  medical  so- 
ciety-approved or  sponsored,  and  in- 
dependent plans  for  hospital,  medi- 
cal, and  surgical  care  received  $133,- 

544.000  in  benefits. 

Health  insuring  organizations  li- 
censed in  the  state  numbered  501. 
This  number  included  480  insurance 
companies,  2 Blue  Cross-Blue  Shield 
and  medical  society  plans,  and  19 
independent  plans. 

The  number  of  hospitals  in  the 


state,  including  nonfederal,  short- 
term general,  and  other  hospitals, 
was  497.  The  number  of  hospital 
beds  available  was  39,944.  The  num- 
ber of  persons  admitted  during  the 
year  was  1,530,329,  and  the  number 
of  persons  under  hospital  confine- 
ment on  an  average  day  was  28,201. 
Full-time  hospital  personnel  per  100 
patients  numbered  267.  The  aver- 
age length  of  time  a patient  re- 
mained in  the  hospital  was  6.7  days, 
and  the  average  cost  per  hospital 
stay  was  $310.14.  The  number  of 
physicians  in  private  practice  in  Tex- 
as of  Dec.  31,  1966,  was  8,679. 
Non  federal  dentists  numbered  4,- 
055  in  mid-1966;  and  registered 
practicing  resident  pharmacists  were 
5,783. 


New  Peak:  Hospital 
Use  by  Outpatients 

The  public’s  utilization  of  hospital 
outpatient  departments,  which  has 
been  steadily  increasing  for  more 
than  a decade,  reached  a new  peak 
of  9,589,478  visits  in  April,  accord- 
ing to  figures  released  by  the  Amer- 
ican Hospital  Association  (AHA). 
The  April  figure  was  10  percent 
higher  than  in  April,  1967. 

The  statistics  suggest  that  a com- 
munity views  its  hospital  as  the 
source  of  a wide  range  of  health 
services  and  that  outpatient  care  is 
"an  intregral  part”  of  those  services. 

According  to  AHA,  hospitals  serve 
from  2.5  to  5.5  outpatient  visits  for 
each  inpatient  admission.  The  ratio 
of  visits  to  admissions  increases  as 
the  bedsize  of  the  hospital  in- 
creases, indicating  that  larger  hos- 
pitals provide  proportionately  more 
outpatient  care  than  inpatient  care. 

Other  AHA  statistics  which  are 
based  on  data  from  a sampling  of 
656  hospitals  across  the  country, 
show  that  admissions  per  day  in 
April  averaged  78,356,  a level  signi- 
ficantly higher  than  in  April,  1967. 
The  daily  average  a year  ago  was 
slightly  more  than  74,000. 

Admissions  of  Medicare  age  pa- 
tients increased  by  5.6  percent  over 
the  April,  1967,  figure,  while  ad- 
missions of  patients  under  65  in- 
creased by  5.5  percent. 

There  were  462,590  patients  65 
and  over  discharged  from  hospitals 
during  April,  after  spending  an  av- 
erage of  13.5  days  as  inpatients. 
The  average  length  of  stay  for  pa- 
tients under  65  was  6.6  days  in 
April. 
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See  inside  fold  for  product  summary. 


Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 

per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  V 

TETRACYCLINE  CAPSULES 


ACHROMYCIN*  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline-or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 

ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 

Available  in  31  useful  forms  to  meet  your  situational 
needs. 


The  cost  differential— inconsequential 
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Diabetes:  Baylor  University  College 
of  Medicine  will  hold  a Diabetes  and 
Endocrine  Conference,  Oct.  4-5  in 
Houston.  The  conference  is  support- 
ed in  part  with  a grant  from  the 
Merck  Sharp  & Dohme  Postgraduate 
Program.  Topics  of  study  will  in- 
clude diabetic  retinopathy — etiology, 
pathology,  diagnosis,  and  treatment; 
the  fetus  in  maternal  hypo-  and  hy- 
perthyroidism; significance  of  the 
glucose  tolerance  test;  diagnosis 
and  treatment  of  clinical  adrenal 
disorders;  hyperaldosteronism  — a 
new  look;  treatment  of  thyrotoxico- 
sis and  thyroid  cancer  with  radio- 
active iodine:  a 20-year  experience; 
and  pulmonary  malfunctioning. 

Guest  speakers  will  include  Drs. 
Matthew  Davis  of  Madison,  Wis.; 
Paul  Witzig  of  Colorado  Springs, 
Colo.;  Bernard  Becker  of  St.  Louis; 
Norman  Kaplan  of  Dallas;  Albert 
Segaloff  of  New  Orleans;  and  Wil- 
liam H.  Beierwaltes  of  Ann  Arbor, 
Mich.  Course  moderators  will  be  Drs. 
Harold  L.  Dobson  and  Stanley  J. 
Zimmerman,  both  of  Baylor  Univer- 
sity College  of  Medicine,  Houston. 

Preregistration  for  physicians  and 
their  staffs  can  be  accomplished  by 
mailing  a check  for  the  $10  tuition 
to  Stanley  J.  Zimmerman,  M.D.,  605 
Medical  Towers  Bldg.,  Houston 
77025. 


Obstetrics  and  Gynecology:  The  sec- 
ond annual  Seminar  in  Obstetrics 
and  Gynecology  will  be  offered  by 
Baylor  University  College  of  Medi- 
cine on  Oct.  21-22.  Co-sponsors  of 
the  seminar  will  be  Baylor  Medical 
Alumni  Association  and  the  Region- 
al Medical  Program,  and  the  semi- 
nar is  supported  in  part  by  grants 
from  Hoffmann-La  Roche,  Inc.,  and 
the  Merck  Sharp  & Dohme  Post- 
graduate Program. 

Seminar  faculty  will  include  Drs. 
Nathan  G.  Kase  of  New  Haven, 
Conn.,  and  Herbert  Kupperman  of 
New  York  City,  and  the  following 
doctors,  all  of  Houston:  Drs.  Alan  L. 
Kaplan,  Paige  Besch  (Ph.D.),  Veasy 
C.  B.  Buttram,  George  Clayton,  Nor- 
man Fleischer,  Charles  E.  Flowers, 
Jr.,  Robert  R.  Franklin,  Charles 
Gregory,  Raymond  Gregory,  Warren 
M.  Jacobs,  H.  Leland  Kaplan,  Ray- 
mond Kaufman,  Leon  Librik,  Russell 
Malinak,  Marc  Moldawer,  Stanley 
Rogers,  and  Nichols  Vorys. 

Course  offerings  will  include  go- 
nadotropin and  steroid  feedback 
control  mechanisms,  use  of  cytology 
in  the  diagnosis  of  endocrine  dis- 
orders, culdoscopy  in  the  evaluation 
of  endocrine  and  fertility  problems, 
polycystic  ovarian  disease,  dysfunc- 
tional uterine  bleeding,  pituitary  dis- 


POSTGRADUATE 
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ease  associated  with  gynecologic 
disorders,  congenital  adrenal  hyper- 
plasia, oral  contraception:  present 
and  future  concepts,  and  pathophys- 
iology of  the  postmenopausal  fe- 
male. 

Physicians  interested  in  attend- 
ing the  seminar  should  preregister 
if  possible.  Tuition  is  $45  including 
two  lunches  and  a dinner.  Address 
registration  and  inquiries  to  Baylor 
Ob-Gyn  Seminar,  Room  126E,  1200 
Moursund  Ave.,  Houston  77025. 


Pediatrics:  Baylor  University  College 
of  Medicine  will  present  the  Annual 
Pediatric  Postgraduate  Symposium 
at  Texas  Children’s  Hospital  in 
Houston,  Nov.  7-9.  Course  title  is 
Cerebral  Dysfunction. 

Guest  speakers  at  the  symposium 
will  be  Dr.  David  Yi-Yung  Hsia,  di- 
rector, biochemistry  and  genetics. 
Children’s  Memorial  Hospital,  Chi- 
cago; Dr.  Warren  A.  Weinberg,  in- 
structor in  pediatrics  and  neurology, 
Washington  University  School  of 
Medicine;  and  Dr.  Elizabeth  C.  Pen- 
ick  (Ph.D.),  also  of  the  Department 
of  Pediatrics,  Washington  University 
School  of  Medicine,  St.  Louis.  Bay- 
lor faculty  members  will  also  parti- 
cipate. 

Interested  physicians  should  con- 
tact A.  A.  Mintz,  M.D.,  Associate 
Professor,  Department  of  Pediatrics, 
Baylor  University  College  of  Medi- 
cine, Houston  77025.  Dr.  Mintz  is 
chairman  of  the  Pediatric  Postgrad- 
uate Symposium.  The  symposium 
carries  no  registration  fees. 


Cancer:  Breast  Cancer,  Early  and 
Late  will  be  the  subject  of  the 
13th  Annual  Clinical  Conference, 
sponsored  by  The  University  of 
Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston,  Nov. 
21-22. 

Taking  place  at  the  Shamrock 
Hilton  Hotel,  the  conference  will 
cover  a full  range  of  diagnostic  and 
therapeutic  concepts  of  breast  can- 
cer, according  to  Dr.  E.  C.  White, 
chairman,  and  Dr.  Eleanor  D.  Mon- 
tague, co-chairman. 

Major  sessions  will  encompass 
basic  concepts,  diagnosis  and  eval- 
uation, the  potentially  curable  pa- 
tient, special  problems  of  the  breast 
cancer  patient,  management  of  lo- 
cally advanced  breast  cancer  and 


local  recurrences,  and  the  treatment 
of  disseminated  breast  cancer. 
Speakers  will  represent  a wide  va- 
riety of  North  and  South  American 
hospitals  and  educational  institu- 
tions. The  Guy  H.  Heath  and  Dan  C. 
Heath  Memorial  Award  will  be  pre- 
sented at  the  final  session  on  Fri- 
day, Nov.  22. 

Further  information  is  available 
from  E.  C.  White,  M.D.,  The  Uni- 
versity of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at 
Houston,  Texas  Medical  Center, 
Houston  77025. 


Group  Psychotherapy:  The  Dallas 
Group  Psychotherapy  Society  is 
sponsoring  a pilot  program  of  train- 
ing in  group  psychotherapy  for  qual- 
ified mental  health  professionals. 
Psychiatrists,  clinical  psychologists, 
and  psychiatric  social  workers  are 
eligible.  Candidates  must  have  com- 
pleted 200  hours  of  individual  psy- 
chotherapy under  qualified  super- 
vision. Each  trainee  accepted  must 
join  the  Southwestern  Group  Psy- 
chotherapy Society  and  will  receive 
a certificate  of  completion  only  up- 
on having  been  accepted  for  mem- 
bership in  the  American  Group  Psy- 
chotherapy Association. 

Trainees  attend  class  for  approxi- 
mately three  hours  a week  for  four 
academic  semesters.  Course  instruc- 
tion includes  didactic  lectures,  liter- 
ature seminar,  observation  of  a 
group  in  treatment,  supervision  in  a 
group,  personal  experience  in  a 
therapy  group,  and  attendance  at  a 
specified  number  of  local,  regional, 
and  national  meetings. 

For  further  information,  write  My- 
ron F.  Weiner,  M.D.,  Coordinator  of 
Training,  Dallas  Group  Psychother- 
apy Society,  3603  Lemmon  Ave., 
Dallas  75219. 


Medical  Staff:  The  Fifth  Annual 
Postgraduate  Conference,  presented 
by  the  University  of  Colorado  School 
of  Medicine,  Sept.  30-Oct.  4,  in 
Estes  Park,  Colo.,  is  designed  spe- 
cifically for  the  staff  leaders  of  the 
community  hospital.  The  course 
strives  to  provide  a better  under- 
standing of  the  duties,  responsibili- 
ties, and  opportunities  involved  in 
staff  offices.  Administrators  and 
trustees  are  welcome  to  accompany 
staff  members. 

For  detailed  program  and  infor- 
mation on  housing  accommoda- 
tions, write  to  the  Office  of  Post- 
graduate Medical  Education,  Uni- 
versity of  Colorado  School  of  Medi- 
cine, 4200  E.  Ninth  Ave.,  Denver 
80220. 
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Whenever  anxiety  induces  or  intensifies  clinical  symptoms 


Librium 

(chlordiazepoxide  HCl) 

Quickly  relieves  anxiety-Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination, on  proper  dosage- 

Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving). Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  {e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
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and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEC  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunaion  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  O ;■<?/— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  of 
50.  Libritabs^  ''*"  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets 
are  indistinguishable. 


Also  available:  LibTitabs  ( chlordiazepoxide ) 5-ing,  10-mg,  25-fng  tablets 


MEDICINE  AND  THE  LAW 


The  physician’s  medical-legal 
responsibilities  in  the  use  of 
x-ray  were  stressed  in  three 
recent  appellate  court  decisions. 
More  and  more,  the  courts  of  all 
jurisdictions  are  recognizing  x-ray 
utilization  as  a requirement  for  prop- 
er diagnosis  and  treatment. 

In  a recent  New  Jersey  supreme 
court  case,  Betenbaugh  v.  Princeton 
Hospital,  et  al.,  235  A.  2d  889 
(1968),  the  court  considered  a fact 
situation  wherein  the  patient  was 
taken  to  the  hospital  after  injuring 
her  back  in  a fall.  The  examining 
physician  ordered  x-rays  of  her  sac- 
rum. The  attending  general  surgeon 
and  the  head  of  the  hospital  radiol- 
ogy department  examined  the  x-rays 
and  found  no  evidence  of  fracture. 
Later,  when  the  pains  in  her  back 
did  not  subside,  Mrs.  Betenbaugh 
consulted  an  osteopath.  This  physi- 
cian discovered  that  the  hospital’s 
x-rays  did  not  show  the  entire  sac- 
rum, and  he  referred  the  patient  to 
a radiologist  who  discovered  the 
fracture  of  the  fifth  sacral  segment. 
The  osteopath  then  prescribed  a 
brace  for  the  patient,  and  within 
three  months  the  fracture  was 
healed. 

At  trial,  the  radiologist  who  took 
the  second  set  of  x-rays  testified 
that  it  was  customary  in  x-ray  ex- 
aminations of  the  sacrum  to  take 
both  anterior-posterior  and  lateral 
views  of  the  entire  area.  Further,  it 
was  pointed  out  that  the  Princeton 
Hospital  pictures  of  the  lateral  view 
did  not  include  the  lower  part  of  the 
sacrum  where  the  fracture  occurred 
and  it  was  the  radiologist’s  testi- 
mony that  this  examination  had  not 
met  the  generally  accepted  stand- 
ard of  care.  The  osteopath  testified 
that  if  the  fracture  had  been  diag- 
nosed at  the  hospital  and  appropri- 
ate treatment  had  been  started  at 
that  time,  the  plaintiff  would  have 
suffered  less  pain  and  had  a speed- 
ier recovery. 

Based  on  these  facts  and  this 
testimony,  the  New  Jersey  supreme 
court  held  that  there  was  sufficient 
evidence  at  trial  to  support  the  low- 
er court’s  finding  of  negligence  on 
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the  part  of  the  hospital  and  the  staff 
doctors.  The  monetary  amount  of 
damage  was  left  to  the  jury. 

In  a 1967  opinion,  the  Ohio  court 
of  appeals  in  Belcher  r.  Carter.  234 
N.E.  2d  311,  held  that  the  failure  of 
a doctor  to  inform  a patient  of  pos- 
sible risks  associated  with  radia- 
tion treatment  may  be  “a  violation 
of  due  care”  and  subjects  the  phy- 
sician to  a charge  of  malpractice 
and  assault  and  battery. 

In  this  case,  the  husband  of  the 
injured  plaintiff  brought  suit  against 
several  physicians  for  injuries  sus- 
tained during  x-ray  treatment.  The 
complaint  against  the  doctors  charg- 
ed that  the  patient  suffered  injuries 
as  the  result  of  overexposure  to  x- 
ray.  The  plaintiff  also  alleged  that 
the  physician  failed  to  inform  the 
patient  of  any  risks  or  danger  con- 
nected with  radiation  and  “particu- 
larly any  risks  or  danger  of  bodily 
lesion  due  to  hypersensitivity  to  the 
x-rays  to  be  administered.”  In  addi- 
tion, the  plaintiff  charged  that  neith- 
er he  nor  his  wife  had  consented  to 
any  risk  or  danger  “that  was  un- 
known to  them.” 

The  Ohio  appellate  court  agreed 
that  the  failure  to  disclose  possible 
risks  perhaps  constituted  a failure 
to  secure  an  informed  consent,  in 
which  case  there  might  be  “no  legal 
defense.”  The  court,  on  other  and 
technical  legal  grounds,  dismissed 
the  action  and  ruled  that  the  plain- 
tiff must  refile  and  re  try  the  law- 
suit in  a trial  court. 

In  a very  different  type  of  “in- 
formed consent”  case,  a Georgia  ap- 
pellate court  ruled  in  Irwin  r'.  Arren- 
dale,  159  S.E.  2d  719,  (1967)  that 
a prisoner’s  suit  for  injuries  alleged- 
ly sustained  when  he  was  x-rayed 
without  his  consent  “stated  a cause 


of  action  for  assault  and  battery” 
against  a prison  physician. 

The  inmate  had  charged  that  he 
was  forceably  x-rayed  without  his 
consent,  that  there  was  no  “sound 
reasoning”  for  requiring  him  to  sub- 
mit to  x-ray,  that  the  taking  of  the 
x-ray  was  “wholly  capricious,”  and 
done  solely  because  the  physician 
wanted  to  take  advantage  of  the 
power  he  had  over  the  prisoner.  The 
court  held  that  these  allegations 
were  sufficient  to  overcome  any 
presumption  of  the  lawfulness  of 
the  x-ray  procedure.  The  court 
noted,  however,  that  the  physician 
would  not  be  liable  if  the  evidence 
showed  that  the  taking  of  the  x-ray 
was  not  capricious  and  was  for  the 
purpose  of  determining  whether  the 
prisoner  had  a disease,  or  if  the  tak- 
ing of  the  x-ray  was  in  conformity 
with  sound  medical  practices  to  pro- 
tect the  health  of  the  prison  popu- 
lation. 

In  summary,  current  judicial 
thinking  in  regard  to  x-ray  would  in- 
dicate the  following  to  the  medical 
practitioner: 

1.  Utilize  x-ray  thoroughly  in  ex- 
amination and  diagnosis  except 
where  contraindicated  (hypertensi- 
tivity,  pregnancy,  etc.); 

2.  Secure  the  consent  of  your 
patient  prior  to  use  of  x-ray,  par- 
ticularly where  radiation  therapy  is 
proposed; 

3.  Recognize  that  use  of  x-ray  re- 
quires the  “informed  consent”  of 
your  patient  (except  in  an  emer- 
gency) just  as  such  consent  is  re- 
quired prior  to  elective  surgery  or 
chemotherapy. 

And  it  should  be  reiterated  that 
signed  consent  forms  can  only  man- 
ifest in  writing  what  the  physician 
and  his  patient  have  mutually 
agreed  upon.  The  physician  must 
provide  his  patient  with  sufficient 
information  concerning  the  non- 
emergency treatment  he  proposes 
so  that  the  patient  can  decide 
whether  he  wishes  to  accept  or  re- 
ject such  treatment. 

PHILIP  R.  OVERTON,  LL.B., 
SAM  V.  STONE,  JR.,  LL.B., 
Austin. 
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BOOKS  ON  LUNG  DEVELOPMENT,  TROPICAL  MEDICINE, 
CURRENT  THERAPY  OF  GENERAL  MEDICAL  INTEREST 


Ciba  Foundation  Symposium:  De- 
velopment of  the  Lung,  A.  V.  S. 
de  Reuck  and  Ruth  Porter  (eds.), 
408  pp.,  illus.,  Boston,  Little, 
Brown  and  Co.,  1967. 

A TECHNICAL  SYMPOSIUM  REPORT 
on  the  development  of  the  lung  by 
a group  of  international  researchers 
in  a wide  variety  of  fields,  this  book 
covers  such  diverse  disciplines  as 
anatomy,  biochemistry,  embryology, 
experimental  medicine,  physics, 
physiology,  pediatrics,  and  zoology. 

The  authors  make  basic  research 
presentations  in  their  specialized 
fields.  Group  discussions  question 
and  correlate  the  findings  into  the 
overall  picture  of  development  and 
function  of  the  lung. 

Basically  the  book  presents  the 
methods  of  exchange  of  gases,  oxy- 
gen and  carbon  dioxide,  from  the 
external  environment  to  the  cell, 
approached  through  the  evolution 
and  then  the  genesis  of  the  lung. 

Also  discussed  is  the  part  the 
skin  plays  especially  in  amphibians 
and  reptiles.  The  study  of  these 
structures  and  barriers  are  exam- 
ined from  the  standpoint  of  mechan- 
ics, chemistry,  hydrogen  ion  con- 
centration, and  the  influence  of  such 
variables  in  the  environment  as  tem- 
perature, pressure,  enzymes,  and 
acid  base  balance. 

Under  the  genesis  of  the  lung, 
such  topics  as  embryology,  post 
natal  growth,  pulmonary  circulation, 
and  morphology  of  the  gas/liquid 
interface  are  discussed  and  ana- 
lyzed. Research  on  intrauterine  gas 
exchange,  oxygen  supply  and  car- 
riage, and  initiation  of  respiration, 
are  also  presented. 

Some  especially  interesting  ex- 
periments are  on  the  dynamics  of 
water-breathing  dogs,  and  construc- 
tion of  an  artificial  lung. 

The  basic  research  contained  in 
the  book  should  be  of  clinical  value 
in  the  field  of  hypothermia — how  it 
affects  the  exchange  of  gases  by 
the  lung  as  well  as  the  function  of 
other  body  tissues  and  organs.  The 
book  is  generously  illustrated  by 


diagrams,  formulae,  and  electron 
photographs:  and  an  extensive  bibli- 
ography is  included. 

F.  P.  SCHUSTER,  SR.,  M.D., 
El  Paso. 

A Manual  of  Tropical  Medicine, 
George  W.  Hunter,  III,  William  W. 
Frye,  and  J.  Clyde  Swartzwelder, 
ed.  4,  illus.,  Philadelphia,  W.  B. 
Saunders  Co.,  931  pp.,  1966. 

THIS  CONCISE  BOOK  is  crammed 
with  information  on  hazardous 
health  conditions  among  the  inhabi- 
tants of  countries  in  the  tropics, 
subtropics,  and  the  temperate  zones. 
In  the  space  allotted  for  review  I 
can  only  mention  the  disease  groups 
and  hope  that  the  reader  will  be 
stimulated  to  spend  many  nights  by 
the  fireside  as  I have  done  traveling 
by  armchair  all  over  the  globe  into 
practically  every  climate.  Some  ex- 
amples will  be  of  interest  to  those 
who  wander  through  books.  For  ex- 
ample, “Virus  Disease  in  the  Trop- 
ics,” covers  conditions  with  head- 
ache, arthralgia,  and  skin  rashes. 
Also  covered  in  detail  are  lymph- 
adenopathy,  pain  and  rashes,  fevers, 
prostration,  hepatitis,  nephritis,  and 
toxemia.  Enteroviruses  including  po- 
liomyelitis, Coxsackie  virus,  pleuro- 
dynia, aseptic  meningitis,  myocardi- 
tis, and  pericarditis  conditions  re- 
lated to  the  enteroviruses. 

Other  large  sections  present  the 
rickettsial  diseases  which  include  all 
of  the  different  types  of  typhus. 


"Put  the  peeled  tomato 
on  my  desk." 


trench  fever,  and  Q fever;  historic 
diseases  of  relapsing  fevers,  yaw, 
syphilis,  and  leptospiral  diseases; 
feed  borne  illnesses  including  chol- 
era, brucellosis,  tuberculosis,  lepro- 
sy, plague,  diphtheria,  tularemia, 
and  rat  bite  fevers;  mycotic  dis- 
eases: protozoal  diseases;  helmin- 
thic diseases;  nutritional  diseases; 
and  miscellaneous  conditions,  such 
as  epidemic  hemorrhagic  fever,  bar- 
tonellosis,  tropical  ulcers,  and  kuru. 

The  authors  also  discuss  medical- 
ly important  animals,  such  as  leech- 
es, fish,  lizards,  snakes,  croco- 
dilians,  and  bats.  Arachnida,  such  as 
scorpions,  spiders,  ticks,  and  mites 
play  a heavy  role  in  tropical  and 
subtropical  areas.  Discussion  is  also 
devoted  to  the  various  species  of 
flies,  their  role  in  the  spread  of  dis- 
ease, and  methods  for  their  control. 
And  the  section  on  the  toxicology 
of  pesticides  is  good. 

Considerable  attention  is  given  to 
methods  of  examining  smears, 
blood,  tissues,  sputum,  urine  and 
feces,  and  to  methods  for  examina- 
tion of  intestinal  contents  for  proto- 
zoa and  helminths.  Serologic  and 
immunologic  studies  likewise  receive 
attention. 

This  book  is  outstanding  in  its 
field  and  is  recommended  to  all  with 
an  interest  in  tropical  diseases. 

JOE  C.  RUDE,  M.D., 
Austin. 

Current  Therapy,  Howard  F.  Conn, 

ed.  20,  898  pp.,  Philadelphia,  W. 

B.  Saunders  Co.,  1968. 

THIS  20TH  EDITION  is  larger  and 
more  complete  than  previous  edi- 
tions. Its  numerous  consulting  edi- 
tors and  contributors  have  insured 
that  a good  cross  section  of  medical 
opinion  has  again  been  presented. 
Not  intended  to  comprehensively 
cover  any  of  the  multiple  disease  en- 
tities enumerated,  the  work  provides 
a very  valuable  and  quickly  available 
source  of  information  concerning 
therapy. 

Following  the  general  pattern  used 
in  previous  editions,  several  newer 
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concepts  of  therapy  are  presented. 
One  interesting  but  confusing  fea- 
ture appeared  in  the  first  section 
entitled  “Amebiasis,”  which  recom- 
mended four  medications  for  the 
treatment  of  intestinal  amebiasis, 
three  of  which  are  not  available  in 
the  United  States.  Although  written 
for  doctors  in  general,  I would  ex- 
pect Current  Therapy  to  be  widely 
used  by  United  States  doctors.  If 
this  premise  is  correct,  it  certainly 
causes  one  to  wonder  why,  in  what 
we  consider  to  be  the  most  medi- 
cally advanced  country  in  the  world, 
three  of  the  four  recommended 
drugs  cannot  be  obtained,  if  these 
medications  are  the  best  available. 

Overall,  however,  this  book  pro- 
vides good  basic  information  for 
the  busy  practitioner. 

JAMES  B.  MORRISON,  M.D., 
San  Antonio. 

NEW  BOOKS 
IN  TMA  LIBRARY 

James,  J.  I.  P.:  Scoliosis,  Baltimore, 
The  Williams  and  Wilkins  Co., 

1967. 

Janovski,  N.  A.,  and  Dubrauszky, 
V.:  Atlas  of  Gynecologic  and  Ob- 
stetric Diagnostic  Histopathology, 
New  York,  The  Blakiston  Division, 
McGraw-Hill  Book  Co.,  1967. 
Keeney,  A.,  and  Keeney,  V.  T.,  eds.: 
Dyslexia,  Diagnosis  and  Treatment 
of  Reading  Disorders,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1968. 

Keith,  J.  D.,  Rowe,  R.  D.,  and  Vlad, 
P.:  Heart  Disease  in  Infancy  and 
Childhood,  ed.  2.,  New  York,  The 
Macmillan  Co.,  1966. 

Kimball,  D.  P.:  The  Organization  of 
Recall,  Proceedings  of  the  Second 
International  Interdisciplinary  Con- 
ference on  Learning,  Remember- 
and  Forgetting,  New  York,  The 
New  York  Academy  of  Sciences, 
Interdisciplinary  Communications 
Program,  1967. 

Krasnoff,  S.  0.:  Computers  in  Medi- 
cine, A Primer  for  the  Practicing 
Physician,  Springfield,  III.,  Charles 
C Thomas,  Publisher,  1967. 
Krugman,  S.,  and  Ward,  R.:  Infec- 
tious Diseases  of  Children,  ed.  4, 
St.  Louis,  The  C.  V.  Mosby  Co., 

1968. 

Lawrence,  C.  A.,  and  Block,  S.  S.: 
Disinfection,  Sterilization  and  Pres- 
ervation, Philadelphia,  Lea  & Fe- 
biger,  1968. 


Leger,  L.  H.:  Splenoportography,  Di- 
agnostic Phlebography  of  the  Portal 
Venous  System,  Springfield,  III., 
Charles  C Thomas,  Publisher, 
1966. 

Lewin,  W.:  The  Management  of  Head 
Injuries,  London,  Bailliere  & Cas- 
sel,  1966. 

Page,  I.  H.,  and  McCubbin,  J.  W., 
eds.:  Renal  Hypertension.  Year 
Book  Medical  Publishers,  Inc., 
Chicago,  1968. 

Quint,  J.  C.:  The  Nurse  and  the  Dy- 
ing Patient,  New  York,  The  Mac- 
Millan Co.,  1967. 

Rader,  J.:  An  Anatomy  of  the  Mind, 
New  York,  Caravelle  Books,  Inc., 
1968. 

Raven,  R.  W.,  and  Roe,  F.  J.  C.: 
The  Prevention  of  Cancer,  Lon- 
don, Butterworths,  1967. 

Segaloff,  A.,  Meyer,  K.  K.,  and  De- 
Bakey,  S.:  Current  Concepts  in 
Breast  Cancer,  Baltimore,  The  Wil- 
liams and  Wilkins  Co.,  1967. 

Solomon,  D.:  The  Marijuana  Papers, 
New  York,  The  Bobbs-Merrill  Co., 
Inc.,  1966. 

Stevens,  K.  M.:  The  Ecology  and 
Etiology  of  Human  Disease, 
Springfield,  III.,  Charles  C Thom- 
as, Publisher,  1967. 

Stenn,  F.:  The  Growth  of  Medicine, 
Springfield,  III.,  Charles  C Thom- 
as, Publisher,  1967. 

Strauss,  M.  B.,  ed.:  Eamiliar  Medi- 
cal Quotations,  Boston,  Little, 
Brown  and  Co.,  1968. 

Sutton,  R.,  Jr.:  The  Skin:  A Hand- 
book. Garden  City,  N.Y.,  Double- 
day & Co.,  Inc.,  1962. 

Thornbury,  J.  R.,  and  Culp,  D.  A.: 
The  Urinary  Tract,  Roentgen  Di- 
agnosis, Chicago,  Year  Book  Med- 
ical Publishers,  Inc.,  1967. 

Waife,  S.  O.:  The  Doctor  Writes, 
New  York,  Grune  & Stratton, 
1954. 

Waldenstrom,  J.  G.:  Monoclonal  and 
Polyclonal  Hypergammaglobuline- 
mia: Clinical  and  Biological  Signi- 
ficance, Nashville,  Vanderbilt  Uni- 
versity Press,  1968. 

Wang,  Y.:  Clinical  Radioisotopic 
Scanning,  Springfield,  III.,  Charles 
C Thomas,  Publisher,  1967. 

Way,  E.  L.:  New  Concepts  on  Pam 
and  Its  Clinical  Management,  Phil- 
adelphia, F.  A.  Davis  Co.,  1967. 

Wormsiey,  K.  G.:  The  Skin  and  Gut 
Disease,  London,  Pitman  Medical 
cal  Publishing  Co.,  Ltd.,  1964. 


PAMPHLETS 


To  provide  a complete  summary 
of  the  geographic  distribution  of 
medical  practice  in  the  United 
States,  the  AMA  has  published  its 
fifth  edition  of  Distribution  of  Physi- 
cians. Hospitals,  and  Hospital  Beds  in 
the  United  States — 1967. 

This  one-volume  edition  classifies 
physician  manpower,  hospitals,  and 
hospital  beds  by  census  division, 
state,  county,  and  metropolitan  area. 

Copies  are  available  from  the 
AMA’s  Department  of  Circulation 
and  Records,  535  N.  Dearborn  St., 
Chicago  60610.  Price  is  $2.40  per 
copy  in  the  United  States,  its  pos- 
sessions, Canada,  and  Mexico. 

As  an  additional  cautionary  re- 
minder about  the  health  effects  of 
cigarette  smoking,  the  AMA  has  pub- 
lished a new  Timely  Tip,  The  Ciga- 
rette— A Dubious  Companion. 

The  Cigarette — A Dubious  Com- 
panion describes  the  effects  of  each 
puff  of  smoke  as  it  enters  the 
breathing  passages  and  air  sacs  of 
the  lungs  and  stresses  that  certain 
conditions  and  diseases  are  believed 
to  be  aggravated  by  cigarette  smok- 
ing. 

There  are  100  Timely  Tips  to  a 
set.  Copies  are  available  from  the 
Order  Department,  535  N.  Dearborn 
St.,  Chicago  60610,  at  20  cents 
each  for  1-4  sets  and  15  cents  each 
for  5 or  more  sets. 

Can  your  patients  recognize  a real 
emergency?  Or  is,  as  they  see  it, 
every  bump  or  bruise,  ache  or  pain 
an  emergency?  The  AMA’s  new 
pamphlet.  When  To  Call  or  See  Your 
Physician.  establishes  guidelines 
helpful  to  patients  determining  when 
to  seek  medical  aid.  The  pamphlet 
lists  four  indications  which  call  for 
immediate  medical  attention — se- 
verity, persistence,  repetition,  and 
doubt.  Any  one  of  the  four  is  suffi- 
cient; two  or  more  increase  the  ur- 
gency. Also,  the  pamphlet  cites  cir- 
cumstances which  indicate  that  a 
doctor’s  help  is  needed.  Some  of 
the  common  conditions  described 
are  blackouts,  breathlessness,  dizzi- 
ness, fatigue,  headaches,  indiges- 
tion, itching,  sores,  and  swelling. 

Single  review  copies  may  be  ob- 
tained from  the  AMA’s  Health  Edu- 
cation Department.  Quantity  orders 
are  available  from  the  Order  Depart- 
ment, 535  N.  Dearborn  St.,  Chicago 
60610,  at  various  costs. 

As  an  aid  to  medical  societies,  in- 
dividual physicians,  members  of  the 
woman’s  auxiliaries,  and  others  con- 
cerned with  health  careers  program- 
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ming,  the  AMA  has  developed  a 
four-page  pamphlet  describing  its 
new  health  careers  film,  “Horizons 
Unlimited,”  a sequel  to  the  paper- 
back of  the  same  name.  The  back 
page  of  the  pamphlet,  in  addition  to 
providing  capsule  information  about 
the  film,  contains  a tear-off  order 
form. 

Copies  of  the  promotional  form 
may  be  obtained  in  whatever  quan- 
tities desired  for  personal  use,  com- 
munity or  other  distribution  from 
the  Program  Services  Department, 
American  Medical  Association,  535 
N.  Dearborn  St.,  Chicago  60610. 

Motorcycles  in  the  United  States  is 
published  by  the  Injury  Control  Pro- 
gram of  the  US  Public  Health  Ser- 
vice’s National  Center  for  Urban 
and  Industrial  Health  in  Cincinnati. 

The  pamphlet  includes  informa- 
tion on  motorcycle  registrations,  the 
importance  of  wearing  helmets  and 
other  protective  clothing,  benefits 
of  wearing  reflective  materials  for 
night  visibility,  and  causes  of  motor- 
cyclist injuries  and  deaths. 

Single  copies  of  the  pamphlet, 
Public  Health  Service  Publication 
No.  999-UIH-7,  can  be  obtained  by 
writing  Chief,  Office  of  Information, 
National  Center  for  Urban  and  In- 
dustrial Health,  Cincinnati,  Ohio 
45202.  It  may  be  purchased  in  quan- 
tity from  the  Superintendent  of  Doc- 
uments, Government  Printing  Office, 
Washington,  D.C.  20402,  at  five 
cents  a copy. 

The  Role  and  Methodology  of 
Classification  in  Psychiatry  and  Psy- 
chopathology presents  a broad,  in- 
depth  discussion  of  the  issues  re- 
lated to  the  classification  of  mental 
disorders.  The  book  is  a compilation 
of  the  proceedings  of  a 1965  con- 
ference held  in  Washington,  D.C.,  to 
discuss  new  research  which  de- 
mands a reexamination  of  the  bases 
of  psychiatric  diagnosis. 

The  first  section  of  the  book  at- 
tempts to  place  the  problem  of 
classification  in  perspective.  Anoth- 
er section  examines  various  mathe- 
matical-statistical techniques  for 
measuring  and  combining  patient 
characteristics  and  for  separating 
types  of  patients.  Still  another  sec- 
tion presents  a number  of  attempts 
to  develop  new  ways  of  organizing 
what  is  known  about  mental  disor- 
ders. 

The  590-page  volume  (PHS  Pub- 
lication No.  1584)  is  available  from 
the  Superintendent  of  Documents, 
US  Government  Printing  Office, 
Washington,  D.C.  20402,  at  $4.50  a 
copy. 


DR.  J.  L.  PATTESON 

Psychiatrist  for  Austin  State  Hos- 
pital and  former  medical  director  for 
Terrell  State  Hospital,  Dr.  James 
Lytton  Patteson,  died  July  4,  1968, 
in  Austin.  He  was  63. 

The  son  of  John  Reynolds  and 
Lena  Averitt  Patteson,  Dr.  Patteson 
was  born  Sept.  3,  1904,  in  Robert 
Lee,  Tex.  In  1930  he  was  graduated 
from  Baylor  University  College  of 
Medicine,  then  in  Dallas.  He  served 
both  internship  and  residency  at 
Jefferson  Davis  Hospital  in  Houston. 
During  World  War  II  he  served  in 
the  US  Navy  from  1942  to  1946, 
being  stationed  in  Corpus  Christi, 
Oklahoma,  various  California  towns, 
Hawaii,  and  the  Gilbert  Islands.  He 
achieved  the  rank  of  lieutenant  com- 
mander. 

Dr.  Patteson  practiced  medicine 
in  the  Texas  communities  of  Hous- 
ton (20  years),  Huntsville,  Browns- 
ville, Madisonville,  Angleton,  Corpus 
Christi,  Terrell,  and  Austin.  Positions 
he  had  held  included  the  Austin  and 
Terrell  appointments,  superintendent 
of  Texas  Confederate  Home  for  Men 
in  Austin,  and  physician  for  the  Tex- 
as prison  system.  He  had  lived  in 
Austin  since  1961. 

A member  of  Travis  County  Medi- 
cal Society,  American  Medical  Asso- 
ciation, and  American  Psychiatric 
Association,  Dr.  Patteson  was  also  a 
Baptist,  a 32nd  degree  Mason,  and 
a Shriner. 

Dr.  Patteson’s  survivors  include 
three  daughters,  Mrs.  Charles  La- 
Grange  of  Phoenix,  Ariz.,  Miss  Mary 
Hunter  Patteson  of  Lausanne,  Switz- 
erland, and  Miss  Penny  Ann  Patte- 
son of  Knoxville,  Tenn.;  two  sisters. 
Misses  Lucile  and  Doris  Patteson, 
both  of  Austin;  two  brothers,  John 
Truett  Patteson,  a twin,  of  Salina 
Cruz,  Oaxaca,  Mexico,  and  Dudley 
Patteson  of  Austin.  Dr.  Patteson  was 
preceded  in  death  by  his  wife,  the 
former  Thelma  Hunt  of  El  Dorado, 
Ark.,  in  1960. 

DR.  PATTESON 


126 


TEXAS  MEDICINE 


DR.  RODRIGUEZ 


DR.  M.  J.  RODRIGUEZ 

Rio  Grande  City  general  surgeon, 
Dr.  Mamiliano  Juan  Rodriguez,  died 
July  13,  1968,  in  Laredo.  He  was 
63. 

Born  May  6,  1905,  in  Reynosa, 
Mexico,  Dr.  Rodriguez  was  graduat- 
ed from  the  University  of  Oklahoma 
School  of  Medicine  in  Oklahoma 
City  in  1930.  He  practiced  in  Okla- 
homa City  for  one  year  and  moved 
to  McAllen  in  1932.  In  1933  he  be- 
gan practicing  in  Rio  Grande  City 
where  he  operated  the  Rodriguez 
Clinic. 

County  judge  in  Starr  County  for 
22  years  and  retired  Air  Force  col- 
onel, Dr.  Rodriguez  was  a 32nd  de- 
gree Mason,  a Shriner,  and  a life 
member  of  The  University  of  Texas 
Dad’s  Association.  He  belonged  to 
the  Hidalgo-Starr  Counties  Medical 
Society,  American  Medical  Associa- 
tion, Southern  Medical  Association, 
and  Association  of  Military  Surgeons. 

Survivors  include  his  wife  Rebec- 
ca of  Rio  Grande  City;  four  daugh- 
ters, Mrs.  Gene  Furlong  of  McKin- 
ney, Tex.,  Mrs.  Judy  Rodriguez  of 
Huntsville,  and  Misses  Dolores  and 
Martha  Rodriguez  of  Rio  Grande 
City;  two  sons,  Fred  and  Jimmy  Rod- 
riguez of  San  Antonio;  three  sisters, 
Mrs.  Lala  Armstead  and  Mrs.  Lola 
Alonzo,  both  of  Hidalgo,  and  Mrs. 
Maria  Horcasitas  of  New  Orleans; 
and  two  brothers,  Ramiro  Rodriguez 
of  Hidalgo  and  Gilberto  Rodriguez 
of  Reynosa,  Mexico. 


DR.  W.  H.  GIDNEY 

West,  Tex.,  general  practitioner, 
Dr.  William  Hayes  Gidney,  66,  died 
July  1,  1968,  in  Waco.  He  had  prac- 
ticed in  West  for  34  years. 


Born  in  West  on  July  29,  1901, 
he  was  the  son  of  Dr.  and  Mrs. 
John  W.  Gidney.  A graduate  of  West 
High  School,  Baylor  University  in 
Waco,  and  Baylor  University  College 
of  Medicine,  then  located  in  Dallas, 
he  served  his  internship  at  Scott 
and  White  Memorial  Hospital  in 
Temple. 

Dr.  Gidney  was  a member  of  the 
McLennan  County  Medical  Society, 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  and  had 
served  the  Central  Texas  Chapter, 
Texas  Academy  of  General  Practice, 
as  president.  He  was  a member  of 
the  First  Methodist  Church  of  West, 
Woodmen  of  the  World,  and  Kiwanis 
International. 

Survivors  include  his  wife,  Lois; 
two  sons.  Bill  and  Bob;  and  his 
stepmother,  Mrs.  Evelyn  Gidney,  all 
of  West. 


DR.  D.  B.  POWELL,  JR. 

Austin  otorhinolaryngologist.  Dr. 
Daniel  Benjamin  Powell,  Jr.,  40, 
died  July  17,  1968,  after  a brief 
illness.  At  the  time  of  his  death.  Dr. 
Powell  was  president  of  the  Travis 
County  Medical  Society,  chairman 
of  the  Journal  Advisory  Committee 
for  Texas  Medicwe,  and  member 
of  the  Texas  Medical  Association 
Council  on  Medical  Jurisprudence 
and  of  the  TMA  Special  Committee 
on  Title  XIX. 

Born  July  5,  1928,  the  son  of 
Daniel  Benjamin  Powell,  Sr.,  and 
Verlie  Jane  Hilbun  Powell,  in  New 
Orleans,  Dr.  Powell  was  graduated 
from  Tulane  University  School  of 
Medicine  in  1953.  He  served  intern- 
ship at  Baptist  Hospital  in  Nash- 
ville, Tenn.,  and  residency  at  The 
University  of  Texas  Medical  Branch 
at  Galveston.  He  was  in  general 
practice  in  Etowah,  Tenn.,  from 
July  to  October,  1954.  After  serving 
his  residency  from  1956  through 
1959,  he  moved  to  Austin  to  prac- 
tice. 

Dr.  Powell  had  served  in  the  US 
Army  Medical  Corps  from  1954 
through  1956,  during  which  time 
he  was  stationed  at  Fort  Sam  Hous- 
ton, Tex.,  and  Fort  Sill,  Okla. 

A member  of  Phi  Chi  medical 


fraternity  and  American  Medical  As- 
sociation, Dr.  Powell  had  served  on 
several  committees  and  community 
health  projects  of  the  Travis  County 
Medical  Society  and  was  active  in 
TMA  affairs.  In  1967  he  was  named 
president-elect  of  the  Travis  County 
society  and  had  become  society 
president  in  May,  1968.  He  had 
served  since  1962  as  a member  of 
the  Journal  Advisory  Committee  and 
had  served  as  chairman  since  May, 
1967.  He  had  been  a member  of 
the  TMA  Council  on  Medical  Juris- 
prudence since  1965,  of  the  Com- 
mittee on  General  Arrangements  for 
Annual  Session  in  1965-1966,  and 
of  the  TMA  Special  Committee  on 
Title  XIX  since  1966. 

Survivors  include  his  wife  of  Aus- 
tin, the  former  Anna  Marie  Letter- 
mann  of  Taylor,  Tex.;  three  sons, 
Daniel,  David,  and  Brian,  all  of  Aus- 
tin; a daughter,  Elizabeth,  of  Aus- 
tin; his  mother,  Mrs.  Daniel  B. 
Powell,  Sr.,  of  Soso,  Miss.;  and 
three  sisters,  Mrs.  Hellonise  Dodson 
of  Sparta,  Tenn.,  Mrs.  Edwina 
Greenwalt  of  Los  Angeles,  and  Mrs. 
Sarah  Lorio  of  New  Orleans. 


DR.  C.  D.  PEAVY 

Austin  general  practitioner.  Dr. 
Charles  Dreury  Peavy,  died  July  18, 
1968,  after  a fall  from  an  eighth 
floor  window  in  a downtown  Austin 
office  building.  He  was  67. 

Dr.  Peavy  was  born  on  June  10, 
1901,  in  Cuero,  Tex.,  the  son  of 
Charles  D.  Peavy,  Sr.,  and  Cornelia 
Shults  Peavy.  A graduate  of  Tulane 
University  School  of  Medicine,  he 
served  both  internship  and  residen- 
cy at  Illinois  Central  Hospital  in 
New  Orleans.  He  practiced  medicine 
in  Cuero  and  was  a member  of  the 
De  Witt-Lavaca  Counties  Medical 
Society  until  he  moved  to  Austin  in 
1938. 

In  Austin  Dr.  Peavy  was  city  sur- 
geon and  assistant  superintendent 
of  Brackenridge  Hospital  until  he 
set  up  private  practice  in  1939.  He 
served  on  the  staffs  of  Bracken- 
ridge Hospital  and  Holy  Cross  Hos- 
pital. 

A member  of  Travis  County  Med- 
ical Society  and  American  Medical 


DR.  PEAVY 
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Association,  Dr.  Peavy  was  also  ac- 
tive in  religious  and  civic  groups. 
He  had  served  as  an  elder  in  First 
Southern  Presbyterian  Church  in 
Austin. 

Dr.  Peavy  is  survived  by  his  wife, 
the  former  Mary  Ideus  of  Meyers- 
ville,  Tex.,  now  of  Austin;  a son, 
Charles  D.  Peavy,  III,  of  Houston; 
his  mother,  Mrs.  Charles  D.  Peavy, 
Sr.,  of  Cuero  and  El  Paso;  and  a 
sister,  Mrs.  Paul  A.  Heisig,  Jr.,  of 
El  Paso. 


DR.  W.  W.  COULTER,  SR. 

Dr.  William  Wallace  Coulter,  Sr., 
Houston  pathologist,  83,  died  July 
9,  1968,  in  Houston  after  a long 
illness. 

A former  county  pathologist  and 
superintendent  of  Jefferson  Davis 
Hospital,  Dr.  Coulter  had  served  in 
various  county  medical  positions 
for  more  than  30  years.  He  had 
served  as  medical  director  of  Jef- 
ferson Davis  Hospital  and  was  clin- 
ical professor  of  pathology  at  Bay- 
lor University  College  of  Medicine 
in  Houston. 

Dr.  Coulter  was  born  on  Jan.  11, 
1885,  in  Texarkana,  Tex.  He  was 
graduated  from  Tulane  University 
School  of  Medicine  in  New  Orleans 
in  1908. 

A member  of  Harris  County  Med- 
ical Society,  Dr.  Coulter  also  be- 
longed to  American  Medical  Associ- 
ation, Southern  Medical  Association, 
and  was  a founding  fellow  of  the 
College  of  Medical  Pathologists.  In 
1928  he  served  as  chairman  of  the 
Texas  Medical  Association  Section 
on  Pathology,  and  in  1964  he  was 
elected  to  inactive  TMA  member- 
ship. 

Dr.  Coulter’s  survivors  are  his 
wife.  Mrs.  Sue  Tilton  Coulter,  of 
Houston;  a son.  Dr.  William  W. 
Coulter,  Jr.,  of  Lafayette,  La.;  and 
a daughter,  Mrs.  Philip  Blake  of 
Jefferson  City,  Mo. 


DR.  C.  F.  BAILEY 

Former  Runnels  County  Medical 
Society  president  and  secretary.  Dr. 
Charles  F.  Bailey  of  Ballinger,  Tex., 
died  in  Galveston  May  21,  1968, 
after  suffering  a stroke.  He  was  67. 

Dr.  Bailey  was  born  on  Oct.  28, 
1900,  in  Bartlett,  Tex.,  and  was 
graduated  from  The  University  of 
Texas  Medical  School  at  Galveston 
in  1926.  He  served  an  internship  at 
Charity  Hospital  in  Cleveland,  Ohio. 

In  1928  Dr.  Bailey  became  asso- 
ciated with  Halley  and  Love  Sani- 
tarium in  Ballinger.  In  1941,  due  to 
the  retirement  of  Dr.  A.  S.  Love, 


one  of  the  owners.  Dr.  Bailey  be- 
came a partner  in  ownership  of  the 
hospital;  and  in  1943  when  his 
uncle.  Dr.  W.  B.  Halley,  died.  Dr. 
Bailey  remodeled  the  hospital  which 
became  known  as  Bailey  Clinic-Hos- 
pital. The  name  was  changed  to 
Ballinger  Clinic-Hospital  in  1956 
when  two  other  physicians  joined 
the  staff,  and  the  hospital  portion 
was  closed  in  1963  when  the  new 
Ballinger  Memorial  Hospital  was 
built.  Dr.  Bailey  was  on  the  staff  of 
Ballinger  Memorial  Hospital  and  of 
St.  John’s  Hospital  in  San  Angelo. 
He  retired  in  1965  and  in  1966  was 
elected  to  honorary  Texas  Medical 
Association  membership.  He  had 
been  president  of  the  Runnels 
County  Medical  Society  in  1940 
and  1947-49  and  secretary  in  1934 
and  1943-46  and  was  a member  of 
American  Medical  Association. 

A member  of  the  Christian  church 
and  a 32nd  degree  Mason,  Dr. 
Bailey  was  a past  master  of  the 
Ballinger  Masonic  Lodge. 

Survivors  of  Dr.  Bailey  include 
his  wife  Kathleen  of  Indianapolis, 
Ind.;  a daughter,  Mrs.  Jay  Fish  of 
Galveston;  and  a son.  Dr.  Charles 
F.  Bailey,  Jr.,  of  Arlington,  Tex. 


DR.  R.  G.  SWEARINGEN 

Dr.  Robert  Goodwin  Swearingen, 
59,  Corpus  Christi  obstetrician- 
gynecologist,  died  of  cancer  April 
14,  1968,  in  San  Antonio. 

A founding  fellow  of  the  Ameri- 
can College  of  Obstetricians  and 
Gynecologists,  Dr.  Swearingen  was 
also  a diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology, 
a fellow  of  the  American  College  of 
Surgeons,  and  a member  of  Nueces 
County  Medical  Society  and  of 
American  Medical  Association.  He 
had  been  chief  of  obstetrics  and 
gynecology  at  what  is  now  Memorial 
Medical  Center  and  was  formerly 
chief  of  staff  at  Spohn  Hospital.  On 
the  staffs  of  Spohn,  Memorial,  and 
Parkview  General  hospitals  in  Cor- 
pus Christi,  he  was  gynecological 
consultant  for  Brooks  County  Hos- 
pital in  Falfurrias  and  tor  Memorial 
Hospital  in  Refugio. 

Dr.  Swearingen  was  born  Feb.  7, 
1909,  in  San  Antonio,  the  son  of 


P.  H.  and  Winifred  McGraw  Swear- 
ingen. He  was  graduated  from  Jef- 
ferson Medical  College  of  Phila- 
delphia in  1934  and  served  both  in- 
ternship and  residency  at  Pennsyl- 
vania Hospital  in  Philadelphia.  He 
began  his  practice  in  Corpus  Christi 
in  1937  and  practiced  there  until 
his  retirement  in  1968.  Time  was 
taken  out  for  military  service  in  the 
US  Army  Medical  Corps  in  Texas 
and  in  the  South  Pacific  from  1941 
through  1946  during  which  time  he 
attained  the  rank  of  colonel.  He  was 
a member  of  the  Church  of  the  Good 
Shepherd  Episcopal  Church  in  Cor- 
pus Christi. 

Survivors  of  Dr.  Swearingen  in- 
clude a son,  Robert  G.  Swearingen, 
Jr.,  of  Corpus  Christi;  a daughter, 
Mrs.  Marcelle  W.  S.  Brannen  of 
Piscataway,  N.  J.;  and  two  sisters, 
Mrs.  Leo  Brewer  and  Mrs.  W.  T. 
Chumney,  both  of  San  Antonio. 


DR.  L.  H.  RUDD 

Dr.  Laurence  H.  Rudd,  Colorado 
City,  Tex.,  general  practitioner,  died 
there  May  31,  1968,  of  carcinoma 
of  the  pancreas  and  complications. 

Born  in  Burleson,  Tex.,  in  1909, 
the  son  of  Mr.  and  Mrs.  Lonnie  H. 
Rudd,  Dr.  Rudd  was  graduated  from 
Baylor  University  College  of  Medi- 
cine, then  in  Dallas,  in  1934.  He 
interned  at  Harris  Clinic-Hospital  in 
Fort  Worth  in  1934-1935  and  be- 
gan practicing  in  Burleson  in  1936. 
In  1945  he  moved  to  Colorado  City 
where  in  1952  he  began  operating 
Rudd  Clinic. 

Dr.  Rudd  served  in  the  US  Army 
Medical  Corps  during  World  War  II 
and  helped  evacuate  wounded  at 
the  Invasion  of  Normandy.  A mem- 
ber of  Colorado  Basin  Medical  So- 
ciety and  of  American  Medical  As- 
sociation, he  had  served  the  Nolan- 
Fisher-Mitchell  Counties  Medical  So- 
ciety and  the  West  Texas  Chapter, 
Texas  Academy  of  General  Practice, 
as  president. 

Preceded  in  death  by  his  wife, 
Mary  Ruth,  Dr.  Rudd  is  survived  by 
a son.  Dr.  Laurence  H.  Rudd,  II, 
(D.D.S.)  of  Lubbock;  a daughter, 
Mrs.  Lewis  Lester  of  Dallas;  and 
three  grandchildren. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D, 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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TofightTB- 

finditifirst! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal)  ! 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis  ' 

at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 


Keep  posted  on  current 

medical  advances! 

AUDIO-DIGEST  FOUNDATION 
TAPE  RECORDINGS 

are  available  af  no  charge  to 
TMA  members  on  these  subjects: 

Anesthesiology  Ophthalmology 

Generol  Practice  Otolaryngology* 

Internal  Medicine  Pediatrics 

Obstetrics-Gynecology  Surgery 

*Available  January  1,  1969 

Each  tape  is  on  a 5-inch  reel  and  plays  at  3^  ips. 
Write  or  telephone  today 

TEXAS  MEDICAL  ASSOCIATION 
MEMORIAL  LIBRARY 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
AC  512  GR  7-6704 


How  to  Order  the 
Political  Creed 

Texas  physicians  have  important  citizenship  respon- 
sibilities in  the  1968  elections.  These  responsibilities 
are  set  forth  in  the  Constitutions  of  the  United 
States  and  the  State  of  Texas. 

Our  form  of  government  also  guarantees  its  citizens 
specific  rights  and  freedoms. 

The  essence  of  these  Constitutional  provisions  is 
dramatically  stated  in  a political  creed  written  by 
AMPAC,  the  American  Medical  Political  Action 
Committee. 

On  request  of  many  physicians,  copies  of  the  Creed 
are  being  made  available  for  framing  and  display 
in  the  physician's  office. 

Your  free  copy,  printed  in  four  colors  on  parchment 
paper,  can  be  obtained  by  returning  the  form  below. 


Please  send  o free  copy  of  the  Political  Creed  to: 
Name:.  _ _ 

Mailing  Address:  

Mail  this  form  to:  TEXPAC,  1905  N.  Lamar  Blvd. 
Austin,  Texas  78705 
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olitic€il 
rec6 


free  citizen  in 
e nation. 


WKoever  cii  mini  sires' 
freedom  as  an 
individual  dimimsKes^ 
tke  svim  total  of  freedom 
in  mv  couirtrv. 


or  J believe  tkat  tke 
values  upon  wkick 
tkis  countrv  was  jbunded 
are  immutable  and  kave 
not  been  ci'oded  bv  tke 
passage  of  v^ars. 

I believe  tkat  3,  as  cc 
free  citizen  in  a free 
land,  am  obligated  to 
defend  mv  beliejfs  in  tke 
wav 5 permitted  to  me, 
and  required  of  me,b^ 
our  form  of  qovei'mnent. 


at’ 


kerefore,  let  no  man 
seek  to  bai^  me  from 
^ kese  tkings  being  true,  tke  political  pi'ocess;  for 
3 cannot  — 3 will  not--  it  wouldbe  akin  to  denmng 
stand  idlv  b^  wken  tkese  m^  rigkt  to  participate 
kard^won  freedoms  ai*e  in  tke  process  tkat  de- 
utrder  attack.  termines  free  gcn^eimment. 
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'HOSPiTELITY' 


IHOS-Pi-TEL-ITY) 


Grows  on  you,  doesn't  it?  We  use  it  to  de- 
scribe the  friendliness  and  good  patient  care 
you  are  familiar  with  at  our  facilities  all  over 
Texas.  And  now  we're  using  it  to  describe  our 
new  corporate  image,  and  to  introduce  a new 
facility  in  Waco,  the  Francis  Hospitel.  Our  new 
facility  combines  the  loving  attention  and 
comfort  of  a grand  hotel  with  the  closely 
supervised  medical  attention  of  a hospital 


at  a reasonable  day  rate.  Fully  staffed,  fully 
equipped,  fully  qualified  for  all  programs  with 
the  exception  of  emergency  care  and  surgery, 
the  Hospitel  is  a new  type  of  facility  we 
think  you  will  applaud.  And,  of  course,  "hos- 
pitelity"  is  still  available  for  your  patients 
at  Francis  Convalescent  Centers  throughout 
Texas,  where  you  will  find  the  finest  nursing 
care  available. 


FRANCIS'?" 

HOSPiTELS 

INCORPORATED 


francisT 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS-WACO;  Francis  Hospitel,  2.501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT  CENTERS- 
AUSTIN:  Retirement  I nc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Avenue 
Ph.  335-1903:  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph  853-9981:  LONGVIEW;  Highland 
Pines,  1100  N.  4th  Street,  Ph.  753-7661:  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph.  732-5181  FRANCIS 
MANAGEMENT  — PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center,  .1900  Highway  365,  Ph.  727-1651. 

Home  office:  2303  W.  North  Loop,  Austin,  Ph.  454-2725.  C.  B.  Francis,  President. 
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Diagnostic  Products  Sales,  The  Dow  Chemical  Company,  Midland,  Michigan  48640 


Announcing  the  blood  chemistries  anyone  in  your  office  can  do. 

Those  using  Diagnostest*  reagents  and  instruments.  We  train  your  nurse 
or  medical  assistant  to  use  this  simple,  accurate  system.  For  measuring 
hemoglobin,  glucose,  cholesterol,  urea  nitrogen,  total  bilirubin  and  uric 
acid.  You  get  results  in  minutes.  And  the  system  includes  everything  you 

need.  Write  today  for  full  information.  •Trademark  of  The  Dow  Chemical  Company 


“Now  that  your  acne  is  clearing  up  nicely, 
it  might  be  a good  idea  if  you  started  losing  some  weight.” 
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Get  them  while 
they’re  easily  reversible. 

Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better-during  the  first  10  to  15  pounds  of  weight  gam. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  cornpounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/de  Effects;  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebpund  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  rnay 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels' 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 


Volume  64,  September,  1968 


135 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY 

HOME 

1250  W.  Rosedale 

ED  5-5942 

ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetricol  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hoapital 
offers  a confidential,  multiple  service  profram  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2308  Hemphill,  Fort  Worth,  Texas  76110 

or  phone:  WA  6-3304  or  WA  6-1774, 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A,C.R. 
Robert  J.  Atcheson,  M.D,,  M.A,C.R. 
Douglas  E,  Bibby,  M.D.,  F.A,C.R. 
James  W.  Buice,  M.D.,  M,A,C.R. 
Richard  C,  Gasser,  M.D.,  M.A,C.R. 
Paul  W,  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  D.A.B.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 

Offices : 


100  Medical  Tower  Bldg.  — ED  6-8681 


1217  West  Cannon  — ED  6-8627 


TRAVIS  CLINIC  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery : 

Internal  Medicine: 

Pediatrics : 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

M.  L.  Gray,  M.D. 

J.  S.  O’Hare,  M.D. 

F.  H.  Verheyden.  M.D. 

R.  K.  Willmfl,  M.D. 

J.  T.  Scogin,  M.D. 

Radiology  and  Radioactive  Isotopes: 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

L.  W.  Ralston,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

Obstetrics  and  Gynecology : 

William  J.  Fowler 

Urology : 

J.  C.  Rucker,  M.D. 

Administrator  of  Nan  Travis 

H.  F.  Rives,  M.D. 

J.  D.  Crawford,  M.D. 

Memorial  Hospital 

Pathology : 

Ophthalmology : 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Fred  Haberle,  M.D. 

Business  Manager  of  Travis  Clinic 

MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.AjV.P.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  MJ).,  A.A.C.P.* 
CHARLES  1.  BILTZ,  M.D.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

*Diplomate  of  tl 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 
SURGERY 

LOUIS  E.  GIBSON,  M.D.,  FA.C.S.* 
OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0  * 
EAR,  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.* 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 

American  Board 
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He’s  had  enough 
excitement 
for  one  day. 

For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  'U  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine -to  take  the 
nervous  "edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen’  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (’A  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2V2  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  '/»  gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A,  H,  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


Description:  Each  Pulvule®  contains— 


Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) ISO  ^ng 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

total  vitamin  B„  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate  N F is 
15  micrograms.) 


Iron,  Elemental  (as  Ferrous  Fumarate) 

\scorbic  Acid  (Vitamin  C) 

-olic  Acid 


mg. 

mg. 

mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
er, Lilly)  IS  a multifactor  preparation  effective  in  the  treatment 
)f  anemias  that  respond  to  oral  hematinics,  including  pernicious 
jnemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 

inpmiA  ^ 


Contraindications:  Hemochromatosis  and  hemosiderosis. 

Precautions:  Anemia  is  a manifestation  that  rpquires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  B12  therapy  may  result  in  hematologic  remission  but  neu- 
rological progression.  Adequate  doses  of  vitamin  612  (parenteral, 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  or 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiological  doses  of  vitamin  B12.  If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  B12,  may  be  necessary.  No  single  regi- 
men fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


Ascorbic  acid  (75  mg.)— augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 


Iron  (110 
anemia. 


mg.) — treats 


hypochromic 


inical  and  laboratory  studies  are  considered  essential  and  are 
commended. 

dverse  Reactions;  In  rare  instances,  iron  in  therapeutic  doses 
'oduces  gastro-intestinal  reactions,  such  as  diarrhea  or  consh- 
ation.  Reducing  the  dose  and  administering  it  with  meals  will 

linimize  these  effects.  haQ 

in  extremely  rare  instances,  skin  rash  ^"^3 

illowed  oral  administration  of  liver-stomach  material,  ^stances 
f apparent  allergic  sensitization  have  also  been  reported  after 
ral  administration  of  folic  acid. 

losage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
tandard  response  in  the  average  uncomplicated  case  of  perni- 
ious  anemia.) 

low  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
itrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [o-s.] 


Additional  information 
available  to  physicians 
upon  request. 

Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


I lie?  ulcer; 

antacid 

puzzle 


solved  by 

Mylanta 

aluminum  and  ^ magnesium  hydroxides  p/us  simethicone 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i,  e.:  Report  on  tiie. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


An  antibiotic 
should  work  well 


in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 

DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic . . .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
1 50  mg  and  75  mg  of  demethylchlortetracycline  HCl. 


I->ECIX)MYCIN* 

DEMErHYLCHLORTETRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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V«ii 

Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE^^  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept, 
Lederle  Laboratories.  Pearl  River,  New  York  10965.  406-8 


(IcuiU^^QUnlc 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  Janies  A.  Martin,  M.D. 
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TEXAS  MEDICn 


PHYSICIANS'  DIRECTORY 


Allergy 


Clinics 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 


Bernard  T.  Fein,  M.D.i  F.A.C.A. 
Fellow 

American  Academy  of  Allergy 


Peter  B.  Kamin,  M.D.,  F.A.A.P. 
Diplomate 

Sub^Board  Pediatric  Allergy 


216  Medical  Prof.  Bldg. 
CA  6-7671 


San  Antonio  16,  Texaa 
CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON.  M.D., 
F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER.  M.D..  F.A.C.A. 

RAMON  GARRIDO,  M.D. 


(Certified  American  Board  of  Pediatrics) 
Suite  156.  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO.  TEXAS 


R.  M.  Finks,  M.D..  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.. 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger.  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard.  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon.  C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 


Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O,  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allerg^’^ 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum.  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 
Otto  H.  Grunow.  M.D 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


Cardiovascular  Disease 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D..  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright.  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps.  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vemor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 

Crysup  Sory.  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 
Electrocardiography 

Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograms 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Business  Office  Telephone  214  -748-3715 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $6.50  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 
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THE  JOHNS  CLINIC 
720  West  6th  St.,  Taylor,  Texas 


Jay  J.  Johns,  M.D.,  F.A.C.S. 
S.  W.  Lehmberg,  M.D. 
Marvin  J.  Leshikar,  M.D. 

J.  E.  Kirschvink,  M.D. 


C.  J.  Daniel,  M.D. 

R.  C.  Hermann,  M.D.,  F.A.C.S. 
A.  Bryan  Spires,  Jr.,  M.D. 

R.  Dale  Cummings,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 

Hector  M.  Perches.  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris.  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2161 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 


9th  Avenue  N.  at  5th  Street  N, 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold.  M.D. 

Hugh  H.  Hanson.  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan.  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

Gastroenterology 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin.  M.D. 
Fredrick  R.  Lummis.  Jr., 
M.D. 

Dean  C.  Solcher,  M.D. 
Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  P^inctions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

Infections  Diseases 
Lewie  L.  Travis,  Jr.,  M.D. 


Internal  Medicine 

Jeffrey  Zatorski.  M.D. 

Gene  R.  Lindley,  M.D. 

Oncologry 

Lester  L.  Hoaglin.  Jr.,  M.D. 
Pathology 

Jack  P.  Abbott,  M.D. 

Pulmonary  Diseases 

William  M.  Donohue.  M.D. 
Joel  E.  Reed,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathologry 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTTMENT 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
Otolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 
C.  B.  Marcum,  M.D.,  F.A.C.S. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 

F.  W.  Lurting,  M.D.,  F.A.C.S, 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall.  M.D. 

M.  W.  Talbot.  Jr.,  M.D., 
F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  DUlon,  M.D. 
Consultants  in  Pathology 

Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 


ED 

SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


i-4333 

INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


Mrs.  Evelyn  Farr,  Business  Manager 

At  Your  Service! 
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Colon  and  Rectal  Surgery 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 

MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Dallas  Texas 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4600 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignanciei 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

Dermatology 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 
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Eye,  Ear,  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg, 

Houston,  Texas  77002 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagolo^y  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  FJ^.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock.  Texas 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D, 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Gastroenterology 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 
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HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 


Internal  Medicine 


Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 
INTERNAL  MEDICINE 

400  S.E.  First  Street 
Mineral  Wells,  Texas 


TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 
Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 


JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 


VICTOR  E.  SCHULZE,  M.D.,  F.A.C.P. 
VICTOR  E.  SCHULZE,  JR.,  M.D.,  F.A.C.P. 

Diplomates,  American  Board  of  Internal  Medicine 
Intemal  Medicine— Cardiology 

219  So.  Magdalen  St.  San  Angelo,  Texas  76901 

Telephones  655-9131 


HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 
1010  Louisiana  Houston,  Texas  77002  222-7224 


*Abe  Hauser,  M.D. 
*Harris  M.  Hauser,  M.D. 
♦Robert  1.  Hauser,  M.D. 
Wayne  Keller,  M.D. 
♦Gerald  Ratinov,  M.D. 
Ronald  J.  Hauser,  M.D. 


Clinical  Psychology 

Joanne  Borba,  M.  A. 

Robert  D.  Langston, 

PH.D.,  Consultant 

Psychiatric  Social  Work 

Ethel  M.  Feinsilver, 
M.S. 


808  Memorial  Professional  Building 
Houston,  Texas  77002 
CA  4-5041 


*Diplomate.  American  Board  of  Psychiatry  and  Neurology 


Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
practice  limited  to 
PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 
EV  1-7181 


Neurology  / Psychiatry 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 
NEUROLOGY  and  PSYCHIATRY 
1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 


MORRIS  H.  LAMBERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 
PE  2-9961  San  Antonio,  Texas 


ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 
1000  East  32nd  Street,  Suite  6 
Phone  GR  6-7371  Austin,  Texas 


THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  ‘Herbert  G.  Rush.  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth.  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 


CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 
Child  Psychiatry  and  Marriage  Counseling 
Hypnotherapy  for  Smoking  and  Obesity 

2012  Nashville  Avenue  Lubbock,  Texas  79410 
swift  5-4023 

texas 

medical 

association 

members' 

retirement 

trust 

For  complete  information,  write 

TMA  Members'  Retirement  Trust 

1801  North  Lamar  Blvd.  Austin,  Texas  78701 
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Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Ophthalmology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  657-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas.  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 

Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgpcal 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

ALBERT  VAISER,  M.D, 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 

Dallas,  Texas  RI  8-2712 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurologrical  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Orthopedic  Surgery 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 
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EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 

Otolaryngology 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone;  JA  9-4389 

Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

ORTHOPEDIC  SURGERY  CLINIC 

Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 

3702  21st.,  Suite  9 Lubbock,  Texas  79410 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer.  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7465  El  Paso,  Texas  79902 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

Pathology 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

CHARLES  E.  GRAHAM,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 

AD  1-6396 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diploma tes  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and 

Upper  Extremity  Reconstructive 

Surgery 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  75246  TA  3-5351 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P,  0.  Box  1118  Fort  Worth,  Texas  76101 
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PILCHER  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2466  Medical  Center  P.  0.  Box  6279 

Phone  TUlip  4-4886  Corpus  Christi,  Texas  78406 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

CUnical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75236 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

166  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  26,  Texas 

“Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston" 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology.  Exfoliative  Cytology.  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 

TEXAS  MEDICAL  LABORATORIES 

1660  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

HAROLD  WOOD,  M.D. 

Referral  Laboratory  for: 

Specialized  Endocrine  Assays 

Exfoliative  Cytology,  with  Special  Applications 
Biopsy  Examinations 

2909  Hillcroft,  Suite  K Houston,  Texas  77027 

SUnset  1-1272 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathologry 

Exfoliative  Cytolo&y 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  6-6297 

Mailing  Containers  on  Request 

Physical  Medicine 
and  Rehabilitation 

DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytolo^,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

^rge  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D, 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1268  or  TAylor  6-6918 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

Plastic  Surgery 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  G^ton  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77026 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Th3troidology,  Endocrinologfy, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1601 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

630  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  76236  ME  7-4770 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3679 

Houston  26,  Texas  Res.  SUnset  2-1628 
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JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  I'oooa 

502  Goodhue  Bl^. 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  1343  Blalock 

Houston,  Texas  77055  JA  8-2481 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

Thoracic  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ.  M.D..  F.A.C.R. 

WILBUR  Q.  BUDD.  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 
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Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 

TA  6-5184 

JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza.  Corpus  Christi,  Texas  78404 

1416  Third  TU  4-1635 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urologry 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd, 

Dallas,  Texas  76235  ME  7-4833 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

Urology 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  1.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 
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TEXAS  MEDICINE 


Physicians  Wanted 


WANTED : General  Practitioner  to  assume  well-established  practice  in 
Moody.  Texas.  Available  facilities  include  fully  equipped  office  and  three 
examining^  rooms.  Located  in  Central  Texas.  Moody  has  a trade 
3,600.  Interested  physicians  please  contact  Mrs.  J.  B.  Vandiver,  Frank 
Denny,  Mrs.  Ruth  Newman  or  Leroy  Wall,  Moody,  Texas. 

WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE  INTERN- 
IST to  join  8 man  group  in  progressive  Texas  Panhandle  city  of  12,000. 
Write  or  call  C.  E.  Rush,  M.D..  Hereford.  Texas. 


WANTED:  ONE  INTERNIST,  ONE  GENERAL  PRACTITIONER 
AND  ONE  PEDIATRICIAN  to  join  established  group  in  Dallas,  either 
Board  qualified,  or  with  at  least  two  years  residence,  not  over  35  years 
of  age.  Must  have  Texas  license  or  be  able  to  get  Texas  license  by  reci- 
procity. Salary  open,  depending  on  training.  Partnership  in  two  years. 
Group  has  own  fully  accredited  hospital.  Anyone  interested,  apply  to  Box 
939,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701.  Full 
details  concerning  group  and  the  opportunities  it  offers  will  be  furnished 
on  inquiring. 

WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist; to  become  salaried  associate  to  a six  man  clinic  group  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10.000  ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  215  Craig  Street,  Hillsboro,  Texas.  

PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical  and  Surgi- 
cal Group  of  Bavtown.  Texas,  need  three  e-eneral  practitioners,  one  in- 
ternist, one  ophthalmologist,  and  one  E.N.T.  To  begin  immediately.  Fi- 
nancial arrangement  will  be  worked  out  on  an  individual  basis.  Reply  to 
Box  109,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin  Texas  78701. 

OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise  with  over- 
worked GP  in  fully  equipped  clinic.  Choicest  suburban  area  of  Houston, 
Texas,  near  hospitals,  ideal  living.  Income  limited  only  by  ambitions.  No 
money  needed.  For  information  write  Box  108,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST : Medical  center  located  in  upper  income  suburban  area  of 
Houston  needs  another  internist.  Would  prefer  a man  with  an  interest  in 
rheumatoid  or  gastroenterology  problems,  but  this  not  mandatory.  All 
the  advantages  of  independent  practice  with  the  assistance  and  coverage 
of  group  practice.  Please  reply  to  Box  136,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN:  Medical  center  located  in  upper  income  suburban 
area  of  Houston  needs  another  pediatrician.  Would  prefer  man  with  an 
interest  in  hematology,  but  this  not  mandatory.  All  the  advantages  of 
independent  practice  with  the  assistance  and  coverage  of  group  practice. 
Please  reply  to  Box  137,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Aus- 
tin, Texas  78701. 

DERMATOLOGIST:  Medical  center  located  in  upper  income  suburban 
area  of  Houston  desperately  needs  a dermatologist.  None  within  five 
miles,  patient  load  will  be  heavy  from  the  start.  Liberal  assistance  in 
getting  started,  no  investment  required.  Please  reply  to  Box  138,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ASSOCIATE  WANTED— Ear,  Nose  & Throat.  Board  eligible  for  two- 
man,  Nose  & Throat  Department  with  well  established  multi-specialty 
group  in  Dallas,  Texas.  Partnership  after  two  years.  Excellent  fringe 
benefits.  No  investment  required.  Teaching  opportunities.  Interviewing 
expense  paid.  Please  reply  to  Box  168,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

ASSOCIATE  WANTED— Internal  Medicine — Board  eligible  for  eight- 
man  Internal  Medicine  Department  with  well  established  multi-specialty 
group  in  Dallas,  Texas.  Partnership  after  two  years.  Excellent  fringe 
benefits.  No  investment  required.  Teaching  opportunities.  Interviewing 
expense  paid.  Please  reply  to  Box  169,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

OFFICE  SPACE  AVAILABLE:  Community  in  major  metropoliUn 
area  undergoing  explosive  growth  with  middle  to  upper  income  families, 
has  no  ophthalmologist,  ENT,  dermatologist,  psychiatrist.  Office  space 
available  close  to  hospital,  no  investment  required.  Please  reply  to  Box 
114,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  GENERAL  PRACTITIONER,  (medical  doctor)  to  enter 
solo  practice,  partnership  or  salaried.  Would  join  five  man  group  in  ro- 
tating calls.  Office  space  now  available  adjoining  a new  100-bed  general 
hospital.  Located  edge  of  city  limits  of  Corpus  Christi,  Texas,  and  four 
miles  from  Robstown.  Serving  a wide  and  growing  community. 
rent  and  salary  available  for  the  right  person.  Income  limited  only  by 
ambitions.  Contact  Doyne  B.  Hamilton,  M.D.,  Route  4,  Box  46,  Robstown, 
Texas. 


WANTED — M.D.’s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Box  179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  GENERAL  PRACTITIONER  on  or  about  January  1. 
1969.  45  minutes  to  downtown  Houston  on  freeway,  25  minutes  to  Gal- 
veston. Four  and  a half  day  week,  $2,000  monthly.  Partnership  available 
after  one  year.  For  additional  information  write  Ad-186,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  WANTED:  GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-158,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  GENERAL  PRACTITIONER,  PEDIATRICIAN.  INTERN- 
IST on  staff  of  Denton  State  School.  Base  annual  salary  $18,000,  extra 
$1,000  to  $3,000  if  board  certified,  40  hour  week  with  ample  vacation  time, 
other  fringe  benefits.  Excellent  community  to  live.  Near  Dallas,  Fort 
Worth.  Contact  Medical  Director,  Denton  State  School,  Box  368,  Denton, 
Texas. 


WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to  join  two 
physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital.  Guarantee  $18,000 
net.  Rotate  weekends,  holidays,  etc.  James  C.  Price,  M.D.,  or  W.  A.  Siev- 
ers,  M.D.,  Gonzales,  Texas. 


PRACTICE  AVAILABLE;  January  1,  1969,  in  Southeast  Texas.  Gen- 
eral medicine.  Will  introduce  and  remain  until  April  1,  1969.  Reasonable 
rent.  Near  local  hospitals  and  laboratories.  Owner  doing  periodic  re- 
modeling. Raul  J.  de  los  Reyes.  M.D.,  Vidor,  Texas.  Telephone  769-4412. 


GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  75217. 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY,  three 
year,  integrated  with  Baylor  College  of  Medicine  affiliated  hospitals.  Non- 
career $4,830-$6,750.  Career  $9,657-$13,607  ; (license  in  any  one  of  states 
required).  Non-discrimination  in  employment.  William  P.  Blocker,  Jr., 
M.D.,  VA  Hospital,  Houston,  Texas. 


WANTED  PHYSICIANS,  PSYCHIATRISTS,  EXPERIENCED.  2100- 
bed  modern  and  progressive  mental  hospital.  Offers  oriented  therapeutic 
programs  based  on  Unit  System.  Comprehensive  treatment.  Programs 
include  milieu  and  family  therapy.  Complete  medical  and  neurology  ser- 
vice. Exceptional  opportunity  to  use  abilities  to  utmost.  Stimulating, 
challenging  assignments.  Resort  climate,  small  town,  peaceful  setting, 
lakes,  golfing,  125  miles  from  Dallas  or  Houston.  $18,000  to^  $20,000  a 
year,  depending  on  experience  and  training.  Projected  yearly  increase  in 
salary,  liberal  leave  policies.  Many  fringe  benefits.  Arch  M.  Connolly, 
M.D.,  Superintendent,  Rusk  State  Hospital,  Box  318,  Rusk,  Texas. 

INDIVIDUAL  PRIVATE  GENERAL  PRACTICE:  all  of  the  advan- 
tages of  group  practice  with  none  of  the  disadvantages.  Guaranteed^  high 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Maximum 
leisure  time  with  your  family.  Texas  license.  Contact  Sanford  Smith, 
Northshore  Medical  Center,  P.O.  Box  9836,  Houston,  Texas  77015.  Tele- 
phone GL  3-5454. 


URGENTLY  NEEDED  TO  COMPLETE  STAFF  in  375-bed  fully  ac- 
credited GM&S  hospital,  located  in  the  heart  of  the  beautiful  Texas  Hill 
Country.  Board  certified  or  eligible — an  internist  staff  physician,  a 
urologist,  and  an  orthopedic  surgeon.  Salary  up  to  $20,000  determined  by 
training  and  experience.  Excellent  vacation  and  sick  leave,  insurance,^  r^ 
tirement,  and  other  fringe  benefits.  Please  write  Director,  VA  Hospital, 
Kerrville,  Texas  78028.  An  equal  opportunity  employer. 


GENERAL  PRACTITIONER  WANTED  to  associate  with  two  other 
GP’s  in  practice  in  privately  owned  hospital  and  clinic.  No  investment 
required.  $1,800  monthly  guarantee  until  established.  Nice  small  town 
within  easy  driving  distance  of  Wichita  Falls,  Dallas,  and  Fort  Worth. 
Contact  A.  D.  Major.  M.D.,  or  K.  J.  Wharram,  M.D.,  Box  239,  Nocona, 
Texas  76255.  Area  code  817.  825-3371. 


PHYSICIAN  NEEDED — general  practice  with  surgery  now  open  in 
growing  hospital.  Office  facilities  available.  No  investment  required.  In- 
come limited  only  by  interest  and  ability.  For  information  contact  Dr. 
Fenella  Frey  or  Jimmie  McManus,  201  East  Grant,  Morton,  Texas  79346, 
or  call  area  code  806,  266-5565. 


URGENTLY  NEEDED  : TIMPSON,  a community  of  some  3_,500  has  no 
doctor.  A physician  interested  in  locating  in  a small  town  is  urged  to 
contact  the  Timpson  Chamber  of  Commerce  for  details,  which  offers  un- 
qualified community  support.  Family  and  recreational  facilities,  fine 
churches  and  schools,  local  clinic,  with  modern  hospitals  nearby.  For  ad- 
ditional  information  contact  Timpson  Chamber  of  Commerce,  Timpson, 
Texas. 


NEED  URGENTLY : this  clinic  and  hospital  can  offer  excellent  oppor- 
tunities for  an  internist  and  an  OB/GYN  specialist  in  ^oup^  practice 
with  excellent  remuneration  and  no  professional  overhead.  Clinic  located 
in  rapidly  growing  West  Texas  city  of  approximately  40,000  people.  Ap- 
ply to  Charles  A.  Weeg,  Administrator,  Hall-Bennett  Memorial  Hospital, 
Big  Spring,  Texas. 


OPHTHALMOLOGIST  NEEDED  in  South  Central  Texas  community 
located  between  Austin  and  Houston.  Seven  physicians  now  practice  in 
community  but  there  is  no  ophthalmologist.  New  million-dollar  60-bed 
hospital.  Population  of  city  4,400  : county  population  19,150.  Would  pre- 
fer full-time  service  but  would  consider  a part-time  arrangement.  Con- 
tact La  Grange  Chamber  of  Commerce,  P.O.  Box  70.  La  Grange,  Texas 
78945  (713  - 968-4756). 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $4.50  per  issue  for  50  words  or  less,  payable 
in  advance.  Copy  deadline  is  the  20th  of  the  month  pre- 
ceding publication.  Send  copy  to  Advertising  Assistant, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 
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OUR  72nd  YEAR 


WOODWARD 


MEDICAL 

PERSONNEL 

BUREAU 


185  N.  WABASH 
CHICAGO,  ILLINOIS  60601 


ANN  WOODWARD 
dirmelor 


Founders  of  the  counseling  service  to  the  medical  profes- 
sion, serving  medicine  with  distinction  over  half  a century. 
TELEPHONE:  (Area  Code  3 1 2)  726-5682 


SITUATIONS  AVAILABLE  IN  TEXAS 

GEN  PRACT:  (a)  With  IM  inter;  assn  sev  well-est  GP’s : area  $25M  ; 
coll  twn  not  too  far  Amarillo,  (b)  Join  qual  GP  estab  20  yrs  grossng 
over  §T0M  ; substntl  sal  sev'  yrs  then  assume  pract  & equip  at  very 
modest  cost;  exc  expndg  twn  45M  nr  Gulf,  (c)  W obg  exp;  assn  long- 
est grp  w,  exc  din  & hosp  facil ; $25M  then  % ; NW  Tex.  (d)  Assn  w/ 
FAAGP  ; excl  facilities  ; active  gen  pract  includ  Ige  amt  gyn  & gen  S, 
some  indus  work;  area  $22-$24M  ; nr  Dallas,  (e)  With  inter  in  surg ; 
assn  w/cert  S & 3 FAAGP’s ; 1st  yr  sal  basis  $18-$20M  then  prntr ; 
panhandle;  twn  seiwg  area  SOM.  (f)  Chief  GP  ; din  oper  by  3 cert  spec 
each  of  whom  also  have  their  own  ofc  elswhere  ; guar  base  sal  plus  % ; 
Houston. 

INT  MED:  (u)  Dipl;  well-est  grp;  3 in  IM  dept;  excel  facil;  $25M  1st 
yr ; $31M,  2nd;  about  $40M  3rd;  prtnr  4th  yr  netting  min  of  $50M  ; 
Houston  area  ; recommended. 

ORTHO:  (d)  Chief;  multi-sp  grp,  12  cert  or  elig  men  w/excel  facil; 
pref  one  w sub-sp  in  either  CD  or  GE  ; shld  net  $25M  1st  yr  with  exc 
guar;  prtnrshp  2nd  yr ; one  of  W-Texas’s  finest,  fast  growing  cities; 
nr  site  of  future  med  schl ; recommended. 

PSYCHIATRY:  (a)  Med  dir,  comprehensive  mental  hlth  cntr ; new  post; 
facil  of  sev  Ige  hosps  ; 3 psy  consultants  avail ; area  $30,000  plus  fmgs 
worth  10%  ; reqs  Te.x  lie  ; NE  Tex. 

RADIOLOGY:  (f)  Assn  w/cert  R & nuclear  med;  top  professional  ar- 
rangements ; large  city  serving  area  200,000  ; W-Texas. 

SURGERY : (a)  Oppor  build  excel  pract  w/Iong-estab  multi-sp  grp  not 
too  far  from  Ige  city  w med  schl;  1 cert  GS,  FACS  in  dept;  fine 
facilities  ; financl  arrngments  negotiated. 


PLEASE  SEND  FOR  AN  ANALYSIS  FORM  SO  WE  MAY  PREPARE 
AN  INDIVIDUAL  SURVEY  FOR  YOU  OF  OPPORTUNITIES 
IN  TEXAS  AND  ELSEWHERE 

STRICTLY  CONFIDENTIAL 


PHYSICIANS  WANTED — Alice,  Texas,  23,000  population,  trade  area 
50,000,  excellent  economy.  Could  use  general  practitioners  as  well  as  spe- 
cialists. Large  modern  hospital  with  radiologist.  Please  reply  to  Ad-198, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OPENING  FOR  GP,  four  doctor  clinic,  x-ray,  laboratory  facilities, 
ideal  residential  area.  Two  open  staff  hospitals,  excellent  schools.  City 
income  balanced  by  militai*y,  oil,  industry  and  agidculture.  Associates 
range  36  to  44  in  age.  Salary  and.  or  percentage.  Night  and  weekend  calls 
by  regular  rotation.  Please  reply  to  Ad-207,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  FOURTH  INTERNIST,  board  certified  or  eligible,  for  grow- 
ing 15  man  multi-specialty  group  in  Southwest.  New  clinic  with  excel- 
lent facilities.  Liberal  fringe  benefits.  Remuneration  negotiable.  Please 
reply  to  Ad-200,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


PHYSICIAN  WANTED:  Heart  of  the  Texas  Hill  Country.  25-bed  hos- 
pital. Town  of  2,000,  area  6,000.  One  day  off  each  week,  rotate  week- 
ends. Will  share  office  building.  Guarantee  one  or  two  months,  then 
more  favorable  aiTangements.  Contact  995-2399  or  995-3399  or  write  Box 
527,  Comfort,  Texas  78013. 


GENERAL  PRACTITIONER  OPENING  — excellent  opportunity  in 
beautiful,  historic  Goliad,  Texas.  Modern  30-bed  hospital  and  new  4*8-bed 
rest  home,  both  Medicare  approved.  County  seat,  population  6,000.  Call 
MI  5-3563  collect  for  expense  paid  inspection  trip  to  Goliad.  Please  write 
P.O.  Box  606,  Goliad. 


OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTITIONER  to 
associate  or  otherwi.se  with  well-established  general  practitioner  in  cen- 
tral Texas  town.  Negotiate  salary.  Have  Medicare-approved  hospital  of 
16  beds  and  32-bed  rest  home  complex.  Ideal  country  outdoor  living  with 
excellent  schools,  churches,  and  nearby  recreational  facilities.  No  initial 
capital  investment.  Must  see  to  appreciate.  For  information  reply  to 
Ad-187,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  PEDIATRICIAN,  OB,  GYN  man,  and  later  an  internist  to 
start  a clinic  in  South  Texas  town  of  22,000.  Such  a clinic  many  years 
over  due.  Venturesome  type  having  confidence  in  the  future  and  seeing  a 
ground  floor  opportunity,  desired.  Livable  income  from  start.  Sorry,  no 
big  guarantee.  For  additional  information  reply  to  Ad-210,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Situations  Wanted 


EMERGENCY  ROOM  AND  INTERNAL  MEDICINE.  Board  eligible 
in  internal  medicine  plus  one  year  emergency  room  work.  Desire  position 
evenings  and  or  weekends  in  Houston  or  Galveston  area.  Please  reply  to 
Ad-208,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


RADIOLOGIST.  Indiana  University  (AOA)  radiology  resident,  age  30, 
military  completed,  seeks  radiology  group  position  for  July.  1969.  In- 
terned at  Parkland  Memorial  Hospital.  Dallas.  Write  Ad-206,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BUSINESS  MANAGER  DESIRES  TO  RELOCATE  in  Texas.  Seeking 
position  in  clinical  or  hospital  administration.  Age  32.  At  present  6% 
years  business  manager  of  five  doctor  clinic.  Responsible  for  purchasing, 
personnel,  accounting,  collection  procedures  and  general  overall  manage- 
ment. Please  write  Ad-205,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


SEEKING  TEXAS  LOCATION— 35  year  old  board  eligible  ophthal- 
mologist interested  in  any  type  of  association  practice  in  Texas.  Will  be 
available  after  Board  examination  in  JanuaiT-  Please  reply  to  5525  East 
Pacific  Coast  Highway,  Long  Beach,  California. 


ENDOCRINOLOGY-INTERNAL  MEDICINE.  Board  eligible  in  internal 
medicine  and  three  year  fellowship  in  endocrinology.  Excellent  academic 
background.  Desire  position  in  Houston  or  Galveston  area.  Please  reply  to 
Ad-209,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial,  college 
or  relief  work.  Experienced  in  private  practice  and  industrial  and  insti- 
tutional work.  Part  time  or  locum  tenens.  Please  reply  to  Ad-195,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


FOR  SALE  OR  LEASE,  modern,  fully  equipped  office.  3,000  square 
foot  building  on  75,000  square  foot  lot.  26-car  paved  parking  lot.  Gross 
collected  in  1967,  $60,000.  9.5  miles  from  Austin  city  limits.  Please  reply 
to  Ad-201,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


LAND  INVESTMENT  OPPORTUNITY.  Corporation  with  sufficient 
capital  to  equip  and  operate  boys  baseball  camp  seeks  individual  or  small 
group  to  purchase  and  renovate  existing  summer  camp  located  in  Texas 
Hill  Country.  Total  cost,  property  and  repairs,  $62,000.  Corporation 
wishes  to  lease,  with  option  to  buy.  Profit  to  investor  in  cash  or  stock. 
Mortgage  secured  by  land  and  limited  liability  notes  be  solid,  participat- 
ing individuals.  Write  for  prospectus.  Please  reply  to  Ad-204,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  LEASE : Hillcrest  Medical  & Professional  Building  in  San  An- 
tonio. Modern  well-established  building,  northwest  heavy  populated  area, 
yet  minutes  from  Methodist  Hospital  Complex.  On  bus  line  and  express- 
way, provides  ten  minute  travel  to  downtown  hospitals.  A most  reward- 
ing future  for  eye,  ear,  nose  and  throat  specialist,  pediatrician,  general 
practice,  surgeon.  Rate  $.35  per  square  foot  includes  all  utilities,  daily 
janitor  service,  with  individual  central  heating  and  air  conditioning  units, 
and  music  speakers.  For  information  contact  Herb  Dienger,  area  code 
512,  PE  3-8196,  Hillcrest  Medical  & Professional  Building,  114  Glenview 
Drive,  West,  San  Antonio,  Te.xas  78228. 


FOR  LEASE— MODERN  DOCTOR’S  OFFICES.  Small  medical  center 
building  in  San  Antonio  on  Blanco  Road  near  Basse  Road.  Suite  may  be 
remodeled  to  suit.  Waiting  room,  doctor’s  office,  receptionist’s  office, 
laboratory,  and  two  examining  I’ooms.  Naylor  Realty,  Inc.,  203  West 
Olmos  Drive,  San  Antonio,  Texas  78212.  Joe  Sullivan,  area  code  512, 
TA  4-1453  or  826-4369. 


MODERN  OFFICE  FOR  GENERAL  PRACTITIONER  OR  PEDIATRI- 
CIAN, reasonable  rent,  available  in  Ford  Village,  southwest  Austin.  Oc- 
cupant retired.  Dentist  next  door — across  street  from  school.  Contact  Bert 
Ford,  2405  Bowman  Avenue,  Austin,  Texas  78703.  Telephone  GR  2-5502. 


FOR  SALE — Practically  new  brick  clinic  on  comer  lot  with  plenty  of 
parking  space  in  progressive  North  Texas  community  of  Vernon,  Texas. 
Private  office,  reception  room  and  receptionist  office,  three  treatment 
rooms  (each  with  lavatory  and  storage  cabinets),  ladies  powder  bar  and 
rest  room,  dark  room,  large  laboratory  with  generous  storage  space  and 
double  sink  (can  be  used  as  treatment  room),  refrigerator,  water  heater, 
storage  room,  central  heating  and  cooling,  air  compressor,  intercom  and 
radio  to  all  rooms.  Community  needs  physicians — EENT,  surgeon  and 
GP’s.  $3  million  hospital  under  construction.  $3  million  geriatric  hospital 
under  construction.  224  housing  units  at  cost  $1,928,000.  Please  reply  to 
Box  2100,  Vernon,  Texas. 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What  have 
you?  Write  today  I Murray,  3305  Bryan,  Dallas,  Texas  75204. 


OFFICE  SPACE  FOR  RENT:  Laboratory  and  x-ray  available.  Apply 
Drs.  Fortney  and  English,  550  10th  Street,  Beaumont,  Texas.  Phone  area 
code  713,  833-7477. 


Think  of  us  when  you  need  any  type  of  surgical 
instrument — for  your  bag,  office,  or  a complete 
laparotomy  set.  We  have  the  largest  supply  of 
instruments  in  Texas,  and  can  generally  ship 
your  order  the  day  it  is  received. 

*3)ixon 

Company 

P.  0.  Box  35704 

Dallas,  Texas  75235  Phone:  ME  1-1932 


154 


TEXAS  MEDICINE 


ADVERTISING  INDEX 


Abbott  Laboratories 

Desoxyn-Desbutal  28-30 

Enduron-Enduronyl-Eutron  9-13 

American  Cancer  Society  46 

Ayerst  Laboratories 

Mediatric  26-27 

Beverly  Hills  Hospital  and  Clinic  129 

Blackford  Memorial  Lectures 

Grayson  County  Medical 
Society  109 

Blue  Cross-Blue  Shield  of  Texas  5 

Breon  Laboratories,  Inc. 

Fergon  114 

The  Brown  Pharmaceutical 
Company 

Android  156 

Cerebro-Nicin  156 

The  Brown  Schools  19 

Burroughs  Wellcome  & 

Company,  Inc. 

Neosporin  Ointment  33 

Campbell  Soup  Company  71 

Dallas  Medical  & Surgical  Clinic 
and  Hospital  2nd  Cover 

Ford  Dixon  Company 

Surgical  Instruments  154 

The  Dow  Chemical  Company 

Diagnostest  133 


The  Duncan  Memorial  Hospital  136 


Eaton  Laboratories 

Furacin-HC  Otic  and 

Furacin  Otic  45 

Charles  O.  Finley  & Company 

Group  Disability  Insurance 
Program  106 

First  Texas  Pharmaceuticals,  Inc. 

Infantol  Pink  8 

Francis  Hospitals  Incorporated 

Convalescent  Care  132 

Geigy  Pharmaceuticals 

Butazolidin  alka  36-37 

Tandearil  16-17 

Homestead  Child  Placement 

Agency  136 

Humco  Laboratory 

Vasomist  14 

Hynson,  Westcott  and 
Dunning,  Inc. 

Lutrexin  31 

Mead  Johnson  Laboratories 

Vasodilan  48-50 

Kelsey-Seybold  Clinic  114 


King’s  Daughters  Clinic  Back  Cover 
Lakeside  Laboratories,  Inc. 


Imferon  18 

Lederle  Laboratories 

Achrocidin  60 

Achromycin  117-120 

Achrostatin  V Capsules  8 

Bamadex  Sequels  134-135 

Declomycin  141 

Histoplasmin,  Tine  Test  142 

Peritinic  20 

Tuberculin,  Tine  Test  130 

Eli  Lilly  and  Company 

Keflin  74 

Trinsicon  138-139 

V-Cillin  K,  Pediatric  38 

The  Martin  X-Ray  and  Radium 

Clinic  142 

Medical  Arts  Clinic,  Corsicana  136 

The  Medical  Protective  Company 

Professional  Liability 
Insurance  79 

Merck  Sharp  & Dohme 

Elavil  4 

The  National  Drug  Company 

Quinamm  20 

Parke,  Davis  & Company 

Benadryl  59 

Pharmaceutical  Manufacturers 

Association  47 

Pitman-Moore 

Novahistine  25 

Wm.  P.  Poythress  & Co.,  Inc. 

Trocinate  142 

Radiology  Associates 

of  Fort  Worth  136 

A.  H.  Robins  Company 

Allbee  with  C 102 

Cough  Calmers  8 

Donnatal  101 

Phenaphen  with  Codeine  137 

Robinul  Forte  6-7 

Roche  Laboratories 

Librium  122 

NCME  TV  15 

Valium  34-35 

J.  B.  Roerig 

TAG  22-23 

William  H.  Rorer,  Inc. 

Emetrol  14 

Parepectolin  30 

San  Angelo  Medical  & Surgical 
Clinic  104 

Sandoz  Pharmaceuticals 

Mellaril  24 


Scott  and  White  Clinic  Back  Cover 


G.  D.  Searle  & Company 

Pro-Banthine  72-73 

Smith  Kline  & French 
Laboratories 

Thorazine  3rd  Cover 

Starlite  Village  Clinic  104 

Strasenburgh  Laboratories 

Omni-Tuss  21 

The  Stuart  Company 

Mylanta  140 

Terrell’s  Laboratories  and 

Medical  Group  1 

Texas  Medical  Association 

Memorial  Library  130 

TEXPAC 

Political  Creed  130-131 

Timberlawn  Psychiatric  Center  79 

Torbett,  Hutchings,  Smith 

Memorial  Hospital  2nd  Cover 


Travis  Clinic  and  Nan  Travis 


Memorial  Hospital 

136 

Turner’s  Clinical  & X-Ray 
Laboratories 

104 

Warner-Chilcott 

Sinutab 

99-100 

Wichita  Falls  Clinic-Hospital 

104 

Woodward  Medical  Personnel 

Bureau  154 

Wyeth  Laboratories 

Pen  Vee  K 

Tubex 

32 

61-62 

Physicians’  Directory 

Classified  Advertisements 

143-152 

153-154 

ADVERTISING  RATES  & DATA:  Avail- 
able on  request  from  the  Advertising 
Director,  Texas  Medicine.  Advertising 
plates  should  be  sent  directly  to  the 
printer.  Space  reservations,  copy  and 
proofs  should  be  sent  to  the  Adver- 
tising Director.  Represented  nation- 
ally by  the  State  Medical  Journal 
Advertising  Bureau,  Inc.,  510  North 
Dearborn  Street,  Chicago,  III.  60610. 

ADVERTISING  & BUSINESS  OF- 
FICES: Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin 
78701;  Telephone:  512-477-6704. 

PRINTING  OFFICES:  Texas  Medicine, 
c/o  Stafford-Lowdon  Company,  1114 
West  Daggett,  Fort  Worth  76104. 


Volume  64,  September,  1968 


155 


f ■ 


in  the  treatment  of 

IMPOIENGE 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


Rndrold 


1. SUMMARY 

ANDROID 

PLACEBO 


GOOD  TO  EXCELLENT  75x 


*^‘Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study”  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 

Choice  of  4 strengths 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyrOId. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 


cannot  be  disputed. 

of  reproductive  organs  in 
hypertension  unless  the 


Android 


Android-HP  Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100.  500.  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  Oth  St..  Los  Angeles.  Calif.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 

REPER  TO 

PDR 


WITH  HIGH  POTENCY 
8 C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (Vi  gr.)  ...  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  , 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Androld-E 

Each  Tablet  Contains. 

Methyl  Testosterone 


Ethinyl  Estradiol 
Thyroid  Ext.  (t/S  gr.)  . 
Thiamine  Hydrochloride 
Glutamic  Acid  


2.5  mg. 
0.02  mg. 
10  mg. 
10  mg. 
50  mg. 

INDICATIONS;  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen -only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE;  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication,  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month.  CONTRA-INDICATIONS:  See 
Android  Ethinyl  estradiol  is  not  to  be 
used  m latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands.  . 


I For  the  treatment  of  the  aging  patient 

: apathy 
irritability 
forgetfulness 
confusion 


Cerebro-Nicin 


capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Piacebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN'®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole 100  mg. 

Nicotinic  Acid ..100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid 50mg. 

Niacinamide.. 5 mg. 

Riboflavin 2 mg. 

Pyridoxine - 3 mg. 

DOSAGE;  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS;  There  are  no  known  contraindications 
to  Pentylenetetrazoie  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction.  RLHjtjo 

Write  for  literature  and  samples...  . 

THE  BROWN  PHARMACEUTICAL  CO.  I 
^ 2500  W. 6th  St., Los  Angeles, Calif. 90057  J 
Write  for  Product  Catalog  J 
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When  it’s  time  for  Thorazine*chioTOazine 


...can  you  depend  on  less? 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  \A/ith  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications:  Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions;  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration; 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include;  mydriasis;  agranulocytosis; 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg,,  100  mg.  and  200  mg.; 
Spansule®  capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg. 
Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories,  25  mg. 
and  100  mg. 

©1967,  1968  Smith  Kline  4 French  Laboratories 

Smith  Kline  & French  Laboratories,  Philadelphia 


DIVISION  OF  MEDICINE 
Department  of  Internal 
Medicine 

Sections  of  Internal 
Medicine 

Allergy  and  Immunology 
Cardiovascular  Disease 
Endocrinology 
Gastroenterology 
and  Endoscopy 

Hematology  and 
Oncology 

Pulmonary  Disease 
Rheumatology 

Department  of  Pediatrics 

Subspecialties  of 
Allergy 

Endocrinology 

Hematology 

Department  of  Neurology 

Department  of  Psychiatry 
Section  of  Psychology 

Department  of  Dermatology 


DIVISION  OF  SUR( 
D:partments  of 
Anesthesiology 
Cardiovascular 
General  Surgei> 
Neurosurgery 
Ophthalmology 
Orthopedics 
Otorhinolaryngology 
Plastic  and  Maxillofacial 
Surgery 

Thoracic  Surgery 
Urology 

DIVISION  OF  OBSTETRICS 
AND  GYNECOLOGY 
Department  of  Obstetrics 
Department  of  Gynecology 

DIVISION  OF  RADIOLOGY 
Departments  of 

Diagnostic  Radiology 
Nuclear  Medicine 
Radiation  Therapy 


Library-Acquisitions  Dept. 
University  of  California 
San  Francisco  Medical  Center 
San  Francisco,,  Calf.  94122 


Microbiology 

Biochemistry 

Clinical  Physiology 
Sections  of 
Biophysics 

Cardiovascular  Physiology 
Gastrointestinal 
Physiology 
Neurophysiology 
Pulmonary  Physiology 

DIVISION  OF  EDUCATION 
AND  RESEARCH 
Department  of  Education 
Department  of  Research 
Research  Laboratories 
Biochemistry 
Cardiovascular 
Experimental  Physiology 
Experimental  Surgery 
Hematology 
Pulmonary 
Rheology 


Scott  and  White  Clinic 

AN  ASSOCIATION  AFFILIATED  WITH  SCOTT  AND  WHITE  MEMORIAL  HOSPITAL 
AND  SCOTT,  SHERWOOD  AND  BRINDLEY  FOUNDATION,  TEMPLE,  TEXAS 


S 

I ASSOCIATED  WITH  KING'S  DAUGHTERS  HOSPITAL 

s 302  So.  22nd  Street  Temple,  Texas  Telephone  PR  8-5501 


GENERAL  SURGERY 

R N.  Bartels,  M.  D. 

R K Horlan,  M.  D 
T.  L.  Hill,  M.  D. 

H.  A.  Wiebelhaus,  M.  D. 


THORACIC  SURGERY 

R N Bortels,  M.  D. 

H A.  Wiebelhaus,  M.  D. 


INTERNAL  MEDICINE 

W j.  Bean,  M.  D. 

J.  B.  Brown,  M.  D. 


UROLOGY 

R.  S Fillmore,  Jr.,  M.  D 


ORTHOPEDIC  SURGERY 

R N.  Bartels,  M.  D. 

T L.  Hill,  M.  D. 


PEDIATRICS 

T.  C.  Denson,  M.  D. 


PERIPHERAL  VASCULAR  SURGERY 

H A Wiebelhaus,  M.  D. 


OBSTETRICS  & GYNECOLOGY 
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SCIENTIFIC  ARTICLES 

46  Hazards  of  Closed  Reduction 
Of  Fractures 


D.  Lloyd  Griffiths,  F.R.C.S.,  is  di- 
rector of  the  University  of  Man- 
chester Department  of  Orthopaedic 
Surgery,  The  Royal  Infirmary,  Eng- 
land. A Fellow  of  the  Royal  So- 
ciety of  Medicine  and  the  British 
Orthopaedic  Association,  he  also  is 
a corresponding  member  of  the 
American  Orthopaedic  Association 
and  an  honorary  member  of  the 
Texas  Orthopaedic  Association.  Mr.  Griffiths  is  a 
Member  of  the  Court  of  the  Welsh  National  Eisted- 
dfod, and  among  his  special  interests  are  study  of 
the  Welsh  language  and  literature. 

51  Use  of  Transfixation  Pins 
In  Tarsal  Arthrodeses 

Louis  W.  Breck  and  his  coauthors 
Morton  H.  Leonard  and  Oren  H. 
Ellis  are  partners  in  the  El  Paso 
Orthopaedic  Surgery  Group.  Dr. 
Breck,  a diplomate  of  the  Ameri- 
can Board  of  Orthopaedic  Surgery, 
is  the  managing  editor  of  South- 
western Medicine  and  consulting 
editor  for  the  Journal  of  Industrial 
Medicine  and  Surgery.  Past  presi- 
dent of  medical  organizations  including  the  South- 
western Medical  Association,  both  the  Texas  and 
New  Mexico  Orthopaedic  Associations,  and  As- 
sociation of  Bone  and  Joint  Surgeons,  he  also  is 
a member  of  numerous  national  and  international 
professional  groups.  Dr.  Breck  enjoys  working  with 
young  men  in  medical  and  social  fraternities,  and 
finds  time  also  for  photography  and  astronomy. 
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GRIFFITHS 


54  Cancer  Immunity:  Fact  or  Fiction? 

George  E.  Moore  is  director  of  pub- 
lic health  research  at  Roswell  Park 
Memorial  Institute,  Buffalo,  N.  Y. 
He  is  a diplomate  of  the  American 
Board  of  Surgery,  fellow  of  the 
American  College  of  Surgeons,  and 
a member  of  the  American  Asso- 
ciation of  Cancer  Research,  Society 
of  Experimental  Biology  and  Med- 
icine, and  other  scientific  groups. 
In  1964,  Dr.  Moore  received  the  Bronfman  Prize 
Award  given  by  the  American  Public  Health  As- 


MOORE 


sociation  for  accomplishment  as  “an  outstanding 
scientist,  educator,  surgeon,  creative  administrator, 
research  facilitator  and  inspired  leader  in  the  fight 
against  cancer.”  He  is  on  the  editorial  boards  of 
Medical  Newsletter,  New  York  State  Journal  of 
Medicine,  and  Cancer,  and  serves  in  various  other 
local,  state,  and  national  positions. 


60  Differential  Diagnosis  of  Acute 
Pulmonary  Thromboembolic  Disease 

Herbert  L.  Fred  is  associate  pro- 
fessor of  medicine  at  Baylor  Uni- 
versity College  of  Medicine  and  is 
director  of  the  medical  inpatient 
service  at  Houston’s  Ben  Taub 
General  Hospital.  His  coauthor, 
Kirk  L.  Peterson,  is  a research  fel- 
low in  cardiology.  Department  of 
Internal  Medicine,  Baylor  Univer- 
sity College  of  Medicine. 

74  Psychiatric  Aspects 
Of  Learning  Problems 

John  E.  Meeks  is  director  of  the 
Child  Psychiatry  Division,  and 
assistant  professor  in  the  De- 
partment of  Psychiatry,  University 
of  Texas  Southwestern  Medical 
School,  Dallas.  A diplomate  of  the 
American  Boards  of  Psychiatry  and 
Child  Psychiatry,  he  also  is  a chart- 
er member  of  the  Texas  Society  of 
Child  Psychiatry.  He  enjoys  writ- 
ing, camping  and  playing  the  gui- 
tar. 
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80  M.  D.  Anderson’s  Legacy  to  Texas 


Randolph  Lee  Clark  is  a native  of 
Hereford,  Texas,  and  his  contribu- 
tions to  medical  research  and  edu- 
cation— in  terms  of  work  with 
state,  regional,  national,  and  inter- 
national professional  groups — defy 
condensation.  Since  1946  he  has 
held  the  position  for  which  he  is 
best  known,  director  of  The  Uni- 
versity of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at  Houston.  The  story 
of  how  an  improbable  dream  of  a quarter-century 
ago  was  parlayed  into  an  internationally  renowned 
cancer  institute  is  history.  Dr.  Clark  recounts  it 
with  the  authority  and  immediacy  of  one  whose 
actions  are  part  of  its  record. 
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94  Turnkey  Medical  Buildings  Americans  can  choose  from  so  many  freedoms: 

they  can  speak  their  minds  or  remain  silent;  they 


Mr.  Roger  W.  Peterson  is  manager  of  the  South- 
western Division  of  Marshall  Erdman  and  Associ- 
ates, Inc.,  in  Dallas.  Physicians  who  are  contem- 
plating a new  office  facility  will  be  interested  in  his 
tips,  from  the  builder's  standpoint,  on  choosing  a 
lot,  figuring  the  amount  of  office  space  needed, 
and  assessing  the  benefits  of  owning  a building 
compared  with  those  of  renting  one. 
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can  support  practically  any  religious  belief  or  none 
at  all;  they  can  seek  and  obtain  a great  deal  of  in- 
formation about  the  inner  workings  of  their  govern- 
ment, or  they  can  ask  for  no  account  of  its  activi- 
ties; they  can  give  their  money,  their  time,  and 
their  influence  to  a candidate’s  campaign,  or  they 
can  stay  out  of  politics.  Americans  can  vote  for  the 
men  and  issues  they  believe  in;  they  can  even 
grouse  about  the  results  of  elections  in  which  they 
did  not  bother  to  vote. 

The  same  qualities  which  lead  men  and  women  to 
a career  in  medicine — the  desire  to  serve,  willing- 
ness to  invest  time  and  money,  careful  attention 
to  facts,  courage  of  conviction — are  needed  in  the 
active  form  of  free  political  expression  to  assure 
that  freedom  in  the  private  practice  of  medicine 
will  be  maintained. 


NEXT  MONTH 

“Medicine’s  Perspectives  and  Goals,’’  an  editorial 
by  Dr.  Milford  O.  Rouse,  immediate  past  American 
Medical  Association  president,  will  be  among  Texas 
Medicine  presentations  in  the  November  issue.  An 
editorial  by  Dr.  Russell  L.  Deter  on  health  care 
costs  is  also  scheduled  to  appear  in  the  November 
issue.  Scientific  articles  will  include  one  on  emer- 
gency radiotherapy,  one  on  toxic  epidermal  necroly- 
sis resembling  erythema  multiforme,  and  several 
articles  on  carcinoma.  In  addition,  Scott  and  White 
Clinic  will  present  the  first  in  a new  series  of  clini- 
copathologic  conferences. 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members:  $9  for  nonmem- 
bers;  $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 
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From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HCl  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


^ROSTATIN* 
«U(ACYtl|«t  HCl  25  • »«• 
NnrAiiK  isu.otw  t. 
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(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredienta : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  ...0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 
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(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DEXJONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . .0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


/asomM' 


Vdsomirf 

‘AMTIHISTAMINIO 


(ANTIHISTAMINIC) 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  ox. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 

Our  Integrity  is  Your 
Guarantee 
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TEXAS  MEDICIN. 


Have  you  ever  considered  what  the  pace  of  advancement  in 
American  health  care  might  have  been,  without  Blue  Cross  and 
Blue  Shield?  Without  the  great  assurance  they  have  provided,  of 
payment  of  so  large  a part  of  patient  charges,  eliminating  credit  risk 
and  collection  problems? 

With  the  “birth  of  the  Blues”,  dedicated  professional  genius  and 
energy  have  been  released  to  perform  the  basic  function  of  the  healing 
art  — precisely  as  it  should  be. 

Wouldn’t  it  be  really  great  if  everyone  had  Blue  Cross  / Blue  Shield? 
( By  the  way,  do  you? ) 


GROUP  HOSPITAL  SERVICE.  INC. 


BLUE  CROSSISBLUE  SHIELD® 


GROUP  LIFE  4 HEALTH  INSURANCE  COMPANY 

i^lOF  TEXAS 

MAIK  AT  NORTH  CENTRAL  E.XPRESSWAY 
” DALLAS,  TEXAS  75222 
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You  be  the  judge,  Doct 


Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming):  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets,  A.  H,  Robins 
Company,  Richmond,  Va.  23220. 


/I'H'DOBINS 


In  peptic  ulcer  thers^y,  wont  you 

give  RobinuIForteaFairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
^re  as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
"^motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antlsecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
T rial  ? You  do  it  this 
way: 

First:  When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next:  Wait  10  days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


RobinuF  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,  ^ 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.^’  ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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when  cough 

is  not 

the  only  sound 
you  hear  • . . 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (I)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  {6-\2  years):  Vz  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

^ ^ (Thioridazine  HCl) 


effectiveness  in 
mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz  I 
literature  for  full  product  information,  including  fl 
adverse  reactions  reported  with  phenothiazines.  Th^ 
following  is  a brief  precautionary  statement.  ■ 

Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  ■ 

hypertensive  or  hypotensive  heart  disease  of  I 

extreme  degree.  1 

Warnings:  Administer  cautiously  to  patients  who  I 
have  previously  exhibited  a hypersensitivity  reactionj 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of  i 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant  ; 

medication  should  also  be  maintained.  Pigmentary  \ 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic  ‘ 

reactions,  restlessness,  and  headache.  Autonomic  j 

Nervous  System— Dryness  of  mouth,  blurred  vision,  i 
constipation,  nausea,  vomiting,  diarrhea,  nasal  ; 

stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial  1 
type,  photosensitivity.  Cardiovascular  System—  ^ 

Changes  in  the  terminal  portion  of  the  | 

electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers,  | 

including  Mellaril  (thioridazine  hydrochloride).  j 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant  ^ 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest  ^ 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

MellariF 

(Thioridazine  HCl) 

25  mg.  t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 


A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-i6S 
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Eli  Lilly  and  Company  | 
Indianapolis,  Indiana  4 


‘The  inconvenience  of  a cold” 


For  c;c;j  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  mtjstus  Jett  ;ef.-  NTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Sup.  lieu.  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


cSSiSSlV'S 


Winthrop  Laboratories,  New  York,  N.Y.  10016  Hmnfhra/:. 


There  were 

525;000  minutes  last  year. 

A registered  Francis  nurse  was 
on  watch  every  single  one  of  them. 


That's  the  kind  of  attention  your  pa- 
tients receive  at  every  Francis  facility 
in  Texas.  We  have  registered  nurses  on 
duty  24  hours  a day,  all  of  them  experts 
in  the  famous  Francis  brand  of  "hospi- 
telity."  We're  fully  staffed,  fully 


equipped,  fully  qualified  for  all  pro- 
grams. You  can  be  sure  if  you  recom- 
mend a Francis  Convalescent  Center  or 
Francis  Hospitel,  conveniently  located 
all  over  Texas  in  the  cities  listed  be- 
low. 


fr^ncisT 

HOSPiTELS 

INCORPORATED 


FRANCIS?^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS-WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT  CENTERS- 
AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Avenue 
Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW:  Highland 
Pines,  1100  N.  4th  Street,  Ph.  753-7661 ; SAN  ANTONIO;  San  Pedro  Manor,  616  West  Russell,  Ph.  732-5181  FRANCIS 
MANAGEMENT— PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center,  3900  Highway  365,  Ph.  727-1651 

Home  office;  2303  W.  North  Loop,  Austin,  Ph.  454-2725.  C.  B.  Francis,  President. 
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TA()®(triacetylolean(loiiiycin) 

Brief  Summary 


INDICATIONS:  Include  streptococci, 
staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS:  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
DRUG  MAY  PRODUCE  ALTERATIONS  IN 
LIVER  FUNCTION  TESTS  AND  JAUNDICE.  CLI- 
NICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INDICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  DISCONTIN- 
UATION OF  THE  DRUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used.  If 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  VYhen  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient’s  therapy.  In  the 
event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 


J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 
235  EAST42nd  STREET 
NEW  YORK,  N Y.  10017 
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TEXAS  MEDICINl 


This  advertisement  for  TAO®  (tri- 
acetyloleandomycin),  published  at 
the  request  of  the  Food  and  Drug 
Administration,  replaces  a recent 
one  which  the  FDA  regards  as  mis- 
leading. 


The  advertisement  headlined 
“new  evidence  for  TAO  . . and 
emphasized  that  the  drug  is  “for  the 
frequently  seen  respiratory  infec- 
tion in  the  office  and  for  a problem 
pathogen"  in  the  hospital.  "Staphy- 
lococcus aureus.” 

We  emphasize  that  triacetylole- 
andomycin  is  to  be  used  only  for 
acute,  severe  bacterial  infections 
where  adequate  sensitivity  testing 
has  demonstrated  susceptibility  to 
this  drug  and  resistance  to  other 
less  toxic  agents.  In  view  of  the  pos- 
sible, but  reversible,  jaundice  and 
hepatotoxicity  of  this  drug,  other 
less  toxic  agents  should  be  used  un- 
less the  organism  is  resistant  to 
those  agents,  or  in  those  cases 
where  hypersensitivity  precludes 
their  use. 

TAO  is  contraindicated  in  pre- 
existing liver  disease  or  dysfunc- 
tion, and  in  individuals  who  have 
shown  hypersensitivity  to  the  drug. 


The  advertisement  emphasized 
that  no  tooth  staining  has  been  re- 
ported after  ten  years  of  use  of  this 
antibiotic.  The  Food  and  Drug  Ad- 
ministration regards  this  claim  as 
an  implied  comparison  suggesting 
that  triacetyloleandomycin  and  tet- 
racycline have  a similar  antibacteri- 
al spectrum  of  effectiveness,  and 
that  TAO  has  less  toxic  potential. 
Any  such  implication  is  not  intend- 
ed and,  of  course,  would  be  invalid. 

The  advertisement  referred  to  a 
research  study  in  which  patients 
were  given  triacetyloleandomycin 
prior  to  determining  the  susceptibil- 
ity of  the  offending  organism.  Any 
suggestion  that  triacetyloleando- 
mycin be  used  clinically  without 
first  determining  susceptibility  of 
the  offending  organism  should  be 
disregarded. 

J.B.ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 

235  EAST42nd  STREET 
NEW  YORK,  N Y.  10017 
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An  anorectic  will  help  her  lose  weight 
but  can  she  keep  it  off? 

You  need  more  than  a pill 
(even  ours)  to  do  that ! 


That’s  why  Abbott  offers 
you  a pill  plus  a program. 


The  Product 


For  smooth  appetite, 
control  plus  mood 
elevation 


DESOXYN^  Gradumef  ® ^ 

Methamphetamine  Hydrochloride  5 mg.  10  mg.  15  mg. 

in  Long-Release  Dose  Form 


For  patients  who  can’t  DESBUTAff  10  Gradumet 

take  plain  amphetamine  lo  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 


FRONT  SIDE 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


FRONT  SIDE 


The  Program 


Weight  Control  Booklet 


Specifically  written  to  help  your  patients  under- 
stand why  they  are  overweight,  and  what  they  can 
do  about  it.  The  booklet  stresses  the  importance  of 
changing  lijelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 


thv  j 
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Food  Diary 


Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 


Picture  Menu  Booklet 


Please  see  Brief  Summary 
on  next  page. 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  8oi444 


Ask  Your  Abbott  Man  For  Free  Supplies 


Brief  Summary 

DKSC)XYN®Gra(luniet® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DESRU  l Al!  10  Gradunict 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DESHll  l AL  15  Gradunict 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Tlesbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  com[)laints 
or  neuroses.  Desoxyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tive to  barbiturates. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those 
sensitive  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  psychic  dependence. 
Careful  sujjervision  is  necessary  to 
avoid  chronic  intoxication  and 
drug  deiicndence. 

Amphetamine  side  effects  such 
as  headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depre.ssion  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  ex- 
cessive sedation  with 
Desbutal  is  often  transient. 


801 444 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— "The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN  JINE  TEST 

(Rosenthal) 

The  LEDERTINE^^  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River,  New  York  10965.  406-8 


Each  Cough  Calmer''^  contains  the  same  active  ingredients 
as  a half-teaspoonlul  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg.,  Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 
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TEXAS  MEDICIN. 


Dilantin’ 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS;  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company.  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium, 


PARKE-DAVIS 


Sources  of  Sinus  Headache 


Sinus  headache  is  often  a reflection  of  congestion  in  the 
nasal  mucosa.  The  pain  that  results  in  the  various  regions 
of  the  head  may  help  in  determining  the  particular  struc- 
ture(s)  responsible.  The  proved  formula  of  Sinutab  which 
provides  triple  action  — analgesic,  decongestant  and 
antihistaminic  — is  specifically  designed  for  the  sympto- 
matic relief  of  sinus  headache  and  nasal  congestion. 
INDICATIONS:  Sinutab  is  indicated  for  the  symptomatic 
relief  of  headache,  facial  pain,  malaise,  fever,  nasal  and 
sinus  congestion  often  associated  with  acute  and  chronic 
sinusitis,  allergic  rhinitis,  vasomotor  rhinitis,  influenza, 
and  the  common  cold. 


ADVERSE  REACTIONS:  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

PRECAUTIONS:  Instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  thyroid  disease,  heart  disease,  hypertension, 
diabetes  or  kidney  disease.  Excessive  dosage  or  pro- 
longed use  may  cause  kidney  damage, 

DOSAGE:  Adults  — 2 tablets  every  4 hours. 

Children  (6-12  years)  — Vj  the  adult  dose. 

Each  tablet  contains  150  mg.  acetaminophen,  150  mg. 
phenacetin,  25  mg.  phenylpropanolamine  HCI,  and  22  mg. 
phenyltoloxamine  citrate. 


Source  of  Symptomatic  Belief 

Sinutab  1 2 tabs.  q.4h. 


"Mans  best  f riend"in  wintertime  diarrheas 

In  winter  “flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(as  in  DonnataT).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  a.  H,  Robms  company.  Richmond,  Va.  23220 
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THEmA 
FORHULATION 
FOR  EVERT 
GOUOHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu” 

ROBITUSSIN® 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 
ROBITUSSIN®  A-C 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 

(warning;  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

PHOTO  BY  VICTOR  HAND  A.  H.  Robins  Company,  Richmond,  Va.  23220 
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After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 

In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  fequivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (Vi  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2y2  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


How  to  Order  the 
Political  Creed 

Texas  physicians  have  important  citizenship  respon- 
sibilities in  the  1968  elections.  These  responsibilities 
are  set  forth  in  the  Constitutions  of  the  United 
States  and  the  State  of  Texas. 

Our  form  of  government  also  guarantees  its  citizens 
specific  rights  and  freedoms. 

The  essence  of  these  Constitutional  provisions  is 
dramatically  stated  in  a political  creed  written  by 
AMPAC,  the  American  Medical  Political  Action 
Committee. 

On  request  of  many  physicians,  copies  of  the  Creed 
are  being  made  available  for  framing  and  display 
in  the  physician's  office. 

Your  free  copy,  printed  in  four  colors  on  parchment 
paper,  can  be  obtained  by  returning  the  form  below. 

r 

Please  send  a free  copy  of  the  Political  Creed  to: 

I Name: 

I Mailing  Address: 


Mail  this  form  to:  TEXPAC,  1905  N.  Lamar  Blvd. 
Austin,  Texas  78705 
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J believe  tliat  tlae 
JL  values  upon  wKich 
tKis  countrv  was  |bunded 
arc  immutable  and  have 
not  been  etoded  bv  tKe 
passage  of  vears. 

I I believe  that  3,  as 

am  a free  citizen  in  free  citizen  in  a free 

a free  nation.  land,  am  obligated  to 

. , defend  mv  beliefs  in.  the 
Lisnes  ^ 1 . 


Who  ever  avmvmt?nct?  . j . 

c j wavs  permitted  to  me, 

. J as  an  required  of  me,  bv 

vtvdividuaL  dimxmske^  of  qovcvmruint. 

the  sum  total  of  freedom 

in  nxv  couiTtr^  YTTlicrcfki-G,  let  no  man 

seek  to  bai^  n\e  from 
Kese  things  being  true,  the  political  pit?cess;  for 
, 3 cannot —3  will  not--  it  would  be  akin  to  denving 
stand  idl^b^  when  these  m^  right  to  participate 
hard- won  freedoms  are  in  the  process  that  dc' 
under  attach,  ter  mines  free  government. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
or  bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing 
mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against 
possible  hazards. 

A/ofe.The  iodine  in  isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  l'^‘ 
uptake;  discontinue  ‘Ornade’  one  week  before 
these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  adverse  reactions 
of  the  individual  ingredients;  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chesf,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  incoordination,  tremor, 
difficulty  in  urination.  Thrombocytopenia, 
leukopenia  and  convulsions  have  been  reported. 
Supplied  : Bottles  of  50  capsules. 


a stuffy  nose 
is  no 

laughing  matter 


T rademark 


Ornade 

Each  capsule  contains  8 mg.  of  Teldrin'® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule®  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 
of  nasal  congestion 


Smith  Kline  & French,  Laboratories 
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because  psychic  tension 
may  not  stop  at  niyht 

The  calming  action  of  Valium  (diaz- 
epam) helps  counteract  psychic  ten- 
sion and  reduce  overreaction  to 
stresses  during  the  day.  Often  the  t.i.d. 
dosage  schedule  is  enough  to  prevent 
build-up  of  tenseness  that  may  inter- 
fere with  sleep  at  night. 

However,  when  psyehic  tension  does 
contribute  to  sleeplessness,  Valium 
can  be  especially  useful.  A tablet  at 
bedtime,  added  to  the  daytime  t.i.d. 
dosage,  can  help  your  patient  be 
ready  for  bed  and  for  sleep. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual 
precautions  indicated  in  patients  severely 


depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur,  discon- 
tinue drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term 
therapy. 


Valium' 

( diazepam ) 

^IIXl  Roehe® 

laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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DIA  -QUEL  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric — 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effective  and 
prompt-acting  in  acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 


Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium . . . 0.03  ml— Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habit  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide ...  0. 1 5 mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 
Pectin...  24. mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  10%  by  volume. 


In  case  you’re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
rule):  Vi  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied:  In  4 fl.  oz.  (118  ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 

DIA  -QUELu„.o 


INTERNATIONAL  PHARMACEUTICAL  CORE 

Warrington,  Pennsylvania  18976 


0QJ20968 


in  the  treatment  of 


Midroiii 


A 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

**‘Se-xual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study”  — Montesano,  Evangelista:  Clinical  Medicine^  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 

Choice  of  4 strengths 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyrbitJ. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 
cannot  be  disputed. 

of  reproductive  organs  in 
, hypertension  unless  the 


Android 


Android-HP  Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  . .2. 5 mg. 

Thyroid  Eit.(t/6gr.)  . .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  los  Angeles,  Calif.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  {V2  gr.)  . . . 30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 

PDR 


WITH  HIGH  POTENCY 
6 C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vil.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains. 

Methyl  Testosterone 


Ethinyl  Estradiol 
Thyroid  Ext.  (t/G  gr.)  , 
Thiamine  Hydrochloride 
Glutamic  Acid 


2.5  mg. 
0.02  mg. 
10  mg. 
10  mg. 
50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen — only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t i d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTPA  INDICATIONS:  See 
Android  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


I For  the  treatment  of  the  aging  patient 

! apathy 
irritability 
forgetfulness 
confusion 


Cerebro-Nicin 


i® 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN'®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrarole 100  mg. 

Nicotinic  Acid ..100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamlc  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100.  500,  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentyienetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction. 


REFER  TO 

PDR 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 

1 2500  W. 6th  St., Los  Angeles, Calif, 90057 
Write  for  Product  Catalog 
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TEXAS  MEDICINE 


*!411  Registered  Nurses  are  Alike’’ 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

Thar  s nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  sav  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

\bu  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 
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Headaches,  Inc? 


Now... 

top  management  for 
tmskmas  well  as  pain 


What  a madhouse. 

Even  the  office  boy  has  problems . . . 
and  he’s  the  boss’  nephew. 

The  business  day  is  full  of  insanity, 
incompetence  and  interruptions... a 
thousand  little  things  that  may  cause 
tension  headaches. 

Life  in  the  office  may  get  more 
complicated,  but  now  treatment  of 
the  tension  headache  is  simpler— with 
Dialog!  Here’s  effective  nonsalicy- 
late analgesia  plus  mild  sedation. 
Relieves  tension.  Relieves  pain. 

Unlike  APC-barbiturate  or  APC- 
codeine  combinations.  Dialog  is  non- 
salicylate. No  gastric  irritation,  even 
in  aspirin-sensitive  patients.  Also 
nonphenacetin  — when  given  in  proper 
dosage,  won’t  injure  the  kidney. 

Dialog  succeeds  when  business  is 
really  trying. 


INDICATIONS : For  relief  of  'pain  and 
discomfort  of  simple  headache ; neu- 
ralgia, m'yalgia,  and  musculoskeletal 
pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever 
arid  to  relieve  discomfort  due  to  respira- 
tory infections,  influenza,  and  other 
febrile  conditions. 

CONTRAINDICATIONS : Not  recom- 
mended during  pregnancy. 

WARNINGS : May  be  habit- forming. 

Do  not  use  in  patients  sensitive  to  bar- 
biturates or  in  those  with  moderate  to 
severe  hepatic  disease. 

ADVERSE  REACTIONS:  Nausea, 
transitory  dizziness,  rash.  Overdosage 
of  allobarbital  produces  symptoms  typi- 
cal of  acute  barbiturate  excess. 


DOSAGE : Adults:  1 or  2 tablets  every 
U hours.  Not  to  exceed  8 tablets  in  2A 
hours.  Children  6 to  12 : 1/2  to  1 tablet 
every  U hours.  Not  to  exceed  U tablets  in 
hours. 

SUPPLIED : Tablets  (white,  scored), 
each  containing  15  mg  allobarbital  and 
300  mg  acetaminophen ; units  of  3, 
bottles  of  30. 


2/3911 


CIBA  Pharmaceutical  Company,  Summit,  N.J. 


C I B A 


NORPRAMIN 

(desipramine  hydrochloride) 


At  the  recommended  Norpramin 
(desipramine  hydrochloride) 
dosage  level— initially  150  mg. 
per  day— symptomatic 
improvement  may  often 
begin  within  two  to  five 
days.  As  depression  subsides, 
daytime  activity  improves  . . . 
mood  fluctuations  lessen  . . . 
sleep  is  sounder.  Fast  onset  of 
action  and  usually  mild  side 
effects  are  significant  reasons 
for  Norpramin’s  use  in 
depression  of  any  type  . . . any 
degree  of  severity. 


See  package  insert  for  complete 
prescribing  information 


lAKFSiriF 


improvement  often  begins  in  2 to  5 days 


IN  BRIEF: 

INDICATIONS;  In  mental  depression  of  any  kind- 
neurotic  or  psychotic. 

CONTRAINDICATIONS:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe 
coronary  heart  disease,  epilepsy.  Should  not  be 
given  within  two  weeks  of  treatment  with  a mono- 
amine oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1)  Patients  with 
a history  of  paroxysmal  tachycardia.  (2)  Patients 
receiving  concomitant  therapy  with  thyroid,  anti- 
cholinergics or  sympathomimetics  may  experience 
potentiation  of  effects  of  these  drugs.  (3)  Safety  in 
pregnancy  has  not  been  established.  (4)  Perform 
liver  function  studies  in  patients  suspect  of  having 
hepatic  disease. 

PRECAUTIONS:  (1)  Desipramine  hydrochloride 
should  not  be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered  grave.  Sui- 
cidal ingestion  of  large  doses  may  be  fatal.  (2)  If 
serious  adverse  effects  occur,  reduce  dosage  or 
alter  treatment.  (3)  In  patients  with  manic-depres- 
sive illness  a hypomanic  state  may  be  induced.  (4) 
Discontinue  drug  as  soon  as  possible  prior  to  elec- 
tive surgery. 


ADVERSE  EFFECTS:  The  following  side  effects  have 
been  encountered:  dry  mouth,  constipation,  dizzi- 
ness, palpitation,  delayed  urination,  agitation  and 
stimulation  ("jumpiness,”  "nervousness,”  "anxiety,” 
"insomnia"),  bad  taste,  sensory  illusion,  tinnitus, 
sweating,  drowsiness,  headache,  hypotension 
(orthostatic),  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  tremor,  allergy 
(general),  altered  liver  function,  ataxia  and  extra- 
pyramidal  signs,  agranulocytosis. 

Additional  side  effects  more  recently  reported 
include:  seizures,  eosinophilia,  confusional  states 
with  hallucinations,  purpura,  photosensitivity,  galac- 
torrhea, gynecomastia,  and  impotence.  Side  effects 
which  could  occur  (analogy  to  related  drugs)  in- 
clude weight  gain,  heartburn,  anorexia,  and  hand 
and  arm  paresthesias. 

DOSAGE;  Optimal  results  are  obtained  at  a dosage 
of  50  mg.  t.i.d.  (150  mg. /day). 

SUPPLIED:  NORPRAMIN  (desipramine  hydro- 
chloride) tablets  of  25  mg.;  bottles  of  50,  500  and 
1,000;  and  tablets  of  50  mg.  in  bottles  of  30,  250, 
and  1,000. 


LAKESIDE  LABORATORIES.  INC.,  Milwaukee,  Wisconsin  53201 


An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 

DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic . . .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
1 50  mg  and  75  mg  of  demethylchlortetracycline  HCl. 


BECIXTM  YCI N * 

DEMBTHVLCHLOKrErRACYClINE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Volume  64,  October,  1968 


35 


It’s  almost  as  if  you  were  there  to 
give  an  injection  of  peniciiiin 


dependable  oral  penicillin  therapy  V-Clllitl  K^,  Pcdidtric 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  ihe  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis:  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc,  of  solution  (approximately  one  tea- 
spoonful). [042567a] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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THIS  IS  AN  UNEASY  YEAR  for  the  candidates 
of  both  parties. 

Few  of  them  can  sit  back  and  relax,  confident  of 
victory,  despite  favorable  registration  bulges,  alleg- 
edly “safe”  political  subdivisions,  or  apparently 
weak  opponents. 

There  are  too  many  incalculables  for  that. 

The  issues  are  cutting  deeply — to  the  bone — in 
this  unpredictable  election  year:  Viet  Nam,  law  and 
order,  inflation. 

George  Wallace,  presently  running  around  20  per- 
cent in  the  national  polls,  is  favored  to  take  a num- 
ber of  states  in  the  Deep  South.  Elsewhere,  he  will 
be  a spoiler  for  Republicans  and  Democrats  alike. 

Hubert  Humphrey  confronts  a badly  weakened 
Democratic  Party  in  which  the  South  is  no  longer 
solid,  the  liberals  are  disaffected,  the  ethnic  groups 
are  restless,  the  peace  movement  is  rebellious,  and 
the  intellectuals  are  promising  to  go  fishing. 

Richard  Nixon  faces  the  specter  of  a presidential 
campaign  thrown  into  the  House  of  Representatives. 

Few  candidates  for  Congress  can  run  with  the 
sure  knowledge  that  their  districts  or  states  are  im- 
pervious to  the  gusting  winds  of  change  that  blow 
from  every  compass  point. 

As  for  the  interest  of  government  at  every  level 
in  matters  affecting  health  and  the  free  practice  of 
medicine,  it  has  abated  not  one  iota.  To  the  contrary, 
it  has  intensified. 

Never  before  has  medicine  more  desperately  need- 
ed loyal  friends  on  both  sides  of  every  legislative 
aisle;  never  before  have  our  friends  in  both  parties 
needed  medicine’s  help  more  in  their  efforts  to  win 
office. 

We  can  and  must  help  them  in  this  increasingly 
arduous,  complex  and  expensive  business  of  cam- 
paigning. 

We  can  help  them  because  medicine’s  PAG  move- 
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ment  now  boasts  a record  membership,  much 
of  it  politically  trained  and  all  of  it  ready  to 
go. 

We  must  help  them  because  we  are,  first 
of  all,  citizens,  and  secondly,  physicians  con- 
cerned about  the  nation’s  health  and  our  un- 
fettered profession’s  freedom  to  preserve  and 
improve  it. 

By  Nov.  5,  this  country’s  physicians  and 
their  wives  will  have  committed  somewhere 
between  $4  and  $4.5  million  to  the  candidates 
of  their  choice.  They  will  have  done  it 
through  the  instrumentality  of  the  PAC 
movement — through  AMPAC  and  such  state- 
wide political  action  committees  as  TEXPAC. 

Working  with  us  will  be  a greater  number 
than  ever  before  of  our  natural  allies  from 
the  ranks  of  agriculture,  business,  industry 
and  the  professions. 

Certainly  this  is  a year  of  uncertainty.  But 
a candidate’s  greatest  defense  against  the  in- 
fluence of  the  national  currents  and  riptides 
is  a well-ordered,  adequately  financed,  prop- 
erly manned  campaign  that  tries  to  win  on 
its  own,  individual  merits. 

Medicine,  whose  example  of  effective  po- 
litical action  has  heartened  so  many  office- 
holders, office-seekers  and  philosophical  al- 
lies, must  once  more  form  the  spearhead  for 
the  forces  of  moderation  and  common  sense 
in  government. 

To  those  of  my  colleagues  who  have  not 
yet  joined — or  rejoined — the  PAC  movement, 
I urge  you  to  join  today.  We  need  your  help. 

— James  H.  Sammons,  M.D.,  Baytown. 

Follow-Up  Program  Encourages 
Immunization  During  Infancy 

A FOLLOW-UP  PROGRAM  designed  to  pro- 
mote and  maintain  improved  immunization 
levels  among  newborns  has  been  launched  by 
the  Texas  State  Department  of  Health.  The 
program  has  been  endorsed  by  the  Texas 
Medical  Association. 

The  first  inquiry  card  is  mailed  to  the  par- 
ents when  the  child  is  about  three  months 


old.  A message  in  both  English  and  Spanish 
encourages  the  parents  to  begin  immuniza- 
tions for  their  infants  promptly.  They  are 
asked  to  have  their  physician  make  a check- 
mark on  the  card  when  either  DPT  or  polio 
immunizations  are  started ; parents  may 
check  the  card  themselves  if  they  forget  to 
take  it  to  their  physician  or  health  depart- 
ment clinic.  This  record  portion  of  the  pre- 
paid postal  card  is  then  mailed  to  the  State 
Health  Department. 

If  there  is  no  response  by  the  time  the 
baby  is  six  months  old,  a second  card  is 
mailed  reminding  parents  to  start  the  needed 
immunizations.  If  it  brings  no  response,  the 
local  health  department  is  notified  on  a spe- 
cial immunization  referral  card  that  the  sta- 
tus of  a given  child  is  unknown.  The  card 
also  notes  that  the  child  is  in  possible  danger 
of  infection  from  one  of  four  preventable  dis- 
eases— diphtheria,  pertussis,  tetanus  and  po- 
liomyelitis— because  there  is  no  confirmation 
that  he  has  been  or  is  being  immunized. 

Follow-up  of  these  referrals  is  left  to  local 
option,  and  in  many  cases  simple  record 
searches  through  health  department  files  un- 
cover names  of  children  who  have  started 
immunizations,  even  though  their  parents 
failed  to  return  the  inquiry  cards. 

Under  this  program,  about  one  year  after 
the  child  is  born  an  inquiry  card  is  sent  to 
the  parents  to  determine  if  immunizations 
have  been  completed  for  diphtheria,  tetanus, 
pertussis,  measles,  poliomyelitis  and  small- 
pox. If  there  is  no  response,  another  card  is 
mailed  within  30  days  to  remind  parents  to 
complete  the  needed  immunizations  and  re- 
turn the  inquiry  card. 

Non-responders  are  subsequently  referred 
to  local  health  departments  for  appropriate 
follow-up,  as  are  names  of  children  whose 
one-year  records  indicate  an  unsatisfactory 
immunization  status — those  who  have  not 
started  or  completed  series  for  one  or  more 
of  the  immunizations. 

It  is  generally  believed  that  the  program, 
which  has  covered  all  1968  births,  contrib- 
utes significantly  to  improving  the  mainte- 
nance of  immunizations  among  infants. 

— M.  S.  Dickerson,  M.D.,  Austin. 
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What  To  Do  When  Insect  Sting 
Causes  Severe  Allergic  Reaction 

INSECT  STINGS  still  are  frequent  this  time 
of  year.  Serious  allergic  reactions  may  follow 
stings  from  wasps,  yellow  jackets,  bees,  and 
hornets.  Other  insects  such  as  the  ant  and 
the  kissing  bug  {Triatoma)  may  cause  se- 
rious allergic  reactions,  but  these  are  much 
less  common. 

Generalized  allergic  reactions  to  stings 
may  be  catastrophic;  symptoms  can  include 
generalized  urticaria,  laryngeal  and  pharyn- 
geal edema,  rhinitis  and  asthma.  Anaphy- 
lactic shock  and  death  may  occur  suddenly 
in  sensitized  persons.  Generally,  but  not  al- 
ways, a person  has  some  warning  that  he  is 
becoming  sensitized  because  his  reactions  be- 
come increasingly  severe  with  each  succes- 
sive sting.  According  to  a recent  survey,^  pa- 
tients who  have  shown  an  allergic  reaction 
to  a previous  sting  have  a 65  percent  chance 
that  each  future  sting  will  produce  a more 
severe  reaction  than  the  last.  (These  odds 
are  reduced  to  5-10  percent  with  proper  de- 
sensitization, which  should  be  carried  out  in 
these  patients.) 

The  immediate  concern,  however,  is  prompt 
treatment  of  the  patient  who  is  experiencing 
a generalized  allergic  reaction. 

1.  Administer  Adrenalin  (epinephrine). 
An  intramuscular  injection  of  1 :1,000  aque- 
ous Adrenalin  in  appropriate  dose  (0.15  cc. 
in  a child  to  0.5  cc.  in  an  average-sized  man) 
is  promptly  absorbed.  This  is  the  most  im- 
portant drug  in  the  treatment  of  these  pa- 
tients, as  the  things  that  kill  are  the  shock 
and  edema  of  the  respiratory  passages.  The 
Adrenalin  may  be  repeated  in  5-10  minutes 
and  may  be  given  intravenously  (.05  cc.-O.l 
cc.  diluted  in  syringe  with  10  cc.  of  saline  or 
blood  from  the  vein  used). 

2.  Place  tourniquet  if  possible  above  the 
sting  site,  and  apply  ice  to  the  sting  site  to 
delay  absorption. 

3.  Maintain  adequate  airway  and  give  oxy- 
gen if  it  is  available. 

4.  Give  antihistamine  intramuscularly  or 
intravenously. 


5.  Have  the  patient  lie  down.  Keep  him 
warm  and  measure  his  blood  pressure  every 
5-10  minutes. 

Most  patients  will  begin  improving  within 
10  minutes ; if  not,  repeat  the  Adrenalin  and 
prepare  to  start  an  intravenous  drip.  When 
this  is  established,  you  are  able  to  direct  your 
treatment  with  dispatch  according  to  the  type 
of  reaction: 

1.  If  shock  is  present,  inject  a vasopressor 
into  the  intravenous  fluid  and  begin  to  moni- 
tor the  blood  pressure. 

2.  If  edema  and  urticaria  are  the  prob- 
lems, intravenous  antihistamine  (into  I.V. 
tubing)  may  be  used.  If  laryngeal  or  pharyn- 
geal edema  is  present,  inhalation  of  nebulized 
epinephrine,  1 percent,  (Medihaler-Epi)  may 
be  helpful. 

3.  If  dyspnea  and  wheezing  are  present, 
aminophylline  may  be  injected  into  the  intra- 
venous fluids. 

Corticosteroids  should  be  used  because  they 
help  combat  the  later  reactions  of  fatigue  and 
other  allergic  manifestations,  but  even  when 
given  intravenously,  their  action  is  not  im- 
mediate and  the  other  drugs  should  be  given 
immediately. 

Tracheotomy  and  cardiac  massage  may  be 
necessary;  however,  even  serious  reactions 
usually  will  respond  to  the  immediate  use  of 
Adrenalin. 

Suggested  emergency  tray  supplies: 

1.  Tourniquet 

2.  Child  and  adult  airways 

3.  Three  1 cc.  ampules  of  1:1,000  aqueous 
Adrenalin  (keep  in  boxes  to  reduce  exposure 
to  light) 

4.  Sterile  supplies: 

Two  10  cc.  syringes 

Two  1 cc.  Tuberculin  syringes 
Two  25-gauge  needles 
One  spinal  tap  needle 

5.  Two  ampules  of  vasopressor  (levar- 
terenol,  metaraminol  bitartrate  (Aramine), 
Neo-Synephrine,  etc.) 

6.  Two  or  three  10  cc.  ampules  of  amino- 
phylline for  intravenous  use 

7.  Medihaler-Epi 

8.  Intravenous  tubing  and  1,000  cc.  of  5 
percent  dextrose  in  water  intravenous  solu- 
tion 
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9.  10  cc.  vial  of  injectable  (intramuscular 
and  intravenous)  antihistamine 

10.  Corticosteroid  for  intramuscular  and 
intravenous  use 

11.  Tracheotomy  set  or  intratracheal  tube 

— T.  S.  Painter,  Jr.,  M.D.,  Austin. 
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Will  Free  Physicians  Share 
The  Fahled  Wild  Hogs’  Fate? 

SINCE  THE  HOUSE  OF  DELEGATES  of 
the  Texas  Medical  Association  instructed  the 
Board  of  Councilors  to  disseminate  informa- 
tion encouraging  members  of  the  Texas  Med- 
ical Association  to  exercise  individual  re- 
sponsibility and  refrain  from  taking  assign- 
ments under  the  Medicare  Program,  I have 
engaged  many  physicians  in  conversation 
concerning  this  matter.  The  reasons  given  for 
taking  assignments  have,  in  common,  factors 
of  personal  gain  and  convenience: 

“My  collection  ratio  would  drop  if  I didn’t 
take  assignments.” 

“Patients  would  spend  the  money  and  re- 
fuse to  pay  me.” 

“I  have  to  fill  out  the  forms  anyway,  why 
not  assure  myself  of  collecting  at  least  80 
percent  of  it?” 

“Under  Medicaid  I am  forced  by  law  to 
take  assignments,  so  why  have  a dual  system 
and  confuse  my  help?” 

These  are  representative  samples  of  the 
reasons  many  physicians  give  for  taking  as- 
signments, and  they  are  certainly  valid  from 
a short-term  viewpoint.  But  what  of  the  long- 
term outlook?  One  is  reminded  of  a fable 
which  clearly  illustrates  the  results  of  ex- 
changing convenience  and  immediate  gain 
for  long-term  terrible  costliness. 

Once  upon  a time  there  lived  in  the  swamps 
of  Florida  a herd  of  wild  hogs.  Their  reputa- 
tion for  wariness  was  known  far  and  wide  by 


settlers  and  Indians.  All  efforts  to  capture 
these  hogs,  either  by  snaring,  trapping  or 
shooting  with  a gun  or  an  arrow  were  met 
with  the  same  result:  failure.  These  were 
truly  free  and  independent  wild  creatures. 

One  day  to  the  country  of  the  wild  hogs 
came  a stranger  who,  on  learning  of  the  herd 
of  wild  hogs,  announced  that  it  would  be  no 
problem  for  him  to  tame  them.  Bets  were 
made.  Because  of  their  reputation,  the  odds 
were  made  in  favor  of  the  hogs.  Curiosity 
was  great  in  the  minds  of  the  local  people 
who  knew  about  the  wild  hogs.  How  could 
this  newcomer  tame  the  wildest  of  the  wild 
ones?  “Patience,  and  you  shall  find  out,”  ad- 
monished the  newcomer. 

The  man  quietly  and  patiently  went  about 
the  swamp  and  found  the  places  where  the 
wild  hogs  took  water.  At  these  places  he  put 
a pile  of  corn.  At  first  the  hogs  ignored  it 
completely,  but  day  after  day  they  saw  that 
the  mound  of  succulent  and  nourishing  corn 
was  kept  replenished.  At  long  last  the  new- 
comer’s patience  was  rewarded.  A few  of  the 
wild  hogs  sampled  the  corn,  and  how  deli- 
cious it  was!  The  word  spread  among  the 
herd  that  here  was  corn  free  for  the  taking, 
so  more  of  them  partook  of  it.  As  it  was 
eaten,  the  “free”  corn  was  replenished. 

The  more  corn  they  ate,  the  more  would 
be  placed  in  front  of  them,  and  the  hogs  be- 
came fat.  No  longer  was  it  necessary  for 
them  to  expend  energy  gleaning  a living 
from  the  swamp,  and  so  they  became  lazy; 
with  each  free  handout  of  corn  their  wariness 
grew  less.  Then  one  day  the  stranger  built  a 
pen  around  the  corn  which  was  unnoticed  by 
the  now  fat,  lazy,  unwary,  and  satisfied  wild 
hogs.  He  closed  the  gate  of  the  pen  and  they 
were  trapped.  No  longer  were  the  hogs  wild. 
No  longer  were  they  free.  They  were  literally 
slaves  to  the  handouts  of  corn. 

We,  as  “free”  physicians,  would  do  well  to 
remember  that  the  immediate  gains  of  con- 
venience, high  collection  ratios,  and  ease  of 
collections  indeed  may  not  be  without  cost  to 
us.  Let  us  not  be  “convenienced”  into  un- 
wariness, but  rather  let  us  be  aware  that 
complete  socialization  of  Medicine  is  the  goal 
of  some  people  in  this  country,  perhaps  even 
some  who  would  make  living  easier  for  us 
at  this  time. 

— William  A.  King,  M.D.,  Naples,  Texas. 
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Texas’  Regional  Medical  Program 


The  Regional  Medical  Program  of  Texas 
is  a large  project,  and  how  we  implement 
and  use  its  resources  may  vastly  influence 
medical  care  and  medical  education  in  our  state. 
The  primary  purposes  of  RMP  are  (1)  to 
encourage  the  establishment  of  regional 
cooperation  for  research,  continuing  medical 
education,  and  for  demonstrations  of  patient 
care;  and  (2)  to  make  available  to  physicians 
and  medical  institutions  the  latest  advances 
in  the  diagnosis  and  treatment  of  heart  disease, 
cancer,  and  stroke.  The  federal  government 
is  appropriating  large  sums  of  money  for  these 
programs.  Last  year,  more  than  $80,000,000 
w'ere  expended  as  many  of  the  regional 
activities  changed  from  the  planning  to  an 
operational  status.  Earlier  this  month, 

Congress  enacted  legislation  which  provides 
for  a two-year  extension  of  the  Regional  Medical 
Program,  and  authorizes  appropriations  of 
165  million  for  fiscal  1969  and  $120  million 
for  fiscal  1970.  In  view'  of  these  large  federal 
appropriations,  there  is  little  doubt  that  the 
Regional  Medical  Program  does  have  the 
potential  to  influence  the  modes  and  patterns 
of  health  care  in  the  nation. 

Texas  received  one  of  the  largest  planning 
grants  in  the  nation,  $1,271,000  in  1966,  and 
$1,0.39,000  in  1967.  A combined  operational- 
planning  grant  request  was  submitted  on 
March  8,  1968.  The  National  Advisory  Council 
conducted  a site  visit  on  June  4-5.  Grants 
were  authorized,  including  $850,000  for 
planning  and  $850,000  for  operations,  but  not 
including  a previous  award  of  $240,499  to 
support  The  University  of  Texas  Southwestern 
Medical  School’s  stroke  program.  On  June  30, 
RMP  of  Texas  w'as  informed  that  because 
of  budgetary  restrictions  the  actual  award  of 
monies  liad  been  reduced  by  5 percent. 

Despite  these  liandicaps,  project  directors  are 
optimistic  over  prospects  for  activating 
their  programs. 

Several  other  major  federal  programs  have 
potentially  important  relationships  to  RMP. 
Tliese  include  Comprehensive  Neighborhood 
Health  Center,  Model  Cities  Programs, 
Neighborhood  Service  Programs,  Operation 
Headstart,  and  others.  It  is  essential  that 
these  programs  be  carefully  coordinated 
and  duplication  avoided. 

The  following  proposals  seem  worthy  of 
endorsement  by  Texas’  jdiysicians; 

1.  Sui)port  should  be  given  to  the  primary 
purposes  of  the  Regional  Medical  Program. 

2.  Representatives  of  the  Texas  Medical 
Association  should  strive  to  in.sure  cooperation 
and  coordination  between  practicing  physicians, 
medical  scliools,  hospitals,  voluntary  health 


organizations,  and  state  agencies.  This  is 
esiiecially  important  in  the  planning, 
presentation,  and  implementation  of  proposals 
for  community  health  programs. 

3.  Applications  for  projects  ami  activities 
sliould  be  conijiatible  with  the  present  modes  of 
medical  care  and  medical  service,  enhancing 

tlie  private  practice  of  medicine  and  the 
traditional  doctor-patient  relationship. 

4.  TMA  should  lend  enthusiastic  support 

to  tliose  apt>lications  which  embrace  continuing 
education,  training,  and  communications  to 
provide  physicians  w’ith  greater  access  to 
useful  diagnostic  and  therapeutic  information. 

5.  .Support  should  be  given  to  the  training 
of  a larger  number  of  paramedical  personnel 
who  will  be  available  to  assist  physicians 

in  the  management  of  patients.  Registry  svstems 
and  disease  surveys  also  will  merit  support  as 
will  many  pilot  and  demonstration  projects. 

Your  TMA  representatives  will  work  with  our 
Texas  RMP  officials  and  Advisory  Committee 
in  a concerted  effort  to  make  our  program  of 
greatest  benefit  to  the  physicians  of  Texas 
in  their  care  of  patients  with  heart  disease, 
cancer,  and  stroke. 


President,  Texas  Medical  Association. 
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TA-6006 


in  osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
with  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
usually  startsworking  within  3 to  4 days. 
When  response  occurs,  as  little  as  1 or 
2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
of  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil" 

oxyphenbutazone 


Tandearil,  oxyphenbutazone: 

For  brief  summary  see  next  page. 


Geigy 


TA-6006 


Tandeaiil 

oxyphenbutazone 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  In  prothrombin  time  in- 
stances of  severe  bleeding  have  oc- 
curred. Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued,  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination. including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia),  sudden  weight  gam  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter.  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  el- 
derly and  m hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set Drug  rash  occasionally  occurs. 

If  It  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
ieukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported. as  have  hyperglycemia,  hep- 
atitis, jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial;  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance;  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan.  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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ANSWERS 

Professional  Relationships 
Between  M.D.  and  D.O. 


In  1967,  the  House  of  Delegates  of  the  Texas  Med- 
ical Association  adopted  a new  position  on  M.D. -D.O. 
relationships:  “Doctors  of  Osteopathy  who  practice 
scientific  medicine  on  an  ethical  basis  are  not  cult- 
ists.”  Since  then,  the  Board  of  Councilors  has  been 
presented  with  and  answered  many  specific  questions 
concerning  application  of  the  new  policy.  A summary 
of  these  questions  and  the  official  rulings  is  as  fol- 
lows: 


Who  determines  whether  or  not  the  doctor  of 
osteopathy  is  practicing  both  ethical  and  scientific 
medicine? 

It  is  the  full  responsibility  of  the  individual  doc- 
tor of  medicine  to  determine  first  that  the  doctor  of 
osteopathy  is  both  ethical  and  practicing  scientific 
medicine  before  entering  into  consultation.  If  these 
criteria  are  established,  it  is  then  ethical  for  a doctor 
of  medicine  to  consult  with  a doctor  of  osteopathy 
in  whatever  manner  is  both  ethical  and  scientific  for 
the  benefit  of  the  patient. 

Can  office  space  be  leased  to  an  osteopathic 
physician  in  an  office  building  owned  and  occupied 
by  a doctor  of  medicine,  the  lease  to  be  in  separate 
suites,  but  in  the  same  building? 

Such  a lease  would  be  permissible. 

What  is  the  effect  of  a “mixed  hospital  staff” 
of  M.D.  and  D.O.  physicians  on  the  M.D.’s  member- 
ship in  his  county  medical  society? 

This  is  a matter  of  local  decision  by  the  county 
medical  society  members  and  if  agreed  to  by  the 
county  medical  society,  would  not  jeopardize  the 
M.D.’s  membership  in  his  county  society,  TMA  and 
the  AMA. 

Is  the  appearance  of  doctors  of  medicine  as  in- 
structors on  scientific  programs  sponsored  by  osteo- 
pathic associations  or  organizations  permitted  now? 


£\,  If  the  doctors  of  medicine  are  satisfied  that  the 
programs  on  which  they  are  to  appear  as  instructors 


are  by  reasonable  and  objective  evaluation  and  ac- 
cepted criteria  consistent  with  scientific  and  ethical 
medical  practices,  such  appearances  would  not  be 
inconsistent  with  the  May,  1967,  policy  position  on 
M.D.  D.O.  relationships  adopted  by  the  House  of 
Delegates  of  the  Texas  Medical  Association. 


May  there  be  a consultation  between  M.D.s  and 
D.O.s  in  an  osteopathic  hospital? 

Yes!  If  the  osteopath  practices  scientific  and 
ethical  medicine,  consultations  are  permitted  in  the 
osteopathic  hospital  or  office,  or  in  the  doctor  of 
medicine’s  office,  the  patient’s  home,  etc. 

May  an  M.D.  perform  surgery  in  an  osteopathic 
hospital? 

Yes!  If  the  criteria  of  scientific  and  ethical  medi- 
cine are  met,  it  makes  no  difference  if  the  consulta- 
tion is  medical  or  surgical. 

May  an  osteopath,  with  approval  of  the  hospital 
medical  staff,  assist  an  M.D.  in  an  operation  in  an 
M.D.  hospital? 

Yes!  If  the  medical  staff  approves,  the  hospital 
trustees  agree,  and  the  osteopath  qualifies  as  prac- 
ticing scientific  and  ethical  medicine. 

Is  it  acceptable  to  grant  membership  for  an 
osteopathic  physician  on  the  medical  staff  of  a hos- 
pital which  has  heretofore  been  comprised  of  doctors 
of  medicine  only? 


There  is  nothing  inherent  in  the  actions  of  the 
House  of  Delegates  or  Board  of  Councilors  of  the 
Texas  Medical  Association  which  would  indicate  or 
require  any  changes  in  hospital  staffing  patterns  until 
and  unless  the  medical  staff  of  the  hospital  decides 
that  an  applicant  is  qualified  for  membership — M.D. 
or  D.O. — and  the  Bylaws  of  the  hospital,  as  approved 
by  the  medical  staff  and  the  board  of  trustees,  au- 
thorize admission  of  a doctor  of  osteopathy  to  the 
hospital. 


What  are  the  procedures  for 
pathic  physicians  to  postgraduate 
courses  in  medical  institutions? 


admitting  osteo- 
medical  training 


Essentially  the  same  as  those  applied  to  the 
individual  M.D. -D.O.  relationship.  Each  osteopathic 
physician  should  be  evaluated  and  individually  con- 
sidered to  determine  his  scientific  and  ethical  quali- 
fications. 


— JAMES  H.  SAMMONS,  M.D.,  Baytown, 
Chairman,  TMA  Board  of  Councilors. 
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HAZARDS  OF  CLOSED  REDUCTION  OF 

FRACTURES 


THE  HAZARDS  OF  OPEN  REDUCTION  of  fractures  are 
well  known  and  often  discussed.  They  are,  indeed, 
discussed  so  often  that  we  tend  to  forget  that  closed 
treatment  is  by  no  means  without  risks,  though,  in  an 
ideal  state,  they  would  not  occur.  There  should  be  no 
complications  of  closed  reduction  of  fractures  for, 
intelligently  performed,  closed  reduction  is  one  of  the 
most  successful  and  safest  of  surgical  acts.  Its  com- 
plications should  be  none  other  than  those  associated 
with  the  unavoidable  hazards  of  doing  anything,  how- 
ever trivial,  to  a human  being,  for  unforeseeable  dis- 
aster can  occasionally  follow  even  such  relatively  mi- 
nor procedures  as  toenail  cutting.  Properly  performed, 
closed  reduction  of  a fracture  should  be  as  successful 
and  as  safe  as  that.  Yet,  complications  occur.  Why? 

On  the  basis  of  my  own  experience  as  well  as  that 
of  others,  I would  rate  the  complications  of  closed 
reduction  in  this  order  of  frequency:  (1)  Failure  of  the 
maneuver  to  secure  reduction  at  all;  (2)  failure  of  the 
surgeon  to  maintain  the  reduction  he  has  achieved; 
and  (3)  the  infliction  of  further  damage,  either  to  soft 
tissues,  especially  to  arteries  and  nerves,  or  to  joints 
or  even  to  bones. 

I propose  to  consider  them  in  that  order  but,  first, 
if  it  can  truly  be  called  a complication,  I must  mention 
the  commonest  mistake  which  I see,  namely  the  quite 
unnecessary  performance  of  attempts  at  closed  reduc- 
tion in  fractures  which  could  and  should  have  been 
left  in  their  original  position. 

Unnecessary  Reduction:  Before  calling  the  perform- 
ance of  any  surgical  maneuver  unnecessary  one  must 
define  its  indications.  Why  reduce  a fracture  at  all? 
For,  I think,  three  reasons  only,  each  equally  laudable: 
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(1)  To  ensure  recovery  of  function  of  the  limb  where 
that  is  threatened  by  displacement  of  the  fracture; 

(2)  to  prevent  or  to  delay  degenerative  changes  in 
joints,  and  particularly  weight-bearing  joints,  which 
will  result  from  persisting  deformity;  and  (3)  to  mini- 
mize the  deforming  effects  of  the  injury. 

These  three  are,  of  course,  relative  indications, 
depending  very  much  for  their  importance  upon  the 
patient’s  age,  sex,  occupation  and  personality.  For 
example,  a quality  of  reduction  in  a finger  fracture 
which  would  satisfy  me  as  a surgeon  in  my  own  finger 
might  be  quite  unacceptable  to  a professional  oboist 
or  pianist,  and  a society  lady  might  well  demand  a 
higher  standard  of  anatomical  reposition  of  a frac- 
tured clavicle  than  would  a stevedore. 

Most  of  the  cases  I have  seen  in  which  I considered 
there  were  unnecessary  efforts  at  reduction  have 
been  mishandled,  in  my  view,  for  the  best  of  mo- 
tives. The  surgeons  concerned  have  been  perfec- 
tionists, attempting  too  much,  trying  to  get  perfect 
anatomical  reposition  where  good  apposition  and 
alignment  were  already  present  and  where  no  con- 
ceivable disability  would  have  followed  acceptance  of 
the  uncorrected  position.  Of  course,  this  too,  is  a 
matter  of  opinion. 

There  are,  however,  no  other  indications  for  reduc- 
tion than  the  three  I have  already  given.  We  must  not 
reduce  fractures  merely  to  improve  radiographs.  Yet 
obsession  with  radiographs,  as  if  it  were  films  we  were 
treating  and  not  patients,  is  still  a common  failing. 
One  of  the  worst  ischemic  contractures  (Fig.  1)  I have 
ever  seen  in  a child’s  leg  followed  the  third  attempt 
made  by  a surgeon  to  improve  the  radiographic  ap- 
pearance of  a spiral  fracture  of  the  tibia  which,  if  left 
untreated,  would  have  ultimately  resulted  in  a normal 


Fig.  1.  Anterior  (a)  and  posterior 
(h)  views  showing  a severe 
ischemic  contracture  of  the  right 
calf  in  a boy  aged  ten  after  the 
third  attempt,  using  powerful 
longitudinal  traction,  to  reduce  by 
closed  methods  a spiral  fracture  of 
the  tibial  shaft  that  was,  in  fact,  in 
acceptable  alignment  before  any 
reduction  was  attempted. 


Clinical  Medicine:  Several  complications  can  arise  following 
closed  reduction.  A common  mistake  is  the  attempt  to 
reduce  a fracture  which  would  heal  without  being  readjusted. 
Some  fractures  cannot  be  reduced  by  closed  techniques; 
in  some,  reduction  may  be  achieved  but  not  maintained. 
Improper  techniques  can  inflict  further  damage,  and  traction 
should  be  used  only  as  part  of  a planned  manipulation 
to  make  the  distal  fragment  retrace  its  course. 

D.  LLOYD  GRIFFITHS,  F.R.C.S. 


limb.  An  attempt  to  produce  radiological  perfection 
led  to  clinical  catastrophe,  and  this  sort  of  mishap 
still  occurs  in  many  cases. 

Failure  of  Reduction:  Turning  now  to  reductions  which 
were  clearly  either  necessary  or  at  least  desirable,  why 
have  so  many  failed  to  rectify  the  position  of  the  frac- 
tures? I think  there  are  five  reasons,  each  reason  rep- 
resenting a surgical  mistake  or  a mistake  in  adminis- 
tration. 

1.  The  wrong  technique  has  been  employed.  Closed 
reduction,  though  reasonably  indicated,  has  been 
badly  performed. 

2.  An  unsuitable  fracture  has  been  treated.  Closed 
reduction  has  been  inappropriately  attempted. 

3.  Reduction  has  been  attempted  at  the  wrong 
time,  or 

4.  In  the  wrong  place,  or 

5.  By  the  wrong  man. 

To  develop  these  themes:  The  commonest  cause 
for  a badly  performed  reduction  appears  to  be  failure 
on  the  part  of  the  surgeon  to  understand  what  he  is 
trying  to  do.  Knowledge  of  the  mechanism  of  produc- 
tion of  the  fracture  in  question  is  virtually  essential 
for  intelligent  efforts  at  reduction.  By  closed  reduction 
one  usually  means  manipulative  reduction,  in  which 
the  distal  fragment,  is,  or  should  be,  compelled  to 
retrace  its  course.  X-ray  films  usually  reveal  the  direc- 
tion of  the  force  which  produced  the  fracture,  and 
which  must  be  reversed  to  reduce  it.  This  is  nowhere 
more  true  than  in  ankle  fractures.  Reduction  of  what 
Ashurst  and  Bromeri  so  correctly  called  an  external 
rotation  fracture  by  internal  rotation  is  simple.  At- 
tempts to  reduce  it  by  malleolar  compression  are 
futile,  and  the  oblique  spiral  pattern  of  the  fibular 
fracture  (Fig.  2)  illustrates  that  it  was  produced  by 


rotation  and  will  be  reduced  only  by  rotation.  The 
same  applies  to  spiral  tibial  fractures;  the  lower  frag- 
ment has  been  rotated  out  of  place,  and  must  be 
replaced  by  rotation,  not  by  forcing  it  into  varus  or 
valgus  nor  by  uselessly  pulling  on  it.  The  outstanding 
examples  of  wrong  techniques  of  reduction  which  are 
still  applied  and  taught  apply,  unhappily  to  children, 
and  particularly  to  supracondylar  fractures  of  the 
child's  humerus  and  to  greenstick  fractures  of  both 
bones  of  the  forearm.  Of  these,  more  anon. 

The  Effects  of  Traction:  The  greatest  single  mistake 
in  attempts  to  reduce  fractures  is  to  rely  blindly  on 
traction.  Textbooks  still  repeat  like  parrots  the  advice 
to  apply  “traction  in  the  long  axis  of  the  limb,”  im- 
plying that  in  most  fractures  this  is  the  whole  art  of 
closed  reduction.  Traction  is,  of  course,  a valuable 
and  indeed  essential  part  of  manipulative  reduction, 
but  traction  alone,  and  especially  powerful  traction, 
is  both  ineffective  and  dangerous. 

Undue  reliance  upon  traction  is  as  old  as  surgery. 
The  ancients,  having  no  x-rays  and  no  postmortem 
studies  of  injuries,  could  not  distinguish  between  frac- 
tures and  dislocations.  They  saw  only  injured  de- 
formed limbs  which  were  shortened.  They  therefore 
pulled  on  them  and  some,  the  dislocations  of  course, 
responded  by  suddenly  and  often  audibly  becoming 
visibly  normal  in  shape,  and  staying  normal.  Some, 
the  fractures,  did  not.  Our  profession  then  and  ever 
since  committed  a familiar  error.  Faced  with  a method 
of  treatment  which  cured  some  patients  but  not  oth- 
ers, greater  success  was  sought  by  increasing  the 
dose,  not  by  questioning  whether  or  not  that  line  of 
treatment  was  really  appropriate  to  the  cases  in  which 
it  failed.  The  whole  history  of  fracture  treatment  from 
Hippocrates  to  Bohler  and  beyond,  from  the  scamnum 
to  the  screw-tractor  and  the  modern  orthopaedic  trac- 


Fig.  2.  Fracture-dislocation  of 
the  ankle  of  the  external 
rotation  typed  The  fibular 
fracture  of  this  pattern  can  be 
produced  only  by  external 
rotation  of  the  talus  in  the 
ankle  mortice,  and  full 
reduction  can  he  effected  only 
by  internal  rotation. 


Fig.  3.  The  dangerous  type  of 
supracondylar  humeral  fracture.  Severe 
backward  displacement  without  lateral 
or  medial  displacement  of  the  lower 
fragment  implies  that  the  neurovascular 
bundle  is  stretched  over  the  lower  end 
of  the  upper  fragment.  Closed  reduction 
must  be  attempted  only  with  the  elbow 
kept  in  a position  of  right  angle  flexion. 
If  the  elbow  is  extended,  there  will  he  a 
severe  risk  to  the  circulation.  (See  also 
Fig.  6). 

tion-table,  has  been  in  too  great  part  a search  for 
increasingly  powerful  traction,  under  the  fallacious  be- 
lief that  traction  will  reduce  any  fracture  if  you  only 
pull  hard  enough  and  long  enough,  and  that  it  will  do 
so  safely. 

The  truth,  of  course,  is  that  closed  reduction  is 
to  be  achieved  by  manipulation,  a much  more  subtle 
process  than  merely  pulling.  This  applies  to  practically 
all  fractures  and  always  has,  yet  it  is  interesting  to 
see  the  textbooks  still  advising  a straight  pull  even 
in  Colies’  fracture,  when  Colies  himself  knew  that  this 
would  fail  and  said  so  in  his  original  paper  in  1814.3 
This  fracture  is,  in  fact,  an  excellent  example,  for  it 
is  so  easily  reduced  by  simply  taking  hold  of  the  lower 
fragment  between  the  operator's  finger  and  thumb 
and  putting  it  where  it  ought  to  go. 

If  traction  alone  does  succeed  in  reducing  a frac- 
ture it  may  do  so  only  by  rupturing  all  periosteal  con- 
nection between  the  fragments.  This  means  that  trac- 
tion, unless  employed  as  part  of  a manipulation  which 
involves  angulation  and  rotation,  may  easily  produce 
over-distraction,  described  by  Bohler^  as  "the  most 
dangerous  of  all  displacements.”  Of  course,  angula- 
tion may  bring  an  element  of  danger  to  the  reduction, 
but  at  least  it  brings  a better  chance  of  success  than 
does  traction  alone.  The  dangers  of  traction  are  be- 
coming realized  everywhere,  what  must  be  empha- 
sized now  is  its  lack  of  success. 

Unsuitable  Fractures:  Attempting  to  reduce  by  closed 
techniques  fractures  quite  unsuited  to  this  method 
can  hardly  be  expected  to  reap  much  reward.  It 
should  be  axiomatic  that  it  is  a waste  of  time  to  try 
to  manipulate  small  fragments  which  cannot  be  con- 
trolled, such  as  separated  lateral  humeral  condyles 
in  small  children.  Interposition  of  soft  tissues,  as  in 
avulsion  fractures  of  the  medial  malleolus,  again  pre- 
vents all  chance  of  success  from  closed  techniques. 
This  theme  need  be  developed  no  further. 

The  Wrong  Time,  the  Wrong  Place  and  the  Wrong  Man: 
Most  surgeons  adhere  to  the  view  that  a fracture 
should  be  reduced  as  soon  as  the  patient's  condition 


Fig.  4.  Arteriogram  showing  the 
vulnerable  position  of  the  popliteal 
artery  in  a case  of  fracture  of  the  neck 
of  the  tibia.  Backward  displacement, 
or  angulation  of  the  fracture  into  a 
position  of  hyperextension,  will  stretch 
the  artery  at  a point  where  collateral 
circulation  is  scanty. 


and  other  circumstances  permit.  Delay  invites  soft- 
tissue  contracture,  hence  increasing  difficulty,  and 
difficulty  brings  danger.  For  most  of  us,  easy  reduc- 
tion, which  really  implies  successful  and  safe  reduc- 
tion, is  early  reduction.  Delay  till  swelling  subsides 
invites  contracture,  and  why  not  reduce  before  swell- 
ing starts?  One  must,  however,  be  sensible  about  this. 
Failure  rates  will  not  be  lessened  nor  complications 
abolished  by  tired  surgeons  reducing  fractures  in  the 
middle  of  the  night  with  the  often  somewhat  unskilled 
assistance  which  may  be  all  that  is  available  at  that 
hour. 

Attempts  at  closed  reduction  outside  properly 
equipped  hospitals  are  to  be  deplored,  and  should  not 
be  attempted  unless  severe  displacement  threatens 
the  circulation  of  the  limb.  Exceptions  are  obvious 
dislocations  of  the  elbow  or  of  the  fingers,  which  are 
so  easily  and  so  safely  reduced  without  anesthesia 
that  it  is  cruel  to  keep  the  patient  waiting,  though  he 
must,  of  course,  go  to  a properly  equipped  facility  for 
X-ray  examination  after  the  reduction. 

One  assumes  that  a surgeon  attempting  a closed 
reduction  will  do  his  best.  If  he  fails,  he  can  do  no 
better.  One  might  therefore  recommend  a simple  rule: 
that  whenever  possible  no  second  attempt  be  made 
by  the  same  man.  Failure  should  mean  that  a more 
senior  member  of  the  staff  will  make  the  second 
attempt. 

Failure  to  Maintain  Reduction:  The  second  complica- 
tion, failure  to  retain  reduction  once  gained,  again 
reflects  an  error  either  in  the  technique  of  splintage, 
or  in  the  technique  of  reduction,  or  in  surgical  judg- 
ment in  that  closed  reduction  has  been  applied  to  a 
fracture  which  defeats  retention  of  such  reduction  and 
in  which  closed  reduction  should  therefore  not  have 
been  advised.  In  some  such  cases,  reduction  is  better 
dispensed  with;  in  others,  operative  methods  should 
be  used. 

A displaced  closed  fracture  of  the  clavicle  can  be 
reduced,  perhaps  imperfectly,  fairly  easily,  but  that 
reduction  is  usually  not  worth  attempting,  for  it  can- 
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Fii>.  5.  Severe  ischemic  contracture  of  a 
forearm  following  closed  reduction  of  a 
sui)racondylar  humeral  fracture  hy  traction 
on  the  fully  extended  elbow.  The  scars  are 
those  of  an  unsuccessful  operation  designed 
to  undo  the  obstruction  of  the  brachial 
artery  resulting  from  this  ill-judged 
maneuver. 


Fig.  6.  Diagrams  of 
a postmortem 
dissection 
illustrating  the 
danger  to  the 
brachial  artery  in 
extending  the 
elbow  in  the 
presence  of  a 
supracondylar 
fracture  with 
backward 
displacement. 


not  be  maintained  except  by  methods  which  are  in- 
appropriate to  all  but  a few  patients.  In  nearly  every 
case,  unless  operative  treatment  is  essential,  the  de- 
formity must  be  accepted.  Therefore  why  try  to  cor- 
rect it?  Closed  reduction  of  a fracture  of  a metacarpal 
neck  without  internal  fixation  is,  similarly,  merely  un- 
necessary trauma.  This  sort  of  consideration  applies 
to  many  injuries,  such  as  acromioclavicular  disloca- 
tion, and  Monteggia’s  fracture  in  adults,  which  does 
not  achieve  stable  and  lasting  reduction  merely  from 
the  employment  of  supination  and  from  splintage  in 
that  position.  Isolated  fractures  of  the  radial  shaft, 
the  so-called  Galeazzi  fractures,  where  closed  reduc- 
tion can  sometimes  be  obtained  but  never  maintained 
without  internal  splintage,  is  another  example  of  an 
injury  in  which  closed  reduction  amounts  to  nothing 
more  than  a needless  further  trauma. 

The  most  serious  hazards  of  closed  reduction  con- 
sist, as  all  would  agree,  in  the  infliction  of  further 
injuries,  especially  to  soft  tissues.  Here,  again,  we 
meet  the  dangers  of  traction,  and  particularly  its  dan- 
gers to  blood  vessels.  These  dangers  I would  illustrate 
from  my  experience  of  Volkmann's  ischemic  contrac- 
ture, of  which  I have  collected  62  cases  in  31  years, 
in  47  cases  following  closed  injury. 

Of  this  series  of  47  ischemic  contractures  following 
closed  injury,  only  six  occurred  in  clinics  or  hospitals 
where  I was  working  at  the  time;  I had  to  study  all  the 
others  at  secondhand.  Only  15  of  the  47  gave  a clear 
enough  early  history  for  me  to  be  certain  about  one 
important  question;  Did  the  ischemia  result  from  the 
injury  or  from  the  manipulation  of  the  injured  limb? 
In  10  of  the  15  there  can  be  no  doubt  that  the  manip- 
ulation was  to  blame.  In  the  other  5,  in  which  the 
surgeon  was  quite  clearly  not  to  blame,  and  in  which 
a good  history  or  a personal  examination  showed  that 
ischemia  was  clearly  established  before  any  sort  of 
treatment  was  begun,  there  were  always  injuries  with 
very  severe  displacement,  such  as  the  supracondylar 
humeral  fracture  illustrated  in  Fig.  3,  an  elbow  dis- 
location (again  with  severe  displacement),  a fracture 
of  a child's  olecranon  by  hyperextension,  a dislocated 
knee,  and  a displaced  fracture  of  the  tibia  just  below 
the  tuberosities,  where  the  unusual  vulnerability  of 


the  popliteal  artery  is  accompanied  by  a unique  defi- 
ciency of  collateral  circulation  (Fig.  4). 

In  the  other  10  there  had  been  no  sign  nor  sugges- 
tion of  ischemia  until  a surgeon  had  performed  a 
manipulation  which  always  included  powerful  manual 
traction  in  the  long  axis  of  the  limb.  In  1 case  this 
had  been  followed  by  the  classical  error  of  forcing  the 
elbow  into  flexion  with  the  fracture  unreduced,  pro- 
ducing this  contracture.  Another,  one  of  the  worst 
contractures  I have  ever  had  to  handle  (Fig.  5),  was 
produced  in  a boy  of  seven  by  a surgeon  who,  accept- 
ing the  common  current  teaching,  deliberately  hyper- 
extended  the  elbow  to  disengage  the  fragments,  and 
then  pulled  on  the  arm  in  full  extension.  At  operation 
24  hours  after  that  ill-judged  maneuver,  we  found  a 
tight  spasm  of  the  brachial  artery,  though  there  was 
no  local  lesion  in  it.  We  failed  to  relieve  this  spasm, 
and  a disastrous  contracture  resulted. 

It  is  sad  to  see  both  traction  in  full  extension  and 
even  hyperextension  still  advocated  in  textbooks. 
Such  procedures  are  not  only  dangerous,  they  are 
unnecessary.  The  supracondylar  fracture  is  essentially 
a rotation  injury,  in  which  the  lower  end  of  the  hu- 
merus is  gripped  by  the  ulna  much  as  it  would  be 
gripped  in  a vice,  and  is  broken  by  torsion.  If  the  frag- 
ments become  so  separated  that  they  lose  all  contact, 
they  can  be  approximated  by  manipulation  in  flexion 
at  the  right-angle,  and  the  reduction  then  completed 
by  rotating  the  lower  fragment  into  line  with  the  up- 
per. Traction  in  the  long  axis  of  the  extended  limb  is 
never  needed,  and  the  elbow  can  be  kept  at  the  right- 
angle  throughout  the  whole  manipulation.  Simple 
postmortem  experiments  (Fig.  6)  will  demonstrate  the 
dangers  of  extending  the  unreduced  supracondylar 
fracture  and,  particularly,  of  pulling  upon  it  in  exten- 
sion. Unless  the  neurovascular  bundle  slips  to  one 
side,  usually  the  medial  side,  of  the  upper  fragment, 
it  is  put  severely  on  the  stretch  merely  by  extension, 
as  well  as  exposed  to  the  risks  of  laceration  across 
the  sharp  anterior  edge  of  the  lower  end  of  the  upper 
fragment.  Further  stretching  by  traction  makes  mat- 
ters much  worse. 

Greenstick  fractures  of  the  forearm,  again,  are  ro- 
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tation  injuries,  as  is  demonstrated  by  the  facts  that 
the  bones  usually  break  at  different  levels  and  that 
one  is  more  displaced  than  the  other.  They  are  easily 
reduced  by  simply  reversing  the  rotation,  and  if  the 
fractures  are  not  completed,  there  can  be  no  fear  of 
putting  sudden  violent  traction  upon  the  arteries. 

The  vascular  catastrophes  associated  with  fractures 
of  the  shaft  of  the  femur  are  also  mainly  due  to  trac- 
tion. The  use  of  Bryant's  overhead  suspension  tech- 
nique in  fractures  of  the  infant  femur  is  still  recom- 
mended by  the  books  despite  a series  of  Volkmann’s 
contractures  after  this  technique,  some  even  in  the 
normal  limb  (Nicholson  and  Heath^),  and  let  me  em- 
phasize that  this  is  a fracture  which  will  give  a per- 
fect result  even  if  not  treated  at  all.  In  older  children, 
Pugh’s  traction  has  been  followed  by  Volkmann's  con- 
tracture in  a tragic  series  in  Toronto  (Thomson  and 
MahoneyS).  May  I remind  you  that  traction  is  the  only 
method  found  to  produce  arterial  spasm  in  the  labor- 
atory (Mustard  and  Simmons^;  Simmons^),  and  that 
traction  is  the  main  cause  of  closed  rupture  of  arter- 
ies, usually,  of  course,  intramural? 

Nerve  Injuries  After  Closed  Reduction:  The  large  ma- 
jority of  nerve  injuries  associated  with  closed  frac- 
tures, indeed  the  large  majority  of  all  closed  nerve 
injuries,  are  again  due  to  traction,  but  usually  to  trac- 
tion inflicted  by  the  injury.  In  some  cases,  however, 
it  is  impossible  to  exculpate  the  reduction  completely. 
The  circumflex  (axillary)  nerve  is  as  likely  to  be  dam- 
aged by  traction  in  abduction  on  a dislocated  shoul- 
der as  it  is  by  the  original  dislocation,  and  this  nerve 
has  been  shown  by  Milton*  to  be  particularly  at  risk 
in  the  forced  external  rotation  which  forms  the  first 
stage  of  Kocher’s  method  of  reducing  a shoulder  dis- 
location. The  dangers  of  median  damage  in  the  reduc- 
ing of  elbow  injuries  are  self  evident,  as  are  those  of 
aggravating  a traction  lesion  of  the  ulnar  nerve  by 
forcing  the  elbow  into  valgus  in  an  attempt  to  extri- 
cate from  it  an  incarcerated  medial  epicondyle. 

Dangers  to  Bones  and  Joints:  Among  the  complica- 
tions of  closed  reduction  which  have  come  my  way, 
there  have  been  few  bony  lesions.  Fracture  of  the 
shaft  of  the  humerus  in  attempts  to  reduce  long- 


standing shoulder  dislocations  are  probably  the  com- 
monest. I have  not  seen  an  impacted  fracture  of  the 
neck  of  the  femur  or  of  the  neck  of  the  humerus 
become  disimpacted  as  a result  of  an  attempt  at 
reduction;  I suppose  this  is  hardly  likely  despite  the 
warnings  of  older  surgeons. 

Other  Points:  Old  hazards  are  being  revived.  I am 
informed  that  image  intensification  is  giving  some  sur- 
geons a sense  of  false  security  and  that  we  may  again 
see  tragic  effects  of  undue  exposure  to  radiation  as 
the  use  of  image-intensified  closed-circuit  television- 
monitored  manipulative  reduction  spreads.  On  the 
whole,  however,  despite  all  these  hazards,  the  dan- 
gers of  closed  reduction  are  surprisingly  few,  and  they 
can  all  be  prevented  by  attention  to  principles  rather 
than  to  techniques,  as  Bruce  Gill  pointed  out  long  ago. 

Conclusions:  Closed  reduction  should  not  be  attempt- 
ed: (1)  Where  there  is  not  enough  displacement  to 
jeopardize  function  nor  appearance;  (2)  where  reduc- 
tion, though  desirable,  is  not  feasible  by  closed  meth- 
ods or  cannot  be  maintained  without  open  reduction; 
(3)  by  traction  alone,  and  not  as  part  of  a planned 
manipulation  designed  to  make  the  distal  fragment 
retrace  its  steps;  or  (4)  twice  by  the  same  surgeon. 
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Fig.  1.  Model  shows 
method  of  pinning  a 
triple  arthrodesis. 


USE  OF 

TRANSFIXATION  PINS 
IN  TARSAL  ARTHRODESES 

LOUIS  W.  BRECK,  M.D.;  MORTON  H.  LEONARD,  M.D.; 

OREN  H.  ELLIS,  M.D. 


Clinical  Medicine:  A method  of  using  ex- 
ternal transfixation  pins  for  tarsal  arth- 
rodeses is  described.  Each  of  the  joints 
is  pinned  under  direct  vision  and  the  pins 
are  left  projecting  through  the  skin  and 
bent  at  a right  angle  to  prevent  migra- 
tion. Fifty  cases  of  triple  arthrodesis  and 
12  cases  of  triple  arthrodesis  plus  an 
ankle  arthrodesis  are  reported;  only  one 
joint  in  one  case  did  not  fuse;  there  were 
no  operative  infections  or  pin  tract  in- 
fections. 

AT  THE  CONCLUSION  of  an  operation  for  a triple  tar- 
sal arthrodesis  or  a triple  arthrodesis  plus  an  ankle 
fusion,  the  joints  on  which  the  work  has  been  done 
are  unstable.  The  senior  author  learned  from  Dr.  Guy 
Caldwell  in  1950  of  the  practicability  of  pinning  these 
joints  at  the  conclusion  of  the  operation;  since  then, 
most  such  procedures  by  the  members  of  our  group 
have  been  by  this  method.  Our  results  have  been 
good,  as  our  statistics  show,  and  we  believe  that  this 
method  is  worthy  of  wider  use. 

History:  Dr.  Caldwell  originated  this  technic  in  1943; 
later,  however,  the  members  of  his  group  in  New 
Orleans  abandoned  it  in  favor  of  the  use  of  staples. 

Dr.  Edwin  W.  Ryerson  of  Chicago  devised  the  triple 
tarsal  arthrodesis  which  has  proved  useful  in  our 
practice. 

Dr.  R.  D.  Schrock  is  credited  with  using  transfix- 
ation pins  left  projecting  through  the  skin  for  holding 


fractures  and  for  similar  procedures;  however,  there 
Is  no  record  that  he  pinned  tarsal  arthrodeses. 

During  World  War  II,  pins  became  unpopular  be- 
cause of  numerous  pin  tract  infections  in  military 
medical  practice.  In  our  practice  the  incidence  of  such 
infections,  in  62  arthrodeses,  has  been  zero. 

Method:  After  carefully  preparing  the  joint  surface  for 
arthrodesis  in  the  triple  arthrodesis  or  triple  arthro- 
desis plus  ankle  fusion,  the  joints  are  held  in  exact 
position  under  direct  vision  by  one  surgeon,  while  a 
second  runs  Steinmann  pins  across  first  one  joint  and 
then  another.  In  a triple  arthrodesis  two  pins  will  usu- 
ally work  satisfactorily,  one  pin  going  through  the 
navicular,  through  the  talus,  and  into  the  calcaneus. 
Sometimes  this  pin  will  not  engage  all  three  bones  and 
another  pin  is  needed  from  the  calcaneus  up  through 
the  talus.  The  second  or  third  pin  runs  through  the 
cuboid  and  into  the  calcaneus.  In  this  way  the  three 
bones  are  secured  as  one  unit  (Fig.  1). 

Sometimes,  after  the  pins  have  been  placed  or 
while  they  are  being  placed,  it  becomes  apparent  that 
the  joint  surfaces  must  be  reshaped  somewhat  to  get 
good  bone  apposition.  This  can  be  done  easily  by 
withdrawing  the  pin,  reshaping,  and  then  reinserting 
the  pin.  This  same  pinning  technic  works  satisfactorily 
with  the  Lambrinudi  modification  of  the  triple  arthro- 
desis. 

In  doing  an  ankle  arthrodesis  in  addition  to  the 
triple  arthrodesis,  two  pins  are  placed  from  below  up- 
ward through  the  calcaneus,  through  the  talus,  and 
into  the  tibia.  These  two  pins  should  be  as  nearly 
parallel  as  possible,  to  allow  impaction.  We  use  two 
pins  to  prevent  rotation. 

While  choice  of  pin  size  is  variable  according  to 
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Fig.  2.  Roentgenogram  shows 
pins  in  place  in  a triple  plus  an 
ankle  arthrodesis. 


the  size  of  the  patient,  we  have  had  best  results  with 
7/64  inch  pins  in  older  children  and  adults. 

The  pins  are  left  projecting  through  the  skin  and 
are  bent  at  a right  angle  to  prevent  migration  inward. 
In  this  procedure,  there  is  some  variation  of  method. 
One  of  us  bends  the  pins  at  a right  angle  close  to  the 
skin  and  then  puts  a gauze  sponge  under  the  remain- 
ing portion,  which  is  cut  off  to  about  inch  in  length 
(Fig.  2).  Another  prefers  to  leave  the  pins  longer  and, 
after  bending  them,  to  cover  them  with  a carbonated 
beverage  bottle  cap  so  that  the  pin  cannot  migrate 
outward.  Both  methods  seem  to  work  equally  well. 
The  sterility  of  the  field  must  be  carefully  maintained 
until  the  surgeon  has  finished  the  pinning,  after  which 
sterile  dressings  are  applied,  then  sterile  sheet  wad- 
ding or  Webril,  and  then  a cast.  The  cast  is  applied 
to  support  the  extremity,  as  the  pins  do  not  have 
sufficient  holding  power  by  themselves. 

Discussion:  In  the  triple  arthrodesis  group  (Table  1), 
39  procedures  were  in  children;  in  these,  all  joints 
united.  Of  the  8 adults,  one  joint  in  one  case  failed 
to  unite.  This  was  in  a 46-year-old  man  who  had  pre- 
viously sustained  multiple  fractures  of  the  midfoot  in 
which  a good  deal  of  sclerosis  had  developed  in  the 
area  where  a fusion  was  attempted.  The  other  two 
joints  in  this  foot  fused  satisfactorily. 

In  the  group  of  36  triple  arthrodeses  (Table  2)  33 
patients  had  had  poliomyelitis.  Other  pre-existing  con- 
ditions were  of  no  statistical  significance. 

In  the  triple  arthrodesis  plus  ankle  arthrodesis 
group  (Table  3),  12  feet  were  operated  upon,  and  in 
all  these,  the  joints  fused  satisfactorily.  All  11  of  these 
patients  (12  feet)  had  pre-existing  poliomyelitis.  We 
believe  that  the  commonly  used  term,  pan-talar  ar- 
throdesis, is  a misnomer.  In  addition  to  the  joints 
which  surround  the  talus,  the  calcaneocuboid  joint 
also  is  fused,  so  that  the  procedure  involves  more 
than  just  the  joints  around  the  talus.  We  prefer  the 
term  “triple  plus  ankle  arthrodesis.” 

With  pinning,  bones  and  joints  are  securely  held  in 
the  exact  position  desired.  Where  no  internal  fixation 
is  used,  the  joints  being  fixed  can  get  into  a poor 
position  which  may  not  be  correctable. 


Number  of  feet  operated  upon  50 

Number  of  patients  (3  bilateral)  47 

Number  of  successful  fusions  49 

(One  failure  in  a 46-year-old  man  with  multiple 
old  fractures  of  the  bones  of  the  midfoot) 

Number  of  children  (under  17)*  39 

Number  of  adults  8 


♦Since  skeletal  growth  usually  has  stopped  at  age  17,  according 
to  Greulich  and  Pyle,  we  have  used  this  as  the  cut-off  point. 

Table  1.  Triple  Arthrodeses. 


Indications  for  operation  were  deformity  or  disability  (or 
both)  from  the  following  causes: 


Poliomyelitis  33 

Talipes  equino  varus  3 

Charcot-Marie-Tooth  syndrome  3 

Fracture  of  calcaneus  3 

Pes  planus  2 

Cerebral  palsy  2 

Volkmann's  paralysis  1 

Tarsal  coalition  1 

Fracture  of  midfoot  1 


Table  2.  Triple  Arthrodesis. 


Number  of  feet  operated  upon  12 

Number  of  patients  (one  bilateral)  11 

Number  of  successful  fusions  12 

Indications  for  operation  were  deformity  or 

disability  (or  both)  all  from  the  same  cause: 
Poliomyelitis  12 

Number  of  children  (under  17)  9 

Number  of  adults  2 


Table  3.  Triple  Plus  Ankle  Arthrodesis. 


Total  number  of  tarsal  arthrodesis  operations 

62 

Number  of  successful  fusions 

61 

Number  of  failures 

1 

Percentage  of  successful  fusions 

98% 

Average  length  of  time  pins  were  left  in: 
Children  (under  17) 

6 weeks 

Adults 

9 weeks 

Average  length  of  time  in  a cast: 

Children  (under  17) 

3 months 

Adults 

5 months 

Number  of  operative  infections 

0 

Number  of  pin  tract  infections 

0 

Table  4.  Combined  Surgical  Statistics. 

percentage  of  fusion  is  much  higher  with  this  method; 
it  was  98  percent  in  our  62  procedures  (Table  4). 

Also,  it  appears  possible  to  limit  the  amount  of 
bone  removed  in  preparing  for  the  arthrodesis  using 
this  method;  the  percentage  of  union  is  so  high  that 
the  surgeon  usually  need  remove  only  the  articular 
cartilage  and  the  superficial  subchondral  bone,  al- 
though some  additional  bone  removal  may  be  required 
for  shaping  the  area  properly. 

The  average  length  of  time  the  pins  are  left  in  place 
is  six  weeks  in  children  and  nine  weeks  in  adults 
(Table  4);  average  time  in  casts  is  three  months  in 
children  and  five  months  in  adults.  In  this  series,  we 
encountered  no  operative  or  postoperative  infections. 


Another  advantage  of  the  use  of  pins  is  that  the  Dr.  Breck,  1220  N.  Stanton  St.,  El  Paso  79902. 
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The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education— brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV'  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
\ ascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program.  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods;  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 


Cancer  Immunity 

GEORGE  E.  MOORE,  M.D. 


Research:  The  normal  cells  of  the  human 
body  guard  an  exclusive  community  in 
\A/hich  “the  different  ones,”  be  they  na- 
tive or  foreign,  are  not  allowed  to  live. 
Conceivably,  this  natural  defense  mech- 
anism might  be  made  to  function  more 
efficiently  against  cancer  cells.  Although 
it  is  not  yet  practical,  immunotherapy 
for  malignant  diseases  is  being  studied; 
it  remains  a thought-provoking  aspect  of 
a not-yet-conquered  disease. 

THE  SEARCH  FOR  A SIMPLE  immunological  test  for 
the  cancerous  diseases  and  a way  to  use  immunologi- 
cal forces  for  cancer  therapy  has  been  a “holy  grail 
quest"  for  centuries.  Physicians,  scientists,  and  pa- 
tients, as  well  as  soothsayers  and  avaricious  quacks, 
have  produced  a fantastically  varied  literature  which 
is  difficult  to  evaluate.  The  purpose  of  this  article  is 
to  review  many  clinical  and  laboratory  observations 
and  describe  some  of  our  halting  steps  in  the  explora- 
tion of  cancer  immunity.  Please  remember  that  many 
of  our  inferences  and  conclusions  probably  are  wrong; 
others  are  obsolete  and  will  be  replaced  by  better  in- 
formation; some,  I hope,  will  stimulate  your  thoughts 
about  the  treatment  of  your  cancer  patients. 

Evidence  for  Host  Resistance:  Is  cancer  immunity  a 
possible  goal?  In  the  literal  sense,  probably  it  is  not. 
The  chances  of  finding  a common  antigen  or  antibody 
for  all  kinds  of  cancer  are  practically  zero.  The  hun- 
dred or  more  different  kinds  of  cancer  differ  from  each 
other  as  much  as  the  infectious  diseases  do.  Further- 
more, each  cancerous  tumor  reflects  the  unique  ge- 
netic code  of  its  host,  and  the  genetic  code  of  each 
tumor  cell  probably  differs  from  the  general  code  of 
the  host  cells.  For  these  reasons,  and  because  con- 


ventional antigen-antibody  reactions  may  or  may  not 
be  a major  factor,  it  seems  reasonable  to  use  the  term 
“host  resistance”  rather  than  immunity.  Host  resist- 
ance to  cancer  is  a more  possible  goal;  clinicians  have 
already  acquired  some  evidence  that  the  human  body 
can  resist  cancerous  domination,  for  example: 

1.  On  rare  occasions,  established  cancers  may 
undergo  spontaneous  cures.  Everson  and  Cole.i  sur- 
geons at  the  University  of  Illinois,  collected  176  cases 
of  authentic  spontaneous  cures  reported  by  surgeons 
throughout  the  United  States.  Considering  the  period 
of  years  represented  by  the  reports,  the  number  of 
patients  thus  saved  is  less  than  1 in  100,000.  The 
actual  number  of  spontaneous  regressions  is  prob- 
ably even  less  than  that  reported:  several  patients  who 
were  reported  to  have  spontaneous  regression  of  kid- 
ney tumors  had  actually  been  treated  with  androgens 
before  the  therapeutic  effectiveness  of  these  hor- 
mones was  recognized.  The  “spontaneous  regression” 
in  those  cases,  therefore,  was  in  fact  due  to  the  an- 
drogen therapy.  Even  though  spontaneous  cures  are 
infrequent,  they  must  be  considered  as  important  evi- 
dence for  host  resistance. 

2.  Cancer  cells  may  remain  viable  in  the  body  for 
many  years  before  they  reinitiate  rapid  growth  and 
kill  the  patient.  Women  who  have  had  radical  mas- 
tectomy may  remain  free  from  apparent  disease  for 
5 to  30  years,  only  to  develop  widespread  metastases 
suddenly  within  a few  weeks.  The  published  world 
record  for  the  dormancy  of  breast  cancer  is  46  years. 
Unfortunately,  no  useful  clues  to  the  mechanisms  of 
dormancy  and  recrudescence  have  been  found. 

3.  Tumor  growth  is  sometimes  accelerated  in  pa- 
tients subjected  to  the  stressful  effects  of  surgery, 
irradiation,  chemotherapy,  immunosuppressive  ther- 
apy,2  and  secondary  debilitating  diseases.  It  seems 
likely  that  overtreatment  may  decrease  the  host’s  re- 
sistance to  his  disease.  In  most  instances,  however, 
this  does  not  occur  in  patients  with  curable  disease 
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and  it  should  not  be  considered  a valid  reason  for 
withholding  or  altering  optimal  treatment  according 
to  our  present  knowledge. 

4.  Surgeons  have  sometimes  noticed  a decrease  in 
size  and  even  disappearance  of  metastatic  lesions  fol- 
lowing removal  of  the  primary  malignancy.  This  un- 
common phenomenon  has  been  observed  most  com- 
monly in  patients  with  renal  cancer  and  lung  metas- 
tases.  The  metastatic  tumors  may  reappear,  however, 
reassuming  rapid  growth  after  a regression  period  of 
weeks  and  even  years. 

5.  Partial  remissions  and,  very  rarely,  total  remis- 
sions of  malignant  tumors  have  occurred  in  patients 
with  severe  viral  or  bacterial  infections.  It  is  difficult  to 
ascertain  whether  the  primary  effect  in  these  cases  is 
due  to  destruction  of  the  cancerous  cells  or  a combi- 
nation of  injury  to  the  cancer  cells  and  an  indirect 
enhancement  of  the  host  resistance.  These  observa- 
tions have  stimulated  experimentation  with  Coley's 
toxins  and  deliberate  infections  with  viruses,  as  well 
as  numerous  other  unscientific  claims. 

6.  Compared  to  the  number  of  viable  tumor  cells 
that  can  be  recovered  from  the  blood  and  fluid  of  the 
body  cavities  of  patients  with  advanced  disease,  the 
number  of  metastases  is  very  small.  This  situation 
must  be  due  to  general  effectiveness  of  the  host  re- 
sistance against  individual  cancer  cells. 

7.  Pathologists  have  observed  histological  evidence 
of  reactions  between  cancer  cells  and  the  host.  Often 
the  sites  of  metastases  and  even  primary  tumors 
are  surrounded  by  collars  of  lymphocytes  and  plasma 
cells.  Therapeutic  measures  and  clinical  studies  have 
provided  additional  evidence  of  tumor  cell  destruction 
by  lymphoid  cells. 

8.  Cancerous  tissue  reimplanted  in  the  host  usually 
fails  to  grow  even  though  there  may  be  many  metas- 
tases thriving  in  the  same  area.  In  one  study,  only 
13.4  percent  of  the  autotransplants  of  cancer  tumors 


survived  in  volunteer  patients  with  advanced  disease. 3 
In  a few  instances  debilitated  patients  have  accepted 
homotransplants. 

9.  Choriocarcinoma  is  an  unusual  malignancy  since 
it  represents  a peculiar  homograft  of  fetal  tissue.  As 
one  might  expect,  such  malignancies  have  provided 
ideal  opportunities  for  observing  power  struggles  be- 
tween the  malignancy  and  the  host.  Chemotherapy, 
coupled  with  the  natural  resistance  of  the  host,  can 
cure  over  85  percent  of  the  patients  with  local  and 
regional  choriocarcinoma  and  over  50  percent  of 
those  with  distant  metastases.  The  treatment  of  cho- 
riocarcinoma with  chemotherapy  is  an  outstanding 
achievement  and  is  the  best  possible  example  of  the 
way  we  hope  to  attack  the  malignant  diseases  in  the 
future.  The  remarkable  accomplishment  of  the  scien- 
tists who  developed  this  therapeutic  technique  de- 
serves more  recognition. 4 

10.  The  Burkitt  lymphomas  are  peculiar  tumors 
with  a predilection  for  growth  in  the  facial  bones  and 
in  the  ovaries  of  female  victims.  Although  it  was  orig- 
inally thought  that  these  malignancies  were  limited  in 
distribution  to  certain  tropical  areas  in  Africa,  it  is 
known  that  similar  tumors  develop  in  children  in  many 
areas  of  the  world  and  are  not  limited  to  the  tropics. 
Despite  the  rapid  growth  and  gross  distortions  and 
destruction  of  tissue  associated  with  these  malignant 
tumors,  chemotherapy  has  effected  remarkable  remis- 
sions and  even  cures.  Children  with  disease  localized 
in  a single  anatomical  area  have  had  long-term  remis- 
sions. In  this  case  the  probable  importance  of  host 
resistance  has  been  recognized,  and  preliminary  stud- 
ies of  combined  chemotherapy  and  autochthonous 
vaccine  therapy  are  being  studied. 

A good  summary  of  other  evidence  for  “cancer 
immunity”  is  also  given  by  Smith. ^ 

Cancer  Detection:  The  development  of  practical  im- 
munological tests  and  treatments  of  the  malignant 
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diseases  is  in  a primitive  state.  Scientists  as  well  as 
laymen  have  long  hoped  to  find  a simple  skin  test 
equally  useful  for  detecting  all  cancers.  But  when  one 
considers  the  tremendous  variety  of  cancerous  and 
normal  cells  in  existence,  one  can  understand  why  all 
such  tests  have  failed  and,  in  my  opinion,  will  con- 
tinue to  fail.  It  is  difficult  to  believe  that  there  can  be 
a single  discrete  code  for  “malignancy”  in  DNA  that 
would  give  rise  to  a specific,  ubiquitous  testable  char- 
acteristic. It  may  be  possible,  however,  to  find  a spe- 
cific immunological  test  for  a single  group  of  cancers 
such  as  hypernephromas  or  Hodgkin’s  disease;  in 
fact,  it  is  rather  puzzling  that  none  have  been  found. 

Normal  Cells  and  Cancer:  Of  the  100  million  million 
cells  in  the  body,  about  500  billion  (about  .5  kg.  of 
cells)  must  be  replaced  daily.  Considering  the  enor- 
mous number  of  mitotic  divisions  which  must  be  com- 
pleted perfectly  for  normal  development,  it  is  a bio- 
logical wonder  that  all  of  us  do  not  develop  cancer 
early  in  life.  Perhaps  we  do.  The  number  of  abnormal 
cells  formed  daily  is  estimated  to  be  between  10,000 
and  1,000,000.  The  number  probably  varies  with  age 
and  environmental  stresses  such  as  irradiation. 

Most  of  the  abnormal  cells  formed  in  ordinary  de- 
velopment probably  are  so  severely  anomalous  that 
they  cannot  survive.  Others  may  be  viable  in  them- 
selves, but  differ  enough  from  the  norm  that  surround- 
ing cells,  or  cells  of  the  lymphoid  system,  can  recog- 
nize their  abnormality  and  destroy  them.  In  a few  in- 
stances the  abnormal  cells  are  so  like  the  normal  host 
cells  that  they  are  not  recognized  as  threats.  If  some 
of  these  acceptable  but  abnormal  cells  also  have  char- 
acteristics which  give  them  favorable  growth  patterns, 
a cancer  may  be  born. 

It  is  important  that  we  know  what  we  mean  when 
we  say  that  a cell  is  a cancer  cell.  It  is  easy  to  think 
of  cells  either  as  cancer  cells  or  normal  cells;  but 
probably  a good  many  “normal”  cells  have  defects 
characteristic  of  malignancy.  They  may  have  one  or 
more  partially  defective  enzyme  system  among  the 
thousands  of  such  reactions  occurring  in  normal  cells. 


or  sluggishly  produce  a few  non-critical  peptides  or 
proteins,  or  even  have  a group  of  these  defects. 

Similarly,  many  cancer  cells  are  not  totally  devoid 
of  normal  cell  characteristics.  For  example,  some  thy- 
roid cancer  cells  continue  to  form  alveolar  structures 
and  produce  thyroxine  and  other  normal  end  prod- 
ucts. Since  this  kind  of  cancer  cell  is  not  rare,  it 
should  be  evident  why  pathologists  prefer  to  make  a 
diagnosis  from  sheets  of  cancer  cells  and  the  pat- 
terns of  both  normal  and  abnormal  cells  rather  than 
from  a single  isolated  cell  in  a smear  preparation. 

The  stimuli  that  shift  the  balance  of  power  to  the 
most  abnormal  cells  and  allow  the  development  of  a 
cancer  are  still  largely  unknown.  Rapid  cell  division 
cannot  be  an  important  factor,  since  the  most  com- 
mon kinds  of  cancers  do  not  develop  in  rapidly  divid- 
ing tissues  such  as  the  bone  marrow  or  the  mucosa 
of  the  small  bowel.  Some  definitive  carcinogenic 
agents,  such  as  x-rays,  ultraviolet  light,  arsenic,  hy- 
drocarbons, tobacco,  etc.,  have  been  identified,  and 
more  may  be  implicated  in  the  future. 

Whatever  the  stimulus  promoting  abnormal  cell  de- 
velopment, the  ability  of  our  defense  mechanisms  to 
resist  the  survival  and  intrusion  of  cancerous  cells 
probably  decreases  as  we  age.  Other  factors  may  also 
be  important.  Recently  our  favorite  medical  magazine, 
TIME,  reported  a symposium  at  which  a number  of 
psychiatrists  apparently  claimed  that  cancer  is  more 
prevalent  among  individuals  showing  poor  relation- 
ships with  their  parents,  inability  to  release  their  pent- 
up  emotions,  and  depressive  episodes.*  My  comments 
are  unpublishable. 

"Immunological”  Cancer  Therapy:  The  therapeutic 
value  of  numerous  cell  extracts  has  been  tested  and 
found  wanting.  Other  cell  extracts  such  as  RNA  and 
DNA  have  provided  tantalizing  promises  of  effective- 
ness.'i  Whole  cell  therapy  has  also  been  of  interest, 
and  our  lab  has  conducted  tests  of  three  possible 
techniques. 

"Issue  of  June  7,  1968.  p.  51. 


56 


TEXAS  MEDICINE 


Inoculations  of  Cultured  Human  Cancer  Cells:  The 
theoretical  bases  of  this  clinical  study  are  ill-defined. 
We  postulate  that  a patient’s  tumor  does  not  stimu- 
late rejection  by  the  host  defense  system  because  its 
cells  are  not  recognized  as  foreign.  Tumor  cells  from 
another  patient  will  be  rejected  by  the  host’s  defense 
system.  If  similar  tumor  cells  from  a second  patient 
shared  common  tumor  antigens  as  well  as  the  expect- 
ed genetic  differences,  it  might  be  possible  to  stimu- 
late the  host’s  reaction. 

In  this  study  an  attempt  was  made  to  determine 
the  local  and  systemic  reactions,  if  any,  and  possible 
beneficial  clinical  response  in  volunteer  patients  who 
were  given  sequential  inoculations  of  irradiated  and 
living  cancer  cells  grown  in  vitro.  The  cells  were  given 
only  to  volunteer  patients  with  advanced  malignancy 
for  whom  no  other  form  of  therapy  was  deemed  more 
advantageous  and  for  whose  malignancy  no  method 
of  cure  was  known. 

Eight  different  cell  lines  of  tumor  cells  grown  in 
vitro  in  suspension  culture  was  used.  Seven  lines  were 
of  human  origin,"  and  one  line,  RPMI  #1846,  was 
derived  from  melanotic  melanoma  from  the  Syrian 
hamster. 8 Prior  to  the  inoculation  of  volunteer  pa- 
tients in  this  study,  cells  were  harvested  from  the  cul- 
ture medium  by  centrifugation.  The  cells  were  then 
washed  twice  with  phosphate-buffered  saline  and  re- 
suspended in  the  phosphate-buffered  saline  for  pa- 
tient inoculation.  If  irradiated  cells  were  to  be  used,  a 
dose  of  5,000  rads  in  air  was  given  to  the  cells  just 
prior  to  their  use.  The  number  of  cells  given  was  de- 
termined by  the  protocol  schedule  requirements  and 
the  number  available. 

Eighty-five  patients  undertook  the  study  with  86 
courses  of  injections  being  given;  one  patient  received 
two  different  courses.  Inoculations  with  non-irradiated 
cells  were  given  in  22  courses  and  irradiated  cells 
were  given  in  64  courses.  Various  anticancer  chemo- 
therapeutic agents  were  given  to  39  of  the  85  pa- 
tients during  the  course  of  observation. 


Homologous  injections  of  cultured  human  tumor 
cells  were  given  in  73  of  the  86  courses  and  auto- 
logous injections  given  in  two  instances.  The  few 
inoculations  of  cultured  pigmented  melanoma  cells 
from  the  Syrian  hamster  were  used.  Radiated  cells 
were  given  in  nine  and  non-irradiated  cells  in  two  of 
the  eleven  courses  of  heterologous  inoculations.  All  of 
the  patients  receiving  heterologous  cells  had  estab- 
lished diagnoses  of  metastatic  malignant  melanoma. 
In  the  two  patients  given  autologous  injections,  one 
was  given  irradiated  cells  with  no  adjunctive  chemo- 
therapy and  the  other  received  concomitant  chemo- 
therapy with  non-irradiated  cells. 

The  patients  receiving  heterologous  and  autologous 
injections  showed  no  significant  response  to  the 
course  of  inoculations.  Of  the  73  patients  receiving 
homologous  injections,  30  had  local  reaction  at  the 
site  of  inoculation.  Patients  who  were  severely  debili- 
tated or  moribund  usually  did  not  evidence  signs  of 
a reaction  initially,  but  their  response  did  begin  to 
increase  after  a few  inoculations. 

Biopsy  specimens  were  taken  from  the  inoculation 
site  in  four  of  the  patients  who  received  non-irradiated 
cells,  and  three  of  these  specimens  contained  tumor 
cells.  Biopsies  were  positive  in  seven  of  the  patients 
who  were  given  irradiated  cells.  Viable  tumor  cells 
were  recovered  from  the  transient  growths  seen  in 
these  patients  and  were  successfully  recultured.  Even 
those  patients  having  positive  biopsies  did  not  show 
prolonged  growth  at  the  inoculation  site  or  metastases 
from  the  injected  cells.  However,  of  the  ten  patients 
giving  a positive  biopsy,  eight  had  received  concomi- 
tant chemotherapy  in  addition  to  the  tumor  cell  inocu- 
lations. 

Four  of  the  patients  receiving  homologous  injec- 
tions of  tumor  cells  demonstrated  a positive  beneficial 
response  to  the  injections.  Two  of  these  patients  had 
malignant  melanoma,  one  fibrosarcoma,  and  one  os- 
teogenic sarcoma.  Three  of  the  four  patients  having 
an  objective  response  to  their  injections  still  have  evi- 
dence of  tumor  remaining,  but  the  fourth  patient  has 
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had  complete  disappearance  of  his  metastatic  disease. 

This  study  adequately  demonstrated  the  efficacy 
and  safety  of  the  inoculations  in  that  (1)  no  prolonged 
tumor  growth  at  the  injection  site  was  observed,  (2) 
no  metastatic  disease  was  propagated  from  the  pri- 
mary inoculation  site,  and  (3)  no  severe  systemic  re- 
actions occurred.  Some  of  the  patients  did  have  a 
marked  local  reaction  to  the  tumor  cells  at  the  injec- 
tion site,  but  whether  this  was  an  antigen-antibody 
response  of  the  host-versus-graft  rejection  mechanism 
remains  to  be  determined.  It  was  definitely  noted, 
however,  that  in  those  patients  who  received  chemo- 
therapy as  an  adjunct  to  their  injections,  there  were 
more  local  reactions  and  more  positive  biopsies  ob- 
tainable. These  findings  suggest  a depression  of  the 
host  rejection  mechanism  by  the  chemotherapeutic 
agent. 

We  believed  that  further  studies  of  this  nature 
should  be  carried  out  in  patients  and  that  these 
studies  can  be  performed  with  relative  safety.  The 
studies  should  involve  an  attempt  to  determine  human 
responses  to  intravenous  injections  of  human  tumor 
cells  and/or  transplantation  of  large  quantities  of 
white  blood  cells,  lymph  node  tissue,  or  splenic  tissue 
that  has  been  sensitized  to  specific  human  tumors. 
Eventually  the  studies  should  be  done  in  patients 
with  less  advanced  disease. 

Inoculations  of  Cultured  Human  Lymphoblasts 
Which  Were  Previously  Exposed  to  the  Patient’s  Tumor 
Cells:  The  clinical  study  of  various  aspects  of  the  use 
of  lymphocytes  as  anticancer  agents  was  based  on 
related  animal  experiments.  Hellstrom  and  others^ 
and  Moller  and  othersio  completed  a series  of  excel- 
lent studies  on  the  reactions  of  tumor  cells  to  foreign 
(homologous)  lymphocytes  and  other  cells.  It  was 
shown  that  lymphocytes  which  had  not  been  previ- 
ously exposed  to  the  test  cells  could  destroy  them 
but  the  ratio  of  attacking  lymphocytes  to  the  test 
cells  was  very  high.  If  the  lymphocytes  had  been  pre- 


viously exposed  to  the  test  cells,  their  destructive 
action  was  much  more  efficient.  Rosenau  and  Moon 
had  described  the  destructive  action  of  lymphocytes 
upon  tumor  cells  in  culture. n Alexander  and  associ- 
atesi2  reported  regression  and  even  cure  of  some 
autologous  rat  tumors  treated  with  lymphocytes  from 
other  rats  which  had  been  inoculated  with  tumor 
cells. 

Parallel  studies  were  done  in  our  laboratories  with 
cultured  human  lymphocytes.  The  study  was  made 
feasible  by  the  discovery  that  seemingly  normal 
lymphocytes  from  normal  individuals  could  be  cul- 
tured in  great  quantities.13.  n 

Recently  a physician  with  advanced  malignant  mel- 
anoma has  been  infused  with  more  than  80  gm.  of 
his  own  lymphocytes  which  had  been  grown  in  vitro 
for  several  months.  The  lymphocytes  had  been  ex- 
posed to  his  irradiated  tumor  cells  in  the  hope  that 
they  would  be  stimulated  to  recognize,  search  out, 
and  destroy  his  tumor  cells. 

The  Double-Cross  Cancer  Program  (DCCP):  Patients 
with  the  same  kind  of  tumor  are  implanted  with  tumor 
tissues  from  each  other  and  then  inoculated  with 
large  amounts  of  leukocytes  from  the  “opposite  part- 
ner.” In  this  study,  which  has  been  reported  previ- 
ously, 7 of  the  26  successfully  observed  patients 
showed  an  objective  response  to  therapy.  Two  patients 
showed  complete  responses,  and  one  showed  a com- 
plete remission  of  disease  for  about  two  years.i^ 

Effects  of  Immunosuppressive  Therapy:  The  research 
groups  associated  with  Woodruff,^®  Starzl,i7  and 
Monaco, 18  as  well  as  other  investigators  have  con- 
firmed the  effectiveness  of  immunosuppressive  drugs 
and  antilymphocytic  serum  in  mitigating  the  reactions 
of  a host  to  transplanted  tissues. 

As  might  be  expected,  inadvertent  clinical  experi- 
ments have  confirmed  the  effects  of  these  immuno- 
suppressive agents  upon  malignant  growths.  Martin, 
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Rubini,  and  Roseni^  reported  the  death  of  a patient 
who  had  received  a kidney  transplant  from  a donor 
with  bronchogenic  carcinoma.  Azathioprine  and  pred- 
nisone were  used  to  suppress  immune  rejection  of  the 
graft.  The  patient  died  of  the  widespread  metastases 
that  developed  following  the  administration  of  the 
drugs. 

Wilson  and  associates^o  reported  the  transplanta- 
tion of  a kidney  from  a patient  who  had  died  of 
metastatic  bronchogenic  carcinoma.  Eighteen  months 
later  a metastasis  developed  in  the  transplanted  kid- 
ney. Immunosuppressive  therapy  was  stopped  and  the 
rejected  kidney  and  most  of  the  malignant  tissue 
excised.  Nine  months  later  there  was  no  evidence  of 
residual  malignant  tissue.  A second  kidney  was  trans- 
planted and  immunosuppressive  therapy  restarted 
without  regrowth  of  the  cancer. 

Continuing  Interest:  We  have  already  predicted  that 
cancers  may  develop  more  frequently  in  patients  who 
receive  large  doses  of  corticoids  for  prolonged  therapy 
of  arthritis  and  similar  disorders.  In  a study  which 
tends  to  confirm  this,  Yohn  and  his  colleagues^i  have 
demonstrated  that  cancers  can  be  induced  with  vi- 
ruses much  more  effectively  in  hamsters  which  have 
been  pretreated  with  cortisone.  These  findings,  to- 
gether with  reports  of  successful  immunotherapy  for 
patients  with  choriocarcinoma  and  Burkitt’s  lym- 
phoma, have  provoked  continuing  interest  in  the  im- 
munological aspects  of  malignancy.  Practical  applica- 
tion of  immunotherapy  for  the  malignant  diseases, 
however,  is  still  only  a longed-for  “holy  grail.” 
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Differential  Diagnosis  of  Acute 
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Clinical  Medicine:  Frequently  mimicking 
other  disorders,  pulmonary  thromboem- 
bolic disease  may  evade  detection.  Al- 
though new  diagnostic  techniques  are 
useful,  they  are  not  always  necessary, 
nor  are  they  readily  available  in  all  areas. 
Therefore,  a “bedside”  approach  with 
emphasis  on  careful  observation  of  clin- 
ical signs  and  symptoms  is  extremely 
valuable  in  differential  diagnosis. 

PULMONARY  THROMBOEMBOLIC  DISEASE  (PTED)* 

commonly  masquerades  as  other  illnesses, ^ and  other 
illnesses  often  masquerade  as  PTED. 2 In  these  situa- 
tions lung  scanning3-5  and  pulmonary  angiography^-^ 
have  become  valuable  diagnostic  aids.  Yet,  with  the 
advent  of  these  procedures,  several  problems  have 
arisen.  Such  techniques  are  not  available  in  many 
communities,  while  in  others,  their  accessibility  has 
created  a tendency  to  perform  them  indiscriminately. 
We  believe,  therefore,  that  the  presentation  of  a “bed- 
side” approach  to  the  differential  diagnosis  of  PTED 
would  benefit  practitioners  in  either  circumstance. 

This  report  offers  a classification  (Table  1)  and 
brief  discussion  of  disorders  that  occasionally  have 
been  difficult  for  us  to  differentiate  clinically  from 
PTED.  We  shall  show  how  confusion  in  diagnosis 
comes  about  and  mention,  when  possible,  simple 
means  of  resolving  the  issue.  Parenthetically,  we  shall 
indicate  when  specialized  diagnostic  procedures  may 
be  indispensable  for  proper  management. 

Comment:  In  the  differential  diagnosis  of  PTED,  search 
for  an  illness  predisposing  to  thromboembolism  is  im- 
portant. PTED  occurs  most  often  in  the  setting  of 
congestive  heart  failure,  trauma  (especially  to  the 
lower  extremities  and  pelvis),  immobility  (resulting 
from  medical  illnesses,  surgical  procedures,  or  pro- 
longed sitting),  and  venous  disease  of  the  legs.  It  also 
is  frequent  in  patients  with  obesity,  pregnancy,  ma- 
lignancy, or  polycythemia.  Thus,  the  presence  of  one 
or  more  of  these  disorders  may  be  the  best  clue  to 
PTED. 


•In  this  article  PTED  refers  to  acute  and  subacute  pulmo- 
nary thromboembolism  with  or  without  resultant  infarction  of 
the  lung.  It  does  not  include  septic  pulmonary  embolism. 


Parenchymatous  Respiratory  Disorders:  Pneumonia: 
Both  PTED  and  bacterial  pneumonia  may  cause  dys- 
pnea, tachypnea,  cough,  pleuritic  pain,  fever,  hemo- 
ptysis, leukocytosis,  and  similar  abnormalities  on 
chest  roentgenogram.  Differentiation  is  even  more  dif- 
ficult when  the  infarct  becomes  infected.  To  minimize 
error,  the  physician  should  consider  both  disorders 
whenever  he  makes  a tentative  diagnosis  of  either. 
This  is  most  important  when  the  process  involves  the 
lower  lobes,  especially  the  right. 

Accurate  clinical  differentiation  of  pulmonary  in- 
farction from  pneumonia  often  takes  several  days  and 
may  be  impossible  without  pulmonary  angiography. 
As  long  as  the  diagnosis  remains  in  doubt,  we  favor 
treatment  for  both  disorders.  Certain  features  may  be 
useful,  however,  in  distinguishing  between  these  two 
illnesses. 

Patients  with  pneumonia  frequently  experience 
gradually  increasing  malaise  followed  by  chills  and  a 
cough  productive  of  purulent  sputum.  Those  with  pul- 
monary infarction  commonly  become  ill  with  dramatic 
suddenness,  seldom  have  a troublesome  cough,  and 
experience  chills  only  if  the  emboli  are  septic  or  the 
infarct  becomes  infected.  Parenchymal  infiltrations 
appearing  first  in  one  lung  and  then  the  other,  or 
“pneumonia  unresponsive  to  therapy,”  should  sug- 
gest pulmonary  infarction. 

A pleural  friction  rub  is  of  no  value  in  differentiat- 
ing pneumonia  from  pulmonary  infarction  unless  it 
occurs  in  the  absence  of  parenchymal  infiltrates  on 
chest  roentgenogram.  Then,  pneumonia  is  unlikely, 
and  the  prime  considerations  are  pulmonary  infarc- 
tion, fractured  rib,  viral  pleuritis,  and  subdiaphrag- 
matic  inflammation. 

Sputum  examination  is  particularly  helpful  in  dif- 
ferentiating pneumonia  from  pulmonary  infarction.  In 
pneumonia  the  sputum  classically  is  purulent,  occa- 
sionally foul  smelling  and  may  contain  bright  red 
flecks  of  blood;  Gram’s  stain  typically  shows  many 
bacteria  and  inflammatory  cells.  By  contrast,  early  in 
the  course  of  pulmonary  infarction,  sputum  (when 
present)  usually  is  frankly  bloody  with  few  bacteria  or 
inflammatory  cells.  Later,  its  appearance  may  change 
to  that  of  dark  clots  and  then  dark  brown,  semi-liquid 
material.  If  a bland  infarct  becomes  infected  (a  rare 
occurrence  in  our  experience),  the  sputum  may  be 
indistinguishable  from  that  found  in  pneumonia. 
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Culture  of  the  blood  is  important  in  these  cases.  As 
many  as  50  percent  of  patients  with  bacterial  pneu- 
monia have  positive  blood  cultures. 

Although  the  total  leukocyte  count  usually  is  nor- 
mal or  slightly  elevated  in  PTED,  we  have  observed 
values  of  40,000  per  cu.  mm.  in  patients  with  mas- 
sive, bland  necrosis  of  pulmonary  tissue.  The  serum 
bilirubin  concentration  and  glutamic  oxaloacetic  tran- 
saminase (SCOT)  and  lactic  dehydrogenase  (LDH) 
activity  also  may  be  normal  or  high  in  either  disor- 
der.lo,  11  Therefore,  these  tests  are  not  reliable  means 
of  distinguishing  between  PTED  and  pneumonia. 


A.  Respiratory  Disorders 

1.  Parenchymatous 

a.  Pneumonia 

b.  Pyogenic  abscess 

c.  Neoplasm 

d.  Granulomatous  infection 

e.  Amebiasis 

f.  Emphysema 

g.  Atelectasis 

h.  Asthma 

i.  Oxygen  toxicity 

2.  Pleural 

a.  Viral  (coxsackie) 

b.  Tuberculosis 

c.  Neoplasm 

d.  Systemic  lupus  erythematosus 

3.  Congenital 

a.  Agenesis  of  pulmonary  artery 


The  pleural  fluid  in  PTED,  contrary  to  popular  be- 
lief, only  occasionally  is  serosanguineous  or  sangui- 
neous.12  Characteristically,  it  is  sterile.  In  pneumonia 
the  effusion  rarely  is  frankly  bloody  but  may  harbor 
the  causative  microorganism.  The  specific  gravity,  cell 
count,  and  protein  concentration  of  the  pleural  fluid 
are  not  distinctive  for  either  disorder. 

Pyogenic  Abscess,  Neoplasm,  Granulomatous  Infec- 
tion, and  Amebiasis:  All  of  these  disorders,  like  PTED, 
can  manifest  fever,  cough,  dyspnea,  hemoptysis,  and 
pleuritic  pain.  On  chest  roentgenogram  each  may 
show  any  combination  of  enlarged  hilum,  “mass  le- 
sion,” parenchymal  infiltrate,  cavity  (with  or  without 
an  air-fluid  level),  or  pleural  effusion.  Correct  diag- 
nosis, therefore,  often  requires  bronchoscopy,  pulmo- 
nary angiography,  pleural  biopsy,  or  thoracotomy.  Yet, 
search  for  simple  clues  may  prove  rewarding. 

A history  of  chills  argues  against  pulmonary  infarc- 
tion. By  contrast,  chills,  oral  sepsis,  and  spells  of 
unconsciousness  (particularly  in  epileptics  and  alco- 
holics) point  to  pyogenic  pulmonary  abscess.  A tender 
or  enlarged  liver  or  recent  gastrointestinal  dysfunction, 
particularly  diarrhea,  suggests  amebiasis. 

The  value  of  sputum  examination  in  separating  in- 
fection from  infarction  or  neoplasm  is  obvious. 


B.  Cardiovascular  Disorders 

1.  Myocardial  infarction 

2.  Congestive  heart  failure 

3.  Pericarditis 

4.  Acute  cardiac  tamponade 

5.  Dissecting  hematoma  of  aorta 

6.  Right-sided  intracavitary  cardiac 
lesions 

C.  Neurological  Disorders 

1.  Disturbances  of  consciousness 

2.  Convulsive  disorders 

3.  Cerebrovascular  accidents 

D.  Psychiatric  Disorders 

E.  Abdominal  Disorders 

1.  Acute  cholecystitis 

2.  Subdiaphragmatic  abscess 

3.  Ruptured  viscus 

4.  Pancreatitis 

5.  Splenic  infarction 

F.  Infectious  Disorders 

1.  Bacteremia 

2.  Peritonitis 

G.  Pulmonary-Renal  Syndromes 

1.  Goodpasture's  syndrome 

2.  Wegener's  granulomatosis 

3.  Uremia 

H.  Hematologic  Disorders 

1.  Acute  blood  loss 

a.  Intraintestinal 

b.  Intrathoracic 

c.  Intraperitoneal  and/or  retro- 
peritoneal 

2.  Sickle  cell  disease 

3.  Disseminated  intravascular  coag- 
ulation 


Certain  chest  roentgenographic  findings  in  these 
disorders  deserve  emphasis.  Pulmonary  infarction 
gives  rise  to  patterns  of  density  that  range  in  magni- 
tude from  bare  visibility  to  that  of  a completely  con- 
solidated lobe,  and  their  configurations  may  change 
significantly  from  one  day  to  the  next.  A "wedge- 
shaped”  shadow  occurs  relatively  rarely.  About  15 
percent  of  pulmonary  infarcts  are  confined  to  one  or 
both  of  the  upper  lobes. 12  Bland  pulmonary  infarcts 
cavitatei  as  do  some  primaryii  is  and  metastatici® 


I.  Metabolic  Disorders 

1.  Pheochromocytoma 

2.  Lactic  acidosis 

J.  Other  Particulate  Matter 

1.  Fat 

2.  Amniotic  fluid 

3.  Tumor 

4.  Air 


Table  1.  Differential 
Diagnosis  of  Acute 
Pulmonary  Thromboembolic 
Disease. 
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tumors  of  the  lung.  Therefore,  pulmonary  cavities  do 
not  always  signify  infection.  Finally,  pulmonary  infarc- 
tion typically  affects  the  right  lower  lobe  as  does 
amebiasis  of  the  lung. 

Emphysema:  Pulmonary  emphysema  complicated 
by  acute  bronchitis  may,  like  PTED,  cause  wheezing, 
breathlessness,  cough,  hemoptysis,  fever,  and  cya- 
nosis. Often,  the  chest  roentgenogram  reveals  promi- 
nence of  one  or  both  main  pulmonary  arteries  and 
localized  or  diffuse  zones  of  increased  radiolucency  in 
which  the  peripheral  vascular  markings  are  diminished 
or  absent.  Serial  electrocardiograms  may  disclose 
supraventricular  arrhythmias,  right-axis  shift,  or  a pat- 
tern suggesting  right  ventricular  overload.  In  some 
cases  only  pulmonary  angiography  can  differentiate 
this  illness  from  PTED.  Usually,  however,  examination 
of  the  sputum  and  results  of  blood  gas  studies  pro- 
vide sufficient  data  for  diagnosis.  Whereas  hyper- 
capnea  argues  for  pulmonary  emphysema  with  super- 
imposed infection,  hypocapnea  favors  PTED. 

Atelectasis:  Both  atelectasis  and  PTED  may  appear 
in  bedridden  and  postoperative  patients  and  lead  to 
dyspnea,  tachypnea,  and  cyanosis,  together  with  rales 
and  decreased  breath  sounds  over  the  involved  areas 
of  lung.  They  also  cause  similar  roentgenographic 
changes,  for  example,  collapse  of  an  entire  lobe.i^ 
Differentiation  requires  pulmonary  angiography  or,  in 
atelectasis,  disappearance  of  the  lesions  following 
tracheobronchial  suction  or  bronchoscopy. 

Asthma:  Recurrent  attacks  of  wheezing,  dyspnea, 
and  anxiety,  associated  with  a normal-appearing  chest 
roentgenogram  or  at  times  with  cyanosis,  scattered 
pulmonary  parenchymal  infiltrates,  or  signs  of  rapidly 
developing  pulmonary  hypertension,  are  common  to 
both  PTED  and  bronchial  asthma.  In  most  cases  these 
two  illnesses  are  easy  to  separate  on  clinical  grounds. 
A long-standing  history  of  asthmatic  breathing,  evi- 
dence of  other  allergies,  elevated  blood  eosinophil 
count,  tenacious  and  occasionally  purulent  sputum, 
or  prompt  therapeutic  response  to  routine  spasmolytic 
agents  favors  bronchial  asthma.  If,  however,  the  pa- 
tient is  acutely  ill,  the  diagnosis  in  doubt,  and  precise 
differentiation  mandatory,  bronchoscopy  (to  exclude 
mucus  plugs)  and  pulmonary  angiography  are  indi- 
cated. Lung  scanning  in  this  setting  is  of  no  diagnostic 
value,  because  perfusion  defects  occur  in  asthmai’^ 
as  well  as  PTED. 

Oxygen  Toxicity:  Prolonged  artificial  ventilation 
using  high  concentrations  of  inspired  oxygen  may  give 
rise  to  deep  cyanosis,  elevated  venous  pressure,  right 
ventricular  gallop,  accentuation  of  the  pulmonary 
valve  closure  sound,  and  pulmonary  parenchymal  in- 
filtrates.is  This  syndrome  of  “oxygen  toxicity,”  there- 
fore, is  strikingly  similar  to  that  of  massive  pulmonary 
thromboembolism.  Moreover,  it  typically  develops  in 


otherwise  seriously  ill,  bedridden  patients  who  are  ex- 
cellent candidates  for  venous  thrombosis  and  embo- 
lism. Pulmonary  angiography  and  lung  biopsy  offer 
the  best  means  of  differentiating  these  two  entities. 
Characteristic  histologic  findings  of  the  "oxygen  tox- 
icity” syndrome  are  pulmonary  interstitial  edema  and 
fibrosis  with  hyaline  membranes. 

Pleural  Respiratory  Disorders:  Coxsackie  Virus:  Epi- 
demic pleurodynia  and  early  pulmonary  infarction 
may  have  in  common  pleuritic  pain,  pleural  friction 
rub,  tenderness  of  intercostal  muscles,  and  normal 
chest  roentgenogram.  In  these  situations  development 
of  bloody  sputum  or  parenchymal  infiltrates,  or  both, 
points  strongly  toward  pulmonary  infarction  and 
weighs  heavily  against  pleurodynia.  An  epidemic  of 
“pleurisy”  in  the  community  suggests  a viral  origin 
for  the  disorder. 

Tuberculosis  and  Neoplasm:  These  illnesses  can 
present  with  pleuritic  pain,  pleural  friction  rub,  and 
grossly  bloody  pleural  effusion.  Absence  of  paren- 
chymal infiltrates  after  removal  of  the  fluid  weighs 
against  pulmonary  infarction.  Definitive  diagnosis 
rests  upon  bacteriological  and  histological  examina- 
tion of  the  pleura  and  associated  effusion. 

Systemic  Lupus  Erythematosus  (SEE):  Patients 
known  to  have  SLE  occasionally  exhibit  sudden 
breathlessness,  tachypnea,  hyperpnea,  tachycardia, 
intense  cyanosis,  pleuritic  pain,  pleural  friction  rub, 
and  pleural  effusion,  accompanied  at  times  by  pul- 
monary parenchymal  infiltrates  and  hemoptysis.  In 
this  circumstance  there  is  no  consistent  clinical 
means  of  distinguishing  between  SLE  per  se  and  con- 
comitant PTED. 19  Therefore,  we  use  the  results  of  pul- 
monary angiography  to  guide  us  in  the  management 
of  these  patients. 

Congenital  Respiratory  Disorders:  Agenesis  of  Pulmo- 
nary Artery:  Congenital  absence  of  a main  branch  of 
the  pulmonary  artery  (usually  the  left)  associated  with 
bronchiectasis  can  be  responsible  for  recurrent  he- 
moptysis and  dyspnea  simulating  PTED.  In  almost  all 
cases,  however,  findings  on  conventional  chest  roent- 
genogram are  sufficiently  characteristic  to  permit  rec- 
ognition of  this  syndrome. 20  The  findings  consist  of 
decreased  volume  of  the  affected  lung  with  shift  of 
the  heart  and  mediastinal  structures  toward  the  ipsi- 
lateral  side;  elevated  hemidiaphragm,  enlarged  bron- 
chial arteries,  and  absence  of  the  normal  hilar  sha- 
dow on  the  involved  side;  and  plethora  of  the  contra- 
lateral lung.  Congenital  anomalies  of  the  heart  and 
great  vessels  also  occur  in  some  patients.  Exact  diag- 
nosis requires  pulmonary  angiography  or  angiocardi- 
ography. 

Cardiovascular  Disorders:  Myocardial  Infarction:  PTED 
often  mimics  myocardial  infarction,  particularly  in  the 
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first  few  hours  after  the  embolic  episode  and  before 
distinct  clinical  or  roentgenographic  signs  of  pulmo- 
nary infarction  develop. 

Two  contrasting  features  of  PTED  and  myocardial 
infarction  deserve  particular  emphasis.  Patients  with 
PTED  characteristically  have  dyspnea  and  hyperpnea 
out  of  proportion  to  the  degree  of  pain  or  cyanosis. 
They  also  may  be  hypotensive  one  minute  and  normo- 
tensive  the  next.  On  the  other  hand,  patients  with 
myocardial  infarction  typically  experience  breathless- 
ness in  proportion  to  the  degree  of  associated  pulmo- 
nary congestion,  and  once  hypotensive,  rarely  recover 
spontaneously  or  rapidly. 

Only  when  the  classical  findings  of  acute  myocar- 
dial infarction  are  evident  on  the  electrocardiogram 
can  one  use  this  tool  to  distinguish  between  these 
two  illnesses.  Indeed,  the  electrocardiographic  chang- 
es of  PTED,  although  always  nonspecific,  occasionally 
mock  those  of  coronary  artery  disease.  Such  changes 
consist  of  depressed  ST  segments  and  inverted  T 
waves  in  the  left  as  well  as  the  right  precordial  leads, 
or  Q waves,  ST  segment  elevations,  and  T wave  inver- 
sions in  leads  III  and  AVF.  The  presence  of  a signifi- 
cant Q wave  in  lead  II  points  strongly  to  myocardial 
necrosis  because  it  rarely,  if  ever,  results  from  PTED 
per  se. 

Usually,  the  electrocardiogram  in  PTED  is  of  limited 
diagnostic  assistance,  because  the  majority  of  pulmo- 
nary thromboemboli  are  too  small  to  cause  cardiac 
disturbance.  When  electrocardiographic  abnormalities 
do  appear,  however,  they  are  varied,  and  in  addition 
to  those  previously  mentioned,  include  the  develop- 
ment of  sinus  tachycardia,  right  ventricular  conduc- 
tion disturbances,  various  arrhythmias  (usually  supra- 
ventricular), right-axis  deviation,  peaked  P waves  in 
leads  II,  III  and  AVF,  and  S1-Q3  or  Sj,  So,  S3  patterns. 
These  changes  characteristically  are  fleeting  and  may 
go  undetected  unless  multiple  tracings  are  made  with- 
in a short  time.  Nevertheless,  the  transient  nature  of 
these  alterations  is  typical  of  PTED  and  serves  as  an 
important  clue  to  the  diagnosis. 

Measurement  of  serum  SCOT  and  LDH  activity  is 
not  useful  in  distinguishing  between  myocardial  in- 
farction and  PTED,  because  normal  or  elevated  values 
may  appear  in  either  disorder. 

Congestive  Heart  Failure:  Among  features  common 
to  both  congestive  heart  failure  and  PTED  are  dysp- 
nea, wheezing,  apprehension,  cyanosis,  tachycardia, 
rales  in  the  lung,  hypotension,  pleural  effusion,  bright 
red  sputum,  elevated  jugular  venous  pressure,  hepa- 
tomegaly, jaundice,  and  peripheral  edema.  To  com- 
plicate the  picture,  congestive  heart  failure  predis- 
poses to  PTED,  while  PTED  sometimes  precipitates 
and  is  responsible  for  persistence  of  congestive  heart 
failure. 


Although  clinical  differentiation  of  these  two  proc- 
esses may  be  quite  difficult,  points  favoring  PTED  are 
distinct  clots  of  blood  in  the  sputum,  a normal  heart 
size,  and  no  pulmonary  congestion  on  chest  roentgen- 
ogram. Occasionally,  pulmonary  angiography  and  di- 
rect measurement  of  pulmonary  capillary  pressure  are 
necessary  for  exact  diagnosis. 

Pericarditis:  When  infarction  of  the  lung  develops 
contiguous  with  the  pericardium,  a pleuropericardial 
friction  rub  or  electrocardiographic  changes  of  peri- 
carditis, or  both,  may  appear.  Diagnostic  confusion 
also  can  arise  when  distension  of  the  main  pulmonary 
artery  by  massive  thromboemboli  results  in  a peri- 
cardial-like rub  in  the  area  overlying  that  vessel. 21 
Demonstration  of  pericardial  effusion  suggests  peri- 
cardial disease  other  than  that  induced  by  PTED. 

Acute  Cardiac  Tamponade:  Acute  cardiac  tampon- 
ade associated  with  the  abrupt  onset  of  dyspnea, 
tachypnea,  tachycardia,  cyanosis,  distended  neck 
veins,  hepatomegaly,  hypotension,  and  occasionally 
chest  pain,  closely  simulates  massive  pulmonary 
thromboembolism.  Pulsus  paradoxus,  inspiratory  fill- 
ing of  the  neck  veins  (Kussmaul’s  sign),  and  distant 
heart  sounds  also  may  occur  in  either  disorder.  Be- 
cause small  amounts  of  pericardial  fluid  accumulated 
rapidly  can  lead  to  significant  hemodynamic  altera- 
tions without  significant  cardiomegaly,  chest  roent- 
genogram may  not  be  useful  in  separating  these  two 
processes.  Thus,  cardiac  catheterization,  pulmonary 
angiography,  or  angiocardiography  is  necessary  for 
correct  diagnosis. 

Dissecting  Hematoma  of  Aorta:  Chest  pain,  usually 
severe  and  occasionally  pleuritic,  together  with  dysp- 
nea, tachypnea,  hypotension,  neurological  manifesta- 
tions, and  even  hemoptysis,  are  features  of  dissecting 
hematoma  of  the  aorta  that  simulate  PTED.  Addi- 
tional difficulty  in  diagnosis  can  develop  if  the  hema- 
toma ruptures  into  the  pericardial  sac  causing  acute 
cardiac  tamponade  or  into  the  pleural  space  (usually 
the  left)  resulting  in  hemothorax.  A hematocrit  value 
of  the  pleural  fluid  approaching  that  of  peripheral 
blood  is  evidence  of  a ruptured  vessel  and  weighs 
heavily  against  pulmonary  infarction.  Widening  of  the 
aorta,  mediastinum,  or  both,  on  chest  roentgenogram 
is  another  sign  of  dissecting  hematoma.  Precise  diag- 
nosis ordinarily  requires  angioaortography,  pulmonary 
angiography,  or  both. 

Right-Sided  Intracavitary  Cardiac  Lesions:  When 
the  ball-valve  action  of  a right-sided  intracavitary  car- 
diac thrombus  or  neoplasm  impedes  orderly  flow  of 
blood  into  the  lungs,  the  patient  may  exhibit  intermit- 
tent dyspnea,  syncope,  tachycardia,  cyanosis,  chest 
pain,  arrhythmias,  or  various  cardiac  murmurs.  Un- 
like the  findings  in  PTED,  these  signs  and  symptoms 
often  change  as  the  patient’s  position  changes.  If  the 
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lesion  abuts  the  pulmonic  valve,  closure  of  the  pul- 
monic component  of  the  second  heart  sound  may  be 
muffled.  Chest  roentgenogram  or  cardiac  fluoroscopy 
sometimes  reveals  calcium  in  the  area  of  the  right 
atrial  or  ventricular  cavity.  Accurate  diagnosis  de- 
pends upon  demonstration  of  right-sided  filling  de- 
fects on  angiocardiogram. 

Neurological  Disorders:  PTED  may  cause  syncope 
(particularly  at  rest),  convulsions,  weakness  or  paral- 
ysis of  limbs,  mental  confusion,  stupor,  or  coma. 22 
When  these  neurological  signs  and  symptoms  predom- 
inate, an  erroneous  diagnosis  of  cerebrovascular  acci- 
dent is  common.  On  the  other  hand,  the  labored  res- 
pirations, pulmonary  parenchymal  infiltrates,  and  elec- 
trocardiographic changes  that  result  from  a cerebro- 
vascular accident  can  mimic  PTED.  Findings  suggest- 
ing PTED  are  cardiorespiratory  abnormalities  or  signs 
of  phlebitis,  or  both,  that  occur  in  association  with 
sudden,  transient,  or  recurrent  neurological  dysfunc- 
tion. 

Psychiatric  Disorders:  It  is  easy  to  mistake  PTED  for 
a functional  disorder  when  tachypnea,  diaphoresis, 
apprehension,  and  feelings  of  suffocation  are  the  ma- 
jor clinical  features.  Conversely,  functional  disorders 
can  mimic  PTED,  particularly  when  spurious  hemop- 
tysis is  part  of  the  clinical  picture.  We  have  seen  this 
diagnostic  dilemma  over  a full  spectrum  from  fatal 
PTED  masquerading  as  Munchausen’s  syndromef  to 
true  Munchausen’s  syndrome  prompting  vena  caval 
ligation  for  suspected  PTED.  Differentiation  depends 
primarily  upon  thorough  probing  of  the  credibility  of 
the  patient’s  symptoms. 

Abdominal  Disorders:  Acute  cholecystitis,  subdia- 
phragmatic  abscess,  ruptured  viscus,  pancreatitis, 
and  splenic  infarction  share  the  PTED  the  capacity  to 
cause  abdominal  pain  and  muscle  guarding,  fever, 
tachycardia,  frequent  shallow  and  sometimes  painful 
respirations,  pleural  friction  rub,  and  either  strip  ate- 
lectasis or  pleural  effusion  at  the  base  of  one  or  both 
lungs.  Bloody  sputum  points  to  PTED.  One  also  may 
have  the  patient  hold  his  breath  while  the  abdomen  is 
being  examined.  This  simple  maneuver  occasionally 
brings  about  diminution  in,  or  disappearance  of,  the 
muscle  guarding,  provided  the  guarding  is  a manifes- 
tation of  pleural  disease  rather  than  infradiaphrag- 
matic  inflammation. 

Infectious  Disorders:  Bacteremia:  When  bacteremia 
presents  with  breathlessness,  hyperpnea,  tachypnea, 
tachycardia,  peripheral  cyanosis,  and  hypotension, 
the  clinical  picture  closely  mimics  that  of  PTED. 24 
Hints  of  bacteremia  are  high  fever,  chills,  warm  dry 
skin,  and  an  obvious  source  of  infection.  If  the  diag- 

tA  diagnostic  entity  applicable  to  those  persons  "who,  in 
the  absence  of  appropriate  medical  or  surgical  need,  have 
made  hospitalization  a primary  way  of  life.”^ 


nosis  remains  unsettled  and  the  chest  roentgenogram 
shows  no  parenchymal  disease,  a normal  lung  scan 
essentially  excludes  PTED. 

Peritonitis:  Peritonitis,  particularly  in  the  post-oper- 
ative period,  can  stimulate  PTED  when  it  causes  sud- 
den circulatory  collapse,  rapid  respirations,  cyanosis, 
and  pleural  friction  rub  without  causing  the  usual 
signs  of  peritoneal  inflammation. 25  Concomitant  elec- 
trocardiograms in  one  of  our  patients  showed  marked 
shift  in  the  Q-R-S  electrical  axis  toward  the  right. 
Clues  to  peritonitis  are  a progressive  rise  in  the  hema- 
tocrit value  (indicating  sequestration  of  fluid  within 
the  peritoneal  cavity),  a low  central  venous  pressure,  a 
purulent  peritoneal  aspirate,  or  combinations  thereof. 

Pulmonary-Renal  Syndromes:  Goodpasture’s  Syn- 
drome: Recurrent  dyspnea,  hemoptysis,  and  transi- 
ent pulmonary  infiltrates  are  the  features  of  Goodpas- 
ture’s syndrome  that  mock  PTED.  Despite  such  simi- 
larities, clinical  separation  of  these  two  entities  is  rela- 
tively easy.  Patients  with  Goodpasture’s  syndrome 
characteristically  are  young  and  previously  healthy 
and  have  ironfilled  macrophages  in  their  sputum  and 
iron  deficiency  anemia.  They  also  may  exhibit  protei- 
nuria, hematuria,  and  cylindruria.  During  the  acute 
stages  of  hemoptysis,  their  chest  roentgenograms 
commonly  reveal  ill-defined,  bilateral  nodular  densities, 
usually  in  a perihilar  distribution  and  sparing  the 
apices  and  bases.  Between  bouts  of  hemoptysis,  a 
finely  granular,  reticular  pattern  of  increased  intersti- 
tial markings  is  evident  throughout  the  lungs. 

Wegener’s  Granulomatosis:  Wegener’s  granuloma- 
tosis, like  PTED,  may  give  rise  to  breathlessness,  pleu- 
ritic pain,  hemoptysis,  pleural  friction  rub,  pleural 
effusion,  and  cavities  in  the  lung.  Ultimately,  patients 
with  Wegener’s  granulomatosis  show  evidence  of  wide- 
spread, multisystem  disease,  especially  nephritis.  The 
latter  usually  culminates  in  renal  failure.  Definitive 
diagnosis  requires  histologic  demonstration  of  granu- 
lomatous disease  of  the  respiratory  tract,  necrotizing 
vasculitis,  and  focal  glomerulitis. 

Uremia:  We  and  others^e  have  observed  patients 
with  advanced  uremia  who  exhibit  apprehension,  ta- 
chypnea, hyperpnea,  wheezing,  pleuritic  pain,  pleural 
friction  rub,  progressive  cyanosis,  and  occasionally  he- 
moptysis and  hypotension.  When  these  manifestations 
develop  abruptly  and  demise  is  rapid,  the  similarity  to 
PTED  is  remarkable.  Our  experience  indicates  that 
differentiation  of  these  entities  is  possible  only  at 
necropsy. 

Hematologic  Disorders:  Acute  Blood  Loss:  Patients 
with  severe  acute  blood  loss  may  present  with  syn- 
cope, air  hunger,  tachycardia,  peripheral  cyanosis, 
and  profound  hypotension.  In  such  cases  a low  cen- 
tral venous  pressure  immediately  suggests  hypovole- 
mia. On  the  other  hand,  a loud  pulmonic  component 
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with  fixed  splitting  of  the  second  heart  sound  and  an 
elevated  central  venous  pressure  support  massive 
PTED. 

Sickle  Cell  Disease:  When  sickled  erythrocytes  oc- 
clude pulmonary  arterioles  and  capillaries,  the  resul- 
tant clinical  picture  occasionally  mimics  PTED  closely. 
Distinction  between  these  two  disease  processes  is 
important,  particularly  from  the  standpoint  of  therapy. 
In  patients  with  homozygous  sickle  hemoglobin,  we 
find  anticoagulation  ineffectual  and  consider  inferior 
vena  caval  ligation  potentially  deleterious  because  of 
its  "sludging”  effect  on  the  circulation.  Our  experi- 
ence indicates,  too,  that  grossly  visible  pulmonary 
thromboemboli,  either  on  angiogram  or  at  necropsy, 
are  unusual  in  patients  with  sickle  cell  disease.  There- 
fore, a positive  sickle  cell  preparation  should  alert  the 
physician  to  the  possibility  of  in  situ  obstruction  of 
tiny  pulmonary  arteries  and  should  prompt  further 
characterization  of  the  patient’s  hemoglobin  as  well 
as  conservatism  in  initial  management. 

Disseminated  Intravascular  Coagulation:  Dissemi- 
nated intravascular  coagulation  may  cause  fulminant 
dyspnea,  cyanosis,  neurological  abnormalities,  and 
hypotension  and,  like  PTED,  tends  to  occur  in  obstet- 
rical and  postsurgical  patients  as  well  as  in  those  with 
widespread  carcinomatosis.  Unlike  PTED,  this  disorder 
leads  to  purpuric  skin  lesions,  proteinuria,  hematuria, 
fragmented  erythrocytes  on  peripheral  blood  film, 
thrombocytopenia,  and  deficiencies  of  factors  II,  V, 
VIII,  and  fibrinogen. 

Metabolic  Disorders:  Pheochromocytoma:  Pheochro- 
mocytoma  can  cause  paroxysms  of  hypotension, 
tachycardia,  tachypnea,  sweating,  peripheral  cyanosis, 
cardiac  murmur,  fever,  and  leukocytosis.  The  patient 
also  may  seem  well  one  minute,  desperately  ill  the 
next,  and  then  recover  spontaneously  and  rapidly.  So 
similar  are  these  findings  to  those  of  PTED  that  the 
true  nature  of  the  illness  may  go  unrecognized  while 
lung  scanning27  or  pulmonary  angiography,  right 
heart  catheterization,  and  ligation  of  the  inferior  vena 
cava  are  carried  out. 28  Clues  to  pheochromocytoma 
in  such  instances  are  a history  of  hypotension,  the 
presence  of  hyperglycemia,  a pronounced  sensitivity 
to  the  hypotensive  effects  of  phenothiazines,  signs  of 
hypermetabolism,  or  discovery  of  an  abdominal  mass. 

Lactic  Acidosis:  Rarely,  lactic  acidosis  leads  to 
acute  and  increasingly  severe  signs  of  pulmonary 
hypertension  simulating  massive  PTED.  In  one  case, 
clinical  evidence  of  PTED  was  so  convincing  that  the 
surgeon  did  an  emergency  pulmonary  embolectomy 
but  found  no  emoboli.29  Recent  therapy  with  phen- 
formin  hydrochloride  or  any  process  responsible  for 
decreased  oxygenation  of  the  peripheral  tissues,  or 
both,  when  coupled  with  low  serum  carbon  dioxide 
content,  should  alert  the  physician  to  the  possibility 


of  lactic  acidosis.  Demonstration  of  a markedly  low 
arterial  pH  in  association  with  excess  blood  lactate 
confirms  the  diagnosis. 

Other  Particulate  Matter:  Fat  Embolism:  In  a patient 
with  recent  fracture  of  the  long  bones,  sudden  devel- 
opment of  respiratory  disability,  pulmonary  parenchy- 
mal infiltrates,  central  nervous  system  abnormalities, 
or  combinations  thereof,  suggests  fat  embolism  and 
PTED.  The  best  clue  to  the  diagnosis  of  fat  embolism 
in  such  cases  is  the  appearance  of  a petechial  rash 
over  the  anterior  part  of  the  shoulders,  the  antero- 
superior  portion  of  the  chest,  the  base  of  the  neck, 
the  axillae  and  conjunctivae,  or  occasionally,  the  ab- 
domen and  thighs. 20  When  present,  the  petechiae 
typically  emerge  24  to  36  hours  after  the  injury,  per- 
sist for  three  to  four  days,  and  then  fade  rapidly. 
Additional  points  favoring  fat  embolism  are  onset  of 
symptoms  within  hours  to  a few  days  after  the  injury; 
diffuse,  bilateral,  “snowstorm-like”  densities  on  chest 
roentgenogram  simulating  pulmonary  edema  but  with- 
out pleural  effusion  or  cardiomegaly;  sharp  drop  in 
the  hematocrit  value  incident  to  intrapulmonary  hem- 
orrhage; and  demonstration  of  fat  globules  in  the  reti- 
nal arterioles,  cerebrospinal  fluid,  or  on  the  surface  of 
the  urine. 

More  typical  of  PTED  are  symptoms  beginning  one 
to  three  weeks  after  the  accident;  larger  and  localized 
pulmonary  parenchymal  lesions,  often  with  pleural 
effusion,  pleural  friction  rub,  and  thrombophlebitis. 

Amniotic  Fluid  Embolism:  Precipitous  hypotension, 
often  accompanied  by  cardiorespiratory  embarrass- 
ment, is  characteristic  of  amniotic  fluid  embolism  but 
common  in  PTED.  Accurate  premortem  distinction  be- 
tween these  two  types  of  embolism  may  be  impossi- 
ble. Guides  to  amniotic  fluid  embolism  are  multiparity, 
maternal  age  in  excess  of  30  years,  onset  of  symp- 
toms late  in  labor,  during  delivery,  or  in  the  immedi- 
ate postpartum  period,  difficult  or  prolonged  labor, 
overweight  or  stillborn  infant,  roentgenographic  signs 
of  pulmonary  edema,  or  coagulation  defects  such  as 
thrombocytopenia,  hypoprothrombinemia,  and  hypo- 
fibrinogenemia.  By  contrast,  frank  hemoptysis,  pleural 
friction  rub,  thrombophlebitis,  and  oligemic  lung  fields 
suggest  PTED. 

Tumor  Embolism:  Pulmonary  arterial  tumor  emboli, 
arising  from  the  peripheral  veins,  right  atrium,  right 
ventricle,  or  pulmonary  artery  itself,  can  cause  a clini- 
cal picture  just  like  that  of  PTED.  Knowledge  that  the 
patient  has  malignancy  offers  no  diagnostic  help, 
since  PTED  is  frequent  in  people  with  cancer.  At 
present,  lung  biopsy  provides  the  only  means  of  dif- 
ferentiating these  processes.  Of  primary  importance 
is  the  recognition  of  a surgically  curable  lesion  such 
as  myxoma  of  the  right  atrium  or  ventricle.  When  that 
diagnosis  is  suspected,  either  clinically  or  on  the  ba- 
sis of  lung  biopsy,  angiocardiography  is  mandatory. 
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Venous  Air  Embolism:  Accidental  introduction  of 
air  into  a systemic  vein  may  result  from  a variety  of 
diagnostic,  surgical,  or  therapeutic  procedures. The 
gas  characteristically  collects  in  the  right  ventricular 
outflow  tract  or  occasionally  in  the  pulmonary  arterial 
tree  and,  if  sufficient  in  amount,  provokes  gasping 
respirations,  cyanosis,  chest  pain,  tachycardia,  con- 
vulsions, and  hypotension.  In  most  cases,  death  or 
total  recovery  ensues  within  an  hour  after  onset  of 
symptoms.  A unique  but  inconstant  diagnostic  sign  is 
a precordial  “mill-wheel”  murmur,  a churning  and 
splashing  noise  that  masks  the  heart  sounds.  Roent- 
genographic  demonstration  of  air  in  the  right  ventricle 
or  palpation  of  air  in  the  jugular  veins  provides  addi- 
tional diagnostic  aid. 

Conclusions:  Constant  awareness  of  PTED  is  the  key 
to  early  diagnosis.  If  one  waits  for  hemoptysis,  pleural 
friction  rub,  signs  of  venous  disease  in  the  legs,  pul- 
monary parenchymal  infiltrates,  or  abnormal  electro- 
cardiographic patterns  to  develop,  most  cases  will  es- 
cape recognition.  By  contrast,  the  diagnosis  never 
should  be  doubted  or  rejected  simply  because  of  high 
fever,  leukocytosis,  normal  jugular  venous  pressure, 
“atypical”  pulmonary  lesions,  no«bloody  pleural  effu- 
sion, or  failure  to  detect  the  source  of  the  emboli. 

Certain  findings  should  alert  the  physician  to  the 
possibility  of  PTED.  Among  these  are  fever  of  un- 
known origin  and  fever  that  does  not  respond  to 
chemotherapy  (especially  in  postpartum  or  postsurgi- 
cal  patients  or  in  those  who  have  congestive  heart 
failure),  congestive  heart  failure  that  increases  rapidly 
in  severity  or  is  unresponsive  to  the  usual  therapeutic 
measures,  wheezing  of  unknown  cause,  paroxysmal 
arrhythmias,  unexplained  sinus  tachycardia  or  pleural 
effusion,  appearance  of  an  “abscess”  on  chest  roent- 
genogram, and  sudden,  profound,  or  prolonged  shock. 
In  addition,  the  signs  of  PTED  may  regress  spontane- 
ously just  as  dramatically  as  they  appear.  Patients 
with  this  disorder  may  seem  well  one  minute,  mori- 
bund the  next,  and  then  recover  rapidly  and  behave 
normally  again. 

Although  it  is  only  as  comprehensive  as  our  experi- 
ence permits,  this  material  should  enhance  the  physi- 
cian’s ability  to  recognize  pulmonary  thromboembo- 
lism without  necessarily  resorting  to  use  of  newer  or 
complex  diagnostic  techniques. 
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TEXAS  MEDICINE 


\ once-popular  treatment  tor  back  pains 
vas  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


For  headache,  a sovereign  remedy  was 
:o  wear  a snakeskin  round  one's  head. 


A realistic 
approach 

to  pain 
relief 


Empirin 


Compound  with  Codeine 
Phosphate  gt.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 

May  be  habit  forming),  Phenacetin  gr.  2 1 / 2,  i 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief  ^ 

'B.W.  & Co.'  narcotic  products  are  ^ 

Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.  A.)  INC.  , 

.IZi  ■Rickahoe,  N.Y.  I 


New 


Tegretol" 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronai^  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  drug 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  treat 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  The 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liver 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tonom- 
etry, are  recommended  for  patients  being  treated  with  this  drug  since 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  eye 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated  with 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytosis, 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities  in 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fre- 
quency, acute  urinary  retention,  oliguria  with  elevated  blood  pressure, 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  urine, 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigue, 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speech 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  and 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrome, 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  erytherr 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythema- 
tosus, gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anorexia, 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramps, 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hypo- 
tension, syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  effeci 
are  drug-related  is  not  known.  However,  some  of  these  complications  hav 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should  be 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  meals, 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the  dose 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  hours 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg.  and 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patients 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  range 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  should  be 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  100  and  1000.  (B)46-820-A 

For  complete  details,  please  see  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


in  depression 


The  loss  of  marital  compatibility  results  in 
nearly  500,000  U.S,  divorces  each  year. 

Depression  characterized  by  untold  guilt  feel- 
ings, grief  and  loneliness  may  follow. 

When  you  diagnose  depression,Tofranil  may 
be  indicated  for  relief. 

As  maintenance  therapy  during  the  active 
phase  of  depression, Tofranil  can  often  help  pre- 
vent relapse. 

The  use  of  Tofranil  in  patients  receiving  M.A.O.I.'s  is 
contraindicated.  In  patients  with  cardiovascular  disease, 
thyroid  disorders,  increased  intraocular  pressure;  in  those 
receiving  anticholinergics  (including  antiparkinsonism 
agents),  thyroid  medication  or  antihypertensive  adrenergic 
neuron-blocking  agents;  and  in  those  in  their  first  trimester 
of  pregnancy-the  special  precautions  listed  in  the  Pre- 
scribing Information  should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require  discontinu- 
ation of  Tofranil  are  uncommon.  However,  for  complete 
details,  please  refer  to  the  complete  Prescribing  Information. 

Turn  page  for  brief  summary  of  Prescribing  Information. 

T r — "I®  inniprannine 

lOtrSnil  hydrochloride 

Geigy 


in  depression 


Tofranil®,  imipramine  hydrochloride 
Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
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Clinical  Medicine:  Learning  is  a complex 
psychological  activity.  It  requires  the 
ability  to  attend  with  some  curiosity  to 
new  information,  motivation  to  tolerate 
extensive  psychological  effort,  develop- 
ment of  a capacity  to  manipulate  the 
world  through  symbols,  and  freedom  to 
achieve  and  succeed.  A few  of  the  dis- 
orders that  can  occur  at  various  levels 
of  psychological  development  are  pre- 
sented as  a framework  for  the  clinical 
consideration  of  children  whose  psy- 
chological problems  interfere  with  suc- 
cessful learning.  This  skeletal  frame  can 
only  be  clothed  by  the  physician’s  care- 
ful and  empathic  observations  of  his  pa- 
tients and  their  families. 

THE  PROCESS  OF  LEARNING,  in  its  formal  and  infor- 
mal aspects,  is  the  heart  of  civilization.  It  is  the  pro- 
cedure by  which  the  young  are  informed  of  the  skills, 
knowledge,  and  values  of  the  culture  in  which  they 
live.  In  intricate  cultures,  such  as  ours,  an  ever-in- 
creasing amount  of  learning  must  be  at  a highly  ab- 
stract and  symbolic  level.  There  is  a great  deal  that  we 
do  not  know  about  the  actual  mechanics  of  learning, 
and  a brief  consideration  of  learning  problems  must 
exclude  much  that  is  known. i-* 

The  focus  herein  is  on  the  interaction  of  emotional 
life  and  learning  process,  especially  the  ways  in  which 
psychological  problems  can  impede  learning. 

Students  of  learning  disorders  believe  that  the  emo- 
tional problems  which  are  often  evident  in  the  young- 
ster with  learning  problems  may  be  either  the  result 
or  the  cause  of  his  learning  disability. 

Since  all  children  in  our  country  are  expected  to 
spend  the  greater  portion  of  their  waking  hours  in 
academic  efforts,  it  is  clear  that  any  defect — even  if 
it  is  purely  physical — which  makes  their  efforts  in- 
effective will  have  serious  effects  on  their  opinions  of 
themselves  and  their  relationships  to  others.  This  is 
easy  to  comprehend,  but  it  is  sometimes  overlooked 
in  the  actual  assessment  and  management  of  these 
children. 

It  may  be  more  difficult  to  understand  that  purely 


emotional  disorders  may  so  invade  the  cognitive  life 
of  the  child  as  to  produce  an  academic  incapacity. 

Psychological  Problems  of  the  Child  with  Organic 
Learning  Defects:  Some  learning  problems  are  caused 
by  emotional  factors;  there  are  also  emotional  prob- 
lems which  can  result  from  learning  problems.  The 
concurrence  of  psychological  disturbance  with  mental 
retardation  is  well  documented  elsewhere. 5.  6 

Children  whose  disorders  are  variously  diagnosed 
as  brain  damage,  perceptual  disorder,  minimum  brain 
dysfunction,  developmental  lag,  primary  reading  dis- 
order, dyslexia,  or  other  related  problems  make  up  a 
group  with  many  points  of  difference.  The  common 
denominator  they  share  is  some  basic  impairment  in 
the  functional  integrity  of  the  central  nervous  system. 
Whether  observed  directly  in  the  academic  situation 
or  in  the  contrived  setting  of  psychological  testing, 
these  children  show  defects  in  their  ability  to  perceive 
spatial  relationships,  remember  or  reproduce  geomet- 
ric designs,  understand  directionality,  or  to  perform 
other  basic  mental  operations  which  underlie  the 
learning  process.  Obviously  these  children  are  severely 
handicapped,  if  not  paralyzed,  in  learning.  Often  it  is 
assumed  that  the  resulting  feelings  of  failure  and  frus- 
tration are  the  direct  cause  of  the  various  behavioral 
aberrations  which  they  may  also  show.  Indeed,  this 
is  a factor  of  great  importance.  Zubin'?  has  demon- 
strated that  certain  types  of  deviant  behavior  can  be 
produced  or  extinguished  merely  by  controlling  the 
extent  to  which  the  child  is  exposed  to  tasks  which 
touch  upon  his  perceptual  limitations.  The  overall  ad- 
justment of  such  children  does  improve  when  they  are 
provided  with  special  pedologic  settings  which  are 
realistically  adapted  to  their  educational  defect.  They 
are  then  able  to  give  up  some  of  the  face-saving  tech- 
niques of  disinterest,  avoidance,  and  disruption.  As 
their  self-image  improves  with  success  they  become 
more  content  and  manageable  citizens  in  the  class- 
room and  at  home. 

However,  as  any  teacher  in  a classroom  for  the 
minimally  braindamaged  child  can  tell  you,  that  is 
not  the  whole  story.  Actually  it  would  be  surprising  if  a 
central  nervous  system  defect  serious  enough  to  dis- 
rupt the  learning  function  did  not  have  other  effects 
on  overall  personality  development.  Often  these  chil- 
dren show  subtle  defects  in  stability  of  mood,  impulse 
control,  and  activity  pattern  even  in  infancy.  These 
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anlagen  of  ego  defects  in  turn  may  interfere  with  the 
orderly  development  of  the  mother-child  relationship. 
At  times  this  interference  is  gross,  resulting  in  a seri- 
ous degree  of  parental  rejection  of  the  child.  Milder 
degrees  of  rejection  characterized  by  nagging,  critical 
attitudes,  unfavorable  comparison  with  siblings  and 
subtle  depreciations  occur  with  regularity.  Other 
mothers  may  respond  to  the  child’s  failure  to  show 
smooth  ego  development  by  prolonging  their  symbiotic 
tie  with  the  child,  with  the  pattern  of  overprotection 
extending  into  the  school  years. 

The  child  with  an  organic  learning  defect  does  not 
live  in  a vacuum.  The  particular  patterns  of  his  behav- 
ior and  personality  problems  will  be  shaped  by  the 
reaction  of  his  environment  to  him  and  to  his  defects 
as  much  as  by  the  location  and  extent  of  his  neuro- 
logical deficiency. 

Still  another  factor  which  influences  the  develop- 
ment of  the  organically  impaired  child  is  the  interpre- 
tation which  he  himself  places  on  his  deficiency  and 
the  unconscious  and  conscious  fantasies  which  he 
weaves  to  explain  his  plight  to  himself. 

Observation  of  children  with  illnesses  and  organic 
defects  of  all  kinds  reveals  a tendency  on  the  part  of 
handicapped  youngsters  to  relate  their  defects  to 
some  action  of  their  own  doing — usually  involving  an 
abridgement  of  a parental  command,  that  is,  a naugh- 
ty act  of  some  kind.  Young  children  are  illogical  and 
their  theories  of  cause  and  effect  are  egocentric,  as 
Piagets  has  shown  us.  They  must  arrive  at  explana- 
tory concepts  with  these  conceptual  handicaps,  as  the 
following  case  illustrates: 

A 12-year-old,  brain-injured  boy,  in  psychotherapy 
because  his  chronic  anxiety  and  disruptive  behavior 
failed  to  improve  despite  successful  remedial  edu- 
cation, said  one  day  that  he  had  a silly  idea.  When 
asked  about  this,  he  explained  that  he  only  felt  calm 
when,  while  riding  a crowded  bus,  he  had  the  op- 
portunity to  rise  and  offer  his  seat  to  a lady.  He 
associated  his  motor  awkwardness  and  poor  aca- 
demic performance  with  being  more  like  his  femi- 
nine and  retiring  mother  than  like  his  highly  intellec- 
tual and  athletic  father.  Interpretation  and  discus- 
sion of  this  distortion  gradually  led  to  an  improved 
relationship  between  the  boy  and  his  father.  The 
boy’s  organic  defect  had  led  to  anxiety  about  his 
masculine  identification,  an  anxiety  which  was  low- 
ered when  a social  act — offering  his  seat  to  a lady 
— clearly  defined  his  male  status  for  him. 

Not  all  distortions  of  self-image  are  as  dramatic  or 
elaborate  as  this  example  of  an  essentially  neurotic 
embellishment,  but  in  my  experience,  such  elabora- 
tions are  universally  present  in  handicapped  young- 


sters. Of  course,  they  are  not  always  maladaptive. 
They  represent  the  child’s  attempt  to  understand  his 
own  functioning  and  his  relationship  with  his  environ- 
ment. The  parents’  ability  to  interpret  the  defect  wise- 
ly, the  total  complex  of  family  relationships,  and  the 
nature  and  degree  of  disability  will  influence  the  un- 
conscious significance  which  the  child  assigns  to  his 
short  coming.  This  interpretation  will  in  turn  influence 
— positively  or  negatively — the  youngster’s  emotional 
comfort  and  his  willingness  and  capacity  to  learn. 

A final  word  of  caution  follows  from  this  conceptual 
framework  which  stresses  the  reaction  of  the  environ- 
ment to  poor  functioning,  the  reaction  of  the  parents, 
and  the  child’s  perception  of  the  nature  of  his  defect. 
The  presence  of  clear-cut  emotional  problems  within 
the  family  or  evidence  of  psychopathology  within  the 
child,  or  both,  does  not  rule  out  the  possibility  of 
a concurrent  organic  impediment  to  the  learning 
process. 

Emotional  Learning  Problems:  Secondary  or  emotional 
learning  disorders  might  be  classified  as:  (1)  disorders 
of  motivation,  (2)  disorders  in  the  output  of  informa- 
tion, (3)  disorders  of  attention,  (4)  disorders  of  assim- 
ilation. In  my  opinion  this  is  the  order  of  frequency  in 
which  these  types  of  problems  occur.  This  classifica- 
tion is  subject  to  criticism  since  it  is  arbitrary  (indi- 
vidual cases  may  overlap  its  categories)  and  because 
it  is  not  exhaustive  enough  to  include  a category  to 
suit  every  case.  Nevertheless,  I think  it  is  clinically 
useful  since  it  covers  the  majority  of  cases  and  sug- 
gests at  least  the  tentative  directions  for  therapeutic 
approach. 

Defects  in  Motivation:  The  most  common  psychologi- 
cal pattern  observed  in  learning  failure  is  a deficiency 
in  the  motivation  to  pursue  the  active  effort  required 
for  successful  school  performance.  Youngsters  with 
motivational  problems  appear  to  be  “lazy”  and  are 
often  so  described  by  their  parents  or  by  teachers. 
However,  one  is  impressed  with  how  “unlazy”  these 
youngsters  can  become  when  they  are  involved  in 
sports,  hobbies  or  other  activities  which  they  are  mo- 
tivated to  perform  well.  Unfortunately,  however,  one 
often  does  see  children  whose  passivity  pervades  their 
entire  approach  to  their  environment. 

The  development  of  dependable  school  motivation 
is  quite  complex.  Its  origins  are  primitive  and  biologi- 
cal, and  its  final  form  is  a complex  blending  of  at 
least  two  major  lines  in  personality  development — 
internal  maturation  and  environmental  management. 

Table  1 illustrates  the  gradual  unfolding  of  person- 
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ality  factors  involved  in  motivation.  Simple  and  iso- 
lated functions  progress  toward  hierarchical  complex- 
ity and  intertwine  in  interdependent  fashion.  There  is 
similar  progression  in  the  physical  development  of  the 
embryo;  if  development  is  interrupted  or  distorted,  the 
extent  of  damage  to  final  form  and  function  is  deter- 
mined by  the  organism’s  developmental  level  at  the 
time  of  insult  as  well  as  by  the  severity  of  the  injury. 
A pinprick  administered  to  the  blastula  may  distort 
the  entire  organism,  while  a similar  stimulus  when  the 
embryo  is  more  highly  differentiated  may  affect  only 
one  organ  system  or  produce  no  permanent  damage. 
In  an  analogous  manner,  we  believe  that  early  psy- 
chological distortions  have  a wider  and  more  deleteri- 
ous effect  than  those  which  occur  later  in  the  course 
of  development. 

For  example,  infants  who  are  deprived  of  the  nor- 
mal degree  of  environmental  stimulation  develop  seri- 
ous defects  in  their  learning  capacity  which  are  prob- 
ably irreversible  (level  1,  Table  1).  Spitz  studied  a 
group  of  infants  who  were  deprived  of  sensory  stimu- 
lation and  normal  mothering  contact  because  of  insti- 
tutional placement.  He  called  the  syndrome  which 
these  children  developed  “hospitalism. ”9  These  chil- 
dren demonstrated  defective  intellectual  development 
along  with  their  slowness  in  other  areas.  Early  sensory 
deprivation  of  this  kind  may  be  as  important  as  defi- 
ciencies in  physical  nutrition  in  interfering  with  normal 
development  of  the  mind.  A related  phenomenon  is 
the  greater  incidence  of  mild  mental  deficiency  among 
the  children  of  lower  socioeconomic  classes  than 
among  the  children  of  middle  and  upper  class  pa- 
rents. It  is  quite  likely  that  youngsters  from  the  lower 
socioeconomic  groups  receive  a less  adequate  level  of 
early  external  stimulation. lo  In  contrast,  severe  retar- 
dation, which  is  always  clearly  organic  in  its  origin,  is 
equally  distributed  among  socioeconomic  groups.  In- 
stitutionalized infants,  or  those  with  mothers  who  do 
not  provide  sensory  stimulation,  are  deprived  not  only 
of  this  nutriment  necessary  for  normal  intellectual  de- 
velopment, but  also  of  the  experiences  which  lead  to 
a pleasant  curiosity  about  the  world.  The  tendency  to 
see  the  environment  as  a benign,  interesting  and  po- 
tentially gratifying  place  does  not  develop.  Instead, 
a depressed  and  apathetic  or  suspicious  or  frightened 
view  of  the  world  is  the  outcome.  The  results  in  later 
life  are  often  tragic. n 

Fortunately,  most  of  the  cases  of  emotional  learn- 
ing defect  which  are  encountered  in  routine  pediatric 


practice  are  the  result  of  later  and  less  global  inter- 
ference with  the  development  of  motivation. 

The  Syndrome  of  the  Omnipotent  Child:  Perhaps 
the  most  common  syndrome  encountered  in  practice 
is  that  of  the  omnipotent  child. 12  The  word  "omnipo- 
tent” refers  to  the  sense  of  personal  importance  and 
power  which  these  children  express,  and  it  implies  the 
magical  quality  which  their  expectations  betray.  This 
results  when  family  patterns  fail  to  help  the  child  to 
develop  a clear  recognition  of  his  limitations  and  of 
his  need  to  strive  for  mastery  of  his  environment  by 
his  own  efforts  (level  2,  Table  1). 

The  parent-child  interaction  in  these  cases  is 
marked  by  a failure  to  set  realistic  limits,  both  in  the 
areas  of  restraint  and  socialization  and  in  the  extent 
to  which  the  child’s  wishes  are  gratified.  The  result  is 
that  the  child’s  confidence  in  his  ability  to  delay 
gratification,  and  hence  his  feelings  of  independence 
and  mastery,  are  severely  stunted.  The  development 
of  inner  goals  and  the  inner  control  of  self-esteem  is 
impeded.  The  child  remains  infantile  in  his  depen- 
dence on  the  environment  both  for  direction  and  for 
a sense  of  worth.  Such  youngsters  may  develop  se- 
vere learning  problems  because  they  cannot  tolerate 
the  frustrations  and  demands  of  learning  unless  some- 
one literally  stands  over  them.  Often  they  create  man- 
agement problems  in  the  classroom  by  their  impul- 
sivity  and  infantile  demand  for  the  teacher’s  undivid- 
ed attention.  A case  history  illustrates  the  possible 
extremes: 

Billy’s  mother  sought  psychiatric  evaluation  for 
him  at  the  suggestion  of  his  third  grade  teacher, 
who  said  that  Billy  (age  8)  made  no  effort  to  do  his 
assigned  work,  was  excessively  aggressive  toward 
other  children,  refused  to  stay  in  his  seat,  and  dis- 
rupted the  class  by  speaking  out  whenever  he 
wished  without  permission. 

The  mother  and  father  arrived  at  the  initial  inter- 
view in  quite  different  frames  of  mind.  The  mother 
was  tearful  and  confessed  that  she  had  been  wor- 
ried for  some  time  that  Billy  was  excessively  sensi- 
tive and  highly  nervous.  When  she  stated  timidly 
that  she  felt  that  some  of  this  was  due  to  his  fa- 
ther’s excessively  punitive  and  threatening  attitude, 
the  father’s  angry  mood  exploded.  He  accused  the 
mother  of  pampering  the  boy  since  infancy  and  in- 
terfering with  his  efforts  to  administer  needed  disci- 
pline. He  opined  that  there  was  nothing  wrong  with 
Billy  that  a good  “hiding”  wouldn’t  cure. 

The  heated  verbal  battle  which  ensued  was  in- 
terrupted only  with  great  difficulty  in  order  to  ob- 
tain a history.  The  psychiatrist  had  to  field  efforts 
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Organism  <- 


Environment 


Level  1 


Level  2 


Level  3 


biological  need 
for  nutriment  ^ 


biological 
"stimulus  ^ 
hunger" 


curiosity 


emerging  wish  for 
independence  and 
autonomy 


age-appropriate 
demands  on  the 
child 


balance  of  gratification 
and  frustration  (by  mother) 

recognition  of  out- 
side world  as  source 
of  gratification 

i 


"drive"  for  mastery  of 
the  environment 


relinquishing  of  sense  of 
omnipotence — desire  to  please 


identification  with  goals  and 
demands  of  parents 


inner  goals  and  standards 
^ (source  of  self-esteem) 


motivation  ("ambition") 


Table  1. 


by  both  parents  to  obtain  his  support  for  their  posi- 
tions. Despite  an  attempt  at  tact,  the  examiner  felt 
that  by  failing  to  side  with  either  parent  he  had 
displeased  both.  The  next  day  the  mother  called  to 
say  that  Billy  would  not  be  coming  in,  since  he 
angrily  refused  to  see  the  psychiatrist.  She  was 
afraid  that  psychiatric  evaluation  would  only  make 
Billy  more  nervous.  When  the  psychiatrist  asked 
what  the  father  thought  of  this  decision,  the  mother 
renewed  her  attack  on  her  husband  for  his  lack  of 
understanding  of  the  boy.  She  concluded  that  Billy 
had  been  through  enough  already,  and  that  she  cer- 
tainly was  not  going  to  subject  him  to  a doctor  who 
apparently  was  afraid  to  tell  her  husband  where  he 
was  wrong. 

Fortunately,  this  case  is  an  extreme  example.  It 
does  illustrate  the  common  protective  attitude  of  one 
parent  and  the  usual  finding  of  marked  marital  con- 
flict, although  often  the  conflict  is  much  more  subtle 
than  the  open  warfare  between  Billy’s  parents. 

If  Billy  had  been  observed  directly  by  the  physician, 
his  attitudes  might  have  revealed  a lack  of  concern 
with  the  reality  situation.  In  some  such  youngsters 
this  is  grossly  apparent  and  the  child  may  complain 
that  he  does  not  like  his  teacher  ‘‘because  she  gives 
homework.”  The  child  may  show  clear  evidence  of  a 
belief  in  his  parents’  magical  powers;  for  example,  he 
might  say  that  he  intends  to  be  a scientist  or  a physi- 
cian, as  though  his  wish  makes  it  so,  and  efforts  in  his 
own  behalf  simply  are  not  necessary.  Comments 
that  his  mother  is  very  angry  at  the  teacher,  or  is  talk- 
ing about  taking  him  out  of  that  "crummy”  school, 
may  more  explicitly  define  the  youngster’s  expectation 
that  he  will  remain  forever  in  the  magical  plastic  shell 
of  his  parents’  protection. 


Most  parents  of  such  youngsters  are  more  ap- 
proachable than  Billy’s  parents.  Many  are  aware  of 
their  tendency  to  be  overprotective,  and  want  help  in 
altering  their  behavior.  To  be  of  actual  help,  one  must 
consider  the  primary  motivation  for  the  overprotective 
attitude. 

When  overprotection  represents  an  expression  of 
deep  and  basic  hostility  toward  the  spouse,  as  in 
Billy’s  case,  simple  counseling  is  rarely  effective.  Use 
of  the  child  as  a pawn  in  a holy  war  against  the  mari- 
tal partner  often  represents  a surface  expression  of 
serious  individual  and  marital  disorders.  Like  most 
symptoms,  it  is  the  best  available  compromise  and 
will  not  be  relinquished  easily.  This  is  also  true  when 
overprotection  is  a reaction  against  repressed  hostile 
feelings  toward  the  child. 

Fortunately  the  pattern  does  not  always  stem  from 
such  depth.  It  may  represent  a reaction  to  external 
reality,  at  least  as  the  mother  perceives  it.  An  exam- 
ple is  the  so-called  special  child  who  has  had  a serious 
illness  and,  although  completely  recovered,  still  is 
treated  like  a fragile  china  doll.  Another  common  pat- 
tern is  the  family  in  which  the  mother  does  not  have 
sufficient  support  from  her  husband  because  of  his 
occupational  responsibilities  or  because  he  has  a pas- 
sive attitude  regarding  family  matters.  Most  frequent 
is  the  overprotection  from  slightly  anxious  and  uncer- 
tain parents  who  are  fearful  of  provoking  the  child’s 
anger  since  they  are  unsure  of  themselves.  In  all  of 
these  instances,  an  educational  and  supportive  ap- 
proach to  the  parents  may  be  highly  effective. 

The  Rigid  Family:  A second  type  of  failure  in  moti- 
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vation  often  arises  in  families  which  are  diametrically 
different  from  Billy’s.  Perfection istic,  rigid  parents  in- 
terfere— usually  unknowingly — with  the  development 
of  motivation  by  failing  to  nurture  the  child’s  drive 
for  mastery.  In  families  that  show  this  pattern  to  the 
extreme,  there  may  be  some  interference  with  devel- 
opment at  Level  1,  since  curiosity  may  not  be  tolerat- 
ed if  it  interferes  with  their  compulsive  approach  to 
family  life. 

However,  the  primary  pathologic  disturbance  in 
such  youngsters  usually  develops  at  Level  2.  Childish 
achievements  give  little  or  no  pleasure  to  the  parents 
or  to  the  child,  since  they  are  never  good  enough  for 
the  perfectionistic  standards  which  the  parents  hold 
for  their  children  and  for  themselves.  This  does  not 
permit  the  child  to  establish  a sense  of  correctable 
inadequacy,  but  fosters  a low  sense  of  self-esteem 
and  a feeling  of  futility  in  ever  satisfying  his  inner 
goals  since  they  have  been  set  at  an  unrealistic  level. 
Such  children  are  not  motivated  to  undertake  new 
learning  because  the  implied  challenge  threatens  them 
with  the  possibility  of  further  failure.  Youngsters  from 
such  families  may  be  outwardly  overcompliant  or 
openly  rebellious  against  the  unrealistic  demands 
placed  upon  them,  but  in  either  case,  they  are  con- 
vinced inwardly  of  their  irreversible  inadequacy.  Even 
when  they  complain  and  demand  more  independence, 
they  are  secretly  terrified  that  it  might  be  granted  to 
them. 

Many  perfectionistic  parents  are  aware  of  their 
character  makeup,  and  are  often  responsive  to  well- 
thought-out  counsel.  Young  children  in  such  families 
often  show  an  excellent  response  if  the  parents  can 
pursue  an  instituted  program  of  "rigid  unrigidity.’’  The 
physician,  if  he  can  be  convincing,  explicit  and  organ- 
ized in  presenting  the  necessity  for  such  an  approach 
to  this  particular  child,  may  be  surprised  by  the  com- 
petence with  which  his  recommendations  are  put  into 
force.  (In  this  regard,  see  Schulman’s  excellent 
text.  13) 

Disorders  in  Output  of  Information:  The  pediatrician 
is  sometimes  consulted  about  children  who  are  learn- 
ing adequately  (as  revealed  by  achievement  tests  in 
the  school)  but  are  still  making  marginal  or  failing 
grades. 

The  parents  or  teacher  often  relate  that  such  a 
child  fails  to  do  his  homework  or,  if  forced  to  do  it, 
may  still  fail  to  hand  it  in.  Often  such  youngsters  have 


a convenient  memory.  “Forgetting”  occurs  with  great 
frequency  whenever  authority  demands  become  un- 
pleasant to  the  child.  Usually  there  is  little  or  no  evi- 
dence of  overt  rebellion  toward  the  parents,  but  care- 
ful questioning  reveals  a general  tendency  toward 
dawdling,  omission  of  required  tasks,  and  other  evi- 
dences of  passive  rebellion. 

When  carefully  explored,  families  of  this  kind  often 
show  excessive  parental  involvement  in  the  child’s 
achievements.  One  symptom  of  this  over-involvement 
is  excessive  interference  with  the  child’s  school  work. 
However,  more  detailed  investigation  will  show  that 
the  youngster  virtually  has  no  life  of  his  own  in  any 
area  of  activity.  These  parents  cannot  see  the  child 
as  an  individual  in  his  own  right,  and  like  a "stage 
mother”  they  interfere  to  insure  that  the  child  suc- 
ceeds whether  he  wants  to  or  not.  Often  the  result  is 
that  the  child  does  not  wish  to  succeed,  since  he 
senses  that  the  parents  will  appropriate  his  achieve- 
ment and  then  demand  more. 

Such  parental  behavior  has  deep  roots  in  the  psy- 
chological life  of  at  least  one  of  the  parents  and  is 
difficult  to  alter.  In  general,  the  child’s  problems  will 
not  improve  unless  the  parents  change  or  unless  the 
child  somehow  discovers  that  he  does  have  a life  of 
his  own  to  live,  even  if  his  parents  do  not  know  this. 
Unfortunately,  brave  words  to  that  effect  from  many 
of  these  children  only  represent  a blind,  self-destruc- 
tive rebellion  in  which  the  child  must  fail  in  order  to 
find  some  measure  of  autonomy  and  self-direction. 

Another  group  of  children  with  this  school  pattern 
have  a different  psychological  makeup.  These  are  the 
youngsters  with  a parent — usually  the  parent  of  the 
same  sex — who  cannot  tolerate  successful  competi- 
tion from  their  offspring.  From  early  childhood  these 
youngsters  are  given  subtle  and  gross  clues  that  they 
must  be  careful  never  to  surpass  the  parent  if  they 
are  to  maintain  his  or  her  love.  The  pattern  is  more 
common  between  father  and  son,  since  good  school 
performance  is  more  clearly  linked  with  future  success 
and  adequacy  in  the  male. 

Disorders  of  Attention:  There  are  some  children  who, 
while  they  are  motivated  to  learn  and  eager  to  demon- 
strate their  knowledge,  cannot  learn  due  to  an  inabil- 
ity to  take  in  information.  Of  course,  many  children 
with  minimal  brain  dysfunction  fit  this  description,  but 
there  are  others  whose  problems  seem  to  be  primarily 
emotional. 
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Children  who  show  excessive  motor  activity — hy- 
perkinetic youngsters — have  great  difficulty  attending 
in  the  classroom.  They  cannot  learn  in  a structured, 
abstraction-oriented  setting  because  their  relationship 
to  the  world  is  still  primarily  motoric.  Of  course,  all 
children  originally  learn  in  this  manner.  We  are  aware 
that  extreme  motor  activity  is  the  normal  pattern  for 
the  very  young  child.  Only  gradually  does  the  mind 
allow  for  symbolic  learning  with  a concomitant  de- 
crease in  the  need  for  motor  exploration  of  the  world. 

All  of  us  are  familiar  with  the  hyperkinetic  syn- 
drome in  which,  because  of  central  nervous  system 
defect  or  maturational  lag,  the  child  seems  "driven” 
to  constant  movement.  A similar  clinical  picture  may 
result  from  faulty  habit-training  or  conflictual  parent- 
child  relationships.  Commonly  this  pattern  occurs 
when  the  child  is  subjected  to  highly  inconsistent  dis- 
cipline characterized  by  excessive  permissiveness  (of- 
ten actually  neglect)  alternating  with  harsh  punish- 
ment. Deprived  of  the  structuring  effect  of  reasonable 
parental  control,  these  children  are  too  disorganized 
to  gain  control  over  inner  impulses  and  are  therefore 
hyperactive  and  often  destructive.  Many  of  these 
youngsters  show  a marked  improvement  if  presented 
with  a predictable  environment  before  their  relation- 
ships become  too  hostile.  This  environment  is  usually 
only  available  through  a special  school  setting  or  by 
a treatment  placement  outside  of  the  home.  Unlike 
the  youngsters  with  hyperkinetic  syndrome,  these  chil- 
dren are  rarely  benefitted  by  medication. 

The  parents  usually  are  immature  and  impulsive, 
so  that  alteration  of  their  behavior  is  quite  difficult. 

Children  who  are  anxious  also  are  often  incapable 
of  attending  to  classroom  instruction.  The  source  of 
anxiety  may  be  internal  and  chronic.  In  these  instanc- 
es, relief  usually  can  be  achieved  only  through  psy- 
chotherapy. Other  children  are  anxious  because  of  ex- 
ternal problems  such  as  serious  marital  discord,  ill- 
ness in  a parent,  a move  to  a new  community  or  per- 
sonal problems  unrelated  to  the  academic  situation. 
Their  preoccupation  with  such  concerns  and  the  at- 
tendant drain  in  available  energy  may  convert  a good 
student  into  a poor  learner.  Learning  problems  of  this 
type  are  usually  temporary  unless  the  source  of  anx- 
iety continues  for  a long  time.  Understanding  and 
support  can  ameliorate  the  destructive  effects  of  such 
problems  when  the  child  can  discuss  them  openly. 


Disorders  of  Assimilation  of  Knowledge:  Most  prob- 
lems in  the  assimilation  of  knowledge  are  caused  by 
organic  central  nervous  system  defects.  However,  psy- 
chological problems  occasionally  can  be  involved.  An 
example  is  the  psychotic  youngster  whose  thought 
patterns  are  disrupted  by  his  emotional  illness.  Chil- 
dren with  mild,  chronic  anxiety  may  be  capable  of 
attending  and  understanding  but  unable  to  link  infor- 
mation together  in  a meaningful  manner  so  that  there 
is  little  real  educational  growth. 

Youngsters  with  certain  kinds  of  personality  dis- 
orders may  learn  isolated  facts,  but  utilize  them  only 
as  they  fit  their  distorted  view  of  the  world.  Children 
with  strong  paranoid  tendencies,  for  example,  use 
their  information  and  intellect  only  to  justify  a view 
of  reality  which  is  emotionally  essential  to  them.  They 
are  incapable  of  utilizing  information  which  might 
tend  to  interfere  with  their  stereotyped  view  of  reality. 

Still,  disorders  in  the  assimilation  of  knowledge  are 
rare  in  comparison  with  the  frequency  of  problems  in 
motivation  and  attention. 
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M.  D.  ANDERSON'S 

R.  LEE  CLARK,  M.D. 


History:  Here  is  the  story  of  a legacy 
to  Texas  by  Texans  — The  University  of 
Texas  M.  D.  Anderson  Hospital  and  Tu- 
mor Institute  — and  to  a small  degree 
a portion  of  the  story  of  a living  legend, 
the  Texas  Medical  Center.  Only  now  do 
we  consider  that  the  institution,  and  the 
medical  center  of  which  it  was  the  nu- 
cleus, has  attained  maturity.  Now  that 
its  originally  projected  functional  level 
has  been  reached,  M.  D.  Anderson  is 
reappraising  its  goals,  in  both  education 
and  service,  and  seeks  to  become  not 
only  a regional  but  a national  health  re- 
source. 

THE  FIRST  ASSURANCE  of  perpetuity  was  the  pas- 
sage of  the  Act  of  Authorization  by  the  Texas  Legisla- 
ture in  1941  and  the  signing  of  this  bill  by  the  Gover- 
nor for  the  creation  and  initial  funding  of  a then  un- 
named cancer  facility. 

In  passing  H.B.  268,  the  Legislature  decreed: 
“There  are  hereby  established  the  Texas  State  Cancer 
Hospital  and  the  Division  of  Cancer  Research,  which 
institutions  . . . shall  be  under  the  control  and  man- 
agement of  The  University  of  Texas,  which  shall  deter- 
mine the  location  within  this  State  of  said  Texas  State 
Cancer  Hospital,  said  Division  of  Cancer  Research  . . . 
and  which  shall  have  charge  of  all  building  plans,  ma- 
terials, furnishings,  equipment,  and  other  properties 
of  or  pertaining  to  said  institution  . . 

The  bill  was  introduced  on  Feb.  5,  1941,  by  the 
Hon.  Arthur  Cato  of  Weatherford,  member  of  the  State 
House  of  Representatives,  who  had  been  grieved  by 
cancer’s  toll  within  his  own  family.  His  wife's  father 
and  mother  and  his  own  father  had  suffered  from  the 
disease. 

The  Committee  on  Cancer  of  the  Texas  Medical 
Association,  with  plans  of  its  own  for  a similar  mea- 
sure, was  vitally  concerned.  The  Committee  members 
and  Representative  Cato  were  invited  to  attend  the 
February  meeting  of  the  Executive  Council  of  the  TMA. 
A series  of  hurried  meetings  lasting  well  into  the  night 
were  called  to  revise  the  bill. 


Among  the  medical  association  representatives  who 
participated  in  revising  the  bill  were  Dr.  Holman  Tay- 
lor, then  TMA  secretary,  and  the  members  of  the  com- 
mittee on  cancer;  Dr.  James  M.  Martin  of  Dallas  as 
chairman  and  Drs.  M.  E.  Lott  of  Dallas,  Sidney  Wilson 
of  Fort  Worth,  Abner  A.  Ross  of  Lockhart  and  Dudley 
Jackson  of  San  Antonio.  Representative  Cato  substi- 
tuted this  revised  bill  for  his  own  draft. 

The  revised  bill’s  provision  for  affiliating  the  state 
cancer  hospital  with  The  University  of  Texas  was 
brought  about  largely  through  the  leadership  of  Dr. 
John  W.  Spies,  then  dean  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  Dr.  Spies  recently 
told  me  that  he  rewrote  the  bill  of  1941,  asking  for 
$3,750,000.  The  eventual  amount  of  money  that 
came  through  was  $500,000. 

The  bill  was  not  entirely  unopposed,  as  it  began  to 
appear  certain  that  the  United  States  would  be  forced 
into  World  War  II,  and  considerable  feeling  against 
any  non-defense  spending  was  building  up.  The  bill 
also  called  for  a cancer  research  facility  in  conjunc- 
tion with  the  proposed  cancer  hospital,  but  the  idea 
of  supporting  research  on  something  as  elusive  as  the 
cause  of  cancer  was  still  relatively  new.  However,  on 
May  29,  1941,  H.B.  268,  appropriating  $1,750,000  for 
the  establishment  of  a state  cancer  hospital  and  divi- 
sion of  cancer  research,  was  passed  by  the  House  of 
Representatives  of  the  47th  Legislature.  The  Senate 
reduced  the  appropriation  to  $500,000,  then  passed 
the  bill  by  viva  voce  vote.  Gov.  W.  Lee  O’Daniel  ap- 
proved the  legislation  on  June  30,  1941. 

Insufficient  Appropriation:  Dr.  Spies  readily  recognized 
that  the  half  million  dollars  would  be  insufficient.  So 
he  called  Col.  W.  B.  Bates,  a trustee  of  the  M.  D. 
Anderson  Foundation  in  Houston. 

The  first  meeting  with  Colonel  Bates,  other  mem- 
bers of  the  Anderson  Foundation  and  Dr.  Spies  was  a 
most  informal  one,  held  on  the  back  porch  of  Colonel 
Bates’  house.  According  to  Dr.  Spies,  they  got  more 
done  in  half  an  hour  than  he  had  been  able  to  accom- 
plish during  all  the  months  he  had  spent  in  Austin. 

There  were  two  other  M.  D.  Anderson  Foundation 
trustees,  Mr.  John  H.  Freeman,  a lawyer  and  presently 
a partner  of  Colonel  Bates,  and  Mr.  Horace  M.  Wil- 
kins, a Houston  banker,  now  deceased.  In  a recent 
interview  Mr.  Freeman,  reminiscing  about  that  even- 
ing’s meeting  with  Doctor  Spies,  said,  “We  were  en- 
thusiastic about  a cancer  hospital  from  the  beginning. 
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willed  practically  his  entire  fortune,  more  than  $20 
million,  to  the  M.  D.  Anderson  Foundation,  which  he 
created  and  established  by  trust  indenture  under  the 
date  of  June  9,  1936. 

The  trustees  of  the  M.  D.  Anderson  Foundation  pro- 
posed that  if  the  State  Cancer  Flospital  and  Division 
of  Cancer  Research  were  given  a name  appropriate  to 
the  memory  of  Monroe  D.  Anderson  and  were  located 
in  Flouston,  the  Foundation  would;  (1)  provide  tem- 
porary housing  for  it,  (2)  provide  a site  for  its  perma- 
nent quarters,  and  (3)  also  match  the  state  appro- 
priation. 

On  March  10,  1942,  this  agreement  was  drawn  up 
by  the  M.  D.  Anderson  Foundation  trustees  and  for- 
mally accepted  in  August  by  The  University  of  Texas 
Board  of  Regents;  regents  at  that  time  included  Mr. 
Leslie  Waggener  of  Dallas,  chairman,  Mr.  Fred  Bran- 
son of  Galveston,  Mr.  Dan  J.  Harrison  of  Houston, 


Houston  was  growing,  it  was  close  to  Galveston  where 
The  University  of  Texas  Medical  School  was  located 
and  we  wanted  to  generate  a focus  of  medical  interest 
to  help  join  in  medical  progress.  That  evening  we  in- 
dicated some  measure  of  support  would  be  available 
from  the  Foundation,  and  the  only  condition  we  men- 
tioned, even  then,  was  that  should  the  cancer  hospital 
be  established  in  Houston — if  this  were  the  appropri- 
ate place — it  should  be  called  the  M.  D.  Anderson 
Hospital.” 

The  M.  D.  Anderson  Foundation:  This  foundation, 
whose  destiny  was  in  the  hands  of  these  men  of  great 
foresight  and  “know  how”  for  obtaining  future  medi- 
cal greatness  for  Houston,  was  established  and  named 
after  a prominent  citizen  of  Houston.  He  was  Monroe 
Dunaway  Anderson.  In  his  early  thirties  he  joined  his 
brother,  Frank  E.  Anderson,  and  Messrs.  W.  L.  and 
Benjamin  Clayton,  all  boyhood  companions,  in  the 
cotton  business  under  the  name  of  Anderson  Clayton 
and  Company.  This  company  became  and  is  even  now 
the  leading  cotton  merchandising  company  in  the 
world.  In  1907  he  came  to  Houston  as  a representa- 
tive of  his  firm  and  made  an  important  place  in  the 
city’s  industrial  and  financial  circles.  He  and  his  firm 
have  been  one  of  the  greatest  contributing  factors  in 
making  Houston  a great  port  and  a great  city.  He  died 
in  Houston  Aug.  6,  1939.  He  was  a bachelor,  and 


Recent  expansions  to  The  University  of 
Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston  have  added 
230,000  sq.  ft.,  bringing  the  total  area  to 
580,000  sq.  ft.  The  new  areas  will  be 
primarily  devoted  to  research  facilities. 


Dr.  K.  H.  Aynesworth  of  Waco,  Mr.  H.  F.  Lutcher  Stark 
of  Orange,  Mrs.  I.  D.  Fairchild  of  Lufkin,  Mr.  Orville 
Bullington  of  Wichita  Falls,  Mr.  E.  J.  Blackert  of  Vic- 
toria and  Mr.  Hilmer  H.  Weinert  of  Seguin. 

Although  the  new  institution  was  to  bear  the  name 
of  M.  D.  Anderson  and  was  the  first  unit  selected 
for  the  Medical  Center,  the  Foundation  would  exercise 
no  control  over  the  institution.  That  responsibility 
would  remain  with  the  Board  of  Regents  of  The  Uni- 
versity of  Texas.  Nor  would  the  Foundation  contribute 
funds  for  the  operation  of  the  hospital.  Those  expens- 
es would  be  borne  by  the  state. 

Activation  Commences:  On  May  16,  1942,  the  M.  D. 
Anderson  Foundation  acquired  property.  The  Oaks, 
that  was  adaptable  to  the  temporary  needs  of  the 
State  Cancer  Hospital  and  Division  of  Cancer  Re- 
search. Consisting  of  almost  six  acres,  the  property 
was  located  in  the  center  of  Houston.  The  Oaks  had 
been  the  home  of  the  late  Capt.  James  A.  Baker, 
who  had  bequeathed  it  to  the  Rice  Institute. 

Dr.  Homer  P.  Rainey,  president  of  The  University 
of  Texas  at  that  time,  suggested  that  the  initial  hos- 
pital should  have  no  more  than  60  beds  and  that  it 
should  be  devoted  to  research.  Mr.  Hines  H.  Baker, 
then  president  of  the  Humble  Oil  and  Refining  Com- 
pany, as  well  as  the  first  chairman  of  The  University 
of  Texas  Development  Board,  recalls  that  he  tended 
to  agree  with  Dr.  Rainey.  However,  Colonel  Bates 
quickly  emphasized  that  this  hospital  must  also  be 
devoted  to  the  care  of  Texans  suffering  from  cancer 
as  well  as  research. 

With  the  location  of  Houston  decided  upon  and 
with  temporary  quarters  assured,  the  Board  of  Re- 
gents proceeded  with  the  search  for  a director.  With 
the  wartime  demand  for  physicians  the  search  was 
difficult.  In  this  crisis  a Houston  physician  with  the 
necessary  qualifications  agreed  to  assume  the  task  on 
a temporary  basis.  On  Aug.  1,  1942,  the  Board  of 
Regents  appointed  the  late  Dr.  Ernst  William  Bertner 
as  acting  director  of  the  State  Cancer  Hospital  and 
Division  of  Cancer  Research.  Dr.  Bertner  proved  him- 
self a gifted  organizer  and  a man  of  many  interests, 
one  of  which  was  cancer  control.  When  the  Texas  Med- 
ical Center  was  organized  in  1946,  Dr.  Bertner  was 
appointed  as  its  first  director. 

Freeman  recalls,  “One  of  the  most  marvelous  things 
I remember  about  him  was  that  two  weeks  before  his 
death  in  1950  when  he  knew  that  death  was  facing 
him.  Dr.  Bertner  called  a meeting  with  the  board  of 
the  Texas  Medical  Center  of  which  he  was  director. 


He  had  a program  outlined  for  the  future  of  the  Cen- 
ter. Even  though  he  had  to  have  been  in  terrible  pain, 
there  he  was,  planning  for  a future  that  he  knew  he 
would  never  see.” 

As  his  first  task  as  acting  director.  Dr.  Bertner  went 
to  Galveston  to  consult  Dr.  Chauncey  Leake,  then 
dean  of  the  University’s  Medical  Branch.  Together 
they  proposed  that  the  initial  research  of  the  new 
institution  consist  of  studies  in  biochemistry  and  biol- 
ogy in  order  to  complement  research  already  under- 
way at  the  Medical  Branch  and  at  the  Main  University. 
The  existing  personnel  and  equipment  of  the  Medical 
Branch,  the  State  Cancer  Hospital  and  the  then  pro- 
jected Dental  Branch  would  be  interchangeable  for 
special  purposes. 

Transformation  and  Initial  Staff:  Then  on  Sept.  25, 
1942,  three  years  after  Monroe  D.  Anderson  died,  the 
Board  of  Regents  renamed  the  new  institution  the  “M. 
D.  Anderson  Hospital  for  Cancer  Research  of  The  Uni- 
versity of  Texas,”  and  housed  it  in  its  temporary  quar- 
ters in  The  Oaks,  the  old  Baker  estate.  As  a home  of 
a bygone  era,  the  estate  had  beautiful  grounds  but 
required  considerable  alteration  as  quarters  for  a can- 
cer research  hospital.  The  laboratories  were  made 
from  the  servants’  quarters  and  carriage  house  while 
the  offices,  library  and  radiology  were  located  in  the 
house  proper.  Animal  quarters  were  an  extension  of 
the  stables,  and  an  IS-room,  one-story  temporary 
building  housed  the  clinic. 

In  preparation  for  the  opening  of  the  institution 
Dr.  Bertner  accumulated  a volunteer  clinical  staff. 
This  was  necessary  as  most  of  the  able  younger  men 
were  in  the  armed  services.  By  the  spring  of  1943  he 
had  located  11  physicians:  Drs.  Joe  B.  Foster,  ortho- 
pedic surgeon:  John  H.  Foster,  otolaryngologist;  E.  L. 
Goar,  ophthalmologist;  James  Greenwood,  Jr.,  neuro- 
surgeon; David  Greer,  pediatrician;  C.  M.  Griswold, 
dermatologist;  Herbert  T.  Hayes,  proctologist;  Robert 
A.  Johnston,  obstetrician;  M.  D.  Levy,  internist;  Jud- 
son  L.  Taylor,  surgeon;  and  Ben  Weems  Turner,  urolo- 
gist. All  volunteered  for  part-time  affiliation  to  serve 
without  pay.  Dr.  Frederick  C.  Elliott,  then  dean  of  The 
University  of  Texas  Dental  Branch,  also  volunteered 
to  serve  as  stomatologist,  and  Dr.  Bertner  as  gyne- 
cologist, and  so  the  clinical  staff  numbered  13.  Later 
that  year.  Dr.  Thomas  G.  Russell  was  appointed  as 
part-time  radiologist,  the  first  clinical  staff  member  to 
receive  remuneration  for  his  services. 

Meanwhile,  the  Board  of  Regents  entered  into  an 
agreement  with  the  Hermann  Hospital  trustees  for  the 
use  of  22  beds.  The  M.  D.  Anderson  Hospital  also  pur- 
chased 313  mg.  of  radium  at  a cost  of  over  $7,000. 
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First  Patient:  On  March  1,  1944,  the  first  patient  was 
received  in  the  outpatient  clinic  of  the  M.  D.  Anderson 
Hospital  for  Cancer  Research.  The  legislative  act  pro- 
vided that  only  those  patients  who  were  referred  by 
their  physicians  and  met  the  requirements  for  admis- 
sion as  delineated  by  the  director  could  be  admitted 
to  the  institution,  either  for  consultation  or  for  diag- 
nosis and  treatment. 

During  the  first  years  of  patient  care  in  these  tem- 
porary quarters,  the  hospital  was  made  available  only 
to  patients  who  were  medically  indigent,  who  were 
Texas  citizens  and  who  had  no  facilities  for  treatment 
in  their  own  communities.  These  admission  limitations 
remained  in  effect  until  the  permanent  building  was 
opened  in  1954,  although  the  initial  act  creating  the 
hospital  provided  for  the  admission  of  patients  in  all 
financial  categories. 

Establishment  of  TMA  Committee  on  Cancer:  At  the 
turn  of  the  century,  Texas  physicians  began  present- 
ing more  and  more  papers  concerning  the  treatment 
of  cancer  patients  at  annual  meetings  of  the  Texas 
Medical  Association.  The  germ  of  the  idea  for  the 
formal  TMA  committee  to  control  cancer  by  education 
was  planted  in  the  early  1900’s.  The  idea  of  cancer 
education  was  discussed  frequently  at  meetings. 

It  was  Dr.  J.  E.  Gilcreest  of  Ennis  who  started  the 
action  that  caused  the  TMA  to  establish  the  Commit- 
tee on  Cancer  in  1914,  making  Texas  the  second  state 
to  have  such  a committee.  A petition  for  the  estab- 
lishment of  a committee  on  cancer  was  made  and 
approved,  and  the  first  committee  was  appointed  with 
Dr.  H.  R.  Dudgeon  of  Waco  as  chairman,  and  Drs. 
G.  D.  Bond  of  Fort  Worth  and  R.  W.  Baird  of  Dallas 
as  members.  The  reports  of  this  committee  empha- 
sized three  main  themes:  (1)  accurate  records  and 
follow-up  of  cancer  patients,  (2)  early  diagnosis  of 
cancer,  and  (3)  education  of  the  medical  profession 
and  of  the  general  public  concerning  cancer. 

The  state  government  began  about  this  time  to 
show  more  active  interest  in  the  cancer  problem.  In 
1929  the  regular  session  of  the  41st  Legislature  of 
Texas  authorized  the  establishment  of  a cancer,  in- 
sane and  pellagra  hospital  at  Dallas.  The  hospital  for 
these  three  diseases  was  authorized  in  1929;  how- 
ever, there  was  no  appropriation,  and  the  hospital  was 
not  activated  or  constructed.  In  1931  the  42nd  Legis- 
lature renewed  the  authorization  for  the  hospital,  but 
again  no  funds  materialized. 

In  the  1930’s,  worldwide  interest  in  cancer  began 
growing  and  led  to  the  development  of  the  Interna- 
tional Union  Against  Cancer.  A permanent  Interna- 
tional Union  Against  Cancer  met  for  the  first  time  in 


“The  Oaks,”  former  estate  of  Capt. 
James  A.  Baker,  served  as  temporary 
quarters  for  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor 
Institute  from  1942  until  permanent 
quarters  were  completed  on 
March  19,  1954. 
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1935  and  has  since  served  as  a link  between  countries 
concerned  with  cancer  control. 

Meanwhile,  in  the  United  States  the  anticancer 
movement  was  powerfully  reinforced  by  the  establish- 
ment in  1937  of  the  National  Cancer  Institute  as  a 
division  of  the  United  States  Public  Health  Service. 
By  this  time,  as  a cause  of  death,  cancer  had  risen 
to  second  place,  led  only  by  cardiovascular  disease, 
and  the  death  rate  from  cancer  was  increasing. 

One  of  the  three  legislative  measures  for  a National 
Cancer  Institute  initiated  in  the  United  States  House 
of  Representatives  had  been  introduced  by  the  Hon. 
Maury  Maverick.  Mr.  Maverick  was  a Representative 
of  Texas  and  a cousin  of  Dr.  Dudley  Jackson,  San 
Antonio,  who  was  endeavoring  to  secure  a state  can- 
cer hospital  for  Texas.  He  also  worked  to  establish  the 
National  Cancer  Institute.  An  ardent  worker  in  cancer 
control  for  40  years.  Dr.  Jackson  at  one  time  trans- 
planted living  cancer  cells  into  his  own  body  in  an 
effort  to  disprove  the  theory  that  cancer  is  contagious. 

It  was  in  1934  that  the  American  Society  for  the 
Control  of  Cancer,  today’s  American  Cancer  Society, 
began  the  organization  of  the  Women’s  Field  Army  to 
disseminate  lay  information  on  cancer.  In  the  fall  of 
1936,  Mrs.  Joseph  M.  Perkins  of  Eastland,  Texas,  was 
appointed  state  commander,  and  the  Women’s  Field 
Army  was  organized  in  Texas  in  1937  with  the  approv- 
al of  the  Committee  on  Cancer  of  the  Texas  Medical 
Association. 

In  1940  the  Committee  on  Cancer,  headed  by  Dr. 
Martin  of  Dallas,  pointed  out  that  some  means  of 
treating  indigent  cancer  patients  in  Texas  soon  must 
be  furnished  since  cancer  prevention,  early  diagnosis 
and  early  treatment  were  being  stressed  throughout 
the  state.  The  Women’s  Field  Army  of  the  American 
Society  for  the  Control  of  Cancer,  then  headed  in 
Texas  by  Mrs.  Volney  W.  Taylor  of  Brownsville  as  state 
commander,  was  reaching  an  increasing  number  of 
people.  All  of  these  individuals  and  organizations  pro- 
vided the  interest,  purpose  and  drive  that  eventually 
combined  to  bring  about  a state  of  public  interest 
resulting  in  the  passage  of  a state  cancer  facility  of 
H.B.  268. 

Dedication;  On  Feb.  17,  1944,  the  institution  was 
dedicated  to  public  service  and  the  fight  against  can- 
cer. It  was  the  first  unit  of  a $100,000,000  medical 
center. 

Although  the  dedication  ceremonies  presented  an 
outlook  of  hope  and  zeal,  nonetheless  the  magnitude 
of  the  undertaking  could  not  but  be  received  with  a 
measure  of  skepticism  by  many  members  of  the  med- 
ical profession.  This  skepticism  was  expressed  by  Dr. 


Bowman  C.  Crowell,  associate  director  of  the  American 
College  of  Surgeons,  who  said  at  those  dedicatory 
proceedings: 

“All  my  life  I have  been  hearing  tales  about 
Texas.  Several  times  I have  myself  crossed  the 
state  and  found  at  least  some  of  them  to  be  sub- 
stantially true  ...  All  that  I had  hitherto  heard,  and 
seen,  and  dreamt  about  Texas,  was  dwarfed,  how- 
ever, by  a talk  that  I had  a year  or  so  ago  with  your 
Dr.  E.  W.  Bertner.  All  my  previous  conceptions  were 
but  Lilliputian  beside  this  Brobdingnagian  image 
that  was  now  presented  to  me.  In  hushed  tones  . . . 
he  pictured  for  me  the  contemplated  Houston  Medi- 
cal Center.  I frankly  admit  that  I was  not  so  much 
impressed  as  I was  bewildered  and  bewitched.  It 
did  not  sound  real.  A lovely  fairy  tale,  a dream,  but 
were  there  actually  all  these  millions  of  dollars  in 
Texas  to  make  the  dream  come  true?  Well,  Dr. 
Bertner  sensed  my  skepticism  and  so  he  has  com- 
mandeered me  to  come  down  here  and  see  for  my- 
self the  site  of  the  proposed  new  Medical  Center 
and  hear  from  other  mouths  beside  his  about  the 
plans.  This  I have  done,  but  I admit  to  a continued 
feeling  of  bewitchment  and  a certainty  that  this  is 
indeed  Brobdingnag,  and  not  Texas  or  any  other 
state  in  the  United  States  that  I know.  Millions  for 
medical  research  and  medical  care  and  all  of  these 
other  projects  simply  do  not  come  to  us  this  way 
in  Illinois.” 

Appointment  of  Permanent  Director:  On  Sept.  2,  1945, 
World  War  II  ended.  Dr.  Bertner  urged  the  early  ap- 
pointment of  a permanent  director  for  the  institution, 
so  that  plans  for  permanent  staffing  and  quarters  for 
the  institution  could  be  pursued.  After  his  election 
early  in  1946  as  the  first  president  of  the  Texas  Medi- 
cal Center,  Dr.  Bertner  was  increasingly  anxious  to 
devote  his  full  attention  to  this  development. 

The  Board  of  Regents  of  The  University  of  Texas 
thus  began  their  search.  In  1946  they  obtained  my 
name  while  inquiring  about  possible  candidates  for 
the  directorship  from  the  Mayo  Foundation  in  Roches- 
ter, Minn.  I was  soon  to  be  released  from  the  Army 
Air  Force.  At  that  time  I was  director  of  surgical  re- 
search of  the  Medical  Corps,  United  States  Army  Air 
Force,  head  of  the  department  of  surgery  at  the 
School  of  Aviation  Medicine,  Randolph  Field,  and  con- 
sultant in  general  surgery  to  the  Air  Surgeon  General 
of  the  United  States  Army  Air  Force.  By  this  time 
numerous  physicians  and  scientists  had  been  inter- 
viewed by  the  Board  of  Regents.  I soon  discovered 
all  of  them  considered  that  they  had  been  asked  to 
take  the  directorship,  so  that  there  grew  quite  a club 
of  men  who  for  one  reason  or  another  had  not  be- 
come the  director  of  Anderson. 

I recall  with  pleasure  my  first  interview  for  this  posi- 
tion. It  was  with  The  University  of  Texas  president. 
Dr.  T.  S.  Painter,  a renowned  geneticist.  This  initial 
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conference  proved  mutually  beneficial  to  both  Dr. 
Painter  and  me,  for  we  found  instant  sharing  of  com- 
mon theories,  attitudes  and  perhaps  dreams  for  the 
future.  Dr.  Painter  was  convinced  that  the  answer  to 
cancer  lay  in  genetic  research,  including  the  replica- 
tion of  deoxyribonucleic  acid  and  ribonucleic  acid,  as 
well  as  careful  study  of  mutations  and  other  aber- 
rations. 

I reported  for  duty  Aug.  1,  1946,  as  the  first  full- 
time physician  and  first  permanent  director  and  sur- 
geon-in-chief of  the  M.  D.  Anderson  Hospital  for  Can- 
cer Research — a position  I still  hold. 

In  these  early  years  we  devoted  ourselves  to  for- 
mulation of  a plan  in  every  detail  to  establish,  as  part 
of  the  leading  university  of  the  region,  a cancer  re- 
search and  treatment  center  that  would  be  second  to 
none  in  quality  of  function  and  education  and  that 
would  answer  qualitatively  the  needs  of  the  South- 
west. We  also  strove  to  develop  an  abiding  philosophy 
for  the  development  of  the  institution.  Obviously  it 
was  considered  essential  that  the  best  of  medical  care 
be  provided.  But  it  was  equally  important  to  the  citi- 
zens of  Texas  that  clinical  research  be  based  on  a 
standard  of  excellence  for  control  and  for  comparison 
of  betterment  over  existing  practices. 

Philosophy  of  MDAH:  In  order  to  build  a cancer  re- 
search center  it  is  necessary  to  maintain  ongoing  daily 
contact  between  the  investigator,  as  the  originator  of 
new  information,  and  the  physician,  as  the  converter 
and  purveyor  of  that  information  for  the  benefit  of  the 
patient  with  cancer.  They  must  be  brought  together 
in  an  atmosphere  of  congeniality,  security  and  free- 
dom from  economic  competition.  Both  patient  care 
and  research  must  be  a primary  responsibility,  so  that 
neither  is  relegated  to  second  place.  These  condi- 
tions are  best  met  by  the  academic  environment  of  a 
great  university,  where  education  is  also  the  purpose 
of  existence  and  new  information  and  approaches  to 
science  and  medical  care  are  communicated  as  an 
orderly  function  of  daily  responsibility. 

It  is  essential  that  physicians  and  scientists  be  em- 
ployed on  a full-time  basis  and  that  the  full-time  peo- 
ple have  the  primary  prerogatives  for  the  use  of  the 
facilities  and  the  access  to  patients.  With  adequate 
remuneration  and  security  for  the  future  they  can 
devote  their  entire  energies,  knowledge  and  talents  to 
the  multitude  of  facets  comprising  the  problems  of 
perhaps  our  most  serious  and  intriguing  of  unsolved 
medical  mysteries — cancer  and  neoplasia. 

For  a proper  sampling  of  all  stages  and  types  of 
the  disease  among  the  cancer  patient  population  there 
must  be  no  financial  barrier  to  patient  admissions. 


For  this  reason,  and  to  aid  in  the  support  of  the  insti- 
tution, it  was  provided  in  the  bill  that  created  the 
Anderson  Hospital  and  further  affirmed  by  the  Board 
of  Regents  that  both  pay  and  indigent  patients  would 
be  admitted,  each  patient  being  required  to  pay  as 
possible  for  his  medical  care. 

For  maximum  care  of  the  cancer  patient,  a team  of 
physicians  especially  trained  in  the  required  medical 
specialties  is  necessary  to  evaluate  and  treat  the  pa- 
tient on  co-equal  status.  This  can  best  be  done  where 
the  group  practice  of  medicine  exists  and  economic 
competition  for  the  patient  is  not  a factor.  This  has 
been  our  concept  from  the  beginning  and  all  patients 
are  managed  in  this  fashion,  being  given  considera- 
tion by  as  many  staff  physicians  as  required  with 
equal  service,  regardless  of  their  ability  to  pay. 

The  staff  remuneration  is  decided  by  the  Board  of 
Regents  on  the  basis  of  ability  and  academic  rank, 
and  no  one  is  allowed  to  exploit  the  situation  for  eco- 
nomic gain,  another  reason  for  full-time  staff  appoint- 
ments. 

The  University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute  has  been  planned,  built  and  oper- 
ated by  physicians  and  scientists  under  the  rules  and 
regulations  of  the  Board  of  Regents  of  The  University 
of  Texas,  and  according  to  the  requirements  of  the 
medical  accrediting  agencies.  The  administration  is 
designed  to  carry  out  the  policies  and  procedures  as 
determined  by  the  professional  staff.  The  director  is 
responsible  to  the  Board  of  Regents  through  the  chan- 
cellor of  the  University  System  and  is  thus  primarily 
responsible  for  its  mission  of  research,  education  and 
service  in  the  field  of  cancer. 

Having  its  own  budget  and  the  right  to  defend  it  as 
one  of  the  free  standing  units  of  The  University  of 
Texas  System  has  been  its  greatest  prerogative  and 
perhaps  the  basic  reason  for  its  singular  growth.  The 
support  of  The  University  of  Texas  Board  of  Regents 
and  central  administration  and  the  Texas  state  gov- 
ernment in  the  pursuit  for  excellence  has  been  superb 
and  is  the  basis  for  what  success  has  been  achieved. 
Its  place  was  initially  assured  by  the  wisdom  of  the 
Anderson  Foundation  trustees  in  starting  the  present 
Texas  Medical  Center  with  this  beginning  institution. 
The  Foundation  trustees  have  continued  their  support 
in  making  this  the  cancer  center  for  that  medical 
center  and  for  the  Southwest. 

In  the  role  we  have  played  as  a Southwest  regional 
center  for  research  and  education,  it  is  contemplated 
that  we  handle  less  than  10  percent  of  the  patients 
in  Texas  who  require  treatment  for  cancer.  However, 
it  is  in  this  role  as  a center  for  research  for  new  facts 
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regarding  cancer  and  for  trial  of  new  or  different  pro- 
cedures of  diagnosis  and  treatment  that  we  assist 
Texas  physicians  in  caring  for  the  90  percent  of  the 
cancer  patients  who  are  treated  at  the  community 
level  in  the  general  hospitals  of  the  state. 

Our  program,  then,  must  include  active  efforts  for 
continuing  education  and  must  employ  numerous 
mechanisms  for  effective  communications  in  order 
that  demonstrations  of  improved  therapeutic  proce- 
dures can  be  made  available  for  any  Texas  physician 
desiring  them.  This  explains  our  emphasis  on  lecture- 
ships, symposia,  conferences,  clinical  demonstrations, 
cinematography,  educational  television  and  journal- 
ism, all  aimed  toward  physicians  of  this  great  state, 
the  Southwest  and  the  nation. 

The  most  fundamental  research,  utilizing  basic  life 
sciences,  must  be  included  in  a comprehensive  can- 
cer research  program,  for  cancer  development  and 
progression  are  intimately  associated  with  the  phe- 
nomenon of  life  itself  as  expressed  in  cell  growth, 
reproduction,  replication,  mutation  and  irreversibility 
of  mitotic  and  metabolic  patterns. 

Such  a program  of  research  should  proceed  from 
the  fundamental  discovery  of  new  facts  in  the  labora- 
tory. There,  the  applicability  of  these  principles  to 
mammalian  life,  including  human  beings,  must  be 
investigated.  Finally,  by  clinical  evaluation,  the  ulti- 
mate test  for  usefulness  must  be  made  at  the  bed- 
side. If  clinical  improvement  in  the  diagnosis,  treat- 
ment, cure  or  prevention  of  cancer  were  to  be 
obtained,  then  methods  and  techniques  had  to  be 
developed  to  permit  their  routine  application  by  the 
medical  profession  in  everyday  practice. 

A cancer  research  facility  is  composed  of  many 
parts,  any  one  of  which  may  be  used  to  supplement 
existing  services  and  functions  in  the  community.  We 
determined  that  our  institution  must  include  these 
functions  autonomously  but  as  an  integrated  whole: 

1.  Patient  care  facilities  with  a hospital,  a clinic 
and  housing  for  ambulatory  patients. 


2.  Clinical  research  areas  with  both  laboratories 
and  research  beds. 

3.  Basic  research  areas  with  laboratories,  animal 
facilities,  seminar  rooms  and  conference  rooms. 

4.  Educational  activities  for  both  physicians  and 
basic  scientists.  Seminar  rooms,  large  and  small  audi- 
toriums, classrooms  and  a library  were  required. 
Audio-visual  aids  such  as  television,  motion  pictures, 
slides  and  exhibits  were  needed.  And  a systematic 
program  of  publications,  aimed  at  both  lay  and  pro- 
fessional audiences,  had  to  be  developed. 

In  those  early  days  I had  to  sell  an  idea  rather  than 
an  established  modern  institution.  The  physical  plant 
at  the  old  Baker  estate  would  have  attracted  no  staff 
member  of  consequence,  so  it  was  the  idea — the  fu- 
ture— that  I purveyed.  And  since  much  of  the  realiza- 
tion of  the  idea  depended  upon  hope,  unsecured 
promises  and  uncertain  legislative  action,  I was  often 
in  the  position  of  being  uncertain  as  to  when  or  how 
I could  deliver  to  a scientist  all  of  the  benefits  which 
I had  pointed  out  in  order  to  attract  him  to  the  insti- 
tution. Therefore,  I operated  often  in  hope  for  the 
future  and  confidence  that  with  good  and  faithful 
partners,  goals  could  be  attained.  These  partners  have 
been,  and  are,  the  staff  members.  One  of  their  favor- 
ite jokes  is  that  when  one  scientist  was  asked  if  he 
didn’t  think  that  I was  rather  vague  concerning  a 
certain  matter,  he  replied,  “Oh,  no,  ‘vague’  is  much 
too  precise  a word.’’ 

Early  Projects  and  Plans:  The  specific  projects  began 
to  take  form  rapidly.  One  of  these  was  the  Cancer 
Bulletin,  begun  in  1948,  which  many  practicing  phy- 
sicians in  Texas  and  across  the  nation  receive  today. 

Meanwhile,  we  were  also  establishing  some  extra- 
mural affiliations.  The  M.D.  Anderson  Hospital  for  Can- 
cer Research  participated  in  organizing  The  University 
of  Texas  Postgraduate  School  of  Medicine,  today 
known  as  the  Division  of  Continuing  Education  of  The 
University  of  Texas  Graduate  School  of  Biomedical 
Sciences. 
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In  1947,  Mr.  and  Mrs.  Lamar  Fleming,  Jr.,  of  Hous- 
ton made  possible  the  inauguration  of  a pilot  plant 
for  inpatient  care  and  a reduction  in  the  number  of 
patients  waiting  for  admission  through  their  gift  of  a 
four-unit  apartment  house  at  406  Webster  Street.  The 
house,  Webster  Street  Annex,  was  remodeled  to  ac- 
commodate 30  patients  requiring  intermediate  nurs- 
ing care.  The  leased  beds  at  Hermann  and  Houston 
Negro  Hospitals  were  used  for  patients  requiring  in- 
tensive care. 

In  1948  the  M.D.  Anderson  Foundation  provided 
$55,000  for  the  purchase  of  12  buildings  from  the 
War  Assets  Administration.  The  buildings,  which  were 
officer  quarters  and  hospital  ward  units  located  at 
Camp  Wallace,  were  transported  some  30  miles  to  the 
Baker  estate  and  were  reassembled  at  cost  by  the 
Warren  Bellows  Construction  Company. 

Three  of  the  buildings  were  used  for  inpatient 
wards.  When  these  wards  were  opened,  the  Webster 
Street  Annex  was  then  devoted  to  a domiciliary  unit, 
providing  convenient  housing  at  reasonable  rates  for 
outpatients.  The  three  inpatient  wards  at  the  Baker 
estate  provided  a 66-bed  pilot  plant. 

During  this  period  several  of  our  key  personnel 
were  employed.  These  were  our  partners  who  helped 
to  plan  and  activate  this  institution's  various  pro- 
grams. In  1948  Dr.  Gilbert  H.  Fletcher  was  appointed 
to  head  the  department  of  radiotherapy:  Dr.  Russell 
W.  Cumley,  the  department  of  publications;  Miss 
Eleanor  J.  Macdonald,  the  department  of  epidemiol- 
ogy: Dr.  Clifton  D.  Howe,  chief  of  clinics  and  the  head 
of  the  department  of  medicine;  and  Dr.  William  O. 
Russell,  the  department  of  pathology.  The  following 
year  Dr.  E.  C.  White  was  appointed  head  of  the  de- 
partment of  surgery.  All  of  these  department  heads 
remain  active  in  their  respective  positions  today. 

The  facilities  at  the  Baker  estate  were  more  than 
doubled  by  these  new  buildings.  Of  course,  these 
buildings  turned  the  six  acres  of  the  Baker  estate  into 
a maze  of  dovetailing  structures.  To  the  public  they 


were  certainly  unattractive,  but  they  were  lovely  in  my 
eyes  as  they  made  it  possible  to  conduct  a complete 
pilot  plant  operation  where  every  detail  of  the  institu- 
tion's activities  could  be  worked  out  and  incorporated 
into  plans  for  permanent  quarters. 

Texas  Medical  Center  Development:  In  1945  the  Texas 
Medical  Center  was  incorporated  as  a nonprofit  be- 
nevolent society.  The  corporation,  which  would  super- 
vise the  operation  of  the  Texas  Medical  Center,  was  to 
be  managed  by  a board  of  trustees  selected  from  a 
group  of  prominent  lay  citizens  so  that  the  various 
institutions  participating  in  the  center  would  be  repre- 
sented. 

In  1947  the  State  Legislature  authorized  the  Board 
of  Regents  of  The  University  of  Texas  to  accept  title 
to  such  sites  within  the  Texas  Medical  Center  as  would 
be  needed  for  the  University’s  units.  The  Texas  Medi- 
cal Center  formally  allocated  22  acres  of  land  to  The 
University  of  Texas  in  the  spring  of  1948  for  the  site 
of  the  M.D.  Anderson  Hospital  for  Cancer  Research 
and  the  Dental  Branch. 

The  total  acreage  set  aside  for  The  University  of 
Texas  units  was  brought  to  30  acres  by  the  reserva- 
tion of  additional  space  for  expansion  and  for  inclu- 
sion of  a building  for  a School  of  Public  Health,  just 
activated  last  fall,  and  a preceptorial  training  center 
for  graduate  and  postgraduate  studies,  now  being 
realized  as  The  University  of  Texas  Graduate  School 
of  Biomedical  Sciences  and  the  Dental  Science  Insti- 
tute of  The  University  of  Texas  Dental  Branch. 

Architectural  and  Construction  Plans  for  MDAH:  In 
1947  the  architectural  firm  of  MacKie  and  Kamrath 
was  appointed  by  the  Board  of  Regents  as  architects 
for  the  permanent  quarters  of  the  Anderson  Hospital. 
This  would  be  the  first  cancer  center  ever  constructed 
under  university  aegis  that  would  combine  research, 
patient  care  and  teaching  under  one  roof.  Schmidt, 
Garden  and  Erikson  of  Chicago  were  also  appointed 
as  consulting  architects. 


Volume  64,  October,  1968 


87 


The  architecural  planning  took  three  years.  During 
that  time  I visited  all  the  principal  cancer  facilities  of 
the  United  States  and  many  abroad,  and  studied  the 
housing  of  radioactive  materials  at  Oak  Ridge. 

Work  toward  obtaining  funds  to  construct  the  build- 
ing went  along  simultaneously  with  the  architectural 
planning.  The  Board  of  Regents  authorized  us  to 
utilize  the  unexpended  balance  of  money  originally 
appropriated  by  the  State  Legislature  for  construction 
and  equipment.  This  unexpended  balance  was  ap- 
proximately $218,000.  Of  the  $500,000  originally 
granted  to  the  institution  by  the  M.D.  Anderson  Foun- 
dation, $447,000  had  been  placed  in  government 
bonds  and  was  accruing  interest. 

As  an  inducement  to  the  Legislature  and  the  state 
to  provide  more  adequate  housing  for  the  Anderson 
Hospital  and  the  Dental  Branch,  the  M.D.  Anderson 
Foundation  made  an  additional  offer  in  1946.  The 
Foundation  agreed  to  give  as  much  as  another 
$1,500,000  for  the  two  institutions  on  a dollar  grant 
basis  of  $1  by  the  Foundation  for  each  $2  raised  by 
The  University  of  Texas.  A Houston  Chamber  of  Com- 
merce committee,  headed  by  Mr.  Warren  S.  Bellows, 
Sr.,  later  to  become  a member  of  the  board  of  the 
M.D.  Anderson  Foundation,  sought  donations  from 
business,  industrial  and  professional  sources;  and  a 
committee  of  the  Development  Board  of  the  Univer- 
sity of  Texas  sought  contributions  from  ex-students  in 
order  to  raise  the  funds  needed  to  earn  the  grant. 

In  November  of  1946  the  Board  of  Regents  agreed 
to  commit  $336,000  of  the  amount  willed  to  The  Uni- 
versity of  Texas  by  the  late  Rosalie  B.  Hite  of  Hous- 
ton. This  money  was  to  be  used  for  laboratory  facili- 
ties. 

Application  was  made  for  II/2  million  dollars  in 
federal  funds  under  the  Hill-Burton  hospital  survey 
and  construction  act  and,  by  November,  1949,  the 
grant  had  been  awarded  in  full.  By  1949  the  institu- 
tion also  had  received  $300,000  in  two  grant  awards 
by  the  United  States  Public  Health  Service  through 
the  National  Institutes  of  Health. 

Money  to  construct  atomic  energy-radiological  fa- 
cilities in  the  permanent  quarters  was  requested  from 
the  State  Legislature  in  1949,  with  the  recommenda- 
tion of  the  State  Board  of  Control.  However,  if  the 
money  were  to  be  appropriated  it  would  mean  that 
the  state  would  be  in  deficit.  Hence,  the  regular  ses- 
sion of  the  51st  Legislature  could  not  appropriate 
funds  for  this  purpose,  and  late  in  March,  1949,  a bill 
appropriating  $1,350,000  was  killed  by  the  state  ap- 
propriations committee.  This  caused  a storm  of  pro- 
test throughout  the  state;  newspapers  took  up  the 


fight,  which  lasted  throughout  April.  The  people  were 
being  heard  from  in  a big  way  with  the  result  that  on 
May  4,  1949,  the  senate  finance  committee  restored 
the  bill  and  the  recommended  appropriation.  In  Feb- 
ruary, 1950,  the  51st  Legislature  in  its  first  called 
session  passed  S.B.  6,  appropriating  $1,350,000  for 
construction  of  the  Radiological  Institute  and  Atomic 
Energy  Laboratories,  appropriately  enough,  from  a tax 
on  cigarettes. 

At  this  point,  approximately  $5,000,000  was  avail- 
able for  constructing  the  new  hospital.  The  cost  of  the 
building  had  been  estimated  at  between  $5  and  $6 
million.  On  June  25,  1950,  however,  the  first  attack 
occurred  in  the  Korean  conflict.  By  the  time  construc- 
tion bids  were  submitted  in  September,  building  costs 
had  risen.  The  lowest  of  the  six  bids  was  approxi- 
mately 21/^  million  dollars  higher  than  the  5 million 
dollars  available  for  the  building.  After  due  delibera- 
tion, plans  for  the  building  were  altered  to  eliminate 
this  $2,500,000  from  the  low  bid.  This  was  achieved 
by  deleting  one  wing  containing  half  of  the  proposed 
310  beds  for  inpatients.  However,  the  original  plans, 
which  had  resulted  from  eight  years  of  pilot  operation 
including  three  years  of  architectural  planning,  were 
not  abandoned.  The  contractor,  Farnsworth  and 
Chambers  Company,  Inc.,  agreed  to  hold  firm  on  the 
original  bid  for  18  months,  allowing  us  time  to  raise 
the  necessary  money. 

In  October  of  1950  the  Board  of  Regents  awarded 
a more  than  $5,000,000  prime  contract  to  Farns- 
worth and  Chambers  Company,  Inc.  Construction  offi- 
cially began  the  following  December,  when  ground- 
breaking ceremonies  were  held  on  the  institution's 
future  site  in  the  Texas  Medical  Center. 

While  the  hospital  was  being  built,  new  funds  were 
sought  to  make  possible  a return  to  our  original  plans. 
The  M.D.  Anderson  Foundation  pledged  an  additional 
gift  of  $1,200,000  to  insure  construction  of  the  west 
nursing  wing.  This  wing  was  one  of  two  that  would 
house  private  and  pay  patients. 

The  new  commitment  from  the  M.D.  Anderson 
Foundation,  coupled  with  additional  funds  from  the 
Hill-Burton  Act  and  other  new  grants  and  donations, 
made  it  possible  to  issue  a change  of  orders  in- 
creasing the  construction  contract  to  a little  over 
$6,500,000  by  the  fall  of  1951,  and  to  slightly  over 
$7,000,000  by  the  fall  of  1952. 

Meanwhile,  we  learned  that  cost  of  the  furnishings 
and  of  the  equipment  to  supplement  that  already  in 
use  was  estimated  at  $650,000  making  a complete 
total  of  construction,  furnishings  and  equipment  of 
$8,797,150. 
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We  then  had  to  turn  to  the  people  of  Texas.  To  pro- 
vide a means  for  their  participation  in  completing  the 
building  a memorialization  plan  was  outlined.  Initia- 
tion of  this  drive  in  collaboration  with  the  Develop- 
ment Board  of  The  University  of  Texas  was  planned 
for  the  end  of  November  in  1952. 

Whether  the  new  building  could  open  as  a com- 
pletely furnished  and  equipped  facility  depended 
largely  on  immediate  support  throughout  the  state. 
This  support  began  to  appear  even  before  the  major 
memorialization  drive  started  with  specific  and  dedi- 
cated efforts  from  many  citizens  and  Texas  organiza- 
tions, including  the  American  Legion  Auxiliary  who 
furnished  the  gynecology  wing. 

Dedication  and  Opening  of  the  New  Anderson:  Seven 
months  after  the  permanent  quarters  were  occupied, 
cancer  specialists  gathered  at  M.D.  Anderson  Hospital 
and  Tumor  Institute  for  a series  of  scientific  discus- 
sions. These  discussions  signaled  the  start  of  a three- 
day  program  held  Oct.  21-23,  1954  to  dedicate  the 
building.  The  official  dedication  ceremonies  began  at 
10:30  a.m.  on  Saturday,  Oct.  23.  Gov.  Allan  Shivers 
gave  the  dedicatory  address.  In  his  talk.  Governor 
Shivers  dedicated  the  building  “to  the  relief  of  the 
physical  suffering  of  mankind.” 

The  Governor  also  commented  on  the  uniqueness 
of  the  cooperative  financing  that  had  made  the  con- 
struction possible.  When  the  building  was  dedicated, 
it  represented  a total  investment  for  construction  of 
about  $8,500,000.  Approximately  one-third  of  the 
cost  was  met  by  private  philanthropy  and  other 
gifts,  including  the  memorialization  fund  (The  M.D. 
Anderson  Foundation  alone  gave  about  $2,500,000 
toward  the  construction,  in  addition  to  providing  the 
Texas  Medical  Center  site.)  Slightly  less  than  one-third 
of  the  cost  was  paid  by  federal  funds.  The  remainder 
of  the  cost,  slightly  more  than  one-third,  was  paid  by 
funds  appropriated  by  the  State  Legislature  of  Texas. 

The  total  investment  in  the  physical  plant,  includ- 
ing furnishings  and  equipment,  grew  in  the  next  few 
years  to  approximately  $12,500,000  through  addi- 
tions to  the  floor  space,  alterations  of  existing  facili- 
ties and  acquisition  of  additional  equipment.  Between 
1954  and  1961  there  were  three  major  expansions 
and  remodeling. 

On  Feb.  26,  1954,  the  first  vans  went  to  the  Baker 
estate  to  begin  moving  equipment  to  the  permanent 
quarters  in  the  Texas  Medical  Center.  The  move  took 
approximately  one  month.  As  the  final  phase,  a cara- 
van of  ambulances  transferred  the  institution’s  46 
patients  from  the  Baker  estate  to  the  nursing  units  in 
the  new  building  on  the  afternoon  of  March  19,  1954. 


Over  13,000  patients  had  been  cared  for  in  the  unair- 
conditioned  temporary  quarters. 

Soon  the  institution  had  a new  name  as  well  as  a 
new  building.  Shortly  after  the  permanent  quarters 
were  occupied,  the  M.D.  Anderson  Hospital  for  Cancer 
Research  began  to  be  called  by  its  present  name,  as 
authorized  by  the  Board  of  Regents  and  the  Legisla- 
ture— The  University  of  Texas  M.D.  Anderson  Hospital 
and  Tumor  Institute.  At  the  last  regular  session  of  the 
Legislature  yet  another  name  change  bill  was  passed, 
and  another  segment  added  to  the  title,  so  that  we 
are  now  known  as  The  University  of  Texas  M.D.  Ander- 
son Hospital  and  Tumor  Institute  at  Houston. 

Meanwhile,  in  the  same  time  period  the  number  of 
personnel  was  quintupled.  Indeed,  at  one  point,  be- 
fore staffing  was  completed  for  the  opening  of  the 
new  hospital,  personnel  were  needed  so  badly  that 
Miss  Virginia  Kilgo,  our  assistant  personnel  manager, 
didn't  wait  for  them  to  come  out  for  interviews:  she 
went  to  the  Texas  Employment  Service  offices  and 
chose  people  by  sight.  Droves  of  people  were  re- 
cruited, and  many  of  them  made  excellent  employees. 

Clinic,  Hospital,  Tumor  Institute:  Today  there  are 
three  organizational  entities,  Anderson  Clinic,  Hospi- 
tal and  Tumor  Institute.  Within  the  organizational 
structure  of  the  hospital  and  clinic,  all  clinical  care 
and  services  rendered  to  patients  are  performed. 
The  clinical  staff  of  the  hospital  serves  as  the  medical 
staff  of  the  tumor  institute,  the  third  entity.  The  full- 
time staff  assumes  primary  responsibility  for  all  pa- 
tient care  in  the  hospital  and  clinic.  The  tumor  insti- 
tute was  established  as  an  organizational  entity  by 
the  Board  of  Regents  in  1953. 

Within  the  framework  of  the  tumor  institute  all  edu- 
cational and  research  activities  are  conducted.  Each 
major  clinical  department — pathology,  medicine,  di- 
agnostic radiology,  radiotherapy,  pediatrics,  develop- 
mental therapeutics  and  surgery — has  an  organized 
section  of  research. 

The  department  of  epidemiology  initiates  statistical 
and  environmental  research  into  etiological  factors. 
The  department  of  biomathematics  provides  scientific 
assistance  to  biomedical  investigators,  conducts  inde- 
pendent and  collaborative  research  in  the  application 
of  mathematics  and  computer  science  to  biological 
studies,  and  offers  educational  programs  in  biomathe- 
matical  techniques  and  their  methodological  bases. 
Fundamental  research  is  carried  out  in  the  basic  sci- 
ence departments  — biochemistry,  biology,  physics 
and  virology.  All  of  these  departments  also  conduct 
active  teaching  programs. 
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University  Cancer  Foundation:  Essential  to  the  opera- 
tion of  both  the  hospital  and  the  tumor  institute  is 
the  continuation  of  gifts  and  grants  as  well  as  appro- 
priation of  state  monies.  The  endowment  funds  were 
actually  begun  in  the  fiscal  year  1950-51  with  ap- 
proximately $143,000  from  the  William  Heuermann 
estate.  An  established  agency,  designed  to  further  the 
institution’s  program  in  research  and  education  by 
means  of  gifts,  grants  and  endowments,  exists:  the 
University  Cancer  Foundation. 

Set  up  as  a nonprofit  organization  for  educational 
and  scientific  purposes,  the  foundation  was  estab- 
lished by  the  Board  of  Regents  in  1955.  The  Univer- 
sity’s Board  of  Regents  serve  as  the  foundation’s 
trustees.  To  assist  the  University  Cancer  Foundation 
in  its  aims,  an  auxiliary  group  for  development  was 
established,  the  Board  of  Visitors.  This  board  helps  to 
secure  gifts,  grants,  bequests  and  donations  for  the 
foundation.  A group  of  laymen  especially  interested 
in  furthering  cancer  knowledge  and  research  are  ap- 
pointed to  this  board. 

M.D.  Anderson  Hospital  in  1968:  Today  Anderson  is 
one  of  the  three  largest  cancer  institutes  in  this  na- 
tion, and  the  largest  outside  New  York  State.  More 
than  2,000  employees  staff  the  Hospital  and  Tumor 
Institute  today.  Of  that  number,  some  163  are  physi- 
cians and  scientists  with  an  additional  medical  and 
scientific  complement  of  44  part-time,  26  volunteers, 
and  112  consultants. 

Later  this  year  we  will  officially  dedicate  two  large 
additions  to  the  hospital:  the  Gimbel  Building  and  the 
Research  Institute,  which  contain  some  230,000 
square  feet.  This  brings  the  total  area  of  the  Hospital 
and  Tumor  Institute  to  580,000  square  feet.  These 
two  new  wings  each  contain  seven  floors,  facilities  for 
research,  education  offices  and  service  and  laboratory 
areas  to  aid  in  patient  care.  This  $10,000,000  addi- 
tion to  Anderson  is  alleviating  a critical  shortage  of 
space.  The  addition  provides  permanent  housing  for 
physicians  and  researchers  who,  until  recently,  were 
housed  in  rented  space  outside  the  Texas  Medical 
Center  and  in  temporary  buildings  adjacent  to  the 
hospital. 

The  Board  of  Regents  has  authorized  an  additional 
$19,000,000  expansion  which  will  include  an  addi- 
tional 350  beds  to  be  devoted  to  study  of  cancer  and 
diseases  allied  to  neoplasia,  an  outpatient  clinic  to 
handle  1,000  to  1,200  people  daily,  chapel  and  clini- 
cal research  facilities. 

Current  Activities:  In  our  basic  sciences  researchers 
continue  to  study  fundamental  cellular  processes  in 
an  attempt  to  understand  the  secret  of  cancer.  At  our 


22nd  Annual  Symposium  on  Fundamental  Cancer  Re- 
search, held  this  past  March,  some  1,060  scientists 
from  across  the  United  States  and  abroad  gathered 
to  exchange  information  on  exploitable  molecular 
mechanisms  and  neoplasia.  It  was  one  of  the  largest 
symposia  held  by  this  institution  and  in  this  state. 

In  the  field  of  education  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor  Institute  has 
trained  1,013  residents  and  fellows  since  1946.  Also 
included  in  this  program  is  a special  summer  session 
for  promising  young  high  school  students.  To  date, 
nearly  200  students  have  received  scientific  training 
at  Anderson. 

In  an  effort  to  improve  nursing  care  for  cancer  pa- 
tients throughout  the  South,  Anderson  is  co-sponsor- 
ing  a cancer  nursing  project  with  the  Southern  Re- 
gional Educational  Board.  This  is  a three-year  training 
course  offered  in  one-  and  two-week  sessions  per  year. 
It  is  supported  by  the  Cancer  Control  Branch  of  the 
Division  of  Chronic  Diseases  of  the  U.S.  Public  Health 
Service.  Of  the  15  states  in  areas  composing  the 
Southern  Regional  Educational  Board,  14  are  repre- 
sented by  trainee  nurses  in  the  project. 

In  1966  the  new  Regional  Maxillofacial  Restorative 
Center  was  created.  It  is  a joint  project  of  The  Univer- 
sity of  Texas  M.D.  Anderson  Hospital  and  Tumor  In- 
stitute and  The  University  of  Texas  Dental  Branch. 
Its  purposes  are  to  correct  deformities  of  head  and 
neck  cancer  patients  through  plastic  surgery  and 
prosthetic  devices,  as  well  as  to  work  very  closely  in 
the  rehabilitation  of  cancer  patients.  It  is  funded  by 
the  Vocational  Rehabilitation  Administration.  The  Cen- 
ter serves  a five-state  area  including  Texas,  Louisiana, 
New  Mexico,  Arkansas  and  Oklahoma.  We  are  even 
now  planning  to  add  to  our  radiotherapeutic  arsenal 
a 25-million  volt  medical  linear  accelerator,  the  first 
to  be  planned  for  clinical  treatment  in  this  country. 
The  linear  accelerator  will  produce  easily  interchange- 
able electron  and  photon  beams  without  time-con- 
suming adjustment  procedures.  Radiation  therapy  will 
be  given  while  the  patient  is  in  an  atmosphere  of 
hyperbaric  oxygen. 

The  basement  of  our  new  Gimbel  wing  will  house 
the  first  part  of  this  clinical  radiotherapy  research 
unit.  In  this  unit,  highly  specialized  experimental 
studies  will  be  carried  out  under  rigid  controls.  The 
first  of  these  studies  will  evaluate  the  treatment  of 
certain  cancers  by  radiation  therapy  while  the  patient 
is  in  a pressurized  tank  at  three  atmospheres  of  100 
percent  oxygen.  Prior  animal  research  has  shown  that 
the  presence  of  oxygen  increases  the  effectiveness  of 
radiation  therapy  in  the  treatment  of  cancer.  These 
findings,  however,  must  be  confirmed  clinically. 
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In  the  late  1940's  and  early  1950’s,  Anderson  Hos- 
pital developed  the  first  cobalt-60  teletherapy  units. 
We  presently  house  a 22-million  volt  Allis-Chalmers 
betatron  as  well  as  a Siemens  betatron  and  several 
cobalt-60  units  on  which  we  treat  over  200  patients 
daily. 

Another  area  of  new  and  interesting  research  in- 
volves utilization  of  the  Xenon-133  System.  This 
equipment  permits  minute  measurement  not  only  of 
each  lung’s  capacity,  but  also  assessment  of  indi- 
vidual parts  and  functions  of  each  lung.  This  Xenon 
System  is  now  housed  in  the  Warren  S.  Bellows  Me- 
morial Laboratory  in  the  Research  Institute,  and  is  one 
of  four  or  five  such  systems  presently  being  used  for 
clinical  evaluation  in  the  world. 

One  of  our  physician-researchers  in  the  department 
of  developmental  therapeutics  is  utilizing  a blood  cell 
separator  originally  proposed  by  both  the  scientist 
and  IBM.  The  idea  behind  this  machine  is  to  process 
large  amounts  of  blood  from  one  individual  by  accept- 
ing blood  from  him,  separating  its  component  parts, 
collecting  certain  parts  and  returning  the  remaining 
components  to  him  in  a continuous  flow  process. 

We  have  had  an  intimate  relationship  with  the  Re- 
gional Medical  Program,  as  I had  the  privilege  of 
serving  as  a member  of  the  President’s  Commission 
on  Heart  Disease,  Cancer  and  Stroke.  Many  of  the 
recommendations  of  the  commission  regarding  can- 
cer were  based  on  the  experience  of  The  University 
of  Texas  M.D.  Anderson  Hospital  and  Tumor  Institute 
in  working  with  Texas  physicians  in  caring  for  their 
patients. 

Because  of  the  many  different  forces  involved,  the 
Regional  Medical  Program  is  progressing  slowly,  but 
we  are  confident  that,  with  better  understanding  of 
physicians  as  to  the  role  of  this  program  in  the  care 
of  their  patients  suffering  from  heart  disease,  cancer 
or  stroke,  the  Regional  Medical  Program  will  have  an 
increasingly  important  effect  on  improved  manage- 
ment. 

UlCC  1970  Congress;  In  1970  the  Congress  of  the 


International  Union  Against  Cancer  will  meet  in  Hous- 
ton with  The  University  of  Texas  M.D.  Anderson  Hos- 
pital and  Tumor  Institute  acting  as  host.  The  UlCC 
Congress  is  generally  held  in  the  capital  city  or  largest 
city  of  the  host  country.  This  two-week  congress  is 
expected  to  attract  some  8,000  to  10,000  physicians 
and  scientists  interested  in  research  from  around  the 
world. 

Today  the  Texas  Medical  Center  employs  some 
11,000  persons  in  diversified  areas  of  health  care, 
education  and  research.  The  center  today  contains  a 
$135,000,000  complex.  Within  the  next  few  years  ex- 
pansion programs  will  amount  to  an  additional 
$100,000,000  in  capital  assets  for  the  center. 

Certainly,  we  would  all  agree  with  Colonel  Bates, 
who  has  observed  that  history  is  composed  of  a con- 
tinuing chain  of  events  forged  from  the  links  of  indi- 
vidual action.  The  stimulus  for  each  new  link  in  the 
chain  has  been  the  actions  and  achievements  of  one 
man  after  another,  whose  interest,  personal  ambition 
and  courage,  motivated  by  either  selflessness  or  sel- 
fishness, has  enabled  him  to  make  contributions  to 
an  increasingly  enlightened  world. 

We  have  mentioned  only  a few  of  those  persons 
who  are  worthy  of  being  known  as  “links  in  the  chain.’’ 
This  institution  has  been  built  as  a partnership  in 
science  by  the  physicians  and  scientists  who  have 
devoted  their  professional  lives  to  bettering  the  care 
of  the  patient  with  cancer  through  cooperation  with 
their  home  physician.  We  have  amassed  a formidable 
list  of  statistical  achievements  through  the  support  of 
our  friends  and  governing  agents:  the  Board  of  Re- 
gents of  The  University  of  Texas;  the  Texas  Legisla- 
ture; our  national  collaborators,  the  American  Associa- 
tion of  Cancer  Institutes;  our  federal  partners,  the 
National  Cancer  Institute  of  the  National  Institutes  of 
Health,  and  the  United  States  Public  Health  Service; 
our  volunteer  associates,  the  American  Cancer  Soci- 
ety and  the  Leukemia  Society;  and,  last  but  not  least, 
our  medical  colleagues  and  all  official  state  agencies. 

In  summary,  this  institution  was  established  in 
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1941,  activated  in  1944,  moved  to  permanent  quar- 
ters in  1954,  and  expanded  its  physical  plant  by  70 
percent  this  year,  tripling  facilities  for  research. 

Physical  facilities  presently  are  valued  at  $25  mil- 
lion. 

Personnel  have  increased  from  22  in  1946  to  over 
2,000  today. 

Our  budget  is  devoted  in  the  proportion  of  58  per- 
cent for  research  and  education;  27  percent  for  pa- 
tient care;  and  15  percent  for  administration. 

Over  70,000  patients  have  been  referred  by  12,166 
physicians  including  representation  from  every  county 
in  Texas. 

One  thousand  and  thirteen  residents,  fellows,  and 
other  students  have  been  trained. 

Over  4,000  scientific  papers,  32  books,  and  244 
issues  of  medical  journals  have  been  published. 

One  hundred  and  nineteen  research  programs  are 
in  progress  comprised  of  349  organized  research 
projects. 

We  have,  in  our  efforts  to  effect  meaningful  con- 
tinuing education  and  common  communication  be- 
tween physicians  and  scientists,  sponsored  22  funda- 
mental research  symposia,  12  clinical  conferences, 
five  biomathematics  conferences  and  numerous  small- 
er and  more  varied  meetings.  In  the  past  22  years  we 
have  hosted  some  45  major  symposia  and  confer- 
ences with  national  and  international  participation 
and  attendance. 

It  is  to  be  hoped  that  these  efforts  have  been  and 
will  continue  to  be  meaningful  to  you.  We  welcome 
the  opportunity  to  be  of  service  and  especially  do  we 
appreciate  most  sincerely  the  support  and  coopera- 
tion over  the  years  of  the  Texas  Medical  Association. 


INCREASE  IN  PATIENT  CARE  (1944  - 1968) 


1944  - 1954  1954  . 1953 


Dr.  Clark,  Office  of  the  Director,  The  University  of 
Texas  M.D.  Anderson  Hospital  and  Tumor  Institute  at 
Houston,  6723  Bertner  Ave.,  Houston,  Texas  77025. 
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KELSEY-SEYBOLD  CLINIC 

6624  FANNIN  STREET  HOUSTON,  TEXAS  77025 

JA  6-2671 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegmat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Stanton  P.  Fischer.  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

Horacio  Jinich,  M.D. 

F.  Scott  O’Neil,  M.D. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 
Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 


Hypertension  and  Peripheral 
Vascular  Diseases 

Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 

Carlos  F.  Taboada.  M.D. 

General  Medicine 

Moises  Lopez,  M.D. 

OCCUPATIONAL  MEDICINE 

John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D., 
F.A.C.Pr.M. 

Richard  M.  Fenno,  M.D., 
M.P.H.,  F.A.C.P. 

GENERAL  & THORACIC 

SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

William  A.  Johnson.  Ill, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 

Ricardo  Daichman,  M.D. 

Alan  B.  Cooper,  M.D. 


PEDIATRICS 
Rheumatology 
Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Infectious  Diseases 

Fred  F.  Barrett.  M.D., 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D. 
Joseph  S.  Weycer,  M.D. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens.  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright.  M.D. 

ORTHOPEDIC  SURGERY 
W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 

RADIOLOGY 

Richard  G.  Fisher.  M.D. 
David  M.  Rulfs,  M.D. 

PATHOLOGY 

Robert  A.  Jordan.  M.D. 


DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
James  V.  Clark,  Ph.D. 

Lois  Crane,  Ph.D. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox.  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  MJJ., 
D.D.S.,  F.A.C.S. 

Psychiatry 

Albert  Owers,  M.D. 

Neurosurgery 

Day  P.  McNeel,  Jr.,  M.D. 
Gerald  R.  Litel,  M.D. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
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TURNKEY 


MEDICAL 


BUILDINGS 


MR.  ROGER  W.  PETERSON 


BUILDING  YOUR  OWN  FACILITY:  The  author  points 
out  the  advantages  of  having  one  company  handle 
the  planning,  design,  and  construction  of  a building. 
In  this  way,  responsibility  is  undivided  and  a fixed 
cost  can  be  established  in  advance.  Although  the 
prices  of  land,  insurance,  real  estate  taxes,  and  mort- 
gage are  variable,  the  cost  of  owning  a building  (in 
terms  of  monthly  cash  outlay)  often  is  comparable 
to  or  less  than  the  cost  of  renting  office  space. 

THE  TERM  “TURNKEY”  OR  PACKAGE  builder  may  be 
unfamiliar  to  many  physicians,  but  it  simply  means 
that  a building’s  design,  planning  and  construction 
are  handled  by  one  company.  Although  there  are  limi- 
tations as  to  individualized  design  and  specifications, 
the  advantages  of  fixed  cost  and  undivided  responsi- 
bility have  more  than  offset  these. 

Through  the  control  of  design  and  cost  we  have 
developed  certain  standards  or  formulas,  which  can 
be  applied  to  projects  while  in  the  planning  stages, 
which  may  be  helpful  to  physicians  who  are  consider- 
ing a new  facility. 

During  the  two  years  that  we  have  been  working  in 
the  Southwest,  we  have  found  that  basic  principles 
established  years  ago  in  the  Midwest  and  later  in  the 
East  also  apply  to  this  area.  Although  land  costs  vary, 
our  cash  flow  figures,  which  we  develop  early  in  the 
project,  indicate  that  facilities  may  be  owned  for  a 
monthly  cost  comparable  to  or  below  that  of  the  pre- 
vailing area  rents. 

Some  of  the  basic  guidelines  that  we  use  might  be 
of  interest  to  physicians  who  are  considering  a new 
facility,  or  have  wondered  what  one  might  cost.  The 
figures  used  herein  are  based  on  low-rise  construction 
(one  or  two  stories)  and  on  typical  land  costs  outside 
major  downtown  metropolitan  areas. 

The  term  “cash  flow"  refers  to  the  rent  necessary 


to  provide  an  investor  an  adequate  return  on  his  capi- 
tal and  also  the  actual  dollar  outlay  which  should  be 
anticipated.  Rents  in  this  area  usually  are  quoted  in 
cost  per  square  foot  per  year,  therefore  the  figures 
will  be  quoted  on  the  same  basis. 

Type  of  Lot:  One  of  the  first  considerations  is  the  type 
of  lot  needed.  In  most  areas  zoning  is  a determining 
factor,  and  most  cities  permit  medical  buildings  in 
other  than  commercial  zones.  Commercial  zoning,  as 
such,  is  not  necessary  for  a professional  building;  we 
think  it  is  best  to  build  in  an  area  that  is  easily 
accessible  and  identifiable,  but  off  the  main  traffic 
arteries.  Commercially  zoned  land  also  is  relatively 
expensive. 

Although  its  size  and  shape  are  factors,  the  ideal 
lot  should  be  approximately  five  times  the  size  of  the 
building  being  considered;  therefore,  for  a building  of 

3.000  sq.  ft.,  a lot  of  approximately  15,000  sq.  ft. 
should  be  adequate.  This  ratio  will  give  ample  parking 
and  landscaped  areas.  Before  purchasing  any  site, 
however,  it  is  important  to  investigate  various  city 
codes  pertaining  to  the  type  of  construction  planned; 
there  may  be  a given  land  density  ratio  or  a parking 
requirement  which  would  be  almost  impossible  to 
meet. 

It  is  also  important,  if  the  land  has  to  be  zoned,  to 
consider  an  option  to  purchase  pending  zoning  rather 
than  direct  purchase  and  an  attempt  to  zone  it  later. 
We  strongly  recommend  that  before  purchasing  a site, 
you  obtain  professional  assistance  in  investigating  its 
potential. 

We  often  are  asked  to  evaluate  the  land,  after  it 
has  already  been  purchased,  as  to  its  potential  in 
terms  of  number  of  physicians.  Again,  a safe  rule  of 
thumb  would  be  to  consider  20  percent  of  the  land 
usable  (an  acre  of  land  usually  would  be  adequate 
for  approximately  nine  or  ten  doctors). 

How  much  should  land  cost?  Unfortunately,  this  is 
a big  variable  in  determining  the  cost  of  the  project; 
land  costs  from  $.25  per  sq.  ft.  in  some  rural  areas 
to  $3  or  more  per  sq.  ft.  in  the  fringes  of  larger  cities. 
In  the  past,  we  have  felt  that  the  land  should  be 
approximately  20  percent  of  the  total  project  cost. 
Construction  costs  have  increased  over  the  past  ten 
years,  but  the  cost  of  land  has  increased  dispropor- 
tionally,  and  we  now  find  that  land  commonly  ac- 
counts for  25  to  30  percent  of  the  total  project  cost. 
Interestingly,  however,  a difference  of  $.50  to  $1  per 
sq.  ft.  in  land  cost  will  not  appreciably  affect  the 
amount  of  rent  necessary  over  a period  of  15  or  20 
years. 

How  Much  Space?  Although  we  have  not  made  a re- 
cent survey  of  the  average  number  of  square  feet  re- 
quired in  any  given  specialty  practice,  approximately 

1.000  sq.  ft.  per  man  for  specialists  and  slightly  more 
for  general  practitioners  would  be  a reasonable  esti- 
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mate,  depending  on  the  amount  of  ancillary  facilities 
included. 

However,  offices  now  seem  to  be  larger  than  they 
were  in  the  past.  This  is  probably  because  physicians 
are  becoming  more  aware  of  the  importance  of  good 
facilities  as  far  as  utilization  of  their  own  time  is 
concerned.  Also,  increased  costs  for  staff  make  it 
imperative  that  personnel  be  able  to  work  effectively 
with  good  facilities  and  equipment. 

While  costs  are  always  a factor  to  be  considered  in 
the  planning  stages,  we  have  tried  to  guide  our  clients 
to  see  that  the  most  important  factor  in  office  plan- 
ning is  that  it  be  functional  and  in  keeping  with  the 
physician’s  potential  and  personality. 

To  effectively  evaluate  the  cost  for  this  additional 
space,  it  is  necessary  to  reduce  this  expense  to  its 
lowest  common  denominator;  exactly  what  will  it  cost 
the  doctor  per  day?  While  the  cost  of  increasing  the 
office  from  1,000  to  1,200  sq  ft.  to  provide  a third 
or  fourth  examining  room  at  the  time  of  construction 
might  be  $4,000,  if  figured  over  a IS  year  usable  life, 
this  cost  is  only  $1  per  day  per  room.  If  having  this 
third  or  fourth  examining  room  would  permit  a busy 
practitioner  to  see  just  a few  additional  patients,  it 
would  certainly  be  a good  investment  from  the  stand- 
point of  return  on  investment.  Even  if  it  does  not 
permit  additional  patient  volume,  it  is  a good  invest- 
ment if  it  does  nothing  but  take  pressure  off  the  doc- 
tor, which  is  one  of  the  most  important  considera- 
tions. 

It  is  essential  that  adequate  business  office  facili- 
ties be  provided.  Over  the  past  few  years,  the  in- 
creased amount  of  insurance  and  clerical  help  has 
made  it  necessary  to  place  a second  girl  in  many 
one-girl  front  offices  to  keep  up  with  the  daily  forms 
and  reports  that  are  required.  It  is  certainly  wise  to 
plan  for  this  rather  than  have  to  give  up  an  examin- 
ing room  or  private  office  as  a place  for  an  assistant 
or  part-time  helper  to  work  in  the  future. 

Cash  Flow:  Once  we  know  something  of  land  cost  and 
the  approximate  size  of  the  facility  that  is  to  be  con- 
structed, standard  cost  factors  will  provide  the  neces- 
sary figures  for  cash  flow. 

What  we  mean  by  a cash  flow  is  illustrated  in  the 
estimate  (Table  1)  which  was  done  for  four  physicians 
and  a pharmacist  in  a city  of  over  100,000  people. 

A rental  of  approximately  $3.95  per  sq.  ft.  per  year 
would  be  necessary  to  return  8 percent  on  the  total 
investment  to  the  owners.  The  actual  cash  outlay  for 
the  owners,  however,  is  only  about  $3.27  per  year, 
which  would  include  the  mortgage  payments,  but  not 
a return  on  the  original  investment. 

This  example  is  based  on  a specific  city,  and  the 
figures,  of  course,  would  have  to  be  adjusted  accord- 
ing to  insurance  and  real  estate  tax  rates.  The  mort- 


Estimated  Cost  of  Facility: 


Land,  160'  x 240" 

Site  improvements:  parking,  walks,  etc. 

Building,  including  pharmacy 

$ 25,000 
8,000 
117,000 

Total  facility  cost 

First  mortgage,  savings  & loan 

$150,000 

100,000 

Investment  by  owners 

$ 50,000 

Estimated  Operating  Expenses: 

Taxes 

Insurance 

Maintenance 

Utilities 

$ 2,250 
750 
2,400 
2,100 

$ 7,500 

To  Provide  8%  Return  on  Investment: 

Add:  depreciation  @ 2V2% 

Add:  operating  expenses 

$ 12,000 
3,000 
7,500 

Total  rent  needed 

Divide  by  total  rentable  footage 

$ 22,500 
5,700 

Net  annual  rent  per  sq.  ft. 

$ 3.95 

Actual  Cash  Outlay  Per  Year: 

Interest  and  principal  payments  on  $100,000 
Add:  operating  expenses 

$ 11,124 
7,500 

Total  cash  outlay 

Cash  outlay  per  sq.  ft. 

$ 18,624 
$ 3.27 

Table  1. 


gage  figures  are  based  on  a 15-year  71/2  percent  loan, 
which,  too,  will  vary  from  time  to  time  as  the  money 
market  changes. 

Not  all  doctors  want  to  own  their  own  facility.  Oth- 
ers, however,  would  like  to  consider  individual  or 
group  ownership.  While  the  thought  of  paying  $3.50 
to  $4  per  sq.  ft.  might  seem  rather  staggering  to 
some,  to  others  it  would  be  considerably  less  than 
their  present  rent. 

In  the  past,  medical  facilities  have  been  built 
mostly  by  investors  or  real  estate  promoters  who  rec- 
ognized the  need  for  them.  Once  such  facilities  are 
available,  they  eventually  find  medical  or  dental  ten- 
ants. This  is  one  of  the  reasons  why  a relatively 
small  percentage  of  physicians  throughout  the  coun- 
try own  their  own  facilities.  Another  significant  factor 
is  that  doctors  are  reluctant  to  get  involved  in 
projects  where  considerable  expense  can  be  incurred 
before  a decision  can  be  made. 

Possibly  the  “turnkey”  type  of  project  will  assist 
physicians  in  the  construction  of  new  medical  and 
dental  facilities,  and  reaping  the  benefits  of  owner- 
ship. 

Mr.  Peterson,  Manager,  Southwestern  Division,  Mar- 
shall Erdman  and  Associates,  Inc.,  P.  O.  Box  30571, 
Dallas  75230. 
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Some  things  cannot 
be  beat  at  any  price  ! 


AND  WHEN  SPEAKING  OF  DISABILITY  INSURANCE 


The  Texas  Medical  Association  long-term  plan  pays  sickness  benefits  to 
age  65  for  all  disabilities  which  occur  prior  to  age  60  Between  age  60  and 
70  the  maximum  benefit  period  is  5-years,  but  no  payments  are  made 
beyond  age  72.  Accident  disabilities  are  payable  for  lifetime  regardless  of 
the  age  of  the  insured. 


HThe  Group  Disability  Insurance  Program  sponsored  by  the  Texas  Medical 
Association  has  been  in  force  since  1955-your  assurance  of  permanence 
and  stability 


nThe  T.M.A.  Plan  has  paid  cash  dividends  to  policyholders  each  year  since 
1961  The  dividend  for  the  policy  year  ending  October  31,  1967  was  22% 
of  the  annual  premium. 

H T.M.A  policies  are  renewable  to  age  70.  Many  policies  of  this  type  fail 
to  provide  protection  during  the  critical  years  because  they  terminate  at 
age  65 

HYour  T.M.A.  long-term  group  plan  contains  a sound  and  equitable  premium 
rate  for  all  ages.  The  premium  has  never  been  increased  even  though  the 
plan  has  been  improved  several  times. 
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ASSOCIATION  NEWS 


Board  of  Councilors  Emphasizes 
Patient  Considerations  at  Meeting 


The  Board  of  Councilors,  report- 
ing to  the  Executive  Board  of  Texas 
Medical  Association  in  September, 
again  has  advised  all  component 
county  medical  societies  to  be  cog- 
nizant of  physician-patient  relation- 
ships. 

In  doing  so,  the  Board  asked 
county  societies  to  encourage  an 
active  public  grievance  committee; 
to  encourage  physicians  to  recog- 
nize incompatibility  with  patients 
and  ask  that  patient  to  obtain  other 
medical  attention;  to  point  out  that 
physicians  on  emergency  call  should 
recognize  their  responsibilities;  and 
to  remind  physicians  that  their  pri- 
mary responsibility  is  the  prevention 
of  disease  and  the  care  of  the  ill. 

Councilors  also  asked  councils 
and  committees  of  the  Texas  Medi- 
cal Association  to  define  medical 
emergencies. 

Several  other  rulings  on  ethics 
were  also  defined  by  the  Board  of 
Councilors.  The  Board  reaffirmed  its 
previous  position  statement  that  the 
separation  of  all  professional  fees 
from  hospital  bills  is  ethical,  desir- 
able, and  necessary  by  those  spe- 
cialists involved  in  hospital  practice, 
such  as  radioiogists,  anesthesiolo- 
gists, pathologists  and  physiatrists, 
internists,  physicians  reporting  elec- 
trocardiograms, and  inhalation  ther- 
apists. 

"Failure  to  do  so  may  result  in  a 
charge  of  unethical  practice  against 
the  offending  physician,”  the  Coun- 
cilors’ report  said,  "and  previous 
policy  statements  by  this  Associa- 
tion allow  no  latitude  in  the  deter- 
mination of  the  ethics  of  the  separ- 
ation of  these  fees.” 

The  Board  also  ruled  that  physi- 
cian ownership  of  nursing  homes  is 
ethical  so  long  as  the  patient  is  not 
exploited.  The  county  medical  so- 
ciety has  the  primary  responsibility 
to  ascertain  this  exploitation  or  ab- 
sence thereof  in  doubtful  cases. 

In  another  area,  the  Board  of 
Councilors  reported  excellent  liaison 
had  been  established  between  the 
Texas  Pharmaceutical  Association 
and  the  Texas  Medical  Association. 

All  members  of  Texas  Medical  As- 
sociation were  advised  that  the 


origination  and  authorization  of  pre- 
scription orders  by  physicians'  nurs- 
es is  a violation  of  present  laws  and 
should  not  be  engaged  in  by  office 
nurses  and  further  that  physicians 
should  not  request  nurses  to  fulfill 
this  duty. 

Texas  Medicine  carries  an  article 
pertaining  to  this  quoting  J.  H. 
Arnette,  secretary  of  the  Texas  State 
Board  of  Pharmacy,  page  125. 

The  Board  also  reiterated  its  pre- 
vious position  that  "prescription 
pads  containing  advertisement  for 
specific  drug  stores  is  not  in  the 
best  interest  of  the  profession  of 
medicine  and  does  not  fulfill  the 
normal  requirements  of  medical  eti- 
quette to  which  we  subscribe.” 

"Each  physician,”  the  Board  said, 
"should  carefully  control  his  pre- 
scription blanks  to  prevent  thefts 
and  subsequent  fraudulent  prescrip- 
tion writing  by  addicts  and  others 
for  whom  medication  Is  not  intend- 
ed. The  Board  of  Councilors  wishes 
to  suggest  that  the  placement  of  a 
printed  registry  number  on  a pre- 
scription pad  serves  only  to  encour- 
age theft  of  these  pads  and  subse- 
quently to  endanger  the  physician’s 
own  position  in  the  event  fraudulent 
prescriptions  are  written.” 

The  Board  also  noted  that  it  was 
fully  cognizant  of  the  ever-pressing 
need  for  physicians  to  concern  them- 
selves with  the  rising  cost  of  medi- 
cal care,  but  in  the  purchase  of 
drugs  cautioned,  "The  Board  of 
Councilors  is  constrained  however  to 
remind  the  physicians  of  Texas  that 
"shopping  for  bargains”  does  not 
insure  that  a lower  price  is  the 
equivalent  medication  nor  the  spe- 
cific medication  which  has  been  or- 
dered. This  practice  is  not  without 
its  potential  dangers  to  the  patient.” 

Physicians  were  also  reminded 
that  it  is  illegal  for  a pharmacist  to 
fill  a prescription  for  any  physician 
not  licensed  in  Texas  and  that  no 
pharmacist  has  the  legal  right  to  fill 
prescriptions  by  copy  from  other 
pharmacies.  The  Board  urged  phy- 
sicians to  be  understanding  when 
called  by  pharmacies  on  these  mat- 
ters. 


TMA  Dues  Increase 
To  Take  Place  In  1969 

Dues  for  members  of  Texas  Medi- 
cal Association  will  increase  by  $5 
in  1969.  The  Board  of  Trustees  of 
the  Association  voted  for  the  modest 
increase  during  its  Sept.  20  meeting 
in  Austin.  The  increase  will  raise 
dues  of  regular  members  from  $50 
per  year  to  $55  per  year. 

Trustees  pointed  out  that  annual 
expenditures  of  the  Association  had 
gone  up  appreciably  in  recent  years, 
essentially  due  to  the  greater  utili- 
zation of  TMA  services  by  members, 
the  broadening  activities  of  the  As- 
sociation as  reflected  by  the  appoint- 
ment of  five  more  new  committees 
in  recent  months,  and  the  inflation- 
ary spiral  which  has  increased  ap- 
preciably the  cost  of  doing  business. 
Based  upon  the  experience  of  the 
past  few  years,  the  Trustees  antici- 
pate that  expenditures  will  increase 
at  the  rate  of  about  6 percent  each 
year. 

Association  revenues  have  not 
kept  pace  with  increase  in  expendi- 
tures, and  operating  revenues  have 
been  affected  adversely  this  year  by 
a drop  in  income  from  journal  ad- 
vertising. It  is  estimated  that  reve- 
nues probably  will  increase  at  a rate 
of  one  and  one-half  percent  annu- 
ally compared  to  an  annual  rise  of 
6 percent  for  expenditures. 

“Though  none  of  us  look  forward 
to  paying  a greater  amount,”  Dr. 
Elliott  Mendenhall,  chairman  of  the 
Board  of  Trustees,  observed,  "there 
is  some  comfort  in  knowing  that  the 
dues  of  the  Texas  Medical  Associa- 
tion are  considerably  lower  than 
charged  by  most  other  state  socie- 
ties. According  to  a survey  made 
just  recently,  an  average  of  $80 
dues  is  charged  by  state  medical 
societies.  State  dues  range  from  a 
high  of  $200  in  Alaska  to  a low  of 
$35  in  Massachusetts.  Only  five 
states  charge  less  than  Texas.  On 
the  basis  of  our  personal  observa- 
tions, your  Trustees  believe  that  our 
State  Association  is  one  of  the  most 
active,  and  one  of  the  most  effec- 
tive. Our  Association  certainly  ranks 
among  the  leaders  on  the  basis  of 
services  rendered  to  our  members 
and  to  the  public.” 

The  House  of  Delegates  had  given 
the  Trustees  authority  to  raise  the 
dues  in  1964  when  it  granted  per- 
mission to  increase  dues  to  not 
more  than  $55. 
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Thompson  Fund  Open 
To  First-Year  Students 

First  year  medical  students  again 
are  eligible  to  apply  for  loans 
through  the  Dr.  S.  E.  Thompson 
Scholarship  Fund,  the  Board  of  Trus- 
tees has  announced. 

“For  the  first  time  in  many 
years,”  Dr.  Elliott  Mendenhall,  Board 
of  Trustees’  chairman,  recalled,  “it 
appears  as  though  Trustees  will  be 
able  to  finance  all  approved  loans 
of  the  Dr.  S.  E.  Thompson  Fund  from 
Trust  income  and  from  repayments 
of  loans  by  previous  borrowers.  In 
recent  years,  it  has  been  necessary 
for  the  Trustees  to  expend  some 
portions  of  the  principal  in  order  to 
provide  funds  for  the  loans.  This 
year,  the  Trustees  anticipate  that 
some  $60,000  will  be  available  for 
loans  from  current  income  and  re- 
payments.” 

Because  of  the  heavy  demand  in 
recent  years,  loans  have  been  limit- 
ed to  medical  students  in  the  sec- 
ond, third,  and  fourth  years  of  study. 

Dr.  S.  E.  Thompson  was  a former 
President  and  a chairman  of  the 
Texas  Medical  Association  Board  of 
Trustees. 

Keogh  Tax  Deduction 
Deadline  Approaching 

Dec.  31  Is  the  last  day  for  many 
Texas  physicians  to  enroll  in  and 
contribute  to  a Keogh  Act  retirement 
program  and  claim  federal  income 
tax  deduction  for  contributions  in 
calendar  1968.  To  be  deductible  a 
contribution  must  be  made  in  the 
taxable  year  in  which  it  is  earned. 
For  many  Texas  physicians,  the  tax- 
able year  will  end  Dec.  31. 

Those  who  want  to  enroll  this 
year  should  contribute  as  far  before 
the  deadline  as  possible  because 
time  is  required  to  complete  and 
validate  the  necessary  forms. 

The  Texas  Medical  Association’s 
Members'  Retirement  Trust  (TMA- 
MRT)  was  established  as  a service 
for  its  members  who  do  not  have 
other  facilities  available  and  for 
those  who  prefer  its  terms  to  those 
of  other  programs  they  have  consid- 
ered. A physician  considering  estab- 
lishing a retirement  program  should 
seek  counsel  from  his  own  attorney, 
accountant,  and  investment  and  in- 
surance advisors.  The  TMA  retire- 
ment plan  is  designed  to  be  flexible, 
offering  the  physician  several  meth- 
ods of  investment  to  choose  from: 
balanced  and  growth  mutual  funds, 
fixed  retirement  investments,  US 
Government  Retirement  Bonds,  com- 


mon trust  fund,  or  savings  account. 

The  program  is  fully  trusteed  and 
is  qualified  under  the  Self-Employed 
individual’s  Tax  Retirement  Act  of 
1962  as  amended  so  that  tax  ad- 
vantages may  accrue  to  contribu- 
tions. Each  participant  may  invest 
in  any  or  all  of  several  investment 
media.  He  may  change  his  selection 
at  any  time  and  may  change  previ- 
ous contributions  from  one  media 
to  another  except  for  government 
bonds.  Trustee  for  the  TMA-MRT 
plan  is  the  Mercantile  National  Bank 
at  Dallas. 

An  Information  packet  containing 
prospectuses,  informational  bro- 
chures on  the  retirement  plan,  en- 
rollment forms,  and  other  needed 
materials  can  be  obtained  by  writing 
Texas  Medical  Association  Head- 
quarters Building,  1801  N.  Lamar 
Blvd.,  Austin  78701. 

TMA  Members  Approve 
Abortion  Law  Changes 

Nine  out  of  ten  Texas  Medical 
Association  members  favor  amend- 
ing the  present  abortion  law  in  Tex- 
as, according  to  returns  from  a 
state-wide  referendum  poll  conduct- 
ed by  TMA  at  the  request  of  the 
House  of  Delegates.  Maternal  and 
fetal  indications  for  abortion  were 
also  approved. 

The  current  statute  in  Texas,  writ- 
ten in  1925,  states  that  an  abortion 
is  illegal  unless  it  is  necessary  to 
save  the  mother’s  life  and  is  per- 
formed under  medical  advice. 

The  affirmative  vote  was  4,435, 
while  536  physicians  stated  that 
they  wished  the  law  to  remain  un- 
changed. Ballots  were  mailed  to 
9,338  voting  members  of  TMA,  and 
a 53  percent  response  was  received. 

The  majority  of  those  voting  in 
favor  of  changing  the  law  also  indi- 
cated that  abortions  should  only  be 
performed  after  the  approval  of  two 
consulting  physicians  and  in  a hos- 
pital of  no  less  than  100  beds. 

All  four  maternal  indications  list- 
ed on  the  ballot  under  which  an 
abortion  could  be  performed  were 
approved  by  those  voting.  These  in- 
dications included  physical  health, 
mental  health,  socio-economic  fac- 
tors, and  cases  of  criminal  incest 
and  rape.  Fetal  indications  listed 
(viral  diseases,  drug-induced  deform- 
ities, and  diagnosed  intrauterine 
known  abnormalities)  were  also  ap- 
proved. All  of  the  maternal  and  fetal 
indications  except  socioeconomic 
factors  were  approved  by  margins 
ranging  from  10  to  1 to  100  to  1. 
Socioeconomic  factors  were  approv- 
ed by  a 3 to  2 margin. 


The  House  of  Delegates  of  the 
Texas  Medical  Association  has  de- 
voted considerable  attention  during 
the  past  two  years  to  the  question 
of  amending  the  abortion  laws  of 
the  state.  Many  physicians  have  pre- 
sented testimony  and  offered  their 
views  before  TMA  reference  com- 
mittees. Because  such  a wide  di- 
vergence of  opinion  was  expressed 
on  this  question,  the  House  of  Dele- 
gates voted  in  May  to  refer  the 
question  to  the  entire  membership. 

The  ballots  were  presented  to 
TMA’s  Council  on  Medical  Jurispru- 
dence for  review  and  study. 

Dr.  G.  V.  Brindley,  Jr.,  TMA  Presi- 
dent, appointed  a new  Special  Com- 
mittee on  Abortion  Laws  in  Texas 
after  the  balloting  v/as  completed. 
The  committee  will  continue  to  study 
the  issue  of  abortion  in  depth,  both 
scientifically  and  statistically,  so  that 
TMA  will  be  able  to  take  a position 
on  legislation  before  the  62nd  Texas 
Legislature  convening  in  January, 
1969.  Dr.  Hugh  W.  Savage  of  Fort 
Worth  is  chairman.  Committee  mem- 
bers are  Drs.  Hiram  P.  Arnold,  C. 
Forrest  Jorns,  and  M.  J.  Meynier,  Jr., 
all  of  Houston;  Dr.  Gray  E.  Carpen- 
ter of  El  Paso;  Dr.  Edgar  W.  Santa 
Cruz  of  San  Antonio,  James  T. 
Downs,  III,  of  Dallas;  Dr.  Ted  H. 
Forsythe  of  Lubbock;  Dr.  Van  D. 
Goodall  of  Clifton;  Dr.  C.  E.  Oswalt, 
Jr.,  of  Fort  Stockton;  and  Dr.  Robert 
D.  Rice,  of  Tyler. 

Drug  Information  Urged 

A statewide  information  program 
on  drug  abuse  was  supported  by  the 
Texas  Medical  Association’s  Council 
on  Public  Relations  and  Public  Ser- 
vice during  its  fall  meeting  in  Austin. 

The  Council  endorsed  the  Ameri- 
can Medical  Association’s  Drug 
Abuse  Information  Program  and  re- 
commended that  the  program  be 
presented  publicly  statewide,  espe- 
cially to  junior  and  senior  high 
school  groups  with  the  cooperation 
of  school  authorities  and  other  in- 
terested civic  groups. 

AMA  Nomination  Set 

Dr.  J.  B.  Copeland,  former  mem- 
ber of  the  AMA  Board  of  Trustees 
and  of  the  TMA  Board  of  Trustees, 
will  be  nominated  as  vice  president 
of  the  American  Medical  Associa- 
tion at  its  clinical  meeting  Dec.  1-4 
in  Miami  Beach. 

The  Texas  delegation  to  the  AMA 
announced  its  unanimous  decision 
to  nominate  Dr.  Copeland  following 
its  fall  meeting  in  September. 
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choose  an  experierioed  candidate—  DEr  l ICIvI  I jf  I 
millions  of  doses  prescribed  (dipheiiliyilrainine  hydrochloride) 

Parke,  Davis  & Corjrpanyi  Detroit,  Michigan  48232 


The  White  band  on  Pink  capsule  Combination  is  a 
-*  registered  trademark  of  Parke,  .Davis  & Company. 

Supplied  in  various  dosage  forms- including.  Kapseals, 
containing  50  mg.  of  diphenhydramine  tiycfrochlbride. 


47968 


No  two  wome 


and  no  other  oral 
contraceptive  is  quite 

like  Ovulen-il® 

Each  tablet  contains  ethynodiol  diacetate  i mg.,  mestranol  0.1  mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968'’^  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy. 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII, 
IX  and  X ; thyroid  function:  increase  in  FBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T^  values;  metyrapone  test; 
pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit. 
Med.  J.2: 199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 


SEARLE 


Where  “The  Pill"  Began 

G.  D.  SEARLE  & CO.,  P.  O.  Box  51 10,  Chicago,  Illinois  60680 


(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate )— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.L 

Diiiietapp^Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient's 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


® 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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M.  D.  ANDERSON  CLINICAL  CONFERENCE 

“Breast  Cancer,  Early  and  Late”  will  be  the  subject  of  the  13th 
annual  clinical  conference  presented  by  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute  at  Houston  and 
co-sponsored  by  The  University  of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston,  Division  of  Continuing  Educa- 
tion, Nov.  21-22  at  the  Shamrock  Hilton  Hotel  in  Houston. 

Guest  participants  will  include  Drs.  Alfred  Fracchia,  Arthur  I. 
Holleb,  Robert  V.  P.  Hotter,  John  L.  Madden,  Theodore  R.  Mil- 
ler, Philip  Strax,  and  Jerome  A.  Urban,  all  of  New  York  City; 
Dr.  George  P.  Rosemond  of  Philadelphia;  Dr.  John  N.  Wolfe  of 
Detroit;  and  Dr.  M.  Vera  Peters,  Toronto,  Ontario,  Canada. 
Papers  will  be  presented  within  the  following  general  headings; 
basic  concepts,  diagnosis  and  evaluation,  the  potentially  curable 
patient,  special  problems,  management  of  locally  advanced 
breast  cancer  and  local  recurrences,  evaluation  and  treatment  of 
disseminated  breast  cancer,  local  therapy,  and  systemic  therapy. 
The  Department  of  Pathology  of  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  the  Texas  Society  of  Pathologists  will 
present  “The  Pathology  of  Breast  Cancer  and  its  Clinical  Cor- 
relation” Nov.  23  in  the  auditorium  of  The  University  of  Texas 
Dental  School  at  Houston. 

Dr.  E.  C.  White,  The  University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Houston,  Texas  Medical  Center, 
Houston  77025,  is  conference  chairman. 


TEXAS  NURSING  HOME  ASSOCIATION 

“Service — the  Key  to  the  Future,”  will  be  the  theme  of  the  Texas 
Nursing  Home  Association’s  18th  annual  convention  Nov.  18-21 
at  the  Sheraton  Dallas  Hotel  in  Dallas. 

Speakers  will  include  Gen.  James  H.  Doolittle,  aviator,  Santa 
Monica,  Calif.;  Burton  G.  Hackney,  commissioner,  Texas  State 
Department  of  Public  Welfare,  Austin;  Dr.  David  Wade,  assist- 
ant commissioner  for  medical  administration,  Texas  State  De- 
partment of  Public  Welfare,  Austin;  Dr.  R.  C.  Jordan,  chief. 
Medical  Care  Administration  Services,  Texas  State  Department 
of  Health,  Austin;  Dr.  Edwin  P.  Tottenham,  executive  assistant. 
Medical  Care  Administration  Services,  Texas  State  Department 
of  Health,  Austin. 

John  Crawford,  Jr.,  6225  US  Highway  290  E.,  Austin  78723, 
is  association  executive  director. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES 

Houston  will  host  the  79th  annual  meeting  of  the  Association  of 
American  Medical  Colleges  and  the  11th  annual  meeting  of  the 
Council  of  Teaching  Hospitals  Oct.  31-Nov.  4 at  the  Shamrock 
Hilton  Hotel.  Theme  of  the  meeting  will  be  “Medical  Education 
and  Physician  Manpower.” 

Guest  speakers  will  include  Wilbur  J.  Cohen,  Secretary,  Depart- 
ment of  Health,  Education,  and  Welfare;  Dr.  Dwight  L.  Wilbur, 
president,  American  Medical  Association;  and  John  M.  Russell, 
president.  The  John  and  Mary  R.  Markle  Foundation. 

The  Seventh  Annual  Conference  on  Research  in  Medical  Educa- 
tion, which  will  take  place  Nov.  1-2,  will  present  studies  of  eval- 
uation problems,  the  doctor-patient  relationship,  student  charac- 
teristics, instructional  techniques,  and  educational  program 
planning. 

Dr.  Robert  C.  Berson,  2530  Ridge  Ave.,  Evanston,  111.,  60201,  is 
association  executive  director. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 

SOUTHERN  MEDICAL  ASSOCIATION 
will  convene  for  its  62nd  annual  meeting 
Nov.  18-21  in  New  Orleans.  Convention 
highlights  will  be  general  sessions,  scien- 
tific sections,  president’s  luncheon,  alumni 
reunions,  conjoint  society  meetings,  scien- 
tific and  technical  exhibits,  scientific  color 
television,  golf  tournament,  president’s 
night  dinner  dance,  ladies’  entertainment, 
hotelevision,  post  convention  tour  and  medi- 
cal seminar.  Guest  speakers  will  include 
Drs.  Murray  Dworetzky,  allergy,  and  Ar- 
thur G.  DeVoe,  ophthalmology,  both  of 
New  York ; Drs.  Carl  E.  Wasmuth,  anes- 
thesiology, and  Roger  B.  Scott,  gynecology, 
both  of  Cleveland,  Ohio;  Drs.  Harold  O. 
Perry,  dermatology,  and  Edward  D.  Hen- 
derson, orthopedic  and  traumatic  surgery, 
both  of  Rochester,  Minn.  ; Drs.  Howard  P. 
House,  otolaryngology,  and  Rene  Cailliet, 
physical  medicine  and  rehabilitation,  both 
of  Los  Angeles ; Dr.  Keith  B.  Taylor, 
Palo  Alto,  Calif.,  gastroenterology ; Dr. 
Frank  H.  Bassett,  Durham,  N.C.,  gen- 
eral practice;  Dr.  David  J.  Turell,  Hous- 
ton, industrial  medicine  and  surgery;  Dr. 
Buris  R.  Boshell,  Birmingham.  Ala.,  medi- 
cine ; Dr.  Kenneth  R.  Magee,  Ann  Arbor, 
Mich.,  neurology  and  psychiatry;  Dr.  Rich- 
ard F.  Mattingly,  Milwaukee,  obstetrics ; 
Dr.  Russell  J.  Eilers,  Kansas  City,  Kan., 
pathology  ; Dr.  Doris  A.  Howell,  Philadel- 
phia, pediatrics ; Dr.  William  L.  White, 
Pittsburgh,  plastic  and  reconstructive  sur- 
gery ; Dr.  Neil  W.  Swinton,  Sr.,  Boston, 
proctology  ; Dr.  J.  Scott  Dunbar,  Montreal, 
Quebec,  Canada,  radiology ; Dr.  Edwin  Ide 
Smith,  Oklahoma  City,  surgery ; and  Dr. 
John  T.  Grayhack,  Chicago,  urology.  Ap- 
proximately 90  Texas  physicians  will  par- 
ticipate on  association  programs.  Concur- 
rent meetings  are  American  College  of 
Chest  Physicians,  Southern  Chapter ; Col- 
lege of  American  Pathologists,  Residents 
Workshop  ; Flying  Physicians  Association  ; 
Radiological  Society  of  North  America,  re- 
fresher courses ; Southern  Gynecological 
and  Obstetrical  Society ; and  SMA  Stu- 
dent Seminar,  Robert  F.  Butts,  2601  High- 
land Ave.,  Birmingham,  Ala.  35205,  is  as- 
sociation executive  director. 

TEXAS  HEART  ASSOCIATION  will  pre- 
sent South  Central  United  States  Scien- 
tific Sessions  on  Cardiovascular  Diseases 
Oct.  24-26  at  the  Convention  Center  in  San 
Antonio.  The  program’s  three  parts  will 
feature  sessions  on  coronary  heart  disease, 
optimal  coronary  care,  and  congenital 
heart  disease  and  cardiac  surgery.  Out-of- 
state  speakers  will  include  Drs.  Harold  D. 
Levine,  Alexander  Nadas,  and  Paul  Dud- 
ley White,  all  of  Boston  ; Dr.  Charles  K. 
Friedberg  of  New  York  City;  Dr.  Donald 
S.  Fredrickson  of  Bethesda,  Md.  ; Dr.  W. 
Proctor  Harvey  of  Washington,  D.C.  ; Dr. 
William  Chardack  of  Buffalo,  N.Y.  ; Dr. 
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James  R.  Jude  of  Miami,  Fla.  ; and  Dr. 
Dwight  C.  McGoon  of  Rochester,  Minn.  A 
special  session  on  cardiac  transplants  will 
feature  Dr.  Denton  A.  Cooley  of  Houston. 
Portions  of  the  program  are  presented  in 
cooperation  with  The  University  of  Texas 
Medical  School  at  San  Antonio.  Medical 
school  faculty  and  other  Texas  physicians 
will  also  participate  on  the  program.  Sci- 
entific exhibits  and  luncheons  will  round 
out  the  meeting  offerings.  Jim  R.  Rose, 
P.O.  Box  25041,  Houston  77005,  is  acting 
executive  director  of  the  association. 

21ST  ANNUAL  CONFERENCE  ON  EN- 
GINEERING IN  MEDICINE  AND  BIOL- 
OGY will  take  place  at  the  Shamrock  Hil- 
ton Hotel  in  Houston  Nov.  18-21.  The  con- 
ference is  sponsored  by  the  Joint  Commit- 
tee on  Engineering  in  Medicine  and  Biol- 
ogy of  the  Institute  of  Electrical  and  Elec- 
tronics Engineers,  the  Instrument  Society 
of  America,  and  the  American  Society  of 
Mechanical  Engineers,  with  the  participa- 
tion of  American  Institute  of  Chemical 
Engineers.  Subjects  to  be  explored  at  work- 
shops and  scientific  sessions  are  patient 
monitoring,  chemical  transduction,  biomed- 
ical engineering  education,  marine  bioen- 
gineering, reliability,  impedance  techniques, 
biomedical  applications  of  small  digital 
computers,  indirect  blood  pressure  methods, 
social  systems  dynamics,  lasers,  diagnostic 
ultrasound,  compatibility  of  materials,  heart 
valves,  anesthesia  and  respiration  models, 
oxygenators  and  gas  transfer,  electrodes, 
plethysmography,  instrumentation,  hospital 
computer  applications,  biophysics,  artificial 
heart,  blood-flow  measurement,  cardiovas- 
cular pressures,  cardiac  pacemakers,  phe- 
nomena of  the  eye,  myoelectric  control  of 
prostheses,  dialyzers  and  artificial  kidney, 
electroencephalography,  ventricular  dynam- 
ics, respiration,  psychophysiology,  neuro- 
physiolog>%  radiation,  and  pollution.  Wil- 
liam T.  Maloney,  6 Beacon  St.,  Boston 
02108,  is  conference  coordinator. 

AMERICAN  ASSOCIATION  FOR  INHA- 
LATION THERAPY  will  hold  its  14th  an- 
nual meeting  and  lecture  series  at  the 
Shamrock  Hilton  Hotel  in  Houston  Nov. 
10-15.  With  “Expanding  Horizons  of  In- 
halation Therapy”  as  theme,  the  program 
will  feature  speeches  on  new  frontiers  in 
cardiac  surgery,  screening  for  obstructive 
lung  disease,  physical  therapy  procedures 
in  treatment  of  chronic  respiratory  insuf- 
ficiency, bronchial  resection  with  preserva- 
tion of  lung  function,  emergency  proce- 
dures in  pediatrics,  and  inhalation  lung 
scans  using  radioactive  aerosols.  Several 
program  speakers  will  be  from  Texas. 
These  include  Drs.  Domingo  Liotta,  James 
Fenstermacher,  Temple  Williams,  Daniel 
Jenkins,  Ghent  Graves,  John  G.  Weg,  Wal- 
ter S.  Henly,  Michael  E.  DeBakey,  Gunyon 
M.  Harrison,  Charles  Williams,  Thomas  P. 
Haynie,  and  Paul  M.  Stevens,  all  of  Hous- 
ton ; and  Dr.  William  F.  Miller  of  Dallas. 
Mark  T.  Bowers,  2075  Main  St.,  Riverside, 
Calif.  02501,  is  association  executive  secre- 
tary. 


MEDICAL  SOCIETY  OF  THE  UNITED 
STATES  AND  MEXICO  will  hold  its  sci- 
entific program  Nov.  6-9  in  Mazatlan,  Mex- 
ico. Papers  to  be  presented  include  evolu- 
tion of  a coronary  care  unit,  bronchoscopy 
in  early  diagnosis  of  chest  disease,  roent- 
gen findings  in  rheumatoid  arthritis,  diag- 
nosis and  treatment  of  the  hypoglycemias, 
new  horizons  with  the  gastrocamera,  the 
problem  of  the  diagnosis  of  the  hairy  fe- 
male, and  recent  advances  in  endocrinology. 
Texas  physicians  on  the  program  include 
Drs.  Ra>Tnond  Gregory,  Dean  C.  Solcher, 
and  Harry  and  Alan  Kaplan,  all  of  Hous- 
ton. Mrs.  Virginia  E.  Bryant,  333  W. 
Thomas  Rd.,  Suite  #207,  Phoenix,  Ariz. 
85013,  is  society  executive  secretary. 

OKLAHOMA  CITY  CLINICAL  SOCIETY 
will  present  its  38th  annual  fall  clinical 
conference  Oct.  28-30  at  the  Skirvin  Hotel 
in  Oklahoma  City.  Meeting  highlights  will 
include  a presentation  of  “What*s  New 
and  WhaCs  Usable  of  What’s  New”  by  the 
University  of  Oklahoma  School  of  Medicine 
faculty ; surgical  grand  rounds  at  Baptist 
Memorial  Hospital,  St.  Anthony  Hospital, 
and  the  University  of  Oklahoma  Medical 
Center  ; a symposium  on  the  failing  circu- 
lation, and  speeches  by  eight  guest  speak- 
ers in  the  fields  of  obstetrics,  surgery,  der- 
matology, gynecology,  urology,  otolaryng- 
ology, and  psychiatry.  Dr.  Raleigh  R. 
White  of  Temple  will  be  a program  speak- 
er. Meeting  registration  fee  is  $25  includ- 
ing luncheons  and  a banquet.  The  confer- 
ence is  approved  for  30  prescribed  hours 
credit  by  the  American  Academy  of  Gen- 
eral Practice.  Miss  Alma  O’Donnell,  2809 
NW  Expressway,  Oklahoma  City  73112,  is 
society  executive  secretary. 

ASSOCIATION  OF  LIFE  INSURANCE 
MEDICAL  DIRECTORS  OF  AMERICA 
will  meet  Oct.  28-30  in  the  Chase  Park 
Plaza  Hotel,  St.  Louis,  for  its  77th  annual 
meeting.  The  program  will  be  highlighted 
by  speeches  on  the  following  topics : cur- 
rent appraisal  of  the  surgical  management 
of  coronary  artery  disease,  the  medical  di- 
rector on  the  management  team,  alcoholic 
myopathy,  electrocardiography  as  it  af- 
fects insurance  medicine — past,  present, 
and  futUL*e ; and  an  underwriting  round 
table — a discussion  of  often  encountered, 
seldom-discussed  medical  impairments.  Dr. 
Arthur  E.  Brown,  Back  Bay  P.  O.  Box 
333,  Boston  02117,  is  association  secretary. 

AMERICAN  ASSOCIATION  OF  BLOOD 
BANKS  will  hold  its  21st  annual  meeting 
Oct.  28-31  in  Washington,  D.C.  Program 
highlights  include  general  and  scientific 
sessions,  preconvention  seminar,  annual 
membership  business  meeting,  practical 
workshop,  and  annual  banquet.  Preconven- 
tion seminar  will  feature  compatibility 
testing,  and  members  of  a symposium  will 
discuss  recent  studies  on  polymorphisms  in 
human  blood.  Blood  component  therapy  will 
be  presented  in  four  practical  workshop 


sessions : plasmapheresis  and  platelet  pre- 
parations, plasma  preparations,  leukocyte- 
poor  blood  preparations,  and  frozen  red 
cells  and  packed  red  cells.  More  than  100 
scientific  papers  will  be  presented.  Lois  J. 
James,  30  N.  Michigan  Ave.,  Chicago  60602, 
is  association  executive  secretary. 

AMERICAN  ASSOCIATION  OF  OPH- 
THALMOLOGY will  hold  a public  affairs 
workshop  at  the  Palmer  House  in  Chicago, 
Oct.  26.  Subjects  to  be  covered  include 
paramedical  personnel  and  contact  lenses — 
recent  developments  ; a challenge  to  medi- 
cal assistants  in  New  Jersey:  how  ophthal- 
mology met  this  challenge ; initial  legisla^ 
tive  proposal  to  place  ophthalmic  medical 
assistants  and  opticians  under  optometric 
practice  act : an  initial  approach  to  oph- 
thalmology and  optometry  relations ; and 
the  national  eye  institute.  Lawrence  Zupan, 
1100  17th  St.,  N.W.,  Washington,  D.C. 
20036,  is  association  executive  secretary. 

AMERICAN  MEDICAL  ASSOCIATION 
NATIONAL  CONFERENCE  ON  COM- 
MUNITY HEALTH  PLANNING  will  take 
place  Nov.  30  at  the  Hilton  Plaza  Hotel  in 
Miami  Beach.  Conference  theme  will  be 
“Community  Health  Planning — the  Who, 
What,  When,  and  How.”  The  conference, 
sponsored  by  the  AMA  board  of  trustees 
and  council  on  medical  serv’ice,  will  feature 
case  histories  of  health  planning  activities 
and  workshops  on  the  actual  planning  pro- 
cess. Communications  should  be  made  to 
the  Department  of  Community  Health,  535 
N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  SOCIETY  OF  CYTOLOGY 
will  conduct  its  16th  annual  scientific  meet- 
ing Nov.  6-9  at  the  Sheraton-Cleveland  Ho- 
tel in  Cleveland,  Ohio.  Program  highlights 
will  be  a diagnostic  cytology  seminar,  busi- 
ness meetings,  a study  group  on  malignan- 
cy associated  changes,  cytology  workshops, 
round  table  luncheons,  and  scientific  ses- 
sions, Cleveland  Orchestra  concert.  Nation- 
al Football  League  game,  and  annual  ban- 
quet. Discussion  subjects  will  include  ma- 
lignant tumors  involving  the  vagina ; cervi- 
cal cytology  in  folic  acid  deficiency  of 
pregnancy,  cytogenetic  studies  of  the  peri- 
pheral blood  of  patients  with  cancer,  mea- 
surement and  calculation  of  cell  volxime, 
quantitative  studies  of  urine  cytology,  and 
routine  cervical  screening  of  in-patients  in 
a voluntary  hospital.  Dr.  Warren  R.  Lang, 
7112  Lincoln  Dr.,  Philadelphia  19119,  is 
society  secretai'y-treasurer. 

NATIONAL  SOCIETY  FOR  PREVEN- 
TION OF  BLINDNESS  will  celebrate  its 
60th  anniversary  with  a conference  Nov. 
20-21  at  the  Hotel  Roosevelt  in  New  York 
City.  Subjects  to  be  discussed  will  include 
contribution  of  various  health  professions 
to  prevention  of  blindness,  scientific  as- 
pects of  preventing  blindness,  and  the  sig- 
nificance of  vision  problems  of  children 
and  youth.  John  W.  Ferree,  79  Madison 
Ave.,  New  York  10016,  is  society  executive 
secretary. 
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ALSO  IN  OCTOBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY.  Chicago,  Oct.  27-Nov.  1,  1968.  Dr. 
William  L.  Benedict,  15  Second  St.  SW.  Rochester,  Minn., 
56901,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Wash- 
ington, D.C.,  Oct.  28-31,  1968.  Lois  J.  James,  30  N.  Mich- 
igan Ave.,  Chicago  60602,  E.xec.  Sec. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Las  Vegas,  Oct.  21-25,  1968.  Mr.  J.  J. 
Garvey,  4 E.  Clinton,  P.  O.  Box  10,  Joliet,  111.  60431, 
Ehcec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Chi- 
cago, Oct.  29-Nov.  2,  1969.  Murray  Kornfeld,  112  E. 
Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Boston,  Oct.  27-30,  1968.  Daniel  Weiss,  33  W.  60th  St., 
New  York  10023,  Exec.  Dir. 

■ SECOND  ANNUAL  OB-GYN  SEMINAR,  Baylor  Uni- 
versity College  of  Medicine,  Houston,  Oct.  24-25,  1968.  Dr. 
Alan  L.  Kaplan,  Department  of  Obstetrics  and  Gynecol- 
ogy, Baylor,  Houston  77025,  Seminar  Director. 

■ TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH, 
Houston,  Oct.  30-Nov.  1,  1968.  Fred  Bell,  107  Lantern 
Lane,  Austin  78731,  Exec.  Dir. 


ALSO  IN  NOVEMBER 

AMERICAN  COLLEGE  OF  PHYSICIANS  POSTGRAD- 
UATE COURSE,  Stress  and  Disease,  Relationship  of 
Psychological  and  Social  Forces  to  Pathogenic  Mechan- 
isms, Oklahoma  City,  Nov.  18-22,  1968.  Dr.  Edward  C. 
Rosenow,  Jr.,  4200  Pine  St.,  Philadelphia  19104,  Exec. 
Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  De- 
troit, Nov.  11-15,  1968.  Dr.  B.  F.  Mattison,  1740  Broad- 
way, New  York  10019,  Exec.  Dir. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Austin,  Nov.  1-2,  1968.  Mrs.  Betty 
Anderson,  1012  Sam  Houston  State  Office  Bldg.,  201  E. 
14th  St.,  Austin  78701,  Exec.  Sec. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  7-12,  1968.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.  60201,  Pres. 

■ AMERICAN  COLLEGE  OF  PHYSICIANS,  TEXAS 
REGIONAL  MEETING,  Dallas,  Dec.  6,  1968.  Dr.  Ralph 
R.  Tompsett,  3500  Gaston  Ave.,  Dallas,  Information  Of- 
ficer. 

AMERICAN  MEDICAL  ASSOCIATION  (Clinical  Meet- 
ing), Miami  Beach,  Fla.,  Dec.  1-4,  1968.  Dr.  Ernest  B. 
Howard,  535  N.  Dearborn  St.,  Chicago  60610,  Acting 
Exec.  Vice  Pres. 


AMERICAN  MEDICAL  ASSOCIATION,  TENTH  NA- 
TIONAL CONFERENCE  ON  THE  MEDICAL  AS- 
PECTS OF  SPORTS,  Miami  Beach,  Fla.,  Dec.  1,  1968. 
Dr.  Fred  V.  Hein,  535  N.  Dearborn  St.,  Chicago  60610, 
Sec.,  Committee  on  the  Medical  Aspects  of  Sports. 


AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  Bos- 
ton, Dec.  4-7,  1968.  Gertrude  F.  Conroy,  1740  Broadway, 
New  York  10019,  Exec.  Dir. 

AMERICAN  RHEUMATISM  ASSOCIATION.  Atlanta. 
Ga.,  Dec.  5-8,  1968.  Margaret  M.  Walsh,  1212  Avenue  of 
the  Americas,  New  York  10036,  Exec.  Dir. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  Houston,  Dec.  5-7,  1968.  Mrs.  Patty 
Pettigrew,  Kaufman,  Tex.  75142,  Sec.-Treas. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago.  Dec.  1-6,  1968.  Dr.  Maurice  D.  Frazer,  5145  O 
St.,  Lincoln,  Neb.  68510,  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION.  Boca  Raton, 
Fla.,  Dec.  9-11,  1968.  Dr.  George  H.  Yeager,  314  Medical 
Arts  Bldg.,  Baltimore  21201,  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  Dal- 
las, Dec.  7,  1968.  Dr.  William  C.  Levin,  816  Strand,  Gal- 
veston 77550,  Sec. 

B TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Houston,  Dec.  6-7,  1968.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76702,  Sec. 

B TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  Dec.  2-4,  1968.  Dr.  M.  H.  Crabb,  1612  Sum- 
mit Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 

B TEXAS  TUBERCULOSIS  ASSOCIATION,  Austin, 
Dec.  7,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd., 
Austin  78722,  Exec.  Dir. 


JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS. New  York  City,  Jan.  18-23,  1969.  John  K.  Hart, 
29  E.  Madison,  Chicago  60602,  Exec.  Sec. 

B FIFTH  DISTRICT  SOCIETY,  San  Antonio,  January, 
1969.  Dr.  A.  F.  Clark,  Jr.,  3-F  Medical-Professional  Bldg., 
San  Antonio  78212,  Sec.-Treas. 

B INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Jan.  27-29,  1969.  S. 
E.  Cockrell,  Jr.,  202  W.  French  PI.,  San  Antonio  78212, 
Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY,  Miami  Beach,  Fla., 
Jan.  12-17,  1969.  Dr.  John  G.  Bellows,  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Sec. 

B TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  18. 
1969.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin  78701, 
Exec.  Sec. 

B TEXAS  RADIOLOGICAL  SOCIETY,  San  Antonio, 
Jan.  24-25,  1969.  Dr.  Herman  C.  Sehested,  1560  W.  Rose- 
dale,  Fort  Worth  76104,  Sec. 
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■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  Hous- 
ton, Jan.  25-26,  1969.  Dr.  Jack  L.  Smith,  3155  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  El  Paso,  Jan.  11-12,  1969.  Wally  Christensen, 
1008  Lavaca,  Austin  78701,  Exec.  Dir. 


FEBRUARY 

■ AMERICAN  COLLEGE  OF  PHYSICIANS  POST- 
GRADUATE COURSE,  Infectious  Disease-Antibiotics, 
Immunologry  Organ  Transplantation,  and  Clinical  Virol- 
ogy, Houston,  Feb.  19-22,  1999.  Dr.  Edward  C.  Rosenow, 
Jr.,  4200  Pine  St.,  Philadelphia  19104,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  RADIOLOGY.  Atlanta,  Ga., 
Feb.  18-22,  1969.  WlUiam  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Hollywood,  Fla.,  Feb.  8-13,  1969.  Dr.  Alfred  J.  Cantor, 
147-41  Sanford  Ave.,  Flushing,  N.Y.  11355,  Exec.  Sec. 

■ SCOTT  AND  WHITE  CONFERENCE  IN  MEDICINE 
AND  SURGERY,  February,  1969.  Dr.  W.  A.  Lea.  Scott 
and  White  Clinic.  Temple  76601,  Chairman. 


■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  February,  1970.  Bob  Reid.  723  Mills  Bldg.,  El  Paso 
79901,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Dallas,  February,  1969.  Dr.  R.  E.  Johnson,  Box 
4905,  Midland  79702,  Sec.-Treas. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION.  Dallas, 
Feb.  23-26,  1969.  Joseph  N.  Murphy,  Jr.,  Box  5192,  Aus- 
tin 78703,  Sec.-Treas. 

■ TEXAS  UROLOGICAL  SOCIETY,  Port  Arthur,  Feb- 
ruary, 1969.  Dr.  James  L.  Petry,  3115  Procter  St.,  Port 
Arthur  77642,  Sec. 


MARCH 

AMERICAN  ACADEMY  OF  ALLERGY,  Bal  Harbour, 
Fla..  March  15-19,  1969.  Dr.  Paul  P.  VanArsdel.  Jr.,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle  98105, 
Sec. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, San  Francisco,  March  31-April  2,  1969.  Dr.  Thom- 
as B.  Ferguson,  Suite  311,  7710  Carondelet  Ave.,  St. 
Louis  63105,  Sec. 

■ AMERICAN  COLLEGE  OF  PHYSICIANS  POST- 
GRADUATE COURSE,  Physiological  Concepts  of  Clinical 
Disease.  Dallas,  March  3-6,  1969.  Dr.  Edward  C.  Rosenow, 
Jr.,  4200  Pine  St..  Philadelphia  19104,  Exec.  Dir. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  17-19,  1969.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  76301,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  10-13,  1969.  Mrs.  Irma  B.  Sher- 
wood, 1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
New  Orleans,  March  20-22,  1969.  Mrs.  Elsie  Howard! 
2109  Commerce  St.,  Dallas  75201,  Exec.  Sec. 

■ SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, San  Antonio,  March  7-9,  1969.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77026,  Sec. 


■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  San  Antonio,  March  7-8,  1969.  Dr. 
J.  L.  Jinkins,  Jr.,  Suite  921,  200  North  Blvd.,  Galveston 
77550.  Sec.-Treas. 

■ THE  UNIVERSITY  OF  TEXAS  M.  D.  ANDERSON 
HOSPITAL  AND  TUMOR  INSTITUTE  AT  HOUSTON 
Symposium  on  Fundamental  Cancer  Research,  "Genetic 
Concepts  and  Neoplasia.”  Houston,  March  5-7,  1969.  Dr. 
David  E.  Anderson  (Ph.D.l,  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute  at  Hous- 
ton, Texas  Medical  Center,  Houston  77025,  is  symposium 
chairman. 


APRIL 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Chicago,  April  24-26,  1969. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Dir. 

■ AMERICAN  DERMATOLOGICAL  ASSOCIATION, 
Scottsdale,  Ariz.,  April  17-22,  1969.  Dr.  Barrett  Kennedy. 
1542  Tulane  Ave.,  New  Orleans,  La.  70112,  Sec. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J.. 
April  30-May  1,  1969.  Dr.  Charles  D.  Cook,  333  Cedar  St., 
New  Haven,  Conn.  06510,  Sec.-Treas. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY.  Bay  City, 
Tex.,  April.  1969.  Dr.  William  Nicholson,  304  W.  Broad, 
Freeport  77541,  Sec.-Treas. 

■ INDUSTRIAL  MEDICAL  ASSOCIATION,  Houston, 
April  21-24,  1969.  Howard  N.  Schulz,  55  E.  Washington 
St.,  Chicago,  111.  60602,  Exec.  Dir. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, April  30-May  4,  1969.  Russell  F.  Staudacher,  2635 
Flossmoor.  Flossmoor,  111.  60422,  Exec.  Dir. 

■ TEXAS  DENTAL  ASSOCIATION,  Dallas,  April  27-30, 
1969.  Bill  Howard,  3707  Gaston  Ave.,  Dallas  75246,  Exec. 
Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Houston,  April  21-24,  1969.  Dr.  G.  E.  McGlothlen,  P.O. 
Bo.x  336,  Bridge  City.  Tex.  77611,  Sec.-Treas. 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Fran- 
cisco, May  5-8,  1969.  Dr.  Merrill  H.  Goodwin,  Aerospace 
Medical  Association,  Washington  National  Airport.  Wash- 
ington. D.C.  20001,  Exec.  Vice  Pres. 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS 
CHAPTER,  San  Antonio,  May  2.  1969.  Dr.  Robert  L. 
Mathis,  4119  Montrose  Blvd.,  Houston  77006,  Sec.-Treas. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  4,  1969.  Dr. 
Daniel  E.  Jenkins,  1200  Moursund  Ave.,  Houston  77025, 
Sec.-Treas. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER.  Houston.  May,  1969.  Dr.  August  F. 
Herff,  Jr.,  820  M&S  Tower,  San  Antonio  78205,  Sec. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Washington,  D.C.,  May  14-17,  1969.  Dr.  H.  D. 
Janowitz,  11  E.  100th  St.,  New  York  City  10029,  Sec. 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY,  Hot 
Springs,  Va.,  May  26-28,  1969.  Dr.  Samuel  D.  McPherson, 
Jr..  1110  W.  Main  St.,  Durham,  N.C.  27701,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Miami 
Beach,  Fla.,  May  5-9,  1969.  Dr.  Robert  S.  Garber,  Car- 
rier Clinic.  Belle  Mead,  N.J.  08502,  Exec.  Sec. 


106 


TEXAS  MEDICINE 


■ AMERICAN  PSYCHIATRIC  ASSOCIATION.  TEXAS 
DISTRICT  BRANCH.  San  Antonio,  May  1-4,  1969.  Dr. 
Irvin  M.  Cohen,  641  Hermann  Professional  Bldg.,  Hous- 
ton 77025.  Sec. 

AMERICAN  THORACIC  SOCIETY,  Miami  Beach,  Fla., 
May  24-26,  1969.  Robert  G.  Weymueller,  1780  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  San  Fran- 
cisco, May  12-15,  1969.  William  P.  Didusch,  1120  N. 
Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION.  TEXAS 
CHAPTER,  San  Antonio,  May  1,  1969.  Dr.  Robert  L. 
Schoenvogel,  401  Sycamore,  Brenham  77833,  Sec.-Treas. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May,  1969.  Dr.  Thomas  L. 
Hill,  Kings  Daughters  Clinic,  Temple  76501,  Sec. 

NATIONAL  CONFERENCE  ON  BREAST  CANCER. 
Washington,  D.C.,  May  8-10,  1969.  Dr.  Roald  N.  Grant, 
219  E.  42nd  St.,  New  York  10017,  Coordinator. 

■ SEVENTH  ANNUAL  BAYLOR  ALUMNI  DAY,  Bay- 
lor University  College  of  Medicine,  Houston,  May,  1969. 
Mr.  Russell  Clem  and  Dr.  Herbert  Fred.  Baylor,  Houston 
77025,  Coordinators. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio. 
May  1,  1969.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio,  May  1,  1969.  Dr.  Reinhold  E. 
Johnson,  Box  4905,  Midland  79701,  Sec.-Treas. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  Antonio, 
May  3,  1969.  Dr.  Coleman  Jacobson,  3797  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

■ TEXAS  DIABETES  ASSOCIATION.  San  Antonio,  May 
4,  1969.  Dr.  Holbrooke  S.  Seltzer,  4600  S.  Lancaster, 
Dallas  75216,  Sec.-Treas.  and  Prog.  Chm. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  May  17- 
21,  1969.  O.  Ray  Hurst,  P.O.  Box  4553,  Austin  78751, 
Exec.  Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION,  San 
Antonio,  May  1,  1969.  Dr.  George  E.  McGlothlen,  P.O. 
Box  336,  Bridge  City,  Tex.,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio.  May 
1-4,  1969.  C.  Lincoln  WUliston,  1801  N.  Lamar  Blvd., 
Austin  78701.  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  John  Kuppinger,  613  W. 
Fillmore,  Harlingen  78550,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION.  San  An- 
tonio, May  3,  1969.  Dr.  Ray  Lawson,  2828  Lemmon  Ave., 
Dallas  75204,  Sec.-Treas. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION.  San 
Antonio,  May  2-3,  1969.  Dr.  Charles  Engelking,  224-34  W. 
Beauregard,  San  Angelo  76902,  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  San  Antonio,  May  1,  1969.  Dr.  Robert 
M.  Izard,  Jr.,  P.O.  Box  58,  Gonzales,  Tex.  78629,  Sec.- 
Treas. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio,  May. 
1969.  Dr.  James  M.  Hampton,  448  Hermann  Professional 
Bldg.,  Houston  77025,  Sec.-Treas. 


■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San 

Antonio,  May  3-4,  1969.  Dr.  Presley  Chalmers,  2310 

Gramercy,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, San  Antonio,  May  2,  1969.  Dr.  Stonie  R.  Gotten, 
2601  Welborn,  Dallas  75219,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS.  INC.,  San 
Antonio,  May  4,  1969.  Dr.  Jack  L.  Smith,  3155  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio,  May  3,  1969.  Dr.  Frank  Dunton,  3601  Swiss 
Ave.,  Dallas  75204,  Sec.-Treas. 

■ TEXAS  TRAUMATIC  SURGICAL  SOCIETY.  San  An- 
tonio, May  1,  1969.  Dr.  C.  M.  Ashmore,  5124  Richmond 
Rd.,  Bellaire  77401,  Sec.-Treas. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  INC.,  San  Antonio,  May  3,  1969.  Mr.  Wally 
Christensen,  1919  Lavaca,  Austin  78701,  Exec.  Dir. 


JUNE 

AMERICAN  ORTHOPAEDIC  ASSOCIATION,  Hot 
Springs,  Va.,  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St.,  Chicago  60602,  Sec. 

AMEaaiCAN  PROCTOLOGIC  SOCIETY,  Boston,  June 
16-19,  1969.  Dr.  John  E.  Ray,  320  W.  Lafayette,  Detroit 
48226,  Sec. 

AMERICAN  RHEUMATISM  ASSOCIATION.  Boston. 
June  19-20,  1969.  Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Lake  Ta- 
hoe, June  2-5,  1969.  Dr.  Jack  A.  Barney.  301  Pasteur 
Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

UNITED  STATES  - MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION,  Santa  Fe,  N.M.,  June,  1969. 
Dr.  Jorge  Jimenez  Gandica,  501  US  Court  House.  El 
Paso  79901,  See. 


JULY 

AMERICAN  MEDICAL  ASSOCIATION,  New  York,  July 
13-17,  1969.  Dr.  F.  J.  L.  Blasingame,  535  N.  Dearborn 
St.,  Chicago  60610,  Exec.  Vice  Pres. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION.  Austin. 
July  20-23,  1969.  Luther  Parker,  Austin  Savings  Bldg., 
Austin  78701.  Exec.  Sec. 

■ TEXAS  REHABILITATION  ASSOCIATION,  El  Paso, 
July,  1969.  Mrs.  Sharon  Estep,  P.O.  Box  20194,  Austin 
78767,  Sec.-Treas. 


AUGUST 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE. Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 


SEPTEMBER 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION.  Phil- 
adelphia, Sept.  18-22,  1969.  David  Littler,  420  Lexington 
Ave.,  Suite  417,  New  York  10017,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE. 
Philadelphia,  Sept.  26-Oct.  3,  1969,  Dr.  Mac  F.  Cahal 
(J.D.).  Volker  Blvd.  at  BrcK>kside,  Kansas  City,  Mo., 
Exec.  Dir. 
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SPEAKERS,  PANELISTS  STRESS  PHYSICIAN  LEADERSHIP 


Leadership  responsibilities  of  the 
physician  were  major  concerns  of 
speakers  at  the  Texas  Medical  Asso- 


Dr.  Jack  B.  Lee  of  San  Antonio  receives 
from  Dr.  James  W.  Turpin  a brass  wrist 
band  which  signifies  honorary  member- 
ship in  the  Montagnard  bushman  tribe  of 
South  Vietnam.  Dr.  Turpin  is  a fully  initi- 
ated member,  having  obtained  his  mem- 
bership when  he  brought  medical  aid  to 
these  isolated  people  in  connection  with 
Project  Concern  medical  relief  organiza- 
tion. Dr.  Lee  has  agreed  to  coordinate 
ophthalmological  efforts  for  Project  Con- 
cern. 


Dr.  Atticus  J.  Gill  of  Dallas  and  Dr.  James 
H.  Sammons  of  Baytown  descend  from 
rostrum  after  presentation  of  the  Texas 
Medical  Association  Distinguished  Service 
Award  to  Dr.  Gill  during  closing  confer- 
ence session. 


elation  Public  Relations  and  Public 
Affairs  Conference  Sept.  21  in  Aus- 
tin. 

Physicians  were  urged  to  direct 
and  master  change  rather  than  have 
change  overwhelm  them,  provide 
great  statesmanship  through  their 
own  chosen  leaders,  and  foster  posi- 
tive action  programs  addressed  to 
meeting  emerging  needs. 

The  five  main  guest  speakers  and 
their  topics  were  Dr.  Dwight  L.  Wil- 
bur of  San  Francisco,  president, 
American  Medical  Association,  “The 
Medical  Society  Must  Lead”;  Mr. 
Philip  Lesly  of  Chicago,  president. 
The  Philip  Lesly  Company,  “Coping 
with  Medicine’s  New  Climate”;  Dr. 
James  W.  Turpin  of  Ardmore,  Pa., 
president  and  founder.  Project  Con- 
cern, Inc.,  “Modern  Medicine — The 
International  Language”;  Lewis  R. 
Timberlake  of  Austin,  assistant  to 
the  president.  First  National  Life  In- 
surance Company,  “Keepers  of  the 
Spring”;  and  Dr.  Edward  R.  Annis  of 
Miami,  Fla.,  member,  AMA  Board  of 
Trustees,  “Doctors — Public  Affairs 
and  Politics.” 

Speakers  at  panel  sessions  also 
stressed  the  role  of  leadership  the 
physician  needs  to  play.  Four  parti- 
cipants on  the  morning  panel,  “Pub- 
lic Relations  Ideas — Tried  and  True/ 
Fresh  and  New”  discussed  the  fol- 
lowing topics:  Dr.  Oscar  Marchman 
of  Dallas,  president,  Dallas  County 


Philip  Lesly,  conference  speaker  who 
later  urged  physicians  to  adopt  a positive 
program  for  leadership  in  meeting  the 
challenge  of  medicine's  new  climate,  en- 
ters with  Dr.  Howard  O.  Smith  of  Marlin. 


Medical  Society,  “Planning  a Suc- 
cessful Community  Health  Week”; 
Donald  V.  Williams  of  San  Antonio, 
assistant  executive  director,  Bexar 
County  Medical  Society,  “Informing 
the  Public  Through  Newspaper 
Health  Columns”;  Dr.  Lester  Karot- 
kin  of  Houston,  president,  Harris 
County  Medical  Society,  “Member- 
ship Opinion  Polls  Can  Fill  Your 
Communications  Gap”;  and  James 
R.  Hickox  of  Chicago,  director, 
AMA  Program  Services  Department, 
“Leading  the  Community  in  Drug 
Abuse  Education.”  Dr.  Joseph  T. 
Ainsworth  of  Houston,  chairman, 
TMA  Council  on  Public  Relations 
and  Public  Service,  moderated  the 
session. 

“Comprehensive  Health  Planning 
— What  It  Is;  The  Role  of  the  Physi- 
cian” was  considered  at  an  after- 
noon panel  session.  Speakers  and 
topics  were  Dr.  Joseph  T.  Painter  of 
Houston,  member,  TMA  Committee 
on  Health  Planning,  “The  Federal 
Laws  . . . Public  Law  89-749  and 
Public  Law  90-174  (H.R.  6418)— 
What  They  Say  and  What  They  Do”; 
Dr.  James  E.  Peavy  of  Austin,  Texas 
state  commissioner  of  health,  “Tex- 
as Implementation  of  Comprehen- 
sive Health  Planning”;  and  Dr.  Dew- 
ey W.  Johnston  of  Fort  Worth,  mem- 
ber, TMA  Committee  on  Health  Plan- 
ning, “The  Role  of  the  Physician  and 
the  County  Medical  Society  in  Local 
and  Regional  Health  Planning.”  Dr. 
Floyd  A.  Norman  of  Dallas,  chair- 
man, TMA  Committee  on  Health 
Planning,  served  as  panel  moderator. 

During  the  conference  weekend, 
70  TMA  committees,  councils,  and 
boards  met  to  transact  Association 
business.  Business  meetings  cul- 
minated in  the  Executive  Board 
meeting  on  Sept.  22.  Other  confer- 
ence weekend  features  included 
orientation  program  for  new  and 
transfer  TMA  physicians,  meetings 
of  the  Woman's  Auxiliary  to  TMA, 
hospitality  hour  sponsored  by 
Charles  0.  Finley  & Company,  and 
football  game  between  The  Univer- 
sity of  Texas  and  the  University  of 
Houston.  Another  special  feature  of 
the  conference  was  the  presentation 
of  the  TMA  Distinguished  Service 
Award  to  Dr.  Atticus  J.  Gill  of  Dallas. 

Attendance  at  the  meeting  was 
706  physicians  and  guests. 


108 


TEXAS  MEDICINE 


Top  Left.  Dr.  Edward  R.  Annis  of  Miami, 
Fla,,  and  Dr.  Dwight  L.  Wilbur  of  San 
Francisco,  conference  speakers,  are  wel- 
comed by  Dr.  Milford  O.  Rouse  of  Dallas 
and  Dr.  G.  V.  Brindley,  Jr.,  of  Temple, 
Top  Right.  Conference  speaker  Lewis  R. 
Timberlake  of  Austin  discusses  medicine's 
image  with  Dr.  Byron  P.  York  of  Houston 
before  conference  afternoon  session.  Cen- 
ter Left.  Panelists  Drs.  James  E.  Peavy  of 
Austin  and  Dewey  W.  Johnston  of  Fort 
Worth  listen  as  Dr.  Joseph  T.  Painter  of 
Houston  illustrates  an  outline  of  grant 
programs  under  PL  89-749  and  PL  90-174 
during  afternoon  panel  session.  Bottom 
Left.  Moderator,  Dr.  Joseph  T.  Ainsworth 
of  Houston  briefs  panel  members,  James 
R.  Hickox  of  Chicago,  Dr.  Lester  Karotkin 
of  Houston,  Dr.  Oscar  Marchman  of  Dal- 
las, and  Donald  V.  Williams  of  San  An- 
tonio before  morning  panel  session  on 
"Public  Relations  Ideas — Tried  and  True/ 
Fresh  and  New."  Bottom  Right.  Dr.  James 
W.  Turpin  of  Ardmore,  Pa.,  gives  Texas 
physicians  a look  at  the  international 
aspects  of  medicine  during  conference 
opening  session. 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 


How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps’  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information-composition:  Each  white  beuelerf 
compressed  tablet  contains:  Qumme  sulfate,  2M  ^'no: 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat 

c^uS  ne  :f^"^bency  legmuscle  craXs  fn- 

vl^ns  thrnmL  arthritis,  diabetes,  varicose 

veins  thrombophlebitis,  arteriosclerosis  and  static  foot  dp 

P%gnancv  becaTse'‘'^*‘T®^  QUINAMM  is  contraindiLtL  in 
PrlfauUons-^Am^nnnh^i^  ^ quinine  content.  Side  Effects/ 
m sori^e  produce  intestinal  cramps 

in  some  instances,  and  quinine  may  produce  svmotoms  nf 
cinchonism,  such  as  tinnitus,  dizziness  and  Lltr^inteTtma 

sk!n^ralh'^or°vf=:n°?H 'O  the  ears,  deafness, 
^1?,  ^ disturbances  occur.  Dosage:  One  tablet 

onrta'b  erfllllmn  b!  increased  to 

one  taoiet  tol  owing  the  evening  meal  and  one  tablet  noon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets.  ^ 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


How  much  does 

the  anticostive^ 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC* 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

# Elemental  Iron  (as  Ferrous  Fumarate) 

9 Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 

Vitamin  Bi 

Vitamin  B- F 

Vitamin  Bo .!!!!. 

Vitamin  Bi- ! . . 

Vitamin  C 

Niacinamide . 

Folic  Acid ^ 

Pantothenic  Acid  i . F .]!.!! ! 

Bottles  of  60 

* 


100  mg 

100  mg 
7.5  mg 
7.5  mg 
7.5  mg 
50  mcgtn 
200  mg 
30  mg 
0.05  mg 
15  mg 


anticostive,  adj.  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-con- 
taining hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


490-7R-6064 


no 
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DR.  KIRKLEY:  90TH  CONGRESS  NOT  UKEIY 
TO  LEGISLATE  NEW  MEDICAL  PROGRAMS 


The  word  which  would  most  aptly 
portray  the  Washington  political  at- 
mosphere is  “frustration,”  said  Dr. 

A.  Rex  Kirkley,  assistant  manager, 
American  Medical  Association  Wash- 
ington Office.  He  was  speaking  to 
the  School  of  Instruction  of  the  Wo- 
man’s Auxiliary  to  the  Texas  Medical 
Association,  Sept.  20,  1968,  in  Aus- 
tin. 

Because  of  the  three  problems  of 
greatest  concern  to  government  offi- 
cials at  present — breakdown  of  law 
and  order,  war  in  Vietnam,  and 
strain  on  the  nation's  economy — 
subjects  relating  to  health  have  had 
to  take  a relative  back  seat  in  the 
90th  Congress,  according  to  Dr. 
Kirkley.  Although  there  will  certainly 
be  more  activity  in  health-related 
affairs.  Dr.  Kirkley  predicted  that  in 
the  remainder  of  the  session  there 
would  be  “no  great  new  medical  leg- 
islative proposals  enacted.”  Efforts 
will  be  made,  he  said,  to  broaden 
and  to  improve  some  of  those  al- 
ready in  existence.  And,  he  added, 
if  the  war  in  Vietnam  were  to  be 
concluded  and  some  of  the  expendi- 
tures required  to  carry  on  the  con- 
flict were  made  available  for  other 
activities,  undoubtedly  medical  pro- 
grams would  be  affected. 

Congress  returned  to  work  Sept.  4 
after  a month’s  recess  for  the  na- 
tional political  conventions.  Many 
leaders  feared  that  the  post-conven- 
tion session  would  be  wrecked  by 
political  tensions,  impatience,  and 
general  weariness.  This  fatigue  might 
have  been  avoided  if  the  adjourn- 
ment could  have  come  before  the 
conventions,  but  now  many  feel 
that  the  session  will  drag  on  until 
Christmas  with  a short  break  for 
the  November  elections.  Members’ 
actions  will  tend  to  be  cautious  and 
make  their  explanations  expansive. 
“In  other  words,”  said  Dr.  Kirkley, 
“the  lawmakers  will  be  trying  to  talk 
to  the  voters  at  home  at  the  same 
time  they  are  speaking  to  colleagues 
on  the  floor  of  Congress.” 

Several  important  matters  before 
the  Congress  do  concern  medicine. 
Dr.  Kirkley  listed  these  legislative 
programs  for  the  Auxiliary  members. 

1.  Taxation  of  non-profit  organi- 
zation advertising  and  exhibit  in- 
come. The  Internal  Revenue  Service 
has  issued  regulations  to  tax  publi- 
cation advertising  and  exhibit  in- 
come of  charitable,  scientific,  edu- 
cational nonprofit  organizations.  In- 


cluded are  the  AMA,  all  state  medi- 
cal associations.  Boy  and  Girl 
Scouts,  National  Education  Associa- 
tion, US  Chamber  of  Commerce, 
and  all  service  clubs — about  600 
groups.  Congress  has  been  urged  to 
request  the  House  Ways  and  Means 
Committee  to  challenge  IRS  officials 
on  their  authority  to  tax  these 
groups.  Four  members  of  the  com- 
mittee have  introduced  legislation  to 
nullify  these  regulations.  Sen.  John 
Tower  of  Texas  introduced  a similar 
bill  in  the  Senate.  Just  before  the 
recess  in  late  July,  the  Senate  Fi- 
nance Committee  had  favorably  re- 
ported a House-passed  bill  to  permit 
farmers  to  amortize  tax  deductions 
for  soil  and  water  conservation  pay- 
ments. This  bill  includes  an  amend- 
ment which  would  postpone  for  one 
year  the  effective  date  of  the  IRS 
regulation.  This  is  meant  to  give  the 
House  Ways  and  Means  Committee 
an  additional  year  to  hold  hearings 
on  the  merits  of  this  matter  and 
would  cancel  any  tax  liability  for  the 
calendar  year  1968.  Before  this 
amendment  can  become  effective, 
the  House,  if  and  after  the  Senate 
adopts  it,  must  also  agree. 

2.  Cost  of  medical  care.  Early 
this  year,  a subcommittee  of  the 
Senate  Government  Operations  Com- 
mittee, chaired  by  Sen.  Abraham  A. 
Ribicoff  of  Connecticut,  held  hear- 
ings on  the  cost  of  medical  care.  In 
the  first  week  of  the  hearings  every 
witness  was  a critic  of  the  present 
medical  care  system  and  suggested 
such  changes  as  national  compul- 
sory health  insurance,  mandatory 
health  insurance,  designation  of 
hospitals  as  public  utilities,  and  the 
setting  of  fixed  physicians’  fees, 
making  hospitals  the  center  of  all 
health  care  with  physicians  on  sal- 
aries and  establishment  of  prepaid 
groups.  This  subcommittee  held 
hearings  for  a week  in  April  and 
again  for  a week  in  June. 

3.  Health  manpower.  On  Aug.  16 
President  Lyndon  B.  Johnson  signed 
into  law  the  Health  Manpower  Act 
of  1968.  As  passed,  the  law  extends 
for  two  years  the  Health  Professions 
Educational  Assistance  Act  amend- 
ments, with  a program  of  grants  for 
construction  of  teaching  facilities 
for  medical,  dental,  and  other  health 
personnel;  institutional  and  special 
project  grants;  and  student  loans. 
The  law  also  extends  for  two  years 
the  Nurse  Training  Act  providing  for 


grants  to  assist  in  the  construction 
of  new  educational  facilities,  special 
project  and  institutional  grants,  and 
loans  for  nursing  students.  The  Al- 
lied Health  Professions  Personnel 
Training  Act  was  extended  for  one 
year,  and  the  program  of  grants  for 
the  construction  of  health  research 
facilities  was  extended  for  two  years. 

4.  Eye  institute.  The  President 
also  signed  into  law  an  amendment 
to  the  Public  Health  Service  Act  to 
establish  a National  Eye  Institute. 
This  legislation  was  supported  by 
the  AMA  but  was  opposed  by  the 
Presidential  Administration. 

5.  Regional  medical  programs.  A 
bill  providing  for  a two-year  exten- 
sion of  the  Regional  Medical  Pro- 
grams has  been  passed  by  the 
House.  The  Senate  has  approved  an 
amendment  providing  for  an  exten- 
sion of  the  Hill-Burton  hospital  con- 
struction program.  The  Senate  and 
House  conferees  have  been  appoint- 
ed. [On  Oct.  1 the  Senate  adopted 
the  favorable  conference  report,  and 
the  bill  went  to  the  President  for 
signing.] 

6.  Military  procurement.  The  AMA 
has  vigorously  supported  passage  of 
the  Military  Procurement  Act  be- 
cause it  contains  a provision  which 
would  reestablish  in  the  Department 
of  Defense  the  Office  of  Assistant 
Secretary  for  Health. 

7.  HEW  appropriations.  The  De- 
partment of  Health,  Education, 
and  Welfare  appropriations,  which 
amount  to  some  $18,000,000,000, 
are  expected  to  receive  early  con- 
sideration by  the  Senate.  These  con- 
tain an  amendment  which  had  been 
offered  by  Sen.  Warren  G.  Magnuson 
of  Washington  which  authorized 
HEW  to  establish  a IS-man  Presi- 
dential Commission  on  Preventive 
Medicine. 

8.  Radiation  control.  The  Radia- 
tion Control  for  Health  and  Safety 
Act  authorizes  the  Secretary  of  HEW 
to  draft  model  laws  and  regulations 
for  adoption  by  states  for  the  licen- 
sure of  x-ray  technicians  and  stand- 
ards for  assuring  their  adequate 
training.  [This  bill  was  pending  Sen- 
ate action  at  Texas  Medicine  press 
time.] 

9.  Child  health.  Sen.  Russell  B. 
Long  of  Louisiana  and  Rep.  Cecil  R. 
King  of  California  have  introduced 
similar  bills  relating  to  the  Child 
Health  Act  of  1968.  Proposed  in  the 
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President’s  Health  Message  early  in 
the  year  and  better  known  as  “Kid- 
diecare,”  the  bills  contain  three  ma- 
jor provisions:  (1)  supplemental  ma- 
ternal and  child  welfare  programs 
under  the  Maternal  and  Child  Health 
Care  Act  to  feature  comprehensive 
maternity,  prenatal,  and  postnatal 
care  for  mothers  from  low-income 
families,  comprehensive  health  care 
for  children  in  their  first  year  of  life, 
and  family  planning  services;  (2)  a 
program  for  determining  federal  pay- 
ments for  drugs  under  Medicare, 
Medicaid,  and  Maternal  and  Child 
Health  Care  Act  programs;  and  (3) 
authority  of  the  Secretary  of  HEW 
to  put  into  effect  any  method  of 
payment  for  health  services  devel- 
oped in  the  “incentive  reimburse- 
ment experiment”  program  about 
to  be  undertaken  by  HEW.  If  adopt- 
ed, this  third  provision  would  give 
the  Secretary  the  authority,  without 
further  Congressional  approval,  of 
determining  the  method  by  which 
providers  of  care,  including  physi- 
cians, would  be  compensated  for 
care  which  they  render  under  fed- 
erally assisted  programs. 

10.  Social  Security.  According  to 
many  Capitol  experts.  Social  Secur- 
ity legislation  will  be  neglected  this 
year.  However,  within  recent  years, 
a Social  Security  bill  has  been  en- 
acted in  every  election  year.  Possi- 
ble legislation  might  include  chiro- 
practic benefits,  coverage  of  all  the 
disabled  and  many  others  under  age 
65,  elimination  of  co-pay  and  de- 
ductibles and  inclusion  of  drugs  as 
a Medicare  benefit. 

Dr.  Kirkley  also  viewed  medicine’s 
political  situation  according  to  Con- 
gressional composition.  Seeing  the 
upcoming  elections  as  “most  im- 
portant to  American  medicine,”  Dr. 
Kirkley  listed  the  following  statistics. 
Presently,  House  membership  con- 
sists of  245  Democrats  and  187  Re- 
publicans with  3 vacancies.  In  the 
Senate  there  are  63  Democrats,  37 
Republicans,  and  no  vacancies. 
Some  members  of  Congress  are  un- 
opposed in  the  election  and  some 
are  not  seeking  reelection;  however, 
all  435  House  seats  and  34  Senate 
seats  are  at  stake  in  November.  If 
Republicans  were  to  gain  control  of 
the  House,  they  would  have  to  hold 
the  187  seats  they  now  have  and 
gain  31  new  ones.  This  would  seem 
possible  only  if  Richard  Nixon  ob- 
tained a landslide  victory.  In  the 
Senate,  Republicans  could  gain  con- 
trol only  by  winning  14  additional 
seats. 

The  composition  of  the  91st  Con- 
gress drew  some  further  comments 


from  Dr.  Kirkley.  Changes  will  take 
place  on  the  Senate  Labor  and  Pub- 
lic Welfare  Committee  which  con- 
siders all  medical  legislation  except 
bills  involving  taxation.  Sen.  Lister 
Hill  of  Alabama,  long-time  chairman 
of  the  committee,  has  retired.  The 
second  ranking  Democratic  member 
of  this  committee.  Sen.  Wayne 
Morse  of  Oregon,  is  in  line  for  the 
chairmanship.  Sen.  Morse  is  running 
for  reelection  this  year;  and  in  case 
of  his  defeat,  the  third  ranking  mem- 
ber of  the  Democratic  side  of  the 
committee.  Sen.  Ralph  Yarborough 
of  Texas,  would  be  in  line  for  chair- 
manship. “Medicine  can  contem- 
plate having  a most  difficult  time  in 
effectively  working  with  this  com- 
mittee,” Dr.  Kirkley  said.  On  the 
Senate  Finance  Committee,  which 
considers  medical  legislation  involv- 
ing taxation.  Sens.  George  A.  Smath- 
ers  of  Florida,  Thruston  B.  Morton 
of  Kentucky,  and  Frank  Carlson  of 
Kansas  will  not  return.  Dr.  Kirkley’s 
view  of  this  membership  loss  was, 
“They  will  be  missed  by  medicine, 
for  they  have  been  our  friends.” 

Changes  were  also  foreseen  in  the 
House.  “On  the  House  Interstate 
and  Foreign  Commerce  Committee, 
which  considers  medical  legislation 
that  does  not  involve  taxation,  our 
relationships  appear  to  remain  quite 
good,”  Dr.  Kirkley  stated.  The  Sub- 
committee on  Public  Health  and 
Welfare  is  chaired  by  Rep.  John  Jar- 
man of  Oklahoma,  and  Rep.  J.  J. 
Pickle  of  Texas  is  on  the  full  com- 
mittee. Other  early  speculations  in- 
cluded the  possible  election  to 
Speaker  of  the  House  of  Rep.  Wilbur 
D.  Mills  of  Arkansas,  current  chair- 
man of  the  House  Ways  and  Means 
Committee.  If  this  occurs,  the  num- 
ber two  ranking  majority  member, 
presently  Rep.  Hale  Boggs  of  Louisi- 
ana, would  be  considered.  If  Con- 
gressman Boggs,  House  Majority 
Whip,  should  become  Majority  Lead- 
er under  Representative  Mills,  the 
next  chairman  of  Ways  and  Means 
would  be  Rep.  John  C.  Watts  of 
Kentucky.  Rep.  Cecil  King  has  been 
replaced  by  Rep.  Jerry  Corman  of 
California.  Rep.  A.  Sydney  Herlong, 
Jr.,  of  Florida,  has  resigned  and  was 
replaced  by  Rep.  Omar  Burleson  of 
Texas.  This  move  gives  Texas  two 
men  on  the  Committee  since  Rep. 
George  Bush  was  already  on  the 
committee.  In  addition.  Rep.  George 
M.  Rhodes  of  Pennsylvania  has  re- 
signed and  was  replaced  by  Con- 
gressman William  J.  Green  of  Penn- 
sylvania. Thus,  changes  have  been 
made  on  the  committee  even  before 
the  election  is  held.  A minimum  of 


five  new  members  will  be  on  this 
committee  next  session.  “Just  to 
show  how  important  this  committee 
is,”  Dr.  Kirkley  said,  “Representa- 
tive Burleson  gave  up  the  chairman- 
ship of  House  Administration  Com- 
mittee and  the  third  ranking  spot  on 
House  Foreign  Affairs  Committee  to 
become  13th  ranking  member  of 
Ways  and  Means.” 


Major  Parties  Have 
Health  Platform  Planks 

Both  the  Republican  and  Demo- 
cratic political  parties  have  written 
planks  on  health  care  into  their  cam- 
paign platforms.  Both  parties  sup- 
port the  construction  and  moderni- 
zation of  health  care  facilities  and 
provision  of  health  care  for  all  citi- 
zens. 

As  cited  in  Washington  Report, 
published  by  the  US  Chamber  of 
Commerce,  specific  Democratic 
Party  recommendations  are 

The  best  of  modern  medical  care 
should  be  made  available  to  every 
American.  . . . 

Through  a partnership  of  govern- 
ment and  private  enterprise  we  must 
develop  new  coordinated  approaches 
to  stem  the  rise  in  medical  and  drug 
costs  without  lowering  the  quality  or 
availability  of  medical  care.  Out-of- 
hospital care,  comprehensive  group 
practice  arrangements,  increased 
availability  of  neighborhood  health 
centers,  and  the  greater  use  of  sub- 
professional aides  can  all  contrib- 
ute. . . . 

We  will  raise  the  level  of  research 
in  all  fields  of  health.  . . . 

We  must  build  new  medical,  den- 
tal, and  medical  service  schools,  and 
increase  the  capacity  of  existing 
ones.  . . . 

Medical  care  should  be  extended 
to  disabled  beneficiaries  under  the 
Old  Age,  Survivors  and  Disability 
Insurance  Act  to  the  same  extent 
and  under  the  same  system  that 
such  care  is  available  to  the  aged. 

Maternal  and  child  health  centers, 
located  and  designed  to  serve  the 
needs  of  the  poor,  and  voluntary 
family  planning  information  centers 
should  be  established  throughout 
the  country.  . . . 

Medicaid  program  administered  by 
the  states  should  have  uniform 
standards.  . . . 

We  urge  consideration  of  a pro- 
gram comparable  to  Medicare  to  fi- 
nance pre-natal  care  for  mothers 
and  post-natal  care  for  children  dur- 
ing the  first  year  of  life. 
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TEXAS  MEDICINE 


STATEMENT  FILED  WITH  POLITICAL  PARTIES 


The  Republican  Party  platform  on 
health  care  reads  as  follows 

We  pledge  to  encourage  the 
broadening  of  private  health  insur- 
ance plans,  many  of  which  cover 
hospital  care  only,  and  to  review  the 
operation  of  government  hospital 
care  programs  in  order  to  encour- 
age more  patients  to  utilize  non- 
hospital facilities. 

Expansion  of  the  number  of  doc- 
tors, nurses,  and  supporting  staff 
. . . will  have  our  support. 

We  will  foster  the  construction  of 
additional  hospitals  and  encourage 
regional  hospital  and  health  plan- 
ning. . . . 

We  will  also  press  for  enactment 
of  . . . programs  for  financing  of 
hospital  modernization.  . . . 

New  diagnostic  methods  and  also 
preventive  care  to  assure  early  de- 
tection of  physical  impairment  . . . 
will  have  our  support. 

We  will  work  with  states  and  local 
communities  to  help  assure  im- 
proved services  to  the  mentally  ill 
within  a community  setting  and  will 
intensify  research  to  develop  better 
treatment  methods.  We  will  encour- 
age extension  of  private  health  in- 
surance to  cover  mental  illness. 

While  believing  no  American 
should  be  denied  adequate  medical 
treatment,  we  will  be  diligent  in  pro- 
tecting the  traditional  patient-doctor 
relationship.  . . . 


Medical  Technologists 
Plan  Local  Seminars 

Personnel  providing  laboratory 
services  in  small  clinics,  doctors' 
offices,  and  hospitals  will  be  able 
to  view  the  newest  up-to-date  meth- 
ods as  well  as  gain  a review  of  basic 
information  when  the  Texas  Society 
of  Medical  Technologists’  Traveling 
Seminar  Team  reaches  five  localities 
in  the  next  few  months.  Purpose  of 
the  seminars  is  to  bring  current  in- 
formation to  laboratory  personnel  in 
areas  which  do  not  have  access  to 
large  medical  facilities. 

Programs  are  diversified  and  give 
an  opportunity  for  each  individual 
to  find  a subject  which  pertains  to 
his  particular  field.  Subjects  pre- 
sented will  include  basic  urinalysis, 
hematology,  bacteriology,  blood 
banking,  chemistry,  and  toxicology. 

The  traveling  seminar  was  in 
Sherman  in  September.  Future  semi- 
nar locations  and  scheduled  months 
are  El  Paso,  October;  San  Angelo, 
November;  Harlingen,  February;  Tex- 
arkana, March;  and  Beaumont,  May. 


On  Sept.  14  Texas  Medical  Asso- 
ciation filed  identical  statements 
with  the  Texas  Republican  and  Dem- 
ocratic Platform  Committees.  The 
official  statement  reads  as  follows: 

“The  story  of  medical  progress  in 
the  last  quarter  of  a century  is  one 
of  the  most  dramatic  ever  written. 
New  drugs,  new  techniques,  and  the 
torrent  of  new  knowledge  which  has 
poured  from  the  laboratories  and 
the  minds  of  men  has  given  our  citi- 
zens a level  of  medical  care  unsur- 
passed in  any  country  in  the  world. 

"These  same  achievements  have 
brought  with  them  the  new  and  dif- 
ficult problem  of  providing  quality 
medical  care  to  all  who  seek  it  and 
to  those  who  demand  it.  The  so- 
phisticated “new”  medicine  gives 
the  physician  more  tools  and  tech- 
niques with  which  to  combat  health 
problems;  the  consumer  is  making 
correspondingly  greater  demands  for 
these  health  services;  and  govern- 
ment is  deeply  committed  to  and  is 
initiating  even  more  medical  care 
programs.  These  elements  combine 
to  lay  new  stresses  on  the  medical 
profession’s  ability  to  provide  quality 
care  for  all  of  our  citizens. 

“Whether  the  medical  profession 
can  continue  to  provide,  and  expand 
its  capacity  to  provide  quality  health 
care,  will  depend  in  great  part  on 
the  support  and  cooperation  of  the 
government  of  the  State  of  Texas. 

“Therefore,  the  Texas  Medical  As- 
sociation presents  to  the  Texas  (Re- 
publican, Democratic)  Platform  Com- 
mittee, an  important  request  for  as- 
sistance and  support  in  the  critical 
area  of  medical  education. 

“The  continuing  shortage  of  physi- 
cians and  the  rapid  projected  growth 
of  the  general  population  in  Texas 
signals  a professional  manpower  cri- 
sis within  a few  years  unless  posi- 
tive measures  are  undertaken  im- 
mediately. 

“To  meet  the  growing  need  for 
more  physicians,  the  Texas  Medical 
Association  urges  the  expansion  of 
existing  medical  schools  as  well  as 
the  construction  of  new  facilities. 
The  Association  strongly  recom- 
mends that  a new  four-year  medical 
school  be  approved  this  year,  and 
that  consideration  be  given  to  the 
need  for  a second  new  school. 

“The  ratio  of  physicians  to  pa- 
tients in  Texas  is  ever  widening.  The 
state’s  population  is  expected  to 
reach  11,900,000  by  1975.  Recent 
surveys  show  that  there  is  one  M.D. 
in  Texas  for  every  997  persons,  com- 
pared to  a United  States  physician- 


population  ratio  of  one  physician  for 
every  681  individuals.  There  espe- 
cially is  a vital  need  for  more  gen- 
eral practitioners,  more  physicians 
who  practice  family  medicine,  and 
for  more  physicians  who  practice  in 
non-urban  areas. 

“Furthermore,  the  deans  of  Texas 
medical  schools  report  that  the 
number  of  qualified  applicants  who 
did  not  gain  admission  this  year 
would  fill  the  entering  classes  of  sev- 
eral new  medical  schools. 

“A  study  completed  last  year 
showed  that  Texas  is  providing  less 
than  half  of  its  own  recent  medical 
manpower.  Only  45  percent  of  the 
physicians  who  have  joined  the  Tex- 
as Medical  Association  since  1961 
are  natives  of  Texas.  Fifty-two  per- 
cent of  this  same  group  received 
their  medical  school  training  outside 
the  state. 

“The  Texas  Medical  Association 
heartily  commends  the  medical 
schools  in  Texas  for  their  efforts  to 
meet  the  demands  of  our  state  for 
additional  medical  manpower.  The 
existing  state-supported  medical 
schools — The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las and  The  University  of  Texas 
Medical  School  at  Galveston — have 
a total  enrollment  of  999.  The  Uni- 
versity of  Texas  Medical  School  at 
San  Antonio  will  officially  open  this 
fall,  enrolling  56  freshmen,  24  soph- 
omores, and  24  juniors.  By  1972, 
projected  enrollment  for  the  three 
state-supported  medical  schools  will 
be  1,472 — representing  almost  a 50 
percent  increase  above  the  present 
enrollment.  Baylor  University  College 
of  Medicine  has  good  potential  for 
expansion,  and  it  already  has  de- 
veloped plans  to  increase  substan- 
tially the  size  of  its  classes.  This  in- 
crease in  enrollment  can  be  effected 
as  soon  as  adequate  operating  funds 
can  be  made  available  to  Baylor. 
Baylor  presently  has  325  medical 
students  in  its  four  classes. 

“The  Texas  Medical  Association 
recognizes  its  responsibility  to  assist 
in  making  available  an  adequate 
number  of  physicians  to  provide 
good  medical  care  for  the  people  of 
Texas.  The  Texas  Medical  Associa- 
tion has  provided  almost  $100,000 
in  low  cost  loans  to  medical  stu- 
dents during  the  past  year,  and  has 
worked  with  communities  through- 
out the  state  which  are  in  need  of 
physicians. 

“Expansion  of  existing  medical 
schools  must  begin  as  soon  as  pos- 
sible, however,  to  overcome  the  se- 
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vere  deficiency  in  the  number  of 
physicians  produced  at  this  time. 
The  Texas  Medical  Association  stands 
ready  to  support  the  efforts  of  the 
Coordinating  Board  of  the  Texas  Col- 
lege and  University  System,  the  State 
Legislature,  and  the  governing  boards 
of  the  medical  education  institutions 
in  providing  appropriate  increases  in 
funds  for  faculty  and  facilities. 

“While  the  challenge  of  increasing 
medical  manpov/er  is  paramount, 
there  are  other  medical  problems 
and  opportunities  which  require  the 
cooperation  of  medicine  and  govern- 
ment. 

“These  include  the  purposeful  and 
economical  administration  of  such 
on-going  federal  programs  as  Medi- 
care, Medicaid,  Regional  Medical 
Programs,  and  Comprehensive 
Health  Planning. 

“And,  the  Texas  Medical  Associa- 
tion will  continue  to  study  and  re- 
commend programs  concerning  men- 
tal illness,  aging,  occupational  safety 
and  health,  the  reduction  of  infant 
mortality,  mortality  from  major  adult 
diseases,  and  ways  to  restrain  those 
inflationary  pressures  which  are  in- 
creasing health  care  costs. 

“The  success  of  all  of  these  pro- 
grams depends  upon  the  ability  of 
government,  the  public,  and  the 
health  professions  to  work  together 
to  find  solutions  that  will  not  only 
meet  the  needs  of  today  but  will 
assure  a health  system  that  will 
meet  the  needs  of  tomorrow. 

“We  call  on  government  to  sup- 
port the  medical  profession  in  its 
continuing  effort  to  provide  quality 
health  care  for  all  of  our  citizens.” 


New  Health  Affairs 
Officer  Named  at  UT 

Arthur  H.  Dilly  of  Corpus  Christi 
became  assistant  to  the  executive 
vice-chancellor  for  health  affairs  of 
The  University  of  Texas  System  on 
Sept.  1. 

Dr.  Charles  A.  LeMaistre,  execu- 
tive vice-chancellor  for  health  affairs, 
in  announcing  the  appointment,  said 
Mr.  Dilly  will  assist  him  in  adminis- 
trative operations  of  The  University 
of  Texas  health  units,  composed  of 
medical  schools  at  Galveston,  Dal- 
las, and  San  Antonio,  a System-wide 
nursing  school  in  Austin  and,  at 
Houston,  a dental  school,  a school 
of  public  health,  a graduate  school 
of  biomedical  sciences,  and  the  M. 
D.  Anderson  Hospital  and  Tumor  In- 
stitute. Mr.  Dilly  will  also  coordinate 
federal  grants  for  the  medical  com- 
ponents. 


Senior  Study  Group 
Planned  at  Galveston 

A pilot  program  for  a senior  study 
group  for  professors  reaching  retire- 
ment age  at  The  University  of  Texas 
Medical  Branch  at  Galveston  has 
been  approved  by  The  University  of 
Texas  System  Board  of  Regents. 

The  group  will  be  composed  of 
emeritus  professors  and  others  on 
modified  service  who  wish  to  be  a 
part  of  the  group. 

Members  will  be  encouraged  to 
continue  their  research  endeavors 
and  to  write,  said  Dr.  T.  G.  Blocker, 
Jr.,  president  of  the  Galveston  Med- 
ical Branch.  They  will  be  asked  to 
serve  as  consultants  to  the  faculty 
and,  as  a group,  will  take  problems, 
solutions,  and  recommendations  to 
the  administration,  he  added. 

“Throughout  their  active  years 
these  senior  faculty  members  rose 
to  positions  of  stature  on  our  staff 
and  achieved  recognition  as  author- 
ities in  their  respective  fields,”  Dr. 
Blocker  pointed  out.  “Many  are  only 
chronologically  aged  and  have  years 
of  productivity  before  them.” 

The  proposal  originated  with  Dr. 
Blocker  and  was  endorsed  by  Dr. 
Charles  A.  LeMaistre,  executive  vice- 
chancellor  for  medical  affairs  and 
Chancellor  Harry  Ransom.  Chancel- 
lor Ransom  received  the  Regent’s 
authorization  to  make  a system-wide 
study  to  determine  whether  similar 
plans  are  feasible  for  other  compo- 
nents of  the  UT  System. 

State  Society  Requires 
Continuing  Education 

Delegates  of  the  Oregon  Medical 
Association  are  preparing  for  a pos- 
sible vote  in  October  on  specific  cri- 
teria for  membership  continuing  ed- 
ucation requirements,  according  to 
the  July  5,  1968,  issue  of  Medical 
World  News.  The  medical  associa- 
tion’s house  of  delegates  voted 
unanimously  to  require  continuing 
education  for  association  members 
at  the  house’s  April  meeting. 

The  program,  which  will  be  simi- 
lar to  that  of  the  American  Academy 
of  General  Practice,  is  currently  be- 
ing implemented  in  conferences  be- 
tween medical  educators  and  prac- 
titioners. Proposed  standards  speci- 
fying how  much  and  what  kinds  of 
continued  training  will  be  required 
are  being  sought  in  each  field  of 
practice.  The  American  Academy  of 
General  Practice  requires  its  active 
members  to  take  150  hours  of  con- 
tinuing education  every  three  years. 

The  aim  of  the  program  is  to  be 


“helpful,  not  punitive,”  says  Dr. 
Melvin  Breese  of  Portland,  chairman 
of  the  DMA  council  on  medical  edu- 
cation. Member  physicians  who  do 
not  comply  with  requirements  will 
be  placed  on  probation  and  will, 
hopefully,  never  have  to  be  expelled. 
Dr.  Breese  emphasizes  that  the  pur- 
pose is  “to  encourage  all  doctors  to 
participate  in  continuing  education, 
and  thus  make  it  more  available  and 
translate  it  into  higher  quality  pa- 
tient care.  There  is  no  intention  to 
go  down  through  the  profession  and 
decide  that  this  man  is  competent 
and  that  man  is  not  competent  and 
has  to  get  out.” 

Texas  Medicine  Award 
Entry  Rules  Announced 

The  Scientific  Publication  Commit- 
tee of  Texas  Medicine  will  again  rec- 
ognize a Texas  medical  student  for 
excellence  in  medical  and  scientific 
writing.  Deadline  for  submitting  en- 
tries for  the  fourth  annual  Texas 
Medicine  Award  is  April  1,  1969. 

The  award  is  given  to  a student 
enrolled  in  a Texas  medical  school 
at  the  time  of  article  preparation. 
The  winner  receives  $300,  and  his 
article  is  published  in  Texas  Medi- 
cine. Articles  must  deal  with  a sub- 
ject within  the  realm  of  the  basic 
sciences  or  medicine  and  must  be 
original  and  unpublished.  No  mini- 
mum or  maximum  word  length  is 
required. 

Criteria  for  judging  entries  are 
excellence  of  scientific  work  and 
competence  of  writing.  Each  entry 
will  be  reviewed  by  the  Scientific 
Publication  Committee. 

Work  on  the  entry  may  already  be 
in  progress.  All  entries  must  be  in 
the  editorial  offices  of  Texas  Medi- 
cine, 1801  N.  Lamar  Blvd.,  Austin 
78701,  by  the  April  1 deadline.  Bro- 
chures listing  manuscript  require- 
ments for  article  entries  will  be  for- 
warded to  Texas  medical  schools. 

The  Board  of  Publication  and  the 
Scientific  Publication  Committee 
(formerly  Journal  Advisory  Commit- 
tee) established  the  award  in  1966 
to  encourage  excellence  in  scientific 
writing. 

Winner  of  the  third  annual  Texas 
Medicine  Award  was  Dr.  Dennis  G. 
Brown,  June  graduate  of  Baylor  Uni- 
versity College  of  Medicine,  and 
presently  an  intern  at  Houston’s 
Methodist  Hospital.  The  winning  arti- 
cle, which  appeared  in  the  Septem- 
ber, 1968,  issue  of  Texas  Medicine, 
was  “Surgical  Tape  (Micropore)  as 
a Substitute  for  Sutures  in  Nerve 
Repair.” 
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Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 

Medical  Director 

James  K.  Peden,  M.D. 

Senior  Consultants 

Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D, 

Associate  Psychiatrists 
Jerry  M.  Lewis,  M.D. 

Ward  G.  Dixon,  M.D. 


Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph  D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D, 

Social  Work 

Sally  Stansfield,  M.S.W. 
Robert  O’Connor,  M.S.S.W. 
Kathleen  Wood,  M.S.W. 
Margie  W.  Buell.  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W 


Occupational  Therapy 

Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 

Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Business  Manager 

Ralph  M.  Barnette,  B.B.A. 


Evergreen  1-7181 


LAWN 

PSYCHIATRIC  CENTER 

Dallas,  Texas  75223  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 
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TEXAS  TITLE  XIX  ENDS  SUCCESSFUL  FIRST  YEAR 


[Editor’s  Note:  The  second  year  of 
implementation  of  Title  XIX  in  Texas 
began  on  Sept.  1,  1968.  On  Sept. 
21,  1968,  Dr.  David  Wade,  assistant 
commissioner  for  medical  adminis- 
tration, Texas  State  Department  of 
Public  Welfare,  and  Dr.  Ernest  A. 
Maxwell,  associate  medical  director. 
Blue  Cross-Blue  Shield  of  Texas,  re- 
ported on  the  first  year  of  Title  XIX 
in  Texas  to  the  Texas  Medical  Asso- 
ciation Special  Committee  on  Title 
XIX.  In  general,  they  found  that  the 
program  was  working  well  and  they 
attributed  much  of  the  program’s 
success  to  the  cooperation  of  Texas 
physicians.] 

DAVID  WADE,  M.D., 

Texas  State 

Department  of  Public  Welfare 

The  most  far-reaching  change  in 
public  welfare,  since  the  passage  of 
the  original  Social  Security  Act, 
came  with  the  enactment  of  the 
1965  amendments  to  that  act.  Ti- 
tles XVIII  and  XIX  created  two  health 
insurance  programs  popularly  known 
as  Medicare  and  Medicaid.  The  Med- 
icare program  is  federally  adminis- 
tered by  the  Bureau  of  Health  In- 
surance of  the  Social  Security  Ad- 
ministration; and  Medicaid  is  locally 
administered  by  the  individual  states 
through  a designated  state  agency. 
This  is  usually  the  state  welfare  de- 
partment. 

The  59th  Texas  Legislature,  by 
Joint  House  Resolution  No.  81,  sub- 
mitted to  popular  vote  certain  prop- 
ositions in  regard  to  the  total  con- 
cept. The  electorate  passed  the 
measure  by  a two-to-one  majority; 
with  this  vote  favoring  the  idea  of 
health  insurance  for  the  poor,  the 
stage  was  set  for  further  develop- 
ment. 

The  Texas  State  Department  of 
Public  Welfare  appointed  a medical 
care  advisory  committee.  A Title  XIX 
committee  was  formed  within  the 
framework  of  the  Texas  Medical  As- 
sociation. Similar  committees  were 
appointed  within  other  professional 
groups.  All  of  these  groups,  working 
together  and  coordinating  through 
the  medical  care  advisory  commit- 
tee, studied  the  provisions  of  Title 
XIX  extensively.  Legislation  was 
drawn,  submitted,  and  passed  as 
Senate  Bill  No.  2 in  the  60th  Texas 
Legislature.  This  bill  authorized  the 
State  Board  of  Public  Welfare  to  set 
up  the  machinery  to  administer  the 


Texas  Medical  Assistance  Program. 

The  amount  of  work  necessary  to 
implement  legislation  of  this  magni- 
tude staggers  the  imagination.  Even 
before  final  passage  of  the  enabling- 
legislation,  a large  staff  of  profes- 
sional people  had  been  doing  the 
ground  work  necessary.  I joined  the 
Texas  State  Department  of  Public 
Welfare  in  June,  1967,  and  partici- 
pated in  the  final  phases  of  this  ef- 
fort. We  finally  completed  all  of  the 
plans,  set  up  the  procedures,  made 
the  needed  manual  changes,  set  up 
in-service  training  programs  and  ac- 
counting procedures,  and  drew  up 
the  various  interagency  agreements 
needed  to  put  the  Medical  Assist- 
ance Program  into  operation.  Liter- 
ally, we  worked  up  until  the  last  day 
on  these  details.  Our  basic  plan  was 
approved  by  Washington  at  4:30 
p.m.,  Aug.  31,  1967. 

On  Sept.  1,  1967,  we  began  op- 
erations of  the  Medical  Assistance 
Program  within  the  Department  of 
Public  Welfare.  Our  program,  unlike 
that  implemented  in  many  states, 
was  limited  largely  to  the  mandatory 
services  and  to  the  minimum  cover- 
age groups  required  by  federal  leg- 
islation. With  the  exception  of  nurs- 
ing home  care,  chiropractic  examin- 
ations, and  payments  to  State  hos- 
pitals and  special  schools,  payments 
for  all  services  are  administered 
through  a contract  with  Blue  Cross- 
Blue  Shield  of  Texas. 

In  retrospect,  we  now  see  that  we 
had  very  few  problems  in  getting  the 
program  into  operation.  The  reasons 
for  this  smooth  start  lie  in  the  thor- 
ough and  diligent  work  put  in  before 
the  fact.  The  medical  care  advisory 
committee  had  laid  the  foundation 
in  such  a way  as  to  give  us  in  the 
department  great  latitude  in  our 
planning.  This  committee  and  its 
counterparts  in  other  professional 
groups  contributed  time  freely.  Coun- 
sel and  advice  of  the  TMA  Special 
Committee  on  Title  XIX  has  been 
valuable.  Blue  Cross-Blue  Shield  has 
been  diligent  and  aggressive  in  its 
approach  so  that  problems  could  be 
solved  before  they  grew.  And  within 
the  Welfare  Department  Title  XIX 
has  had  first  priority. 

As  far  as  the  medical  profession 
is  concerned,  problems  arose  in 
three  major  areas.  These  were:  (1) 
interpretation  of  usual,  customary, 
and  prevailing  fees;  (2)  the  neces- 
sity to  accept  an  assignment  on  all 
cases;  and  (3)  the  meshing  of  Title 


XVIII  and  Title  XIX  benefits  in  the 
over  65  age  groups. 

These  problems  are  more  or  less 
smoothed  out.  Blue  Cross-Blue 
Shield  has  reduced  the  fee  problems 
to  a bare  minimum  through  educa- 
tional and  interpretive  efforts, 
through  realistic  evaluation  of  the 
fees  in  the  state,  and  through  will- 
ingness to  work  with  the  medical 
profession  generally. 

Assignment  of  claims  was  dis- 
tasteful to  Blue  Cross,  the  medical 
profession,  and  the  Welfare  Depart- 
ment. The  federal  Title  XIX  statute, 
however,  contained  a restriction  call- 
ing for  assignment.  Today,  95  per- 
cent of  all  claims  submitted  are  as- 
signed. A considerable  number  of 
claims  submitted  directly  by  patients 
are  submitted  by  oversight  and  as- 
signment is  accepted  when  the  sub- 
mitting physician  is  reminded  of  the 
clause  in  the  federal  law.  The  aver- 
age turn  around  time  on  the  pay- 
ment of  claims  is  less  than  one 
week. 

The  meshing  of  Title  XVIII  and 
Title  XIX  claims  is  now  working  nice- 
ly. This  difficult  problem  was  more 
of  a technical  headache  to  the  De- 
partment of  Public  Welfare  and  to 
Blue  Cross  than  a problem  in  pro- 
fessional relationship.  As  we  wan- 
dered around  in  the  maze  of  federal- 
state  regulations  in  the  early  months 
of  the  program,  the  medical  profes- 
sion simply  heard  the  overtones  to 
our  wails  of  exasperation. 

Data  in  the  accompanying  tables 
represent  a composite  picture  of  our 
financial  operation  during  the  first 
year  of  Title  XIX  and  are  presented 
by  category  of  recipients  and  by 
type  of  service.  These  figures  are 
“fresh  off  the  press,”  so  to  speak. 
Accountants  have  not  yet  made  the 
adjustments,  transfers,  and  charge 
backs  necessary  to  be  able  to  certi- 
fy this  as  precise,  accurate,  and 
final.  The  final  results  will  not  vary 
greatly,  however;  and  the  totals 
shown  here  reflect  the  general  situ- 
ation at  the  moment. 

For  example,  the  summary  of  Ti- 
tle XIX  expenditures  supplied  by 
Blue  Cross  (Table  4),  showing  a 
monthly  breakdown,  gives  the  year’s 
cost  total  as  $24,869,147.  Totals 
from  the  annual  print-out  show 
$24,869,410.08,  a difference  of 
about  $260.  These  small  discrep- 
ancies will  be  reconciled  in  the  final 
audit. 

Expenditures  for  hospital  and  pro- 
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Dr.  David  Wade,  assistant  commissioner  for  medical  administration,  Texas  State  Department  of  Public  Welfare,  delivers 
the  Welfare  Department's  report  of  the  first  year  of  Title  XIX  in  Texas  to  the  Texas  Medical  Association  Committee  on 
Title  XIX,  Sept.  21,  in  Austin.  Committee  members  present  were,  left  to  right,  Drs.  Herman  C.  Sehested,  H.  W.  Anderson, 
Jr.,  (facing  Dr.  Wade),  and  Dr.  James  D.  Murphy,  chairman,  all  of  Fort  Worth;  and  Drs.  Ernest  A.  Maxwell  of  Dallas,  Rob- 
ert W.  Shirey  of  Hillsboro,  and  Frederick  J.  Bonte  of  Dallas. 


fessional  services  have  leveled  out 
at  about  $3,000,000  per  month.  We 
hope  that  this  represents  the  pla- 
teau for  the  categorically  needy  and 
that  we  can  hold  to  this  amount.  Of 
course,  there  will  be  some  growth 
in  the  number  of  persons  covered 
in  the  categorical  programs.  This 
growth  factor  is  known  to  us,  and 
we  can  continue  to  predict  our  needs 
with  reasonable  accuracy  if  this  $3,- 
000,000  figure  does  indeed  repre- 
sent a plateau. 

It  may  be  well  to  point  out  that 
our  “guess”  as  to  cost  for  the  first 
year  was  fairly  accurate.  We  over- 
spent our  hospital  and  professional 
budget  by  $1,500,000  this  first  year. 
Using  a $3,000,000-per-month  fig- 
ure for  present  utilization,  it  is  evi- 
dent that  we  missed  our  “guess”  by 


two  weeks.  With  this  short  time  span 
to  cover,  we  feel  that  we  can  com- 
pensate rather  handily,  because  we 
have  a slightly  larger  medical  bud- 
get for  the  next  fiscal  year. 

Title  XIX  requires  that  the  states 
“show  progress”  each  year  until 
1975  at  which  time  we  are  expected 
to  have  implemented  a comprehen- 
sive medical  care  program  for  the 
totally  indigent  and  the  so-called 
medically  indigent.  This  last  group 
is  usually  referred  to  as  the  medi- 
cally needy  group. 

As  we  have  watched  the  program 
over  the  past  12  months,  we  have 
found  our  most  pressing  need  to  be 
in  the  area  of  drugs.  We  believe  that 
it  is  unrealistic  to  provide  physi- 
cians’ services  and  not  provide  the 
physicians  with  the  tools  to  work. 


Since  drugs  are  included  in  inpa- 
tient hospital  care,  physicians  are 
at  least  tempted  to  hospitalize  pa- 
tients who  might,  if  they  could  buy 
the  drugs,  be  treated  at  home. 

As  a consequence,  we  have  de- 
cided to  present  vendor  drugs  to 
the  Legislature  as  a new  program 
to  be  implemented  for  the  next  bi- 
ennium. We  have  made  extensive 
studies  of  drug  programs  in  other 
states,  and  we  find  that  these  pro- 
grams can  get  out  of  control  cost- 
wise  very  rapidly.  Many  methods  are 
used  to  limit  the  drug  program,  in- 
cluding use  of  a formulary,  use  of 
generic  drugs,  and  use  of  many 
other  gimmicks.  Our  thinking  at  the 
moment  is  in  opposition  to  these 
devices.  We  are  studying  instead  a 
plan  to  limit  and  control  by  setting 


Recipient  Category 

No.  of  Claims 

Amount  Paid 
Hospitals 

Average 

Claim 

Amount  Paid 
Professional 

Average 
Claim  Amount 

Total 

Benefits  Paid 

Aid  to  Needy  Blind 
(under  65) 

1,605 

$ 32,281,84 

$115.71 

$ 31,564.15 

$23.91 

$ 63,845.99 

Aid  to  Permanently  and 

Totally  Disabled 
(under  65) 

4,512 

366,820.24 

329.87 

140,464.73 

41.82 

507,284.97 

Aid  to  Families  with 

Dependent  Children 
(over  21) 

74,609 

3,044,859.74 

186.06 

2,018,596.85 

34.81 

5,063,456.59 

Aid  to  Families  with 

Dependent  Children 
(under  21) 

85,641 

1,703,468.87 

90.10 

1,375,817.91 

20.66 

3,079,286.78 

Old  Age  Assistance* 

851,403 

6,170,571.20 

59.55 

9,984,964.55 

13.36 

16,155,535.75 

Totals 

1,017,770 

$11,318,001.89 

$13,551,408.19 

$13,551,408.19 

$24,869,410.08 

’Includes  over  65  from  Aid  to  Needy  Blind  and  Aid  to  Permanently  and  Totally  Disabled. 

Table  1.  Title  XIX  program  for  Sept.  1,  1967,  through  Aug.  31,  1968,  by  category  of  recipients. 
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a dollar  amount  per  month  on  each 
recipient.  We  believe  that  the  cost 
will  be  in  the  neighborhood  of  $6.25 
per  month  per  recipient.  We  antici- 
pate that  a comprehensive  drug  pro- 
gram, properly  controlled,  will  cost 
us  about  $3,000,000  per  month. 

The  vendor  drug  program  will  pre- 
sent some  tangential  problems  of 
considerable  consequence.  A num- 
ber of  people  now  on  the  welfare 
rolls  are  there  by  virtue  of  their 
drug  needs.  When  a personal  budget 
is  constructed,  these  people  have 
barely  enough  income  for  subsist- 


Hospital  and  Professional  $ 24,869,410.08 

Nursing  Homes  67,247,899.00 

Department  of  Mental  Health 
and  Mental  Retardation  11,125,483.00 

Chiropractic  Examination  4,357.50 

Home  Health  Services  8,387.36 

Total $103,255,536.94 

Table  2.  Cost  of  types  of  service 
in  first  year  of  Title  XIX. 


Month 

Claims 

Amount 

September 

1,987 

$ 18,876 

October 

26,985 

653,458 

November 

39,341 

1,181,411 

December 

44,201 

1,122,016 

January 

46,567 

1,471,896 

February 

107,907 

2,654,636 

March 

99,750 

2,779,533 

April 

106,623 

2,970,755 

May 

97,535 

2,950,562 

June 

98,725 

3,048,040 

July 

104,596 

2,952,407 

August 

100,665 

3,065,557 

Total 

874,882 

$24,869,147 

Table  3.  Total  payments  per 
month  for  hospital  and 
professional  services. 


ence.  When  their  predictable  drug 
needs  are  added  in,  their  budgeted 
needs  exceed  their  income,  and 
they  are  found  eligible.  Their  money 
grant  is  minimal,  but  their  medical 
benefits  are  considerable.  There  are 
approximately  8,700  of  these  cases. 

The  only  reasonable  solution  to 
this  dilemma  is  to  implement  a pro- 
gram for  the  medically  needy  as  a 
companion  item  to  our  vendor  drug 
program.  We  are  requesting  funds 
to  implement  such  a program. 

Federal  regulations  require  that 
home  health  service  be  implement- 
ed during  the  next  biennium.  Con- 
sequently, we  have  made  exhaustive 
studies  of  the  costs  of  this  type  of 
service.  Fortunately,  Blue  Cross-Blue 
Shield  has  accumulated  a consider- 
able body  of  knowledge  in  this  area. 
Their  experience  shows  them  that 
such  service  can  be  given  for  24 
cents  per  recipient  per  month.  Ex- 
tended over  the  total  expected  case 
load,  this  item  will  cost  $3.2  million 
per  year,  and  we  are  requesting  $1.4 
million  in  State  funds  for  this  item. 

Up  to  the  present  time,  we  are 
one  of  the  few  states  that  has  not 
experienced  scandal  or  had  to  cut 
back  on  its  Title  XIX  program  dras- 
tically. We  have  survived  the  first 
year,  and  we  have  met  our  obliga- 
tions. I feel  that  we  are  living  up  to 
our  legislatively  defined  mission. 
Credit  for  this  fine  record  is  shared 
by  many  people.  Most  of  all,  how- 
ever, the  physicians  have  contrib- 
uted mightily.  I want  to  express  my 
thanks  and  convey  the  appreciation 
of  Texas  State  Department  of  Pub- 
lic Welfare  Commissioner  Burton  G. 
Hackney  to  the  members  of  the 
Texas  Medical  Association  for  this 
help. 


ERNEST  A MAXWELL,  M.D., 
Blue  Cross-Blue  Shield 

No  serious  administrative  prob- 
lems are  related  to  Title  XIX  for 
Blue  Cross-Blue  Shield  as  under- 
writer. About  5 percent  of  claims 
are  not  paid,  mostly  because  of  non- 
assignment. Other  reasons  for  non- 
payment are  (1)  claims  for  non- 
covered  services,  (2)  payment  made 
by  other  sources,  and  (3)  eligibility 
problems. 

1.  Non-assignment.  A recent  sur- 
vey of  Medicaid  and  Medicare-relat- 
ed claims  showed  that  over  95  per- 
cent of  physicians  are  now  taking 
assignments,  as  compared  to  ap- 
proximately 75  percent  or  less  in 
the  first  months  of  1968. 

2.  Non-covered  services.  Claims 
for  dental  and  some  optometric  ser- 
vices, as  well  as  some  drug  claims, 
are  not  covered  and  have  not  been 
paid. 

3.  Other  source  payments.  These 
include  family,  foundations,  and  oth- 
er insurance. 

4.  Eligibility.  Early  in  the  pro- 
gram, many  letters  were  received  re- 
garding non-payment  because  of  no 
record  available  for  an  eligible  per- 
son. There  was  some  difficulty  in 
distinguishing  recipients  as  to  cov- 
erage under  Medicare  or  Medicaid. 
At  present,  however,  less  than  1 
percent  of  claims  are  held  up  be- 
cause of  eligibility  clarification. 

Claims  average  about  100,000 
per  month  for  almost  $3,000,000. 
Professional  claims  average  about 
80,000  per  month  for  more  than 
$1,600,000,  averaging  about  $20 
per  claim.  Data  in  Table  IV  shows 
analysis  of  Blue  Cross  claims  and 
payments. 


Under  age  65 

Age  65  and  over 

Total 

Month 

Hospital 

Professional 

Hospital 

Professional 

Claims 

Amount 

Claims 

Amount 

Claims 

Amount 

Claims 

Amount 

Claims 

Amount 

September 

49 

$ 6,242 

422 

$ 5,559 

8 

$ 141 

1,508 

$ 6,934 

1,987 

$ 18,876 

October 

1,227 

277,280 

4,387 

96,303 

1,960 

74,932 

19,411 

204,943 

26,985 

653,458 

November 

2,039 

474,991 

6,785 

188,272 

5,339 

200,392 

25,178 

317,756 

39,341 

1,181,411 

December 

1,398 

292,897 

7,040 

198,655 

7,222 

250,482 

28,541 

379,993 

44,201 

1,122,016 

January 

3,474 

579,267 

13,281 

404,326 

5,291 

205,554 

24,521 

282,749 

46,567 

1,471,896 

February 

4,930 

717,398 

14,775 

377,536 

12,182 

429,533 

76,020 

1,130,169 

107,907 

2,654,636 

March 

4,414 

876,662 

14,742 

483,838 

10,794 

354,239 

69,800 

1,064,794 

99,750 

2,779,533 

April 

4,431 

824,479 

17,058 

531,988 

10,773 

356,263 

74,361 

1,258,025 

106,623 

2,970,755 

May 

7,865 

1,018,149 

17,652 

592,031 

10,703 

356,692 

61,315 

983,690 

97,535 

2,950,562 

June 

7,057 

1,084,416 

18,475 

639,251 

9,795 

347,878 

63,398 

976,495 

98,725 

3,048,040 

July 

5,552 

947,845 

20,118 

716,172 

9,780 

266,579 

69,146 

1,021,810 

104,596 

2,952,407 

August 

7,501 

1,069,825 

20,754 

806,772 

10,737 

318,662 

61,673 

870,298 

100,665 

3,065,557 

TOTALS 

Last  six 

months 

36,820 

$5,821,376 

108,799 

$3,770,052 

62,582 

$2,000,313 

399,693 

$6,175,112 

607,894 

$17,766,854 

Last  twelve 

months 

49,937 

$8,169,451 

155,489 

$5,040,692 

94,584 

$3,161,347 

574,872 

$8,497,656 

874,882 

$24,869,147 

Table  4.  Blue  Cross-Blue  Shield  payments  for  medical  services  under  Texas  Title  XIX  program. 
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TEXAS  MEDtCINE 


when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


URIBED 


^ caiNjAi_ 


Clinically 
effective 
for  G,  U.  Thera/py 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy’’  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands,  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner,  M.J..  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 
Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 


Atropine  Sulfate  0.03  mg. 
Hyoscyamine  . . 0.03  mg. 
Methenamine  40.8  mg. 


Methylene  Blue  . 5.4  mg. 
Phenyl  Salicylate  18.1  mg, 
Benzoic  Acid  , 4.5  mg 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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Design  for  an  ear  anti-infective 


Designed  to  act  promptly 
against  bacterial 
pathogens  and  pain 

Otitis  media  (when  the  tympanic  mem- 
brane is  perforated)  and  otitis  externa  both 
respond  to  the  bactericidal  action  of 
Furacin®  (nitrofurazone)  in  Furacin-HC 
(nitrofurazone-hydrocortisone)  Otic,  its 
broad  antibacterial  spectrum  includes 
most  of  the  organisms  encountered  in 
surface  infections  (but  only  certain  strains 
of  Pseudomonas).  The  hydrocortisone 
component  in  Furacin-HC  Otic  affords 
rapid  relief  of  oainful  swelling. 

Designed  to  let  the  ear 
drain  freely 

The  water-soluble  base  of  Furacin-HC 
Otic  permits  free  drainage  and  provides 
a hygroscopic  vehicle. 

Designed  to  please  and 
protect  the  patient 

Topical  Furacin-HC  Otic  lets  you  reserve 
systemic  preparations  for  systemic  infec- 


tions. It  rarely  irritates  inflamed  epithelial 
surfaces,  and  cross  resistance  or  cross 
sensitization  with  antibiotics  does  not 
occur.  In  addition,  nonmacerating,  odor- 
less Furacin-HC  Otic  softens  wax  to 
facilitate  removal  of  cerumen. 

Also  available:  Furacin®  Otic  (nitrofurazone  with 
nifuroxime  and  diperodon  HCI).  The  wide  anti- 
bacterial range  of  Furacin  is  augmented  by  the 
antimycotic  activity  of  Micofur®  (nifuroxime). 
Diperodon  hydrochloride,  an  eflficient  local 
anesthetic,  promptly  subdues  pain  and  itching. 
Indicated  in  bacterial  otitis  externa,  otomycosis 
or  bacterial  otitis  media  (when  the  eardrum  is 
perforated). 

Precautions:  Sensitization  to  nitrofurazone  may 
occur  with  prolonged  use  and  is  more  likely  to 
develop  in  eczematous  otitis  externa.  To  mini- 
mize such  reactions  (a)  limit  application  to  a 
week  or  less,  and  (b)  avoid  use  of  excessive 
amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in 


treatmenf  of  cholesteatoma,  where  surgical  in- 
tervention is  necessary. 

Contraindications:  The  usual  contraindications 
for  preparations  containing  hydrocortisone  should 
be  observed,  such  as  tuberculous  lesions  of  skin 
or  ear,  acute  herpes  simplex,  vaccinia  and 
varicella,  superficial  fungus  and  yeast  infections. 
Formula:  Furacin®-HC  Otic  contains  0.2% 

Furacin,  brand  of  nitrofurazone,  and  1.0%  hydro- 
cortisone acetate  in  a wafer-soluble  hygroscopic 
base  of  glycerin  and  polyethylene  glycol. 

Furacin®  Otic  contains  0.2%  Furacin,  brand  of 
nitrofurazone,  0.375%  Micofur®,  brand  of 
nifuroxime,  and  2%  diperodon  hydrochloride 
dissolved  in  water-soluble,  nondrying,  hygro- 
scopic polyethylene  glycol. 


^^^Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 
Division  of  The  Norwich  Pharmacol  Company 
NORWICH,  NEW  YORK  13815 

Furacin-HC  Otic 

nitrofurazone  / hydrocortisone 

Furacin'^Otic 

nitrofurazone  with  nifuroxime 
and  diperodon  HC! 


Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


o/iut 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Available  in 
Concentrated  Liquid  or  Powdered 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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TEXAS  MEDICINE 


TMA,  AMA,  STATE  HEALTH  DEPARTMENT 
TAKE  POSITIONS  ON  INFLUENZA  VACCINES 


Influenza  vaccines,  including  biv- 
alent (containing  A2  and  B strains) 
and  polyvalent  vaccines,  should  be 
given  only  to  persons  with  highest 
risk  of  mortality  or  severe  compli- 
cations, the  Texas  Medical  Associa- 
tion Committee  on  Public  Health 
has  emphasized. 

Reporting  to  the  Texas  Medical 
Association's  Executive  Board  on 
Sept.  22,  the  committee  said  it  en- 
dorsed these  recommendations  of 
the  Public  Health  Service  Advisory 
Committee  on  Immunization  Prac- 
tices. 

The  report  also  added  that  as  the 
new  influenza  vaccine  containing  a 
Hong  Kong  strain  becomes  avail- 
able, it  should  also  be  used  only  for 
high  risk  groups  because  it  will  be 
in  short  supply  at  first. 

The  American  Medical  Associa- 
tion and  the  Texas  State  Depart- 
ment of  Health  have  taken  similar 
positions  on  the  administration  of 
influenza  vaccines.  Dr.  M.  S.  Dicker- 
son,  director,  Communicable  Disease 
Division,  Texas  State  Department  of 
Health,  traced  the  background  for 
these  policy  statements. 

During  July,  1968,  influenza-like 
illness  increased  in  Hong  Kong.  By 
mid-July,  ten  monitored  clinics  were 
seeing  500  to  600  cases  daily.  The 
disease  is  said  to  be  “mild”  with 
few  “influenza  deaths.”  The  virus 
has  been  isolated  and  designated 
strain  A2/Hong  Kong/68.  In  mid- 
August,  the  epidemic  in  Hong  Kong 
began  to  wane,  but  an  outbreak 
with  a similar  virus  occurred  in  Sing- 
apore, Taiwan,  and  the  Philippines. 
All  of  these  viruses  were  similar  to 
the  A2/Hong  Kong/68  strains. 

On  Sept.  2 two  persons  who  had 
been  to  the  Far  East  presented  in 
Georgia  with  flu-like  symptoms  and 
virus  isolates  were  similar  to  the 
A2/Hong  Kong/68  strains.  On  Sept. 
6 a Merchant  Marine  vessel  returned 
from  the  Far  East  to  Vancouver, 
Wash.  All  members  of  the  ship  with 
and  without  a history  of  a flu-like 
illness  were  bled.  Those  with  a pos- 
itive history  had  increased  antibod- 
ies to  the  A2/Hong  Kong/68  virus. 

The  A2/Hong  Kong/68  strains 
are  antigenically  different  from  oth- 
er A2  strains  which  have  caused 
epidemics  in  the  United  States.  It 
is  therefore  felt  that  the  level  of  nat- 
ural immunity  in  the  United  States 
is  low  and  that  previously  developed 
vaccines  will  not  be  effective.  Only 
high-risk  individuals  are  encouraged 


to  receive  currently  available  vac- 
cines. 

The  Communicable  Disease  Cen- 
ter in  Atlanta,  Ga.,  encourages  in- 
creased surveillance  and  detailed 
epidemiological  reporting  in  an  at- 
tempt to  fully  characterize  the  spec- 
trum of  the  disease. 

Laboratory  diagnosis  of  the  in- 
fection is  twofold.  The  virus  may  be 
recovered  from  nasal  washings  or 
throat  swabs  which  have  been  in- 
oculated into  embryonated  eggs 
(system  of  choice),  tissue  culture 
(primary  monkey  kidney),  or  fer- 
rets. The  virus  has  a soluble  antigen 
(S)  and  a viral  antigen  (V).  The 
complement  fixation  test  uses  the 
S antigen  and  only  distinguishes  A 
from  B strains  of  influenza  virus. 
The  V antigen  is  specific  for  A,,,  A^, 
Ao,  and  its  sub-types.  Since  influ- 
enza viruses  agglutinate  red  cells, 
the  hemagglutination  inhibition  test 
is  directed  against  the  V antigen  and 
is  used  to  identify  sub-types. 

The  Health  Department  is  asking 
selected  health  officers  to  do  in- 
creased surveillance.  “If  we  learn  of 
an  outbreak  in  a confined  popula- 
tion such  as  a college  or  mental  in- 
stitution, we  can  go  there  and  ob- 
tain nasal  washings  and  serum  our- 
selves,” Dr.  Dickerson  said. 

The  Texas  State  Department  of 
Health  recommendations  for  influ- 
enza vaccine  usage  are  as  follows: 

1.  Until  consistently  high  level 
and  durable  protection  can  be  ex- 
pected from  influenza  vaccines  and 
until  their  capacity  for  producing  re- 
actions is  reduced,  routine  vaccina- 
tion of  healthy  groups  of  adults  and 
children  is  not  recommended.  This 
recommendation  is  particularly  rel- 
evant in  1968-69,  because  epidemic 
influenza  is  not  expected  to  occur. 

2.  Annual  influenza  immunization 
is  again  recommended  for  individ- 
uals in  groups  known  to  experience 
high  mortality  from  epidemic  influ- 
enza. In  particular,  immunization 
with  bivalent  vaccine  is  recommend- 
ed for  persons  in  older  age  groups 
and  for  all  individuals  with  chronic 
illnesses,  as  defined: 

Chronically  III.  Persons  of  all  ages 
who  suffer  from  chronic  debilitating 
diseases,  including  cardiovascular, 
pulmonary,  renal,  or  metabolic  dis- 
orders. Specifically,  (1)  patients  with 
rheumatic  heart  disease,  especially 
with  mitral  stenosis;  (2)  patients 
with  such  cardiovascular  disorders 
as  arteriosclerotic  heart  disease  and 


hypertension,  especially  showing  evi- 
dence of  frank  or  incipient  cardiac 
insufficiency:  (3)  patients  with 

chronic  bronchopulmonary  diseases 
such  as  asthma,  chronic  bronchitis, 
cystic  fibrosis,  bronchiectasis,  pul- 
monary fibrosis,  pulmonary  emphy- 
sema, or  pulmonary  tuberculosis; 
and  (4)  patients  with  diabetes  mel- 
litus  and  Addison's  disease. 

Older  Age  Groups.  During  major 
influenza  outbreaks,  especially  those 
caused  by  type  A viruses,  increased 
mortality  has  regularly  been  recog- 
nized for  persons  over  45  years  of 
age  and  even  more  notably  for  those 
over  65.  This  association  has  been 
particularly  seen  in  individuals  with 
underlying  chronic  disease. 

RN’s  Authorized  to  Take 
Lifesaving  Measures 

The  Executive  Board  of  the  Texas 
Medical  Association  has  endorsed  a 
resolution  recognizing  the  propriety 
of  a registered  nurse  to  use  moni- 
toring, defibrillation,  and  resuscita- 
tive  equipment,  and  to  institute  im- 
mediate lifesaving  corrective  meas- 
ures if  a licensed  physician  is  not 
immediately  available  to  do  so. 

The  Committee  on  Nursing  and 
the  Council  on  Medical  Education 
and  Hospitals  recommended  the  res- 
olution, noting  that  it  has  been  dem- 
onstrated “that  a significant  reduc- 
tion in  mortality  from  acute  myo- 
cardial infarction  can  be  achieved 
by  establishing  specialized  coronary 
care  units  within  those  hospitals 
which  have  the  capabilities,  equip- 
ment, and  trained  personnel  to  pro- 
vide such  care;  and  . . . immediate 
recognition  of  the  patient's  needs 
are  essential,  and  institution  of  ap- 
propriate life-saving  therapy  must  be 
done  within  an  extremely  short 
space  of  time.” 

The  resolution  stipulated  that  (1) 
the  techniques  used  by  the  regis- 
tered nurse  in  a hospital  setting 
shall  have  been  specified  for  the 
hospital  by  the  medical  staff  on  the 
basis  of  counsel  by  a committee 
representing  authoritative  medical 
and  nursing  opinion,  (2)  the  regis- 
tered nurse  shall  have  been  com- 
petently instructed  in  the  techniques 
to  be  used,  and  (3)  the  registered 
nurse  shall  perform  the  authorized 
procedures  (a)  upon  the  direct  order 
of  a doctor  of  medicine,  or  (b)  pur- 
suant to  standing  procedures  estab- 
lished by  the  medical  staff,  these 
procedures  to  include  provision  for 
immediate  summoning  of  a physi- 
cian and  such  other  personnel  as 
may  be  needed. 
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HEMISFAIR  MONORAIL  ACCIDENT: 
INFIRMARY  DISASTER  PLAN  WORKED 


When  two  HemisFair  ’68  Mini- 
Monorail  trains  collided  on  Sunday, 
Sept.  15,  a well-organized,  well- 
executed,  predetermined  operations 
plan  for  such  disasters  went  into 
effect  at  the  HemisFair  Infirmary. 
The  plan  worked  well  and  was 
found  adequate  by  HemisFair  offi- 
cials and  Bexar  County  physicians 
involved,  according  to  Donald  V. 
Williams,  assistant  executive  direc- 
tor, Bexar  County  Medical  Society. 
Thus,  when  the  fair  closed  on  Oct. 
6,  those  connected  with  medical  op- 
erations could  say  with  assurance 
that  provisions  for  the  medical  care 
of  HemisFair  visitors  had  been  sat- 
isfactory— even  in  unwished  for  and 
unfortunate  emergencies. 

Just  what  was  the  Infirmary's 
plan  for  emergencies  and  how  did 
this  plan  work  when  the  fair’s  one 
major  disaster  occurred?  Mr.  Wil- 
liams reported  the  details  to  Texas 
Medicine,  along  with  the  views  of 
several  other  involved  persons. 

“The  odds  against  it  happening 
exactly  where  it  did  must  have  been 
several  million  to  one.  Imagine  our 
trying  to  get  that  many  injured  peo- 
ple to  the  infirmary  through  a crowd 
that  size — there  were  65,000  people 
on  the  grounds  at  the  time!’’  These 
were  the  words  of  HemisFair’s  med- 
ical administrator,  Jim  Saling,  as  ha 
described  the  Sept.  15  monorail 
collision  which  strewed  43  passen- 
gers onto  the  pavement  and  into 
the  lagoon  at  the  entrances  to  the 
fair’s  infirmary. 

“There’s  no  question  in  my 
mind,”  Mr.  Saling  said,  “that  we 
would  have  lost  at  least  one  other 
life  if  the  accident  had  not  occurred 
right  here  at  our  doorstep.  The  pa- 
tient was  bleeding  profusely  and, 
thank  God,  was  right  here  where 
the  doctor  could  treat  her  quickly.” 

The  physician  on  duty  at  the  time 
of  the  calamity  was  Dr.  Harry  F. 
Adler.  With  him  were  Mrs.  Catherine 
M.  Thompson,  a retired  Air  Force 
registered  nurse,  and  Mrs.  Linda 
Hastings,  a licensed  vocational 
nurse. 

“When  I got  outside,”  Dr.  Adler 
explained,  “the  first  thing  I saw  was 
four  or  five  people  heaped  on  the 
pavement  near  the  infirmary’s  rear 
entrance.  At  the  bottom  of  the  pile 
I found  one  lady  pinned  beneath 
one  of  the  train’s  cars.  I’m  certain 
she  is  the  one  who  lost  her  life. 

“Since  this  group  was  obviously 


the  most  seriously  hurt,  I had  them 
put  into  our  two  available  ambu- 
lances and  transported  to  a hospital 
immediately.  If  this  may  seem  irreg- 
ular, let  me  hasten  to  add  that  the 
victims  were  dangerously  close  to 
exposed  electrical  wiring,  and  I 
didn’t  know  whether  it  was  ‘live’  or 
‘dead.’  The  dangers  of  electrocution 
and  fire  were  imminent.” 

Next,  Infirmary  personnel  began 
treating  the  other  casualties  in  the 
infirmary,  about  25  in  all,  pending 
arrival  of  the  other  requested  am- 
bulances. 

Dr.  Adler  commented  on  some- 
thing that  wasn’t  already  general 
knowledge  to  the  public  and  Texas 
physicians.  “There  has  been  a great 
deal  of  publicity  about  how  the  situ- 
ation was  handled  by  the  military 
youngsters  outside  at  the  accident 
site  and  I’m  sure  this  action  was 
most  commendable.  But  what  has 
failed  to  receive  proper  acclaim  is 
the  help  those  Air  Force  and  Army 
medics  (medical  technicians  visiting 
the  fair)  gave  us  on  the  inside! 
There  were  about  ten  of  them,  just 
youngsters;  and  I was  absolutely 
amazed  at  how  brilliantly  they  per- 
formed. They  were  the  very  epitome 
of  efficiency,  and  it  is  entirely  due 
to  them  and  to  Mrs.  Thompson  that 
I could  take  the  few  moments  I 
needed  to  stop  the  bleeding  of  the 
woman  Mr.  Saling  mentioned.  If  the 
adults  in  our  society  whose  faith  in 
the  younger  generation  is  dwindling 
could  have  seen  those  kids  treating 
and  consoling  those  victims,  that 
faith  would  have  been  given  rebirth 
and  perhaps  made  more  lasting.” 

Dr.  E.  M.  “Dan”  Boyd,  medical 
director  of  the  infirmary,  explained 
that  the  infirmary  was  intended  to  be 
only  a triage.  “The  HemisFair  is  lo- 
cated in  San  Antonio’s  downtown 
area,  close  to  three  of  our  major 
hospitals.  Consequently,  when  we 
made  our  original  plans,  we  saw  this 
arrangement  as  being  the  most 
feasible;  and  I’m  satisfied  with  the 
way  things  went.  We  followed  our 
medical  emergency  plan,  and  it 
proved  effective.” 

How  did  13  ambulances  get  to 
the  site  so  quickly,  for  surely  they 
must  have  had  to  come  from  sev- 
eral different  points  in  the  city?  Ac- 
cording to  Mr.  Saling,  calling  the 
ambulances  was  part  of  the  prear- 
ranged emergency  plan.  “I’ve  got  a 
‘red  phone’  here  in  the  infirmary 


which  connects  me  to  the  fair’s  se- 
curity radio  net.  My  message  was  re- 
layed to  the  city  police  who,  inci- 
dentally, had  a man  on  duty  at  our 
security  headquarters.  The  police 
directed  the  ambulances  to  us.”  The 
Infirmary’s  operations  were  closely 
coordinated  with  the  emergency  fa- 
cilities of  Baptist  Memorial,  Santa 
Rosa,  and  Lutheran  General  hospi- 
tals, with  Robert  B.  Green  Memorial 
Hospital  designated  as  an  overflow 
facility.  The  plan  on  Sept.  15  called 
for  Santa  Rosa  General  Hospital  to 
receive  the  largest  number  of  pa- 
tients, 30.  The  other  victims  were 
taken  to  Baptist  Memorial  Hospital. 

Though  there  were  only  43  per- 
sons injured  in  the  accident,  48 
were  treated  at  the  two  downtown 
hospitals.  The  additional  five  were 
passengers  involved  in  a car-ambu- 
lance collision  as  the  ambulance 
sped  to  the  hospital  emergency 
rooms. 

Physicians  and  nurses,  hearing  of 
the  accident  on  their  car  and  home 
radios,  rushed  to  the  hospitals  to 
help  out.  Five  physicians  and  sev- 
eral nurses  on  the  fairgrounds 
quickly  reached  the  infirmary  and 
began  treating  the  casualties  in  as- 
sistance to  Dr.  Adler. 

And  reiterating  his  praise  of  the 
military  medical  technicians,  Dr.  Ad- 
ler remarked,  “If  you’re  looking  for 
someone  to  give  credit  to  for  all 
this,  give  it  to  those  young  military 
kids — they  were  the  heroes.” 

TMA  Auxiliary  Meeting 
Features  Public  Affairs 

Three  main  speakers  highlighted 
program  sessions  of  the  Woman’s 
Auxiliary  to  Texas  Medical  Associa- 
tion, Sept.  20  in  Austin. 

Speakers  and  topics  were  Dr.  A. 
Rex  Kirkley,  assistant  manager, 
American  Medical  Association  Wash- 
ington, D.C.,  office,  “AMA  in  Wash- 
ington: Legislation,  Politics,  and  Bu- 
reaucracy”; T.  C.  Petersen,  Chica- 
go, American  Farm  Bureau,  “A 
Foreigner’s  View  of  the  United 
States”;  and  Dr.  J.  T.  Billups  of 
Houston,  TMA  advisor  to  the  Wo- 
man’s Auxiliary,  “Where  To.”  An 
account  of  Dr.  Kirkley’s  speech  on 
medical  legislation  appears  on  p. 
111.  Mr.  Petersen  urged  the  audi- 
ence to  preserve  the  free  enterprise 
system  and  to  live  by  Christian  prin- 
ciples. The  first  part  of  his  speech 
was  delivered  in  costume  as  Mr. 
Hans  Odegaard  of  Denmark.  And  Dr. 
Billups  urged  physicians’  wives  to  be 
active  in  their  communities. 

Recorded  attendance  at  Auxiliary 
meetings  was  112. 
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Only  Physician  Should 
Call  in  Prescriptions 

Allowing  office  personnel  other 
than  the  physician  to  call  in  pre- 
scriptions is  a violation  of  the  Texas 
Dangerous  Drug  Law,  according  to 
Joseph  H.  Arnette,  R.Ph.,  secretary, 
Texas  State  Board  of  Pharmacy.  Phy- 
sicians who  allow  nurses  or  recep- 
tionists to  call  in  prescriptions  and 
the  pharmacists  who  dispense  these 
prescriptions  will  have  a poor  de- 
fense in  a liability  suit  resulting  from 
a drug  injury,  he  said. 

“The  laws  governing  the  practice 
of  pharmacy  and  the  laws  governing 
the  distribution  of  drugs  were  formu- 
lated to  protect  the  health  and  wel- 
fare of  the  patient  and  of  the  public 
in  general,”  Arnette  noted.  The  Fed- 
eral Food  and  Drug  Laws,  Durham- 
Humphrey  Amendment,  Federal  Drug 
Abuse  Control  Amendments  of  1965, 
and  Federal  Narcotic  Laws  have 
been  found  to  be  very  much  in  con- 
formity with  the  Texas  Dangerous 
Drug  Law,  the  Texas  Food  and  Drug 
Law,  and  the  Texas  Narcotic  Law. 

Arnette  reminded  physicians  that 
most  of  today’s  drugs  are  legend 
item  pharmaceuticals  and  bear  the 
inscription:  “CAUTION:  Federal  Law 
Prohibits  Dispensing  Without  Pre- 
scriptions.” A pharmacist  cannot 
sell  these  pharmaceuticals  over-the- 
counter,  neither  can  he  refill  a pre- 
scription for  these  legend  drugs 
without  the  physician's  authoriza- 
tion. The  authorization  may  be  given 
by  the  doctor  on  the  original  written 
prescription  or  by  telephoning  in  an 
original  prescription.  In  either  case 
a specific  number  of  refills  must  be 
given.  The  Texas  State  Board  of 
Pharmacy  is  presently  rigidly  enforc- 
ing this  part  of  the  law. 

The  Texas  Dangerous  Drug  Law 
defines  a prescription  as 

a written  order,  and  in  cases  of 
emergency,  a telephonic  order, 
by  a practitioner  to  a pharma- 
cist for  a dangerous  drug  for  a 
particular  patient,  which  speci- 
fies the  date  of  its  issue,  the 
name  and  address  of  the  pa- 
tient (and,  if  such  dangerous 
drug  is  prescribed  for  an  ani- 
mal, the  species  of  such  ani- 
mal), the  name  and  quantity  of 
the  dangerous  drug  prescribed, 
and  the  directions  for  use  of 
the  drug. 

This  section  of  the  law  when  fol- 
lowed tends  to  prevent  individuals 
phoning  in  fictitious  prescriptions. 
Arnette  said  the  Board  of  Pharmacy 
is  having  an  increasing  number  of 
complaints  about  forged  and  phony 
prescriptions.  Some  of  these  com- 


plaints have  come  from  physicians 
who  did  not  realize  their  reception- 
ist or  nurse  was  phoning  in  pre- 
scriptions for  themselves  or  for 
friends.  Complaints  have  also  arisen 
where  the  doctor  has  or  perhaps 
has  not  given  permission  to  the  re- 
ceptionist or  nurse  to  authorize  re- 
fills. 

UT  Initiates  Health 
Professions  Program 

Dr.  Donald  A.  Larson  (Ph.D.)  has 
been  appointed  director  of  education 
for  health  professions  in  the  Col- 
lege of  Arts  and  Sciences  of  The 
University  of  Texas  at  Austin. 

Dr.  Larson,  associate  professor  of 
botany,  takes  over  a program  that 
has  been  expanded  to  embrace  not 
only  pre-dental  and  pre-medical  pro- 
grams but  also  pre-professional  pro- 
grams for  students  planning  to  study 
allied  health  sciences  such  as  medi- 
cal record  administration,  medical 
technology,  occupational  therapy, 
physical  therapy,  and  radiologic 
technology. 

Pre-medical  and  pre-dental  pro- 
grams at  UT  Austin  formerly  were 
directed  by  Dr.  H.  R.  Henze,  pro- 
fessor of  chemistry,  with  the  assist- 
ance of  Dr.  Vernon  T.  Schuhardt, 
professor  of  microbiology  and  edu- 
cation. More  than  1,300  students 
were  enrolled  in  the  two  programs 
last  year. 

Expansion  of  the  pre-health  pro- 
fessions program  coincides  with  the 
opening  of  the  University’s  School 
of  Allied  Health  Sciences  at  the  Gal- 
veston Medical  Branch.  Similar 
schools  are  planned  at  the  Univer- 
sity’s medical  schools  in  Dallas  and 
San  Antonio.  In  addition,  the  pro- 
gram represents  another  move  to- 
ward closer  coordination  between 
the  University  System’s  three  gen- 
eral academic  institutions  (at  Aus- 
tin, Arlington,  and  El  Paso)  and  its 
three  medical  schools  (at  Galveston, 
Dallas,  and  San  Antonio)  and  the 
Dental  Branch  (at  Houston). 

Dr.  Charles  LeMaistre,  executive 
vice-chancellor  for  health  affairs  for 
the  UT  System,  has  assisted  in  plan- 
ning the  new  pre-health  professions 
program  in  the  College  of  Arts  and 
Sciences. 

Dr.  LeMaistre  and  Dr.  Larson  are 
establishing  improved  channels  of 
communication  between  the  Austin 
campus  and  the  professional  schools 
under  Dr.  LeMaistre’s  jurisdiction. 
Assisting  in  the  effort  are  members 
of  the  faculty  health  professions 
committee  in  the  College  of  Arts 
and  Sciences,  headed  by  Dr.  Larson 


State  Bar  To  Present 
Medical  Proof  Institutes 

So  that  both  physicians  and  law- 
yers may  learn  the  techniques  of 
medical  evaluation  and  testimony 
where  the  nature  and  extent  of  dis- 
ability are  disputed,  the  State  Bar 
of  Texas  has  arranged  four  one-day 
Institutes  on  Medical  Proof.  Purpose 
of  the  Institute  is  to  help  concerned 
individuals  minimize  problems  and 
eliminate  much  apprehension  and 
misunderstanding  in  preparing  and 
presenting  medical  proof  in  the 
courtroom. 

The  programs  will  present  live 
demonstrations  of  conferences  be- 
tween doctors  and  lawyers  in  pre- 
paration for  a hypothetical  trial. 
Actual  direct  and  cross-examination 
before  a live  jury  with  appropriate 
comments  and  explanations  will  be 
included.  The  institutes  will  empha- 
size specific  practical  suggestions 
to  help  the  doctor  to  be  comfortable 
in  the  courtroom  and  to  enable  him 
to  present  his  professional  opinion 
effectively  and  with  dignity. 

Locations  and  dates  of  the  insti- 
tutes are  Odessa,  Inn  of  the  Golden 
West,  Oct.  25;  Dallas,  Statler-Hilton 
Hotel,  Nov.  8;  Houston,  Shamrock- 
Hilton  Hotel,  Nov.  22;  and  Amarillo, 
Civic  Center,  Dec.  8. 

Emergency  ID  Symbol 
Promoted  by  Poster 

Four  Texas  health  organizations 
are  cooperating  in  the  distribution  of 
a US  Public  Health  Service-prepared 
poster  on  the  Emergency  Medical 
Identification  symbol.  The  poster  is 
intended  to  be  placed  in  hospital 
emergency  departments,  clinics, 
health  centers,  and  offices  of  pro- 
viders of  ambulance  services.  The 
purpose  of  the  poster  is  to  familiar- 
ize emergency  personnel  with  the 
symbol  and  its  significance. 

Organizations  cooperating  in  the 
effort  are  the  Texas  Hospital  Asso- 
ciation, Texas  Ambulance  Associa- 
tion, Texas  Funeral  Directors  Asso- 
ciation, and  Texas  State  Department 
of  Health. 

The  symbol  is  carried  or  worn  by 
many  individuals  who,  due  to  pre- 
existing health  problems,  may  need 
special  care  in  an  emergency.  It  is  a 
silent  warning  for  emergency  person- 
nel to  look  for  medical  information 
that  may  save  a life.  The  symbol, 
which  contains  the  hexagon  star  of 
life  with  a superimposed  snake-en- 
twined staff  of  Aesculapius,  was  de- 
signed by  the  American  Medical  As- 
sociation in  1963. 
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A patient  of  advancing  years  may  appear  to  “have  everything,”  but  may  well 
be  in  medically.  You  know  the  symptoms.  She’s  tired  most  of  the  time. 

Though  there’s  nothing  wrong  with  her  organically,  she  suffers  from  general 
malaise.  Lassitude  has  become  her  way  of  life  . . . vague  aches  and  pains  her 
major  concern. 

Such  a patient  has  entered  the  “Mediatric  Age”— that  stage  of  her  life  in 
which  she’s  an  ideal  candidate  for  MEDIATRIC.  This  preparation  provides 
the  anabolic  benefits  of  gonadal  steroids,  plus  a gentle  mood  uplift  and  the 
nutritional  support  she’s  apt  to  need.  MEDIATRIC  is  intended  to  help  keep 
her  more  alert  and  active,  and  relieve  general  malaise  ...  to  help  restore  that 
sense  of  physical  and  emotional  well-being  that  the  elderly  deserve  to  enjoy. 


Help  the  Needy! 
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The  estrogen  component  in  MEDIATRIC  is  PREMARIN®  (conjugated  estrogens-eqnine),  the 
orally  acti\  e,  natural  estrogen  so  widely  prescribed  for  its  physiologic  and  metabolic  benefits. 
The  combination  of  estrogen  and  metliyltestosterone  can  help  maintain  anabolic 
balance  to  forestall  premature  degenerative  changes  related  to  estrogen  deficiency. 
MEDI.\TRIC  also  supplies  a small  amount  of  methamphetamine  HCl  to  provide  a gentle 
mood  uplift,  and  nutritional  supplements  specially  selected  to  meet  the  needs  of  the  aging. 


CONTRAINDICATION : Carcinoma 
of  the  prostate,  due  to 
metliyltestosterone  component. 
W.4RNTNG:  Some  patients  with 
pernicious  anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of  response 
predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious 
anemia  patients  are  essential  and 
recommended. 

SIDE  effects;  In  addition 


to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may 
occur. 

SUGGESTED  DOSAGES!  Male  and 
female— \ Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous 
stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 
week  rest  period— Withdrawal 


bleeding  may  occur  during  this 
1 week  rest  period). 

In  the  male:  A careful  check  should 
be  made  on  the  status  of  the  prostate 
gland  when  therapy  is  given  for 
protracted  inten  als. 
supplied:  No.  752— MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000. 
No.  252— MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910— MEDIATRIC  Liquid,  in 
bottles  of  16  fluidounces. 


Each 

MEDI.VrRIC 
Tablet  or 
Capsule 
contains: 

Each  15  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC 

Liquid 

contains: 

Conjugated  estrogens-equine  (PREMARIN®) 

0.25  mg. 

0.25  mg. 

Metliyltestosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HCl 

1 .0  mg. 

1 .0  mg. 

Cyanocobalamin 

2.5  meg. 

1 .5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 

— 

Thiamine  HCl 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

— 

Riboflavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCl 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsiccated 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

(Contains 

15%  alcoholf) 
tSome  Loss 

Unavoidable 

Mediatric  tablets  • capsules  • liquid 

Steroid-nutritional  compound 
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SEVERAL  SPECIAL  FEATURES  SCHEDULED 
FOR  1969  TMA  ANNUAL  SESSIDN  PRDGRAM 


Eleven  special  features  have  al- 
ready been  scheduled  to  take  place 
at  the  102nd  Texas  Medical  Associ- 
ation Annual  Session,  May  1-4, 
1969,  in  San  Antonio.  These  special 
features  will  range  from  two  series 
of  Curbstone  Consultation  programs, 
to  a symposium  on  alcoholism,  to  a 
mental  health  and  mental  retarda- 
tion symposium. 

The  11  special  features  are 

1.  Texas  Academy  of  General 

Practice  Seminar,  12:30-5  p.m., 

Thursday,  May  1. 

2.  Symposium  on  Alcoholism, 
sponsored  by  the  Texas  Commission 
on  Alcoholism  and  The  University  of 
Texas  Division  of  Extension,  8 p.m., 
Thursday,  May  1. 

3.  “Problems  of  Cardiovascular 
Progress,”  a symposium  sponsored 
by  the  TMA  Committee  on  Cardio- 
vascular Diseases,  Thursday,  May  1. 

4.  Committee  on  Health  Careers 
symposium,  9 a. m. -3:30  p.m.,  Thurs- 
day, May  1. 

5.  “What  is  a Doctor?”  speech  by 

Dr.  Roberto  Caleron  of  Managua, 
Nicaragua,  at  the  Committee  on 
Medical  History  Dinner,  7 p.m., 

Thursday,  May  1. 

6.  Program  on  the  moral  and 
medical  aspects  of  transplants,  spon- 
sored by  the  TMA  Committee  on 
Medicine  and  Religion,  tentatively  8 
p.m.,  Thursday,  May  1. 

7.  Conference  on  Medical  Aspects 
of  Automotive  Safety,  sponsored  by 
the  TMA  Committee  on  Transporta- 
tion Safety  and  the  AMA  Committee 
on  Medical  Aspects  of  Automotive 
Safety,  Thursday,  May  2. 

8.  “Sex  Education  in  the  Public 
Schools,”  Conference  on  School 
Health,  sponsored  by  the  TMA  Com- 
mittee on  School  Health,  8:30  a.m.- 
4:30  p.m.,  Thursday,  May  1. 

9.  United  Cerebral  Palsy  of  Texas 
Symposium,  all  day,  Sunday,  May  4. 

10.  Mental  Health  Symposium, 
sponsored  by  the  Texas  Department 
of  Mental  Health  and  Mental  Re- 
tardation, Saturday,  May  3. 

11.  Curbstone  Consultations,  two 
series,  5-6:30  p.m.,  Eriday,  May  2, 
and  5-6:30  p.m.  Saturday,  May  3. 

Curbstone  Consultations:  Topics 
have  been  selected  for  20  Curbstone 
Consultations.  Moderators  have  been 
selected  for  most  of  these  informal 
discussion  groups. 

Topics  and  scheduled  speakers 
for  the  Friday,  May  2,  sessions  are 


you  and  the  law;  anemia — diagnosis 
and  treatment  in  general  practice. 
Col.  Fred  G.  Conrad,  US  Air  Force 
Medical  Corps,  Lackland  AFB,  San 
Antonio;  postoperative  shock  and  its 
management.  Dr.  Benjamin  W.  Mc- 
Call, Houston;  drug  abuse  and  alco- 
holism— one  year  later.  Dr.  Paul  L. 
White,  Austin;  current  management 
of  acne.  Dr.  J.  B.  Richardson,  Hous- 
ton; chest  pain — differential  diag- 
nosis, Dr.  George  Carman,  Dallas; 
treatment  of  cardiac  rhythm  disor- 
ders, Dr.  Don  W.  Chapman,  Hous- 
ton; interpretation  of  hearing  tests, 
Dr.  Aram  Glorig,  Dallas;  physical 
therapy  in  chronic  obstructive  lung 
disease.  Dr.  William  F.  Miller,  Dallas; 
and  how  to  handle  patients  who 
shouldn’t  drive.  Dr.  Otto  Lippmann, 
Austin. 

Topics  and  scheduled  moderators 
for  the  sessions  on  Saturday,  May  3, 
are  teenage  and  parental  alert;  ob- 
stetrical emergencies.  Dr.  Harold  W. 
Brumley,  Austin;  use  of  anticoagu- 
lants in  thrombophlebitis  (a)  ante 
partum,  (b)  post  partum.  Dr.  Nor- 
man L.  Renfro,  Corpus  Christi;  cu- 
taneous malignancy.  Dr.  C.  H.  Mc- 
Custion,  Austin;  indications  for  car- 
diac surgery  from  the  standpoint  of 
the  conservative  medical  cardiolo- 
gist, Dr.  Myron  B.  Zinn,  San  Antonio; 
preventable  athletic  injuries.  Dr. 
Louis  J.  Levy,  Fort  Worth;  assisted 
respiration.  Dr.  Thomas  D.  Kirksey, 
Galveston;  monitoring  patients.  Dr. 
Charles  H.  Williams,  Houston;  emer- 
gency ambulance  and  hospital  care 
in  your  town  or  area.  Dr.  Heinrich 
Lamm,  Harlingen;  and  conservative 
management  of  low  back  injuries. 
Dr.  Arthur  E.  Grant,  San  Antonio. 

Guest  Speakers:  Since  the  last  is- 
sue of  Texas  Medicine,  three  out-of- 
state  guest  speakers  have  accepted 
invitations  to  participate  on  the  An- 
nual Session  programs.  These  three 
speakers  and  sponsoring  groups  are 
Dr.  David  M.  Little,  Jr.,  Hartford, 
Conn.,  Hartford  Hospital  Anesthe- 
siology Department,  Texas  Society  of 
Anesthesiologists  and  TMA;  Dr.  Ian 
MacNab,  Toronto,  Ontario,  Canada, 
Texas  Orthopaedic  Association  and 
TMA;  and  Dr.  R.  M.  Cherniack,  Winni- 
peg, Manitoba,  Canada,  professor  of 
medicine  and  director.  Joint  Respira- 
tory Program,  University  of  Manitoba 
and  Sanitorium  Board,  Texas  Chap- 
ter, American  College  of  Chest  Phy- 
sicians and  TMA.  For  a full  list  of 


out-of-state  speakers  scheduled  to 
date,  see  p.  107  of  the  September, 
1968,  issue  of  Texas  Medicine.  In 
addition.  Dr.  Denton  Cooley  of  Hous- 
ton will  be  a special  guest  of  the 
TMA  Section  on  Surgery  and  will  ad- 
dress this  section  and  possibly  will 
speak  before  one  of  the  General 
Meetings. 

Future  Annual  Sessions:  The  TMA 
Council  on  Annual  Session  and  the 
TMA  Executive  Board  in  September 
approved  dates  and  locations  for  the 
1970  and  1971  Annual  Sessions. 
Dallas  will  be  host  for  the  1970 
meeting  on  April  30-May  3;  and 
Houston  will  host  in  1971  on  May  6- 
May  9.  The  1972  host  city  has  not 
yet  been  decided;  and  Dallas  has 
been  recommended  for  the  1973 
meeting  on  the  dates  May  3-6. 

Project  Concern  Gives 
Medical  Care  to  Needy 

When  Dr.  James  W.  Turpin  of 
Ardmore,  Pa.,  addressed  the  Texas 
Medical  Association  Public  Affairs 
and  Public  Relations  Conference  on 
Sept.  21,  many  Texas  physicians  be- 
came acquainted  with  Project  Con- 
cern for  the  first  time.  Dr.  Turpin 
is  president  and  founder  of  the  or- 
ganization. 

Project  Concern  is  an  interna- 
tional independent  non-profit  organi- 
zation offering  medical  care  to  the 
needy  of  all  ages.  The  project  was 
incorporated  in  November,  1961, 
and  since  that  time  has  established 
medical  clinics,  hospitals,  self-help- 
training programs,  feeding  and  cloth- 
ing services,  and  mother-and-child 
care  centers  in  South  Vietnam,  Hong 
Kong,  and  Mexico. 

Self-sufficiency  is  the  anticipated 
end  result  of  Project  Concern’s  ef- 
forts. Working  toward  that  goal  are 
doctors,  nurses,  dentists,  pharma- 
cists, laboratory  technicians,  teach- 
ers; and  volunteers  serving  in  many 
capacities.  More  than  30  nationali- 
ties are  represented  on  the  staff. 

Project  Concern  is  not  subsidized 
by  any  government  agency,  religious 
group,  or  medical  organization;  but 
rather,  it  is  completely  dependent 
upon  the  support  and  contributions 
of  individuals  who  agree  with  the 
aims  and  aspirations  of  the  pro- 
gram. Support  and  fully  tax  deducti- 
ble contributions  may  consist  of  use- 
ful goods,  such  as  professional 
equipment,  pharmaceuticals,  current 
journals  and  textbooks;  volunteer 
service;  and  financial  gifts.  Contri- 
butions or  requests  for  information 
may  be  mailed  to  Project  Concern, 
Box  2468,  San  Diego,  Calif.  92112. 
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Blue  Shield  Schedules 
Local  Workshops 

Blue  Shield  is  holding  18  work- 
shops in  Texas  during  September, 
1968,  through  April,  1969.  Physi- 
cians, secretaries,  nurses,  and  busi- 
ness managers  have  been  invited 
to  attend. 

Workshops  will  begin  at  7 p.m. 
on  the  indicated  dates  and  should 
last  for  about  two  and  a half  hours. 
The  program  will  deal  primarily 
with  the  Blue  Shield  Manual  and  the 
new  Blue  Shield  forms.  Those  at- 
tending should  bring  a Blue  Shield 
Manual  to  the  meeting.  Preregistra- 
tion is  not  necessary. 

Locations  and  dates  of  workshops 
still  to  be  held  are  as  follows;  Mid- 
land, Sands  Motor  Hotel,  Oct.  17; 
Austin,  Gondolier  Hotel,  Nov.  12; 
Waco,  Alico  Inn,  Nov.  14;  Corpus 
Christi,  Driscoll  Hotel,  Dec.  3;  Har- 
lingen, Seville  Motel,  Dec.  5;  Hous- 
ton, Shamrock  Hilton  Hotel,  Jan.  21 
and  Jan  22,  1969;  Victoria,  Holiday 
Inn,  Feb.  18,  1969;  San  Antonio, 
Sheraton  Hotel,  Feb.  20,  1969;  Dal- 
las, Holiday  Inn-Central,  March  18, 
1969;  Fort  Worth,  Green  Oaks  Inn, 
March  19,  1969;  Lubbock,  KoKo 
Palace,  April  15,  1969;  Amarillo, 
Holiday  Inn-West,  April  17,  1969; 
Tyler,  Blackstone  Hotel,  April  22, 
1969;  and  Nederland,  Tidelands  Mo- 
tor Hotel,  April  24,  1969. 


Record  Librarians  Mark 
Anniversary  at  Meeting 

Highlight  of  the  40th  anniversary 
year  of  the  American  Association  of 
Medical  Record  Librarians  (AAMRL) 
was  the  association’s  1968  annual 
meeting  and  exhibit  held  at  the 
Statler-Hilton  Hotel  in  Dallas,  Oct. 
13-18. 

More  than  1,200  association 
members  and  non-members  attend- 
ed the  five-day  program,  which  fea- 
tured major  sessions  on  psychiatric 
records  and  electronic  data  process- 
ing, including  actual  computer  dem- 
onstrations via  a hook-up  between 
the  Statler-Hilton  headquarters  and 
the  Texas  Institute  of  Rehabilitation 
and  Research  in  Houston. 

Although  officially  organized  in 
1928,  the  origin  of  AAMRL  traces 
back  to  1912  when  a group  of  five 
women  gathered  in  the  Treadwell 
Library  at  Massachusetts  General 
Hospital  "to  take  up  the  study  of 
clinical  records.”  Among  this  group 
was  Mrs.  Grace  Whiting  Myers  who, 
16  years  later,  founded  what  is  now 
the  AAMRL. 


School  Studies  Hearts 
With  Missile  Equipment 

Electronic  equipment  designed  to 
analyze  missile  flights  has  been  con- 
verted by  researchers  at  The  Uni- 
versity of  Texas  Southwestern  Medi- 
cal School  at  Dallas  to  track  the 
movements  of  beating  hearts.  This 
work,  in  turn,  has  provided  a scien- 
tific fallout  for  the  oil  industry. 

The  research  may  have  settled  a 
controversy  as  to  whether  a heart 
shortens  in  all  dimensions  when 
ejecting  blood.  By  tracking  six  lead 
beads  implanted  in  the  hearts  of 
experimental  animals,  the  South- 
western researchers  have  assembled 
information  that  the  hearts  do,  in 
fact,  shorten  in  all  dimensions. 

Main  objects  of  the  research  are 
to  establish  the  geometry  of  a 
healthy  heart’s  movements  and  then 
learn  how  a heart  reacts  when  beset 
by  various  kinds  of  attack. 

Dr.  Jere  Mitchell,  head  of  the 
Weinberger  Laboratories  for  Cardio- 
vascular Research  at  Southwestern, 
explained  that  the  new  computerized 
tracking  techniques  have  saved  vast 
amounts  of  time  spent  in  analyzing 
the  dynamics  of  hearts. 

AAPS  Essay  Contest 
Underway  in  Counties 

The  23rd  annual  essay  contest 
for  high  school  students,  developed 
under  the  auspices  of  the  Associa- 
tion of  American  Physicians  and  Sur- 
geons (AAPS),  is  now  underway  on 
the  local  level. 

Actual  writing  of  the  essays  and 
local  publicity  begins  in  October. 
Essay  topics  are  “The  Advantages 
of  Private  Medical  Care”  and  ‘‘The 
Advantages  of  the  American  Free 
Enterprise  System.”  Entries  must  be 
submitted  to  the  sponsoring  local 
county  medical  society  or  medical 
society  auxiliary  by  March  1,  1969. 
The  three  winning  local  essays  must 
then  be  submitted  to  the  sponsoring 
state  agency  by  March  15.  The  three 
winning  state  entries  must  then  be 
submitted  to  AAPS  by  April  1. 

Packaged  libraries  with  bibliog- 
raphy (research  material),  an- 
nouncements of  the  essay  contest, 
and  pamphlets  in  which  the  previ- 
ous year’s  $1,000  prize  winning  es- 
say is  reprinted  are  available  with- 
out charge  from  AAPS.  Inquiries  re- 
garding the  contest  may  be  ad- 
dressed to  Dr.  Thomas  G.  Dorrity, 
Chairman,  AAPS  Essay  Contest 
Committee,  Suite  1000,  230  N. 
Michigan  Ave.,  Chicago  60601.  Dr. 
Lowell  B.  Baker,  1805  Crawford  St., 
Houston  77002,  is  state  contest 
chairman  for  Texas. 


PERSONALS 


Dr.  Frank  Harrison  has  been 
named  acting  president  of  The  Uni- 
versity of  Texas  at  Arlington.  He  has 
been  granted  a leave  of  absence  as 
associate  dean  for  graduate  studies 
at  The  University  of  Texas  South- 
western Medical  School  at  Dallas. 
Dr.  Parkhurst  Alan  Shore,  professor 
of  pharmacology  at  Southwestern, 
has  been  named  acting  associate 
dean  for  graduate  studies  to  suc- 
ceed Dr.  Harrison. 

New  officers  for  the  Postgraduate 
Medical  Assembly  of  South  Texas 
are  Dr.  Tom  Arnold  of  Houston, 
president;  Drs.  John  McGivney  of 
Galveston,  Dr.  Wallace  J.  Poshataske 
of  Silsbee,  and  Dr.  Walter  F.  Hass- 
karl  of  Brenham,  vice-presidents;  Dr. 
Homer  Taylor  of  Houston,  secretary; 
and  Dr.  Elmer  K.  Sanders  of  Hous- 
ton, treasurer.  Dr.  Ben  T.  Withers  of 
Houston  is  immediate  past  presi- 
dent. 

Dr.  Jordan  R.  Wilbur  of  Houston 
has  been  appointed  head  of  the  De- 
partment of  Pediatrics  at  The  Uni- 
versity of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at 
Houston.  He  succeeds  Dr.  H.  Grant 
Taylor  as  head  of  the  department. 
Dr.  Taylor  will  remain  on  the  staff 
of  the  Department  of  Pediatrics  and 
will  serve  as  dean  of  continuing  edu- 
cation of  the  Graduate  School  of 
Biomedical  Sciences,  The  University 
of  Texas  at  Houston,  and  as  chair- 
man of  the  Southwest  Cancer  Chem- 
otherapy Headquarters. 

The  appointment  of  Dr.  Charles 
E.  Flowers,  Jr.,  as  professor  and 
chairman  of  the  Department  of  Ob- 
stetrics and  Gynecology  has  been 
announced  by  the  Medical  College 
of  Alabama  in  Birmingham.  Dr. 
Flowers,  whose  appointment  is  ef- 
fective Jan.  1,  1969,  is  presently 
professor  and  chairman  of  obstetrics 
and  gynecology  at  Baylor  University 
College  of  Medicine  in  Houston. 

Dr.  Milford  O.  Rouse  of  Dallas, 
immediate  past  president  of  the 
American  Medical  Association,  is 
currently  serving  as  chairman  of  the 
AMA  National  Medical  Association 
Liaison  Committee. 

Dr.  William  B.  Harrell  of  Texar- 
kana is  one  of  25  US  Public  Health 
Service  reserve  officers  called  to  ac- 
tive duty  to  implement  an  Emer- 
gency Health  Service  Program  in 
strategic  cities  in  the  United  States. 
He  serves  one  day  each  month  on 
the  program  and  is  the  only  Texas 
physician  to  be  chosen. 
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Alleged  negligence  in  the  use, 
preparation,  prescription,  and 
manufacture  of  drugs  is  in- 
creasingly the  basis  for  malpractice 
litigation.  Allegations  of  negligence 
in  this  area  are  lodged  against  phy- 
sicians, office  assistants,  hospitals, 
pharmacists,  and  drug  manufac- 
turers. 

A recent  case  of  the  Washington 
State  supreme  court  (Kiser  v.  Subur- 
ban Transportation  System,  Inc.,  398 
P.  2d  14)  involved  a suit  by  a bus 
passenger  to  obtain  damages  for  in- 
juries which  he  suffered  in  an  ac- 
cident when  the  bus  driver,  who  had 
taken  tripelennamine  hydrochloride, 
fell  asleep.  At  trial  the  evidence  dis- 
closed that  a physician  had  pre- 
scribed the  drug  for  the  driver’s 
nasal  condition.  The  driver  testified 
that  the  physician  gave  him  no 
warning  of  any  possible  side  effects 
of  the  drug.  He  took  the  first  pill 
the  morning  of  the  accident  and  felt 
groggy  and  drowsy  for  a few  miles 
before  the  accident  occurred.  The 
driver  fell  asleep  or  blacked  out 
shortly  before  the  bus  left  the  road. 

During  the  trial,  two  physicians 
testified  that  the  community  stand- 
ard required  a physician  to  warn  the 
patient  of  possible  reactions  since 
incidence  of  drowsiness  with  the 
drug  is  about  20  percent.  The  ques- 
tion before  the  trial  court  was:  Did 
the  physician  fail  to  warn  the  driver 
of  the  possible  side  effects  of  the 
drug,  and  did  this  failure  constitute 
the  “proximate  cause”  of  the  ac- 
cident? 

In  deciding  the  issues  before  it, 
the  Washington  supreme  court  held 
that  if  the  evidence  showed  that 
the  physician  had  failed  to  warn  the 
driver  of  possible  reactions  to  the 
drug,  the  driver  might  have  taken 
the  drug  without  knowledge  of  its 
harmful  qualities.  If  he  did  so  with- 
out such  knowledge,  he  would  not 
be  negligent  and  was  without  fault 
in  the  accident.  Because  the  ques- 
tion before  the  court  was  whether 
or  not  the  driver  was  negligent,  the 
court  did  not  discuss  the  liability  for 
a physician's  failure  to  warn.  The 
inference,  however,  is  clear:  If  the 
physician  should  have  warned  the 
patient  of  side  effects  of  a drug  and 
he  failed  to  do  so,  then  the  phy- 
sician might  well  be  liable  for  the 
damages  to  others  which  result 
from  this  failure  to  warn. 

Physicians  may  also  be  liable  for 
failing  to  heed  the  warning  on  the 


MISADMINISTRATION 
OF  DRUGS 
INCREASING  BASIS 
OF  MALPRACTICE 
LEGISLATION 

label  or  in  the  printed  matter  con- 
cerning a drug  that  comes  from  the 
manufacturer.  The  North  Carolina 
supreme  court  in  the  Koury  case 
(158  SE2d  543)  ordered  a physician 
to  face  trial  for  a second  time  in  a 
suit  charging  him  with  administer- 
ing an  excessive  dosage  of  a drug 
marked  “not  for  pediatric  use”  to 
a 9-year-old  child  suffering  from 
asthmatic  bronchitis.  The  dosage, 
according  to  testimony,  was  approx- 
imately double  the  safe  upper  limit 
in  view  of  the  patient’s  age.  Plain- 
tiff alleged  that  the  child  had  be- 
come totally  and  permanently  deaf 
as  a result  of  the  treatment.  The 
plaintiff  further  stated  that  at  the 
time  the  drug  was  given  the  phy- 
sician did  not  inform  the  parents 
that  the  drug  could  cause  deafness 
and  that  no  immediate  emergency 
dictated  its  use. 

The  plaintiff  charged  that  the  doc- 
tor had  disregarded  the  manufac- 
turer’s warning  which  specifically 
provided:  “Not  for  pediatric  use, 
usual  dosage:  Adults:  2 cc.  (0.5 
grams  Streptomycin,  400,000  units 
Penicillin  G Procaine)  once  or  twice 
daily.” 

The  North  Carolina  court,  despite 
its  rule  against  admission  and  evi- 
dence of  excerpts  from  medical  text- 
books and  similar  publications,  said 
that  “the  display  of  a red  flag  bear- 
ing the  word  ‘DANGER,’  shouted  a 
warning  . . . and  may  be  shown,  not 
to  prove  the  fact  of  danger,  but  to 
prove  the  giving  of  a warning  which 
the  person  in  question  should  have 
seen  or  taken  into  account.”  Fur- 
ther, the  court  held  that  the  label, 
while  not  proof  that  the  drug  was 
unsafe  for  a child,  is  nevertheless 
“evidence  of  a warning  which  the 
physician  disregards  at  his  peril.” 
Accordingly,  such  warnings  are  ad- 
missible where  other  evidence 


shows  the  drug  is,  in  fact,  danger- 
ous to  a child. 

In  a 1964  decision,  the  Missouri 
supreme  court  held  in  Campbell  v. 
Preston  (379  SW2d  557)  that  a phy- 
sician was  not  entitled  to  indemnity 
from  a hospital  or  its  employees 
where  the  physician  is  sued  for  neg- 
ligence in  dealing  with  drugs.  Spe- 
cifically cited  were  failure  to  warn 
nurses  in  a hospital  of  the  “pro- 
pensities of  a drug”  or  its  nature, 
and,  contrary  to  the  warning  con- 
tained on  the  label,  failure  to  advise 
the  use  of  a qualified  anesthesiolo- 
gist for  a drug’s  administration.  The 
physician  in  question  had  allowed 
an  intern  at  the  request  of  nurses  to 
inject  the  drug,  and  the  result  was 
cardiac  arrest  in  the  patient.  The 
physician  filed  a cross  claim  against 
the  intern  and  the  nurses  for  in- 
demnity when  he  was  sued  as  pri- 
mary defendant.  The  court  pointed 
out  that  according  to  the  facts  al- 
leged in  the  plaintiff’s  petition,  the 
physician  had  personally  directed 
and  participated  in  the  act  claimed 
to  be  negligent:  therefore  he  was  not 
entitled  to  indemnity. 

The  opinion  does  not  directly 
point  out  the  physician’s  responsi- 
bilities in  setting  out  to  the  hospital 
and  its  employees  certain  dangers 
of  drugs.  But  the  court’s  language 
should  warn  the  prudent  physician 
about  situations  when  injection  or 
hemotherapy  of  his  patient  requires 
administration  by  a specialist  or  by 
specially  trained  personnel,  or  when 
administration  has  some  inherent 
danger.  The  physician  may  be  neg- 
ligent if  he  fails  to  properly  instruct 
or  warn  the  hospital  employees  or 
interns  of  the  dangers  involved. 

Most  physicians  are  aware  of  the 
dangers  of  allowing  non-physician 
office  personnel  to  administer 
drugs.  Courts  have  rendered  many 
decisions  holding  physicians  liable 
for  office  nurses’  or  assistants’  mis- 
administration  of  drugs.  If  a phy- 
sician allows  his  office  nurse  or  as- 
sistant to  administer  drugs,  he 
should  be  aware  that  any  mistake 
or  negligence  on  their  part  will  be 
imputed  to  him  and  he  shall  be 
liable  therefor. 

Manufacturers  of  drugs  are  liable 
for  providing  contaminated  drugs  to 
physicians,  drug  stores,  and  hos- 
pitals. In  a recent  Texas  case. 
Shivers  v.  Good  Shepherd  Hospital, 
Inc.,  427  SW2d  104,  (1968),  the 
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This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  “case  history"  of  one  new  drug  — or, 
rather,  a proposed  new  drug  - assembled  for  submis- 
sion to  the  U.  S,  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment. countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical 
Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St.,  N,  W.,  Washington,  D C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


MeadjaiMm  -pharmaceuticals  created  for  your  specialized  clinical  needs 


Advanced  arteriosclerosis  obliterans  is  not 
amenable  to  peripheral  vasodilator  therapy  but.. 

survival  of  the  limb  in  arteriosclerosis  obliterans 
may  depend  on  early  diagnosis, 
prompt  treatment,  and  proper  care!' 


In  responsive 
arteriosclerosis  obliterans 

\A)SODtLAIV 

(ISOXSUPRINE  HCI) 

acts  directly  on  the  arterial  musculature 

provides  deep  vasodilatation^  not  just 
a skin-deep  flush'" 

has  been  shown  to  increase  claudication 
distance  and  relieve  rest  pain” 

does  not  complicate  coronary  disease 


Vasodilan  in  the  total  care  of 

your  patient  After  a diagnosis  is 
established  — by  absence  of  pulses,  systolic 
bruits,  postural  color  changes,  sensitivity  to 
cold,  and  muscular  weakness... as  well  as  by 
intermittent  claudication  and  rest  pain^.s— 
treatment  should  begin  promptly. 

Treatment  of  the  underlying  disease  may 
include,  dietary  measures  to  lower  cholesterol 
and  reduce  weight.^  Ischemic  tissue  should  be 
protected  from  chemical,  mechanical,  and 
thermal  trauma,  never  subjected  to  direct  heat.9 
Often  resilient  collateral  vessels  can  com- 
pensate,''.8.10  helped  by  such  measures  as  keep- 
ing the  affected  limb  below  heart  level,''  9 
stopping  smoking, ''■9  mild  exercise,9.io  and 
peripheral  vasodilators. ''9 

Although  not  all  clinicians  are  in  agreement 
as  to  the  value  of  peripheral  vasodilators, ''i-''3 
several  investigators^.'''’  have  studied  the  effects 


of  isoxsuprine  on  blood  flow  in  the  extremities 
and  interpret  their  results  as  indicating  that  this 
agent  causes  peripheral  vasodilation  which  is 
greater  in  the  skeletal  muscle  vessels  than  in 
the  skin. 

The  effects  of  vasodilator  therapy  with 
VasodTlan  tablets  have  been  demonstrated  both 
by  objective  measurement’''. ’s  and  observation 
of  clinical  improvement. 9-7. '6 

VasodTlan  can  provide  a significant  part  of 
the  therapy  of  responsive  arteriosclerosis 
obliterans  and  certain  other  peripheral  vascular 
diseases.  The  important  medical  considerations 
in  prescribing  VasodTlan  follow. 

to  guide  you  in  prescribing 

Vasodilan  Indications:  Arteriosclerosis 
obliterans,  diabetic  vascular  diseases, 
thromboangiitis  obliterans  (Buerger’s  disease), 
Raynaud’s  disease,  postphlebitic  conditions. 


prescribing  information  continued  on  next  page 


acroparesthesia,  frostbite  syndrome  and  ulcers  of  the 
extremities  (arteriosclerotic,  diabetic,  thrombotic). 
Composition:  VasodTlan  tablets,  isoxsuprine  hydro- 
chloride 10  mg.  Dosage:  Oral  — 10  to  20  mg.  (1  or  2 
tablets)  t.i.d.  or  q.i.d.  Contraindications:  There  are  no 
known  contraindications  to  recommended  oral  dosage. 
See  “Cautions.”  Side  Effects:  Occasional  palpitation 
ana  dizziness  can  usually  be  controlled  by  dosage 
reduction.  As  intramuscular  administration  of  10  mg.  or 
more  may  cause  brief  hypotension  and  tachycardia, 
single  intramuscular  doses  exceeding  this  amount  are 
not  recommended.  Cautions:  Do  not  give  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 
Complete  details  available  in  product  brochure  from 
Mead  Johnson  Laboratories. 

References:  (1)  Allen,  E.  V.;  Barker,  N.  W.,  and  Hines, 

E.  A.,  Jr.:  Peripheral  Vascular  Diseases,  ed.  3,  Phila- 
delphia, W.  B.  Saunders  Company,  1962,  pp.  293-341. 
(2)  Abramson,  D.  I.:  Diagnosis  and  Treatment  of  Periph- 
eral Vascular  Disorders,  New  York,  Harper  & Brothers, 
1956,  pp.  192-200.  (3)  New  Drugs— Evaluated  by  the 
A.M.A.  Council  on  Drugs,  Chicago,  American  Medical 
Association,  1967,  pp.  295-297.  (4)  Kaindl,  F.:  Angiology 
77:15-20  (Feb.)  1960.  (5)  Kaindl,  F.;  Partan,  J.,  and 
Polsterer,  P.:  Wien.  klin.  Wchnschr.  68:186-191 
(March  16)  1956.  (6)  Frieh,  C.,  and  Clivier,  L.:  Lyon  Med. 
97:891-896  (May  24)  1959.  (7)  Weghaupt,  Von  K.: 

Wien.  klin.  Wchnschr.  69:31-32  (Jan.  11)  1957.  (8)  Abram- 
son, D.  I.:  op.  cit,  pp.  131-145,  419-422.  (9)  Foley,  W.  T., 
and  Wright,  I.  S.:  Color  Atlas  and  Management  of 
Vascular  Disease,  New  York,  Appleton-Century-Crofts, 
Inc.,  1959,  pp.  3-5.  (10)  Stein,  I.  D.:  Angiology  75:1-4 
(April)  1964.  (11)  Myers,  K.  A.:  Modern  Treatment 
4:370-383  (March)  1967.  (12)  Gillespie,  J.  A.:  Angiology 
77:280-288  (May)  1966.  (13)  Smit.Arne,  F.,  ef  a/.;  Nordisk 
Medicin  20:1260,  1959  . (14)  Kaindl,  F.;  Samuels,  S.  S.; 
Selman,  D.,  and  Shaftel,  H.:  Angiology  70:185-192  (Aug.) 
1959.  (15)  Samuels,  S.  S.,  and  Shaftel,  H.  E.:  JAMA 
777:142-145  (Sept.  12)  1959.  (16)  Clarkson,  I.  S.,  and 
LePere,  D.  M.:  Angiology  77:190-192  (June)  1960. 


This  booklet,  “Taking  Care 

of  Yourself,” 


TAKING 

CARE 

OF  YOURSELF 


helps  your  patients 
understand 
and  practice 
good  foot 
hygiene. 


These  “New  Perspectives” 
monographs  on  several 
aspects  of 
vascular  disorders 
bring  you  up-to-date 
information 
on  diagnosis 
and  treatment. 


Available  from  your  Mead  Johnson  representative 
or  directly  from  Mead  Johnson  Laboratories. 
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plaintiff  alleged  that  the  hospital 
was  negligent  in  administering  a 
contaminated  drug.  The  court  held 
that  the  hospital  was,  in  this  case, 
protected  from  liability  for  alleged 
failure  to  properly  store  and  handle 
the  drug  by  the  doctrine  of  charit- 
able immunity.  The  court  called  im- 
material the  fact  that  the  Texas  Su- 
preme Court  had  given  notice  that 
the  doctrine  of  charitable  immunity 
will  soon  be  judicially  abolished.  The 
duty  of  the  Court  of  Civil  Appeals  to 
employ  the  doctrine  until  the  Su- 
preme Court  or  the  Legislature  had 
acted  affirmatively  on  this  matter 
was  noted. 

Also,  the  court  said  that  the  hos- 
pital could  not  be  liable  on  a breach 
of  warranty  allegation  under  the  cir- 
cumstances set  forward.  As  a mat- 
ter of  public  policy,  Texas  has  adopt- 
ed the  doctrine  that  the  manufac- 
turer and  distributor  of  defective 
drugs  are  strictly  liable. 

Other  courts  have  held  that  man- 
ufacturers and  distributors  of  drugs 
will  be  held  strictly  liable  for  failure 
to  include  proper  instructions  for 
use  of  a drug,  for  failure  to  properly 
test  and  experiment  with  a drug  be- 
fore placing  it  on  the  market,  and 
for  failure  to  properly  inform  physi- 
cians of  the  contraindications  of 
drugs  being  sold  by  the  manufac- 
turer. 

The  preceding  case  summaries 
clearly  indicate  that  negligence  and 
malpractice  litigation  alleging  the 
improper  use  of  drugs  is  an  import- 
ant facet  of  professional  liability 
litigation.  Physicians,  pharmacists, 
hospital  drug  room  attendants, 
nurses,  distributors  of  drugs,  and 
drug  manufacturers  must  exercise 
extreme  care  and  caution  in  this 
area  of  prime  public  concern. 

—PHILIP  R.  OVERTON,  LL.B., 
SAM  V.  STONE,  JR.,  LL.B., 
Austin. 


“Nothing  important.  Just  someone 
wanting  to  know  how  much 
malpractice  insurance  you  carry." 


POSTGRADUATE 

COURSES 


Myocardial  Infarction:  The  Univer- 
sity of  Texas  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  Divi- 
sion of  Continuing  Education,  will 
present  a course  on  “Recent  Devel- 
opments in  the  Management  of 
Acute  Myocardial  Infarction,”  Dec. 
2-4  at  St.  Joseph  Hospital  in  Hous- 
ton. 

The  course  will  be  under  the  di- 
rection of  Dr.  Eliot  Corday,  associate 
clinical  professor  of  medicine  at  the 
University  of  California  School  of 
Medicine  at  Los  Angeles.  Coronary 
care  units  and  serious  complications 
of  acute  myocardial  infarction,  in- 
cluding shock,  congestive  heart  fail- 
ure, and  arrhythmias  will  be  dis- 
cussed. 

Further  information  may  be  ob- 
tained by  writing  The  University  of 
Texas  Graduate  School  of  Biomedi- 
cal Sciences  at  Houston,  Division  of 
Continuing  Education,  P.O.  Box 
20367,  Houston  77025. 


Laboratory  Training:  A series  of  lab- 
oratory program  training  courses 
are  being  sponsored  by  the  Labora- 
tory Branch  of  the  Communicable 
Disease  Center  of  the  US  Public 
Health  Service.  The  courses  extend 
through  June,  1969,  and  will  take 
place  in  Atlanta,  Ga. 

Courses  and  dates  through  March, 
1969,  with  closing  dates  for  regis- 
tration in  parenthesis  include:  isola- 
tion of  salmonellae  from  food  prod- 
ucts and  animal  feeds,  Jan.  6-17, 
1969  (Nov.  11);  laboratory  methods 
in  medical  mycobacteriology,  Jan. 
6-17,  1969  (Nov.  11);  laboratory 
diagnosis  by  serologic  methods,  Jan. 
27-Feb.  7,  1969  (Dec.  2);  laboratory 
methods  in  medical  mycobacteriol- 
ogy, Jan.  27-Feb.  7,  1969  (Dec.  2); 
laboratory  methods  in  systemic  my- 
coses, Feb.  10-21,  1969  (Dec.  16); 
laboratory  methods  in  general  medi- 
cal bacteriology,  Feb.  24-March  7, 
1969  (Dec.  30);  laboratory  methods 
in  arbovirology,  Feb.  24-March  7, 
1969  (Dec.  30);  isolation  and  pre- 
liminary identification  of  enteric  bac- 
teria, March  16-21,  1969  (Jan.  20, 
1969);  laboratory  methods  in  en- 
teric bacteriology,  March  24-April  4, 
1969  (Jan.  27,  1969);  and  basic 
laboratory  methods  in  virology, 
March  24-April  3,  1969  (Jan.  27, 
1969). 

For  additional  information  write 
Bureau  of  Disease  Prevention  and 
Environmental  Control,  National 


Communicable  Disease  Center,  At- 
lanta, Ga.  30333. 


Vectorcardiography:  An  intensive 
five-day  program  presented  by  Good 
Samaritan  Hospital  in  Phoenix,  Ariz., 
will  cover  the  field  of  vectorcardiog- 
raphy and  related  areas.  Scheduled 
for  Nov.  11-15,  the  course  will  place 
major  emphasis  on  theoretical  and 
practical  application  of  the  tech- 
nique as  related  to  patient’s  diag- 
nostic problems.  Participants  will 
engage  in  the  practice  of  recording 
the  tracings  and  in  the  interpreta- 
tion of  vectorcardiograms.  Half  of 
the  program  is  dedicated  to  indi- 
vidual analysis  of  the  routine  vec- 
tors by  the  participants  under  the 
orientation  of  the  guest  and  local 
faculty.  An  official  postgraduate 
course  of  the  American  College  of 
Cardiology,  the  program  is  intended 
for  physicians  who  wish  a close  ex- 
posure to  the  value  and  limitations 
of  vectorcardiography. 

Advance  registration  is  required 
and  the  program  is  limited  to  25. 
For  information  please  write.  Admin- 
istrative Assistant,  Institute  for  Car- 
diovascular Diseases,  Good  Samari- 
tan Hospital,  1033  E.  McDowell  Rd., 
Phoenix,  Ariz.  85002. 


Musculoskeletal  Diseases:  A post- 
graduate course.  Musculoskeletal 
Diseases  for  the  General  Physician, 
will  be  presented  Nov.  14-16  in 
Denver  by  the  University  of  Colo- 
rado School  of  Medicine.  The  course 
is  designed  for  internists,  pediatri- 
cians, and  family  physicians.  Course 
objective  is  to  provide  knowledge  of 
the  basic  clinical  sciences  relating 
to  the  musculoskeletal  system  as  it 
is  associated  with  important  clini- 
cal problems  in  the  daily  practice 
of  physicians  who  do  not  specialize 
in  orthopedics. 

Focus  will  be  on  diagnosis  and 
the  disease  process  with  emphasis 
on  the  examination  of  the  patient, 
the  possibilities  of  treatment,  and 
the  new  developments  in  the  field. 
Subjects  to  be  discussed  include  in- 
fections, osteoporosis,  back  pain, 
growth  disturbances,  "holes  in 
bones,”  cerebral  palsy,  neoplasia, 
third-party  and  medicolegal  evalua- 
tions, general  principles  of  trauma, 
and  sports  medicine. 

Further  information  and  detailed 
program  are  available  from  The  Of- 
fice of  Postgraduate  Medical  Educa- 
tion, University  of  Colorado  School 
of  Medicine,  4200  E.  Ninth  Ave., 
Denver,  Colo.  80220. 
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MEDICINE  IN  LITERATURE 


CURRENT  BOOKS  PRESENT  VARIETY  OF  SUBJECTS 


The  Psychiatrist:  Personalities  and 

Patterns,  Walter  Freeman,  293 

pp.,  New  York,  Grune  & Stratton, 

1968.  $6.75. 

A PATCHY  AND  UNEVEN  but  ab- 
sorbing volume,  this  book  can  be 
viewed  as  psychiatric  history  organ- 
ized around  key  individuals  or  as  a 
series  of  biographical  sketches  of 
psychiatrists  considered  important 
by  the  author.  The  book  is  also  a 
partial  autobiography,  because  the 
author  frequently  relates  experiences 
and  personal  contacts  in  terms  of 
his  own  participation,  and  he  is  not 
hesitant  to  give  personal  references 
and  views.  The  author,  who  taught 
neurology  for  30  years  at  the 
George  Washington  School  of  Medi- 
cine and  who  is  best  known  for  in- 
troducing prefrontal  lobotomy  into 
the  United  States,  served  as  the 
first  secretary  of  the  American  Board 
of  Psychiatry  and  Neurology.  He  is 
obviously  in  a good  position  to  know 
much  about  psychiatrists. 

The  book  is  organized  into  seven 
parts.  Part  I,  “The  Psychiatrist  as  a 
Critic  of  Psychiatry,”  is  chiefly  given 
over  to  discussion  of  two  historical 
addresses,  and  includes  some  criti- 
cal sniping  at  orthodox  psychoanaly- 
sis. Part  II,  entitled  “The  Great  Dis- 
coverers,” is  devoted  to  descriptions 
and  biographical  sketches  of  men 
responsible  for  the  introduction  of 
somatic  and  physiological  treat- 
ments into  psychiatry.  Part  III,  en- 
titled “The  Great  Theorists,”  in- 
cludes sketches  of  Freud,  Jung,  Ad- 
ler, Rank,  Ferenczi,  Groddeck,  and 
Sullivan,  and  a description  of  Adolph 
Meyer. 

“Personality  Patterns  of  Psychia- 
trists,” and  “Mortido — The  Death 
Instinct,”  report  on  assorted  topics 
relating  to  psychiatrists  as  a group. 
These  sections  include  a number  of 
detailed  and  scholarly  studies  which 
the  author  has  reported  upon  else- 
where, such  as  suicide  among  psy- 
chiatrists, psychiatric  organizations, 
psychiatric  writings  in  journals,  psy- 
chiatrists who  are  in  “Who’s  Who,” 
and  a description  of  psychiatrists 
under  stress  as  observed  during  the 
examinations  of  the  American  Board 
of  Psychiatry  and  Neurology.  Al- 


though these  particular  chapters  are 
interesting  in  various  degrees,  they 
seem  out  of  place  in  relation  to  the 
rest  of  the  book  which  deals  with 
striking  and  significant  personalities. 

This  book  represents  much  schol- 
arly effort.  The  author  writes  in  a 
personal,  frankly  prejudiced  and 
opinionated  way.  Partly  because  of 
this  self-revelation  by  the  author, 
the  book  makes  fascinating  reading. 
Some  of  the  passages,  however, 
seem  too  personal  and  in  question- 
able taste. 

The  book  is,  then,  one  man’s 
opinion  about  a number  of  persons 
important  in  the  history  of  psychi- 
atry. It  is  outspoken,  rough  in  spots, 
prejudiced,  but  seldom  dull. 

ALEX  D.  POKORNY,  M.D., 
Houston. 

Counseling  in  Medical  Genetics, 
Sheldon  C.  Reed,  ed.  2,  278  pp., 
Philadelphia,  W.  B.  Saunders  Co., 
1963,  $5.50. 

WHAT  ARE  SOME  of  the  rewards  of 
the  application  of  the  principles  of 
genetics  to  man?  The  author  cites 
evidence  to  support  that  central  ner- 
vous system  defects  would  largely 
disappear  and  other  physical  de- 
formities such  as  cleft  palate,  hare- 
lip, clubfoot,  congenital  dislocation 
of  the  hip  will  be  materially  re- 
duced. The  occurrence  and  severity 
can  be  significantly  reduced  in  fi- 
brocystic disease,  diabetes,  phenyl- 
ketonuria, pyloric  stenosis,  rheumat- 
ic fever,  tuberculosis,  and  allergies. 
The  incidence  of  erythroblastosis 
and  many  other  conditions  can  be 
predicted. 

Application  of  the  principles  of 
genetics  can  settle  disputed  pater- 
nity cases  and  can  determine  to 
what  race  an  infant  belongs.  Other 
applications  of  medical  genetics  in- 
clude reduction  of  convulsive  seiz- 
ures, schizophrenias,  and  psychoses 
of  various  types. 

The  author  states  that  the  practi- 
cal application  of  genetics  would 
have  its  problems,  but  the  rewards 
would  be  great.  Most  persons  who 
seek  counseling  are  from  the  mid- 
dle and  upper  social  classes;  and 
reaching  the  lower  cases  would  be 


difficult.  Finding  enough  competent 
geneticists  may  also  be  a problem. 
Social  mores  and  personal  emotions 
would  also  at  times  interfere  with 
scientific  genetics.  Still,  this  book 
will  be  profitable  reading  for  physi- 
cians who  may  be  able  to  pass  on 
practical  genetic  principles  to  their 
patients. 

JOE  C.  RUDE,  M.D., 
Austin. 

You  Are  As  Young  As  Your  Spine, 
Editha  L.  Hearn,  120  pp.,  illus.. 
Garden  City,  N.Y.,  Doubleday  and 
Co.,  Inc.,  1967,  $4.50. 

THIS  BOOK  is  directed  to  all  who 
suffer  from  backache,  neck  pain, 
lumbago,  stiff  neck,  headache,  rheu- 
matic pains,  and  fibrositis,  all  of 
which  are  frequently  caused  by 
slipped  discs.  Patients  who  are  be- 
ing or  have  been  treated  by  their 
doctors  or  physiotherapists  may  be 
helped  to  understand  their  infirmity. 
And  patient  cooperation  during  treat- 
ment may  result,  as  well  as  the  de- 
velopment of  a life-time  habit  of 
simple  prophylaxis  against  further 
attacks  of  their  conditions. 

NEW  BOOKS 
IN  TMA  LIBRARY 

Jones,  H.  W.,  ed.:  Law  and  the  So- 
cial Role  of  Science,  New  York, 
The  Rockefeller  University  Press, 
1966. 

Linman,  J.  W.:  Principles  of  Hema- 
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PAMPHLETS 


Guidelines  for  Noise  Exposure 
Control  is  a set  of  guidelines  devel- 
oped by  an  inter-society  committee 
of  industrial  physicians  and  indus- 
trial hygienists.  It  represents  the 
first  attempt  to  extract  and  con- 
dense pertinent  information  from 
various  scientific  literature  sources 
into  a meaningful  and  authoritative 
guide  for  the  protection  of  hearing 
of  industrial  workers. 

The  organizations  which  cooper- 
ated in  the  preparation  of  these 
guidelines  include  the  Industrial 
Medical  Association,  the  American 
Industrial  Hygiene  Association,  the 
American  Conference  of  Govern- 
mental Industrial  Hygienists,  the 
American  Academy  of  Occupational 
Medicine,  and  the  American  Acad- 
emy of  Ophthalmology  and  Otolar- 
yngology. 

Copies  of  the  report  are  available 
at  30  cents  each  from  the  Indus- 
trial Medical  Association,  55  E. 
Washington  St.,  Chicago  60602. 

Recent  research  into  the  causes 
and  progressive  nature  of  emphyse- 
ma and  other  chronic  lung  diseases 
is  the  subject  of  Current  Research  in 
Chronic  Airways  Obstruction,  a new 
400-page  publication  released  by  the 
National  Center  for  Chronic  Disease 
Control,  Public  Health  Service.  The 
pamphlet  contains  30  papers  pre- 
sented at  the  ninth  Aspen  Emphy- 
sema Conference,  held  in  Aspen, 
Colo.,  June  9-12,  1966. 

A limited  number  of  single  copies 
are  available  from  the  Public  In- 
quiries Branch  of  the  Public  Health 
Service,  Washington,  D.  C.  The  pub- 
lication may  be  purchased  from  the 
Superintendent  of  Documents,  US 
Government  Printing  Office,  Wash- 
ington, D.  C.  20402,  for  $2  each  or 
$150  per  hundred. 

The  task  of  protecting  the  public 
against  unsafe  or  ineffective  vac- 
cines, serums,  and  other  biological 
products  is  the  subject  of  a booklet 
just  issued  on  the  Division  of  Biolog- 
ies Standards  (DBS)  of  the  National 
Institutes  of  Health.  The  illustrated 
brochure  highlights  the  research  op- 
portunities related  to  the  DBS  mis- 
sion, the  control  of  biological  prod- 
ucts. 

Single  free  copies  (PHS  publica- 
tion no.  1744)  may  be  obtained  from 
the  Information  Office,  Division  of 
Biologies  Standards,  National  Insti- 
tutes of  Health,  Bethesda,  Md.  Cop- 
ies may  be  purchased  from  the 
Superintendent  of  Documents,  US 
Government  Printing  Office,  Wash- 
ington, D.  C.,  at  15  cents  each. 


DR.  L.  B.  SHELDON 

A past  president  of  the  Dallas 
Southern  Clinical  Society,  Dr.  Law- 
rence Burton  Sheldon  of  Dallas  died 
there  July  16,  1968.  He  was  67. 

The  son  of  John  Burton  and  Myr- 
tle Stauffer  Sheldon,  Dr.  Sheldon 
was  born  on  April  12,  1901,  in  Have- 
lock, Iowa.  He  was  graduated  from 
the  University  of  Iowa  College  of 
Medicine  in  Iowa  City  in  1925;  and 
two  internships  were  served  at  Mary- 
land General  Hospital  in  Baltimore, 
Md.,  and  State  University  of  Iowa 
Children’s  Hospital  in  Iowa  City.  He 
practiced  in  Baltimore  and  was  an 
assistant  in  clinical  medicine  at 
Johns  Hopkins  Hospital  Digestive 
Clinic  until  1931  when  he  moved  to 
Dallas. 

Military  service  was  served  in 
1942  and  1943  when  Dr.  Sheldon 
was  chief  of  medicine  at  Douglas 
Aircraft  Base  Hospital  in  Eritria, 
Ethiopia. 

President  of  the  Dallas  Southern 
Clinical  Society  in  1955,  Dr.  Sheldon 
was  a member  of  Dallas  County 
Medical  Society,  American  Medical 
Association,  Texas  Academy  of  In- 
ternal Medicine,  and  Phi  Rho  Sigma 
medical  fraternity,  and  was  a fellow 
of  the  American  College  of  Physi- 
cians. Author  of  several  published 
medical  articles.  Dr.  Sheldon  was 
clinical  assistant  professor  of  inter- 
nal medicine  at  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas  and  was  a member  of  the 
staff  of  the  Veterans  Administration 
Hospital  in  Dallas  at  the  time  of  his 
death. 

Dr.  Sheldon  is  survived  by  his 
wife,  Lois,  of  Dallas;  a daughter, 
Mrs.  Robert  P.  Votteler  of  Dallas; 
and  two  sisters,  Mrs.  Elwood  C.  Mil- 
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ler  of  Estherville,  Iowa,  and  Mrs. 
Ward  C.  Leister  of  Ashland,  Ohio. 


DR.  G.  M.  EDWARDS 

Dr.  George  Martin  Edwards  who 
specialized  in  roentgenology  in  the 
US  Army,  died  Aug.  5,  1968,  in  San 
Angelo.  Cause  of  death  was  pulmo- 
nary embolus  thrombophlebitis  and 
arteriosclerotic  heart  disease  with 
congestive  failure.  He  was  88. 

The  son  of  James  C.  and  Belle 
Martin  Edwards,  Dr.  Edwards  was 
born  IMov.  27,  1879,  in  Russellville, 
Ky.  He  was  graduated  from  the  Uni- 
versity of  Pennsylvania  School  of 
Medicine  in  Philadelphia  in  1903 
and  served  both  internship  and  resi- 
dency at  Mercy  Hospital  of  Pitts- 
burgh in  Pittsburgh,  Pa.  He  was  in 
general  practice  in  Newport  News, 
Va.,  from  1906  to  1908.  Dr.  Edwards 
was  appointed  to  the  US  Army  Med- 
ical Corps  in  1909  and  was  stationed 
in  the  Philippine  Islands  and  West 
Point,  N.  Y.  He  served  as  command- 
ing officer  of  William  Beaumont  Gen- 
eral Hospital  in  El  Paso  during  World 
War  II  and  remained  in  command 
for  eight  years.  During  World  War  1, 
he  was  in  command  of  Base  Hos- 
pital 18  (John’s  Hopkins  Unit)  in 
Baltimore,  Md.  He  retired  from  the 
army  and  practice  in  1945,  first  liv- 
ing in  El  Paso  and  then  in  San 
Angelo.  He  had  attained  the  rank  of 
colonel.  During  his  years  in  military 
service,  he  received  the  Medaille  des 
Epidemies,  the  Legion  of  Merit,  four 
battle  clasps,  the  Ribbon  of  German 
Occupation,  and  the  Purple  Heart. 

An  honorary  member  of  El  Paso 
County  Medical  Society  and  of  Texas 
Medical  Association,  Dr.  Edwards 
was  also  a member  of  American 
Medical  Association  and  American 
College  of  Surgeons.  In  1947  Dr. 
Edwards  served  as  chairman  of  the 
El  Paso  blood  donor  service.  He  was 
a past  president  of  Knife  and  Fork 
Club,  International,  in  El  Paso. 

Dr.  Edwards  is  survived  by  his 
wife  of  San  Angelo,  the  former  Ca- 
milla B.  Ball  of  Los  Angeles;  and  a 
son,  George  M.  Edwards,  Jr.,  of 
Seattle,  Wash. 


DR.  EDWARDS 


DR.  F.  L.  POLLARD,  JR. 

Houston  internist.  Dr.  Floyd  Lu- 
chian  Pollard,  Jr.,  38,  died  in  Hous- 
ton July  14,  1968. 

Born  in  Wink,  Tex.,  on  Aug.  10, 
1929,  Dr.  Pollard  was  a graduate  of 
Baylor  University  College  of  Medi- 
cine in  Houston.  He  served  both  in- 
ternship and  residency  at  Gorgas 
Hospital  in  the  Panama  Canal  Zone 
from  1956  through  1960.  He  was  a 
physician  at  Sonoma  Valley  Hospi- 
tal in  Sonoma,  Calif.,  in  1963  and 
was  United  States  Embassy  medical 
officer  in  Phnom  Penh,  Cambodia, 
from  1960  through  1962.  Dr.  Pol- 
lard also  served  in  the  US  Navy  in 
Washington,  D.C.,  from  1946  to 
1950. 

Dr.  Pollard  was  a member  of  Har- 
ris County  Medical  Society  and 
American  Medical  Association. 

Survivors  of  Dr.  Pollard  are  his 
wife  of  Houston,  the  former  Estella 
Ramos  of  East  Bernard,  Tex.;  a 
daughter,  Aida,  and  two  sons.  Garth 
and  Seth,  all  of  Houston;  his  moth- 
er, Mrs.  J.  W.  Holcomb  of  St.  Louis; 
and  a sister,  Mrs.  Barbara  Metherne 
of  Houston. 


DR.  J.  E.  HALL 

Past  president  of  the  Wichita 
County  Medical  Society  and  of  the 
13th  District  Medical  Society,  Dr. 
Joseph  Dudley  Hall,  77,  died  in 
Wichita  Falls,  July  16,  1968.  Dr.  Hall 
was  also  a past  chairman  of  the 
board,  past  chairman  of  the  Depart- 
ment of  Surgery,  and  past  chief  of 
urological  service  at  Wichita  General 
Hospital  in  Wichita  Falls.  He  also 
was  on  the  urological  staff  of  Beth- 
ania  Hospital,  also  in  Wichita  Falls. 

Born  on  May  23,  1891,  in  Sanger, 
Tex.,  Dr.  Hall  was  the  son  of  R.  K. 
and  Nancy  Ann  Atkins  Hall.  A 1915 
graduate  of  The  University  of  Texas 
at  Austin  in  pharmacy,  he  received 
his  doctor  of  medicine  degree  in 
1920  from  Baylor  University  College 
of  Medicine,  then  located  in  Dallas. 
Dr.  Hall’s  internship  and  residency 
were  served  at  Cincinnati  General 
Hospital  in  Cincinnati,  Ohio;  and  he 
also  did  postgraduate  study  at  Brady 


Urological  Foundation  of  New  York 
in  New  York  City.  He  established 
general  practice  in  Wichita  Falls  in 
1922  and  urological  practice  in 
1930. 

President  of  Wichita  County  Medi- 
cal Society,  now  Wichita-Young- 
Archer  Counties  Medical  Society,  in 
1935  and  of  the  13th  District  Medi- 
cal Society  in  1943,  Dr.  Hall  also 
belonged  to  American  Medical  As- 
sociation, Texas  Urological  Society, 
American  Urological  Association,  Phi 
Chi  medical  fraternity,  and  Phi  Delta 
Chi  pharmacy  fraternity.  He  served 
on  the  Wichita  Falls  city  council  as 
an  alderman  from  1958  to  1960.  A 
member  of  First  Baptist  Church  in 
Wichita  Falls,  he  had  served  as  di- 
rector of  the  Downtown  Kiwanis  In- 
ternational, and  as  a member  of  the 
board  of  the  Wichita  Falls  Country 
Club.  Dr.  Hall  belonged  to  the  Ma- 
sonic order  of  Grand  Commandery 
Knights  Templar  and  to  Order  of  the 
Mystic  Shrine. 

Dr.  Hall  was  cited  by  the  Wichita 
County  Medical  Society  in  1967  for 
"long  and  laudable  service  to  man- 
kind’’ and  was  given  lifetime  mem- 
bership in  the  society.  In  1965  Dr. 
Hall  had  been  elected  to  honorary 
membership  in  Texas  Medical  Asso- 
ciation. 

Surviving  Dr.  Hall  are  his  wife  of 
Wichita  Falls,  the  former  Frances 
Birk  of  Iowa  Park,  Tex.;  a daughter, 
Mrs.  Joe  Thompson  of  Wichita  Falls; 
a son,  Joseph  D.  Hall,  Jr.,  of  Fort 
Worth;  and  a brother,  D.  E.  Hall,  of 
Wichita  Falls. 


DR.  A.  H.  SMITH 

Lamesa,  Tex.,  general  practition- 
er, Dr.  Alfred  H.  Smith,  85,  died 
July  23,  1968,  in  Lubbock.  He  had 
retired  in  1963  after  50  years  of 
practicing  medicine.  He  had  been 
elected  to  honorary  TMA  member- 
ship in  1960. 

Dr.  Smith  was  born  in  Hopkins 
County  in  1883.  He  was  graduated 
from  Atlanta  College  of  Physicians 
and  Surgeons  in  1913.  He  practiced 
medicine  in  the  Texas  towns  of 
Ridgeway  and  Wheeler  before  com- 
ing to  Lamesa  in  1924. 
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A past  president  of  the  Dawson- 
Lynn-Terry-Gaines-Yoakum  Counties 
Medical  Society,  Dr.  Smith  had  also 
served  as  county  health  officer  and 
was  an  original  director  of  the  La- 
mesa  Federal  Savings  & Loan  As- 
sociation. 

Dr.  Smith  is  survived  by  his  wife, 
Nora  Lee  of  Lamesa;  two  sons, 
James  of  El  Paso  and  Frank  of  La- 
mesa:  one  daughter,  Mrs.  Richard 
Horton  of  Spearman,  Tex.;  and  two 
brothers,  Arthur  of  Grapevine,  Tex., 
and  Grady  of  Cumby,  Tex. 


DR.  W.  S.  ALLISTON,  JR. 

Fort  Worth  internist,  Dr.  Wiley 
Sutton  Alliston,  Jr.,  died  June  9, 
1968,  in  Fort  Worth.  He  was  48. 

Born  in  Jackson,  Miss.,  on  July 
23,  1919,  Dr.  Alliston  was  a gradu- 
ate of  Fort  Worth  Public  Schools, 
Texas  Christian  University  in  Fort 
Worth,  and  Tulane  University  School 
of  Medicine  in  New  Orleans.  An  in- 
ternship and  residency  were  served 
at  Harris  Hospital  in  Fort  Worth.  An- 
other residency  was  served  at  the 
Veterans  Administration  Hospital  in 
Newington,  Conn.  Dr.  Alliston  also 
did  postgraduate  work  at  Harvard 
Medical  School.  He  served  in  the  US 
Army  Medical  Corps  in  1946-1948 
and  for  six  months  in  1953. 

Dr.  Alliston  was  a member  of 
Tarrant  County  Medical  Society, 
Texas  Medical  Association,  and 
American  Medical  Association,  and 
was  chairman  of  the  Harris  Hospital 
library.  He  was  also  a vestryman  at 
All  Saints  Episcopal  Church. 

Survivors,  all  of  Fort  Worth,  are 
his  wife,  Dorothy;  two  daughters, 
Dorothy  Maurie  and  Sara  Elizabeth; 
a son,  Wiley  Sutton,  III;  and  his 
mother,  Mrs.  Wiley  Sutton  Alliston, 
Sr. 


DR.  ALLISTON 


DR.  C.  E.  BRUHL 

Houston  general  practitioner.  Dr. 
Charles  Emil  Bruhl,  died  Aug.  6, 
1968,  at  the  age  of  94.  He  had  prac- 
ticed in  Houston  from  1902  through 
1957  when  he  retired.  He  was 
elected  to  honorary  Texas  Medical 
Association  membership  in  1951. 

Dr.  Bruhl  was  born  Dec.  8,  1873, 
in  Ottawa,  III.,  the  son  of  Louis  H. 
and  Leona  Bruhl.  His  medical  edu- 
cation was  received  from  George- 
town University  School  of  Medicine 
in  Washington,  D.C.  He  served  as 
assistant  surgeon  in  the  US  Army 
in  Cuba  in  1900  and  1901  and  then 
began  his  Houston  practice  in  1902. 

An  instructor  in  the  nurses’  train- 
ing school  at  St.  Joseph  Hospital  in 
Houston,  Dr.  Bruhl  was  also  on  the 
consultant  staff  of  Memorial  Baptist 
Hospital  and  was  honored  with  a 
gold  medal  in  recognition  of  this 
work.  He  was  a member  of  Harris 
County  Medical  Society,  American 
Medical  Association,  Phi  Beta  Pi 
medical  fraternity  and  Doctor’s  Club 
of  Houston,  Tex. 

Surviving  Dr.  Bruhl  are  his  wife, 
the  former  Tommie  Lee  Redding  of 
Greenville,  Fla.;  a daughter,  Charlsie 
Emily  Bruhl;  and  two  sons,  Drs. 
Charles  Kennedy  Bruhl  and  D.  E. 
Bruhl;  all  of  Houston. 


DR.  L.  C.  PACK 

Dr.  Leonard  Cann  Pack,  44,  Ste- 
phenville  general  practitioner,  died 
July  24,  1968,  in  Stephenville. 

Dr.  Pack  received  his  M.D.  degree 
from  The  University  of  Texas  South- 
western Medical  School  in  Dallas  in 
1957  and  interned  at  Methodist 
Hospital  of  Dallas.  He  practiced  in 
Gatesville,  Whitney,  and  Gorman, 
and  had  been  in  Stephenville  since 
1966.  He  was  a member  of  the 
Erath-Hood-Somervell  Counties  Med- 
ical Society  and  of  American  Medi- 
cal Association. 

A veteran  of  World  War  II,  Dr. 
Pack  was  in  the  US  Army  Air  Force 
in  the  Pacific  theater  of  operations. 

Dr.  Pack  was  born  Feb.  17,  1924, 
in  Stephenville,  the  son  of  C.  J.  and 
Matilda  Ray  Pack. 


Survivors  of  Dr.  Pack  include  his 
wife  of  Stephenville,  the  former  Vir- 
ginia Carter  of  Lubbock;  twin  sons, 
Lewis  Alan  and  Joe  Lynn,  both  of 
Stephenville;  his  mother,  Mrs.  Ma- 
tilda Pack  of  Stephenville:  a brother, 
Raymond  of  Lubbock;  and  three  sis- 
ters, Mrs.  Odessa  Glass  of  Gates- 
ville, and  Mrs.  Cena  Barnes  and 
Mrs.  Opal  Bandy,  both  of  Stephen- 
ville. 

DR.  J.  E.  MARSH,  SR. 

President  of  the  Brazos-Robertson 
Counties  Medical  Society  in  1945, 
Dr.  John  Emory  Marsh,  Sr.,  died 
July  28,  1968,  in  Bryan.  Dr.  Marsh, 
75,  had  been  associated  with  the 
Texas  A&M  Hospital  for  34  years 
until  his  retirement  in  1958. 

Born  in  Livingston,  Tex.,  in  1892, 
Dr.  Marsh  was  a graduate  of  The 
University  of  Texas  Medical  School 
at  Galveston  in  1921.  A member  of 
American  Medical  Association  and 
Nu  Sigma  Nu  medical  fraternity,  he 
was  elected  to  honorary  Texas  Med- 
ical Association  membership  in 
1961.  He  served  on  the  staff  of 
Scott  and  White  Memorial  Hospital 
in  Temple  from  1921  to  1924  and 
was  in  general  practice  in  Bryan  and 
College  Station  from  1924  to  1941. 

A veteran  of  World  War  I,  Dr. 
Marsh  was  a Knights  Templar  Ma- 
son and  a Shriner,  and  was  a Pres- 
byterian. 

Survivors  of  Dr.  Marsh  include 
his  wife,  Mrs.  Grace  Harlan  Marsh 
of  Bryan;  a daughter,  Mrs.  Neal 
Reeves  of  Dallas;  a son.  Dr.  J.  E. 
Marsh,  Jr.,  of  Bryan;  a sister,  Mrs. 
A.  L.  Delaney  of  Liberty,  Tex.;  and 
three  brothers,  C.  B.  Marsh  of  Liv- 
ingston, C.  C.  Marsh  of  Liberty,  and 
G.  J.  Marsh  of  Fort  Worth. 

DR.  S.  RODRIGUEZ 

Dr.  Simon  Rodriguez,  81.  Del  Rio 
general  practitioner  since  1925,  died 
Aug.  4,  1968,  in  Del  Rio  after  an  ill- 
ness of  two  years. 

Dr.  Rodriguez  was  born  in  San 
Pedro  de  las  Colonias,  Coahuila, 
Mexico,  Sept.  28,  1886,  the  son  of 
lldefonso  and  Catarina  Ramirez  Rod- 
riguez. He  received  his  doctor  of 
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medicine  degree  in  1914  from  the 
Universidad  Nacional  de  Mexico  in 
Mexico  City  and  then  spent  three 
years  as  administrator  and  resident 
physician  at  Hospital  General  in 
Mexico  City.  During  this  time  he 
also  served  as  head  of  the  medical 
clinic,  a branch  of  the  Universidad 
de  Bellas  Artes.  From  1918  to  1922 
Dr.  Rodriguez  practiced  medicine  in 
San  Pedro. 

In  1922  Dr.  Rodriguez  obtained 
license  to  practice  medicine  in  the 
United  States.  In  1925  he  estab- 
lished residence  in  Del  Rio.  He  was 
the  first  Mexican-American  doctor  in 
Del  Rio  and  the  first  physician  to 
open  an  office  in  the  Mexican  town 
of  Ciudad  Acuna  across  from  Del 
Rio.  During  World  War  II  Dr.  Rod- 
riguez served  as  medical  examiner 
for  the  US  Selective  Service  and 
was  cited  for  this  work  by  the  US 
Congress. 

Elected  to  inactive  membership  in 
Texas  Medical  Association  in  1968, 
Dr.  Rodriguez  was  a member  of 
Nine  Counties  Medical  Society,  of 
American  Medical  Asociation,  and  of 
Sociedad  Medica  of  Ciudad  Acuna. 
He  was  president  of  the  Del  Rio 
Camara  de  Comercio  Mexicana,  a 
charter  member  of  the  Rotary  In- 
ternational of  Acuna,  and  a member 
of  Lions  International  and  of  Sacred 
Heart  Catholic  Church  in  Del  Rio. 

Surviving  Dr.  Rodriguez  are  his 
wife  of  Del  Rio,  the  former  Catalina 
Vargas  of  Sierra  Mojada,  Coahuila, 
Mexico;  three  daughters,  Mrs.  Le- 
ticia R.  Saenz  of  San  Antonio,  Mrs. 
Yolanda  R.  Valenzuela,  and  Mrs. 
Rose  Marta  Trevino  of  Del  Rio;  two 
sons,  Maj.  Simon  Y.  Rodriguez  of 
Fort  Sam  Houston  and  Rolando  Rod- 
riguez of  San  Antonio;  and  a step- 
brother, Fortino  Rodriguez  of  Tor- 
reon,  Coahuila,  Mexico. 


DR.  E.  T.  WILLERSON 

San  Antonio  anesthesiologist,  Dr. 
Eleanor  Townsend  Willerson,  54, 
died  July  4,  1968,  in  San  Antonio 
of  sclerosing  carcinoma  of  the  bile 
duct. 

Dr.  Willerson  was  born  in  San 
Antonio  in  1914,  the  daughter  of 


DR.  WILLERSON 


Robert  Foard  and  Eleanor  Stevens 
Townsend.  She  was  graduated  from 
Baylor  University  College  of  Medi- 
cine then  in  Dallas  in  1938  and 
served  an  internship  at  Parkland 
Memorial  Hospital  in  Dallas.  She 
also  did  postgraduate  study  in  anes- 
thesia at  Bellevue  Hospital  in  New 
York  City.  Her  practice  had  been 
located  in  San  Antonio  since  1941. 

Dr.  Willerson  was  a member  of 
American  Society  of  Anesthesiolo- 
gists, Bexar  County  Medical  Society 
and  American  Medical  Association. 
She  attended  St.  Mark’s  Episcopal 
Church. 

Surviving  Dr.  Willerson  are  her 
husband.  Dr.  Darrell  T.  Willerson; 
two  sons.  Dr.  Darrell  Willerson,  Jr., 
and  James  T.  Willerson;  a daughter, 
Bettie  Willerson;  her  mother,  Mrs. 
Eleanor  T.  Crane;  a sister,  Mrs.  Bet- 
tie  Olive;  and  a brother,  Robert 
Townsend.  All  are  from  San  Antonio 
except  Mr.  Townsend  who  resides  in 
Billings,  Mont. 


DR.  J.  V.  MOODY 

Dallas  obstetrician  and  gynecolo- 
gist, Dr.  Joe  Vern  Moody,  died  July 
20,  1968,  in  Lincoln,  Neb.  He  was 
56. 

Born  June  9,  1912,  in  Cooper, 
Tex.,  Dr.  Moody  was  graduated  from 
The  University  of  Texas  Medical 
Branch  at  Galveston  in  1939.  He  in- 
terned at  St.  Paul  Hospital,  Dallas, 
and  served  a residency  at  Medical 
Arts  Hospital  of  Dallas.  He  began 
his  practice  in  Dallas  in  1941  and 
with  Dr.  Howard  K.  Crutcher  and 
the  late  Homer  Donald,  founded  the 
Physicians  and  Surgeons  Clinic  in 
Dallas. 

A past  president  of  the  Methodist 
Hospital  of  Dallas  staff,  he  was  a 
member  of  Dallas  County  Medical 
Society,  American  Medical  Associa- 
tion, Dallas  Southern  Clinical  So- 
ciety, American  Association  of  Ob- 
stetricians and  Gynecologists,  Dal- 
las-Fort  Worth  Obstetrics  and  Gyne- 
cology Society,  Texas  Association  of 
Obstetricians  and  Gynecologists,  and 
Phi  Chi  medical  fraternity.  He  served 
in  the  US  Army  Medical  Corps  dur- 
ing World  War  II. 


Dr.  Moody  is  survived  by  his  wife 
of  Dallas,  the  former  Martha  Ann 
Kay  of  Hawkins,  Tex.;  a son,  Joe  K. 
Moody,  and  a daughter,  Susie 
Moody,  both  of  Dallas;  and  two  sis- 
ters, Mrs.  J.  0.  English  of  Mineola, 
Tex.,  and  Mrs.  Bennie  McGown  of 
Odessa,  Tex. 


DR.  J.  E.  WEST,  JR. 

Dr.  Joseph  Everett  West,  Jr., 
Houston  obstetrician,  died  April  16, 
1968,  of  a heart  attack.  He  was  52. 

Dr.  West  was  born  March  28, 
1916,  in  St.  Louis,  the  son  of  Mr. 
and  Mrs.  Joseph  E.  West,  Sr.  He 
received  his  medical  education  from 
the  University  of  Buffalo  School  of 
Medicine  in  Buffalo,  N.  Y.,  serving 
an  internship  at  Harper  Hospital  in 
Detroit  and  residencies  at  Rochester 
St.  Mary’s  Hospital  of  the  Sisters  of 
Charity  in  Rochester,  N.  Y.,  and  at 
Madigan  General  Hospital  in  Fort 
Lewis,  Washington.  Having  practiced 
in  Houston  since  1947,  he  had  been 
on  the  staff  of  St.  Joseph  Hospital 
from  1947  until  his  death. 

A member  of  Harris  County  Med- 
ical Society,  Dr.  West  was  also  a 
member  of  International  College  of 
Surgeons,  Texas  Association  of  Ob- 
stetricians and  Gynecologists,  Asso- 
ciation of  Military  Surgeons  of  the 
United  States,  and  American  Medi- 
cal Association.  Dr.  West  was  also 
a member  of  Knights  of  Columbus. 
He  served  active  duty  in  the  US 
Army  Medical  Corps  in  1945-1947, 
attaining  the  rank  of  captain,  and 
was  active  in  the  US  Army  Medical 
Reserve  Corps,  from  1947  through 
1968,  attaining  the  rank  of  colonel. 

Survivors  of  Dr.  West  include  his 
wife  Marian  Carlin  West  of  Friends- 
wood, Tex.;  three  sons,  Joseph  E., 
Ill,  James  Carlin,  and  Robert  Thom- 
as, all  of  Friendswood;  four  daugh- 
ters, Miss  Patricia  Ann  West  of 
Chicago,  and  Misses  Marjoria  Sue, 
Kathryn  Louise,  and  Mary  Jane  West, 
all  of  Friendswood;  his  parents,  Mr. 
and  Mrs.  Joseph  E.  West  of  Houston; 
and  two  sisters,  Mrs.  Dorothy  Cor- 
rigan of  New  York  City,  and  Mrs. 
H.  E.  Schulter  of  Rochester,  N.  Y. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidentiai 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Dipiomate  of  THE  AMERI- 
CAN BOARD.  Aiso  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  protram  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2308  Hemphill,  Fort  Worth,  Texas  76110 

or  phone:  W A 6-3304  or  WA  6-1774. 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
James  A.  Holland,  M.D.,  M.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  D.A.B.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 


Claude  Williams,  M.D.,  M.A.C.R. 
DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


100  Medical  Tower  Bldg. — ED  6-8681 


Offices: 


1217  West  Cannon  — ED  6-8627 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Surgery : 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  WiUma,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 
Urology : 

H.  F.  Rives,  M.D. 


STAFF 
Internal  Medicine: 


Pediatrics : 


J.  T.  Boyd,  M.D. 

F.  H.  Verhoyden,  M.D. 
J.  T.  Scogin,  M.D. 
Mary  A.  Bone,  M.D. 


M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 
L.  W.  Ralston,  M.D. 


Obstetrics  and  Gynecology : 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 


Pathology : 

Harbert  Davenport.  Jr.,  M.D. 


Ophthalmology : 

Fred  Haberle,  M.D. 


J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JiAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 
CHARLES  1.  BILTZ,  M.D.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

*Diplomate  of  t) 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 
SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 
OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0  * 
EAR,  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.* 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 

American  Board 
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He’s  had  enough 
excitement 
for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — fo  take  the 
nervous  "edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen*  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  {'h  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming):  Aspirin  (2'/2  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  ’A  gr.  (No.  2),  ’A  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A.  H ROBINS  COMPANY  /|  11  nriDIILIC 
RICHMOND,  VA  23220  /I'H'I  D I N J 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  B12  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 

Precautions:  Anemia  is  a manifestation  that  requires  appropriate' 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  B12  therapy  may  result  in  hematologic  remission  but  neu-| 
rological  progression.  Adequate  doses  of  vitamin  B12  (parenteral, | 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  or 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  i 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiological  doses  of  vitamin  Bi2.  If  resist- 1 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  B12,  may  be  necessary.  No  single  regi-' 
men  fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic ' 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 


% 

% 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.)— treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  Iron  absorption. 

Iron  (110  mg.)— treats  hypochromic 
anemia. 


clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
oral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500. 


Additional  information 
available  to  physicians 
upon  request. 

Eli  Liliy  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


solved  by 

Mylanta 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  a/so  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


■ lie?  ulcer: 

antacid 

puzzle 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy  .*  *Danhof,  I.  E.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


•slaws  motility 

• arrests  diarrhea 

• relieves  cramps 

pleasant  tasting 

Infontol 

Pink 

far  adults  and  children 

Each  fluid  ounce  contains:  Paregoric,  60  min. 
(Contains  0.23  gr.  [15  mg.]  Opium — ^Warn- 
ing: May  be  habit  forming.),  Pectin,  N.F.,  4 
grs..  Bismuth  Subsalicylate,  8 grs..  Zinc  Phen- 
olsulfonate,  1 3/5  grs..  Ext.  Irish  Moss,  q.s. 

First  Texas  0^kei/im(iceu(uxUi,^tc. 
Manufacturer  of  pharmaceuticals  since  1903 
Dallas,  Texas  75222 


MciAiUt  and 

(lcuili44nQUnlc> 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


ANNOUNCING 

38th  ANNUAL  FALL  CONFERENCE 
OKLAHOMA  CITY  CLINICAL  SOCIETY 
October  28,  29,  30,  1968  — SKIRVIN  HOTEL  — Oklahoma  City,  Oklahoma 


0.  U.  MEDICAL  CENTER 
"WHAT'S  NEW  AND  WHAT'S 
USABLE  OF  WHAT'S  NEW" 
Monday  Morning,  Oct.  28 

Thomas  A.  Bruce,  M.D. 

Clarence  A.  Guenter,  M.D. 

Carl  W.  Smith,  M.D. 

G.  Rainey  Williams 
L.  Jolyon  West,  M.D. 

Marshall  D.  Schechter,  M.D. 

J.  Darrel  Smith,  M.D. 

Kathryn  L.  West,  Ph.D. 


LUNCHEON  SPEAKERS 

Edward  R.  Annis,  M.D. 
Trustee  and  Past-President 
American  Medical  Association 
James  L.  Luke,  M.D. 
State  Medical  Examiner 


SURGICAL  GRAND  ROUNDS 
Tuesday  Afternoon,  Oct.  29 

Baptist  Memorial  Hospital 
St.  Anthony  Hospital 
O.U.  Medical  Center 
Present  Case  Material  with 
comments  from: 

FRANK  GLENN,  M.D. 
RALEIGH  R.  WHITE,  III,  M.D. 


GUEST  LECTURERS 

Obstetrics 

STEWART  A.  FISH,  M.D. 
University  of  Tennessee 

Surgery 

FRANK  GLENN,  M.D. 

Cornell  U niversity 

Dermatology 

VICTOR  C.  HACKNEY,  M.D. 
University  of  Indiana 

Gynecology 

IRWIN  H.  KAISER,  M.D. 
University  of  Utah 

Urology 

WYLAND  F.  LEADBETTER,  M.D. 
Harvard  University 

Otolaryngology 

KINSEY  M.  SIMONTON,  M.D. 
Mayo  Clinic 

Psychiatry 

LEON  SALZMAN,  M.D. 
Georgetown  University 

Surgery 

RALEIGH  R.  WHITE,  III,  M.D. 
Scott  and  White  Clinic 


ONE-DAY  SYMPOSIUM 
Wednesday,  Oct.  30th 
"THE  FAILING  CIRCULATION" 
Co-Sponsored  by  the 

AMERICAN  COLLEGE  OF 
CARDIOLOGY 

GUEST  LECTURERS 

Ben  McCallister,  M.D.,  Cardiology 
Mayo  Clinic 

Harold  T.  Mankin,  M.D.,  Cardiology 
Mayo  Clinic 

Robert  G.  Siekert,  M.D.,  Neurology 
Mayo  Clinic 

Sheldon  Sheps,  M.D.,  Peripheral  Vascular 
Disease 
Mayo  Clinic 

Marion  de  V.  Cotten,  Ph.D.,  Professor, 
Dept,  of  Pharmacology 
0.  U.  Medical  Center 
Webb  F.  Thompson,  M.D.,  Director,  Divi- 
sion of  Pediatric  Cardiology 
0.  U.  Medical  Center 


For  Further  Information,  Write:  Executive  Secretory,  Oklahoma  City  Clinical  Society,  2809  Northwest  Expressway,  Oklahoma  City,  Okla.  73112 
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Geigy 


chlorthalidone  50  mg. 
reserpine  0.25  mg. 


helps 
lood  pressure 


Regroton  produces  a smooth,  long-acting  effect  that 
usually  reduces  both  systolic  and  diastolic  pressures. 
At  the  same  time  it  often  acts  to  allay  anxiety  and 
nervous  tension  associated  with  hypertension. 


Although  Regroton  is  generally  well  tolerated,  adverse  reactions 
mayoccur.  This  drug  is  contraindicated  in  mental  depression, 
demonstrated  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  For  a complete  list  of  side  effects,  please  see  the 
Prescribing  Information  summarized  oh  the  fdTrdwThg'page. 


Regroton* 


chlorthalidone  50  mg. 
reserpine  0.25  mg. 


One  Regroton  tablet  a day 
usually  helps  you  and  your  patient 
bring  high  blood  pressure  down 
and  keep  it  down. 

Indications;  Hypertension.  Contraindications: 

History  of  mental  depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or  hepatic 
diseases.  Warning:  With  the  administration  of 
enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary 
supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemor- 
rhage, and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been 
required  and  deaths  have  occurred.  Discontinue 
coated  potassium-containing  formulations  im- 
mediately if  abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  ther- 
apy, and  if  depression  or  peptic  ulcer  occurs. 
Use  in  pregnancy:  Because  chlorthalidone  may 
cross  the  placental  barrier  and  appear  in  cord 
blood  and  thiazides  may  appear  in  breast  milk, 
this  drug  should  be  used  with  care  in  pregnant 
patients  and  nursing  mothers.  When  used  in 
women  of  childbearing  age,  the  potential  bene- 
fits of  the  drug  should  be  weighed  against  the 
possible  hazards  to  the  fetus.  Use  of  chlorthali- 
done may  result  in  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse 
reactions  which  have  occurred  in  the  adult.  In- 
creased respiratory  secretions,  nasal  conges- 
tion, cyanosis  and  anorexia  may  occur  in  infants 
born  to  reserpine-treated  mothers.  Precautions: 
Antihypertensive  therapy  with  this  drug  should 
always  be  initiated  cautiously  in  postsympathec- 
tomy patients  and  in  patients  receiving  gangli- 
onic tDlocking  agents,  other  potent  antihyperten- 
sive drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  at  least 
one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic 
or  adrenergic  drugs  or  other  supportive  meas- 
ures as  indicated.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic  kidney 
function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion 
may  occur.  If  potassium  depletion  should  occur 


during  therapy,  the  drug  should  be  discontinued 
and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take 
particular  care  in  cirrhosis  or  severe  ischemic 
heart  disease  and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Severe  salt  restric- 
tion is  not  recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or  gallstones 
(biliary  colic  may  be  precipitated).  Bronchial 
asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are 
nausea,  gastric  irritation,  vomiting,  diarrhea, 
constipation,  muscle  cramps,  headache,  dizzi- 
ness and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression, 
bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull 
sensorium,  hyperglycemia  and  glycosuria, 
hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypo- 
tension which  may  be  potentiated  when  chlor- 
thalidone is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis, 
nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weak- 
ness, uveitis,  optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing  of  the  skin,  a 
reversible  paralysis  agitans-like  syndrome, 
blurred  vision,  conjunctival  injection,  increased 
susceptibility  to  colds,  dyspnea,  weight  gain, 
decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric 
pain  or  unexplained  G.l.  symptoms  develop  after 
prolonged  administration.  Jaundice,  xanthopsia, 
paresthesia,  photosensitization  and  necrotizing 
angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability;  Pink, 
single-scored  tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation  a 

Ardsley,  New  York  10502  ^ 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidin 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— buigmg  fontanels  in  young  infants. 
Tee//;— yellow-brown  staining;  enamel  hypoplasia. 
Diood-anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  L/ver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
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She’s  come 
down  to  stay 

You’re  unlikely  to  see  her  blood 
pressure  escape  control  after  a few 
weeks  or  months.  Because  tolerance 
is  rare  with  guanethidine— and  Esimil 
is  guanethidine  tempered  with  hydro- 
chlorothiazide. 

Addition  of  hydrochlorothiazide 
makes  guanethidine  easier  to  handle, 
hypertension  easier  to  control. 

With  Esimil,  doses  of  components 
are  smaller  than  would  be  necessary 
if  either  component  were  used  alone. 
Side  effects  are  often  minimized.  And, 
dosage  is  easy  and  convenient— usu- 
ally just  one  or  two  tablets  once  a day. 

Consider  Esimil  whenever  milder 
agents  fail  to  give  the  degree  of  blood 
pressure  control  you  desire. 

When  you  get  the  pressure  down 
with  Esimil,  it  usually  stays  down! 


INDICATIONS 

Hypertension  which  cannot  be  adequately 
controlled  with  simpler  agents;  moderate 
to  severe  hypertension;  sustained  hyper- 
tension; almost  all  forms  of  fixed  and  pro- 
gressive hypertensive  disease;  when  side 
effects  of  other  antihypertensives  prevent 
effective  treatment. 

CONTRAINDICATIONS 
Guanethidine:  Proven  or  suspected  pheo- 
chromocytoma;  hypersensitivity  to  guan- 
ethidine. Do  not  use  with  MAO  inhibitors. 
Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 

WARNINGS 

Guanethidine:  Orthostatic  hypotension 
may  occur  early  in  treatment,  on  arising, 
during  hot  weather,  and  after  alcohol,  pro- 
longed standing,  or  exercise.  Caution  pa- 
tient to  sit  or  lie  down  with  the  onset  of 
weakness  or  dizziness. 

Concurrent  use  with  rauwolfia  derivatives 
may  cause  bradycardia,  mental  depression, 
and  fxjstural  hypotension. 

Withdraw  therapy  2 weeks  prior  to  surgery 
if  possible  to  reduce  hazard  of  cardiac  arrest 
or  arrhythmia.  If  not,  administer  preanes- 
thetic agents,  anesthetics,  and  vasopressors 
cautiously  in  reduced  dosage  with  oxygen 
and  atropine  ready  for  immediate  use. 
Febrile  illness  may  reduce  dosage  require- 
ments. 

Due  to  catecholamine  depletion  and  in- 
creased responsiveness  to  norepinephrine, 
special  care  is  required  when  treating  pa- 
tients with  a history  of  bronchial  asthma. 
Hydrochlorothiazide:  Small  bowel  steno- 
sis, with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple- 
mentation is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Titrate  dosage  carefully  in  patients  with 
impaired  renal  or  hepatic  function  or  nitro- 
gen retention;  discontinue  thiazides  if  pro- 
gressive insufficiency  is  observed. 

Thiazides  may  decrease  glucose  tolerance; 
use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  uri- 
cosuric agents. 

Thiazides  may  decrease  arterial  respon- 
siveness to  norepinephrine  and  increase 
responsiveness  to  tubocurarine.  Hypoten- 
sive episodes  under  anesthesia  have  been 
observed;  decrease  dosage  of  preanesthetic 
and  anesthetic  agents. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Guanethidine:  The  safety  of  guanethidine 
for  use  in  pregnancy  has  not  been  estab- 
lished; therefore,  this  drug  should  be  used 
in  pregnant  patients  when,  in  the  judgment 
of  the  physician,  its  use  is  deemed  essen- 
tial to  the  welfare  of  the  patient. 

Hydrochlorothiazide:  Thiazides  cross  the 
placental  barrier  and  appear  in  breast  milk. 


Thus,  adverse  reactions  seen  in  the  adult 
may  occur  in  the  newborn. 

PRECAUTIONS 

Guanethidine:  Give  cautiously  to  patients 
with  severe  coronary  insufficiency,  recent 
myocardial  infarction,  or  cerebrovascular 
insufficiency  and  with  extreme  caution  in 
those  with  severe  congestive  failure.  Peptic 
ulcers  and  some  other  chronic  disorders 
may  be  aggravated  by  guanethidine. 

Appetite  suppressants  (amphetamines)  and 
mild  stimulants  (eg,  ephedrine,  methyl- 
phenidate)  may  decrease  the  hypotensive 
effect  of  guanethidine. 

Wait  one  week  after  discontinuing  MAO 
inhibitors  before  starting  guanethidine. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 

Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomit- 
ing, receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo- 
natremia, hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Guanethidine:  Dizziness,  weakness,  lassi- 
tude, syncope,  bradycardia,  increase  in 
bowel  movements,  diarrhea,  inhibition  of 
ejaculation,  fluid  retention,  edema,  con- 
gestive heart  failure.  Less  frequently;  dys- 
pnea, fatigue,  nausea,  vomiting,  nocturia, 
urinary  incontinence,  dermatitis,  scalp  hair 
loss,  dry  mouth,  rise  in  BUN,  ptosis  of  the 
lids,  blurring  of  vision,  parotid  tenderness, 
myalgia,  muscle  tremor,  mental  depression, 
chest  pains  (angina),  chest  paresthesias, 
nasal  congestion,  weight  gain,  and  asthma 
in  susceptible  individuals. 

Hydrochlorothiazide:  Anorexia,  gastric  irri- 
tation, nausea,  vomiting,  cramping,  diar- 
rhea, constipation,  jaundice  (intrahepatic 
cholestatic),  pancreatitis,  hyperglycemia, 
glycosuria,  muscle  spasm,  weakness,  rest- 
lessness, dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia,  purpura,  photosen- 
sitivity, rash,  urticaria,  necrotizing  angiitis, 
leukopenia,  thrombocytopenia,  agranulo- 
cytosis, aplastic  anemia.  Orthostatic  hypo- 
tension may  occur  and  may  be  potentiated 
by  alcohol,  barbiturates,  or  narcotics.  When- 
ever adverse  reactions  are  moderate  or 
severe,  reduce  dosage  or  withdraw  therapy. 

DOSAGE 

Optimal  dosage  must  be  determined  for 
each  individual.  Note:  10  mg  guanethidine 
monosulfate  present  in  Esimil  is  equiva- 
lent to  8.4  mg  guanethidine  sulfate  USP 
(Ismelin®). 

SUPPLIED 

Tablets  (white,  scored),  each  containing  10 
mg  guanethidine  monosulfate  and  25  mg 
hydrochlorothiazide;  bottles  of  100. 

Before  starting  therapy,  consult  complete 
product  literature. 


CIBA  Pharmaceutical  Company 
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See  inside  fold  for  product  summary. 


Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 

per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  V 

TETRACYCLINE  CAPSULES 


ACHROMYCIN*  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline-or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 

ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 

Available  in  31  useful  forms  to  meet  your  situational 
needs. 


The  cost  differential— inconsequential 


LEDERLE  LABORATORIES 
A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 


...but  her  other  symptoms: 
depressed  mood,  insomnia, 
anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIE''"^ 

(AMITRIPTYLINE  HCI I MSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co.  Inc  West  Point  Pa  19486 


WHERE  today’s  THEORY  IS  TOMORROW’S  THERAPY 


die1\ction’’gap 


Of  t-he  more  than  100  different  types  of  cancer,  colon 
and  rectal  cancers  are  unique  for  two  compelling 
reasons: 


High 

incidence; 

Annual  new  cases  number  about 
73,000.  Deaths  now  total  46,000 
a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost  75%. 
Survival  rate  is  now  only  44%. 

How  to  close  the  critical  gap  between  possible  and 
actual  survivals? 

The  procto  can  today  help  save  more  lives  from 
cancer  than  any  other  step  in  the  checkup.  Which  is 
why,  in  our  constant  emphasis  on  the  importance  of 
annual  checkups,  we  urge  the  inclusion  of  a "procto” 
...and  make  available  films  and  other  pertinent 
materials  for  the  layman  and  the  physician.  We  are 
closing  the  "communications”  gap. 

Joint  action  by  people  and  their  doctors  can  help 
close  the  "action”  gap  to  reach  a cure  rate  of  almost 
75  /o  for  colon  and  rectal  cancer. 


American  Cancer  Society  ^ ^ 
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PHYSICIANS'  DIRECTORY 


Allergy 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein.  M.D..  F.A.C.A.  Peter  B.  Kf^in,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatrxc  Allergy 


216  Medical  Prof. 
CA  6-7671 


Bldg. 


San  Antonio  16.  Texas 
CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON.  M.D.. 
F A f!  A FA  A. A.  F.A.C.A. 

WARREN  J.  RAYMER.  M.D..  F.A.C.A. 

RAMON  GARRIDO.  M.D. 

(Certified  American  Board  of  Pediatri^) 

Suite  156.  Hermann  Professional  Building 
6410  Fannin  St..  Houston,  Texas  77025 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 


701  Fifth  Avenue 


Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Ha^ood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 


2530  Morgan 


Corpus  Christi,  Texas 


Cardiovascular  Disease 

GUS  SCHREIBER,  M.D.,  F.A.C.C. 

Electrocardiography 
Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograms 

1430  Medical  Arts  Building  75201 

Business  Office  Telephone  214  - 748-3715 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO.  TEXAS 


R.  M.  Finks,  M.D..  Pediatrics 
M.  D.  Knight,  M.D..  Surgery 
W.  H.  Brauns.  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse.  M.D.. 

Internal  Medicine 
Ralph  R.  Chase,  M.D.. 
Pediatrics 

Tom  R.  Hunter,  M.D..  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger.  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon.  C.P.A..  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  SeweU.  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell.  M.D. 

O.  M.  PhiUips,  M.D.  C.  K.  Holsapple.  M.D. 

Wm.  L.  Asper.  Bus.  Mgr. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


medicine 

Sidney  E.  Stout.  M.D. 
Frank  L.  Bynum.  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 


RADIOLOGY 

Otto  H.  Grunow. 


M.D. 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 

L.  David  Wright,  M.D..  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps.  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 

Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris.  M.D. 
Gerald  A.  Reeves.  M.D. 

RADIOLOGY 

Crysup  Sory.  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 

members  at  $6.50  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  speci^alties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 
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THE  JOHNS  CLINIC 

720  West  6th  St.,  Taylor,  Texas 


DIAGNOSTIC  CLINIC  OF 

Fannin,  Houston  25,  Texas 


HOUSTON 

JA  6-2051 


Jay  J.  Johns,  M.D.,  F.A.C.S. 
S.  W.  Lehmberg,  M.D. 
Marvin  J.  Lcshikar,  M.D. 

J.  E.  Kirschvink,  M.D. 


C.  J.  Daniel,  M.D. 

R.  C.  Hermann.  M.D..  F.A.C.S, 
A.  Bryan  Spires,  Jr.,  M.D. 

R.  Dale  Cummings,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R.  p.  Little.  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 
UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris.  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
*Charles  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hug-h  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory,  M.D. 

B.  Frederick  Gregoi’y,  M.D. 

Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory.  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin.  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Pathology 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

Pulmonary  Diseases 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 

William  L.  Hinds,  M.D. 

Charles  P.  Eldridge,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 


FR  6-6411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R,  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C,  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D..  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

5"  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore.  B.S..  M.D,,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton.  R.N..  Superintendent  of  Nurses 

E.  B.  Morgan.  Administrator 


Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonai*y  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Rheumatology 

John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 

^Deceased 


LANCASTER  OFFICE  — LANCASTER.  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop.  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R.  B,  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R - M A N S K E CLINI 


9th  Avenue  N. 
Texas  City, 
AC  713, 

Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 
B.  W.  Hink.  M.D.,  F.A.C.S. 


at  6th  Street  N. 
Texas  77590 
WI  8-8521 

General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
O tola  ri/7i  golo  gy 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett.  Jr.,  M.D. 

J.  P.  Darby,  Jr..  M.D.,  F.C.C.P. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


ObRtetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 
Radiology 

W.  R.  Cashion,  M.D. 

U rol  og  y 

G.  F.  Dillon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  May\agcr 
R.  L.  Heith 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 


Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


Mrs.  Evelyn  Farr,  Business  Manager 


At  Your  Service! 


TMA  MEMORIAL  LIBRARY 

1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
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CLINIC  OF  THE  SOUTHWEST 
(5437  High  Stai-  at  Hillcroft 
Houston,  Texas  77036  PR  4-7671 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 
DAVID  S.  SHELMIRE,  M.D. 


INTERNAL  MEDICINE 
William  C.  Franklin.  M.D. 
Charles  C.  Douprlass,  M.D. 
Hematologry  & Oncolojry 


GENERAL  SURGERY 
Harvey  B.  Koch.  M.D. 
UROLOGY 

Glen  E.  Lewis,  M.D. 


Dermatology 
1410  Medical  Arts  Bide. 


Dallas.  Texas 


OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

I.oren  B.  Goss,  M.D. 

PEDLA.TRICS 

John  R.  Dunn.  Jr.,  M.D. 
Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


DENTISTRY 

Burley  G.  Inpram,  D.D.S. 

RADIOLOGY 

Neil  B.  Loneley.  M.D. 
Richard  E.  Schuette,  M.D. 

BUSINESS  MANAGER 
C.  C.  Walker 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


Colon  and  Rectal  Surgery 


RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

r^QllflQ  * I n Q 

Off.  Tel.  TA  4-2673  ’ Res.  Tel.  EM  1-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2715  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  25,  Texas 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 
617  South  Tatar  Street 
Pasadena,  Texas  77502 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 
1550  W.  Rosedale  Fort  Worth,  Texas 


EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  25,  Texas 


J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 
FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
703  Hermann  Professional  Building 
Phone  JA  6-3733  Houston  25,  Texas 
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THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

Eye,  Ear,  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagolosry  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W,  8th 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Gastroenterology 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 
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BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

MORRIS  H.  LAMBERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 

Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

Internal  Medicine 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  Clinical  Psychology 

*Harris  M.  Hauser,  M.D.  Joanne  Borba,  M.  A. 

*Robert  I.  Hauser,  M.D.  Robert  D.  Langston, 

Wayne  Keller,  M.D.  PH.D.,  Consultant 

*Gerald  Ratinov,  M.D.  Psychiatric  Social  Work 

Ronald  J.  Hauser,  M.D.  Ethel  M.  Feinsilver, 

M.S. 

808  Memorial  Professional  Building 

Houston,  Texas  77002 

CA  4-5041 

*Diplomate»  American  Board  of  Psychiatry  and  Neurology 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-7181 

VICTOR  E.  SCHULZE,  M.D.,  F.A.C.P. 

VICTOR  E.  SCHULZE,  JR.,  M.D.,  F.A.C.P. 

Diplomates,  American  Board  of  Internal  Medicine 

Internal  Medicine — Cardiology 

219  So.  Magdalen  St.  San  Angelo,  Texas  76901 

Telephones  655-9131 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 

Neurology/Psychiatry 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  ‘Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  5-4023 
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Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Ophthalmology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS  NASH,  PATTERSON  & SIMPSON 
Neuro-surgery 

ME  7-0420 

Suite  B57-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell.  Jr.,  M.D. 

Diplomatea  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 

Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

ALBERT  VAISER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

604  Medical  Arts  Building 

Dallas,  Texas  RI  8-2712 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Orthopedic  Surgery 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 
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EDWARD  T.  SMITH,  M.D. 

Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 

Otolaryngology 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514  A i 

Dallas,  Texas  Hours  By  Appt. 

ORTHOPEDIC  SURGERY  CLINIC 

Royce  C.  Lewis,  Jr.,  M.D.  Kenneth  C.  Scholz,  M.D. 

Orthopedic  Surgery  and  Surgery  of  the  Hand 

3702  21st.,  Suite  9 Lubbock,  Texas  79410 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson.  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  EllU,  M.D. 

Morton  H.  Leonard.  M.D.  Wellington  J.  Pindar.  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

1 Pathology 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

CHARLES  E.  GRAHAM,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 

AD  1-6396 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

1 Dallas,  Texas  Dallas,  Texas 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and 

Upper  Extremity  Reconstructive 

Surgery 

3707  Gaston  Ave. 

Dallas,  Texas  75246 ^A  3-5351 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P,  0.  Box  1118  Fort  Worth,  Texas  76101 
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PILCHER  LABORATORY 
PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  P.  o.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Surgical  Pathology 

I^d'O'sotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas?^Texas  75235 

M Elrose  7-0210 

(Mailing  containers  available  upon  request) 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  25,  Texas 

(filing  Containers  on  Request” 

Office  Pickup  Service  in  Houston” 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate.  American  Board  of  Pathology 

Tissue  Pathology  Exfoliative  Cytology,  Clinical  Pathology 
Medicolegal  Consultation. 

P.  0.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers,  Office  pickup  service, 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

HAROLD  WOOD,  M.D.  — REFERRAL  LABORATORY 

Endocrine  Assays 

Serum  Human  Growth  Hormone  - Serum  Insulin 

Special  Chemistries  - Medical  Toxicology 

Exfoliative  Cytology  and  Surgical  Pathology 

2909  Hillcroft  Ave.  Houston,  Texas  77027 

713  — 781-1272 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

burgical  Patholog:y  Medicolegal  Consultation 

01-10  VT,  , . containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 
*1  f\f\  Radioactive  Isotopes 

Eldg.,  800  Fifth  Ave..  Ft.  Worth,  Texas 

° ^ ED  5-5297 

Mailing  Containers  on  Request 

Physical  Medicine 
and  Rehabiiitation 

CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

^orge  J.  PUce,  M.D.,  M.S.  Wm.  B.  Kingsley  M D 

Mane  L.  Shaw,  M.D.  Norman  G.  P.  Helgeaon.  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 

DU  • , f„u  Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 

DODDT,,.,  , through  twelfth  grade. 

Medic'arDi^ect^o^r^^^- 

Piastic  Surgerv 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P 

DaUas^TTexJ”"^’  Iowa  Street 

Telephone:  TA  3-6912  Telephone? BL  3-8998 

Specimen  containers  on  request 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagriostic  radioactive  tests  in: 

Hematolo^,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 
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JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building'  Fort  Worth  4,  Texas 

ED  6-0356 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiologry 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  90412  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg 1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  8-4543 

502  Goodhue  Bldg. 

Baptist  Hospital  ^ lE3-b4-l 

Beaumont,  Texas  — 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic.  Reconstructive  and  Hand  Surgery 
Medical  Center  Office:  ^^^Jermann  JroC^Bldg.^ 

Spring  Branch  Office:  1343^  Blalock^^^  JA  8-2481 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

Thoracic  Surgery 

Radio!ogy 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D..  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  ^E  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 
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Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
^^28  North  Bishop  Ph:  WH  3-4383 

b022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas  Tovns 

LeROY  J.  KLEINS ASSER,  M.D.,  F.A.C.S 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 

TA  6-5184 

JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  6-3038 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgrery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza,  Corpus  Christi,  Texas  78404 

1416  Third  TU  4-1635 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  76235  ME  7-4833 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

Urology 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

May  1-4 
jal  Session 

A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 

Practice  limited  to 

UROLOGY 

201-202  Doctors  Bldg. 

800  Fifth  Avenue  Fort  Worth,  Texas 

iiznio 
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Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established  practice  in 
Moody,  Texas.  Available  facilities  include  fully  equipped  office  and  three 
examining  rooms.  Located  in  Central  Texas.  Moody  has  a trade  area  of 
8,600.  Interested  physicians  please  contact  Mrs.  J.  B.  Vandiver,  Frank 
Denny,  Mrs.  Ruth  Newman  or  Leroy  Wall,  Moody,  Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE  INTERN- 
IST to  join  8 man  group  in  progressive  Texas  Panhandle  city  of  12,000. 
Write  or  call  C.  E.  Rush,  M.D.,  Hereford,  Texas. 


WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist ; to  become  salaried  associate  to  a six  man  clinic  group  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  215  Craig  Street,  Hillsboro,  Texas. 


PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical  and  Surgi- 
cal Group  of  Baytown,  Texas,  need  three  general  practitioners,  one  in- 
ternist, one  ophthalmologist,  and  one  E.N.T.  To  begin  immediately.  Fi- 
nancial arrangement  will  be  worked  out  on  an  individual  basis.  Reply  to 
Box  109,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin  Texas  78701. 

OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise  with  over- 
worked GP  in  fully  equipped  clinic.  Choicest  suburban  area  of  Houston, 
Texas,  near  hospitals,  ideal  living.  Income  limited  only  by  ambitions.  No 
money  needed.  For  information  write  Box  108,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

ASSOCIATE  WANTED — Ear,  Nose  & Throat.  Board  eligible  for  two- 
man,  Nose  & Throat  Department  with  well  established  multi-specialty 
group  in  Dallas,  Texas.  Partnership  after  two  years.  Excellent  fringe 
benefits.  No  investment  required.  Teaching  opportunities.  Interviewing 
expense  paid.  Please  reply  to  Box  168,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

ASSOCIATE  WANTED — Internal  Medicine — Board  eligible  for  eight- 
man  Internal  Medicine  Department  with  well  established  multi-specialty 
group  in  Dallas,  Texas.  Partnership  after  two  years.  Excellent  fringe 
benefits.  No  investment  required.  Teaching  opportunities.  Interviewing 
expense  paid.  Please  reply  to  Box  169,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

WANTED:  GENERAL  PRACTITIONER,  (medical  doctor)  to  enter 
solo  practice,  partnership  or  salaried.  Would  join  five  man  group  in  ro- 
tating calls.  Office  space  now  available  adjoining  a new  100-bed  general 
hospital.  Located  edge  of  city  limits  of  Corpus  Christi,  Texas,  and  four 
miles  from  Robstown.  Serving  a wide  and  growing  community.  Free 
rent  and  salary  available  for  the  right  person.  Income  limited  only  by 
ambitions.  Contact  Doyne  B.  Hamilton,  M.D.,  Route  4,  Box  46,  Robstown, 
Texas. 

WANTED — M.D.*s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Box  179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  GENERAL  PRACTITIONER  on  or  about  January  1, 
1969.  45  minutes  to  downtown  Houston  on  freeway,  25  minutes  to  Gal- 
veston. Four  and  a half  day  week,  $2,000  monthly.  Partnership  available 
after  one  year.  For  additional  information  write  Ad-186,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  WANTED : GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-158,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to  join  two 
physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital.  Guarantee  $18,000 
net.  Rotate  weekends,  holidays,  etc.  James  C.  Price,  M.D.,  or  W.  A.  Siev- 
ers,  M.D.,  Gonzales,  Texas. 

PRACTICE  AVAILABLE:  January  1,  1969,  in  Southeast  Texas.  Gen- 
eral medicine.  Will  introduce  and  remain  until  April  1,  1969.  Reasonable 
rent.  Near  local  hospitals  and  laboratories.  Owner  doing  periodic  re- 
modeling. Raul  J.  de  los  Reyes,  M.D.,  Vidor,  Texas.  Telephone  769-4412. 

GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  75217. 

PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY,  three 
year,  integrated  with  Baylor  College  of  Medicine  affiliated  hospitals.  Non- 
career $4.830-$6,750,  Career  $9,657-$13,507  ; (license  in  any  one  of  states 
required).  Non-discrimination  in  employment.  William  P.  Blocker,  Jr., 
M.D.,  VA  Hospital,  Houston,  Texas. 

WANTED  PHYSICIANS,  PSYCHIATRISTS,  EXPERIENCED.  2100- 
bed  modern  and  progressive  mental  hospital.  Offers  oriented  therapeutic 
programs  based  on  Unit  System.  Comprehensive  treatment.  Programs 
include  milieu  and  family  therapy.  Complete  medical  and  neurology  ser- 
vice. Exceptional  opportunity  to  use  abilities  to  utmost.  Stimulating, 
challenging  assignments.  Resort  climate,  small  town,  peaceful  setting, 
lakes,  golfing,  125  miles  from  Dallas  or  Houston.  $18,000  to  $20,000  a 
year,  depending  on  experience  and  training.  Proj^ted  yearly  increase  in 
salary,  liberal  leave  policies.  Many  fringe  benefits.  Arch  M.  Connolly, 
M.D.,  Superintendent,  Rusk  State  Hospital,  Box  318,  Rusk,  Texas. 

INDIVIDUAL  PRIVATE  GENERAL  PRACTICE:  all  of  the  advan- 
tages of  group  practice  with  none  of  the  disadvantages.  Guaranteed  high 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Maximum 
leisure  time  with  your  family.  Texas  license.  Contact  Sanford  Smith, 
Northshore  Medical  Center,  P.O.  Box  9836,  Houston,  Texas  77015.  Tele- 
phone GL  3-5454. 


URGENTLY  NEEDED  TO  COMPLETE  STAFF  in  375-bed  fully  ac- 
credited GM&S  hospital,  located  in  the  heart  of  the  beautiful  Texas  Hill 
Country,  Board  certified  or  eligible — an  internist  staff  physician,  a 
urologist,  and  an  orthopedic  surgeon.  Salary  up  to  $20,000  determined  by 
training  and  experience.  Excellent  vacation  and  sick  leave,  insurance,  re- 
tirement, and  other  fringe  benefits.  Please  write  Director,  VA  Hospital, 
Kerrville,  Texas  78028.  An  eciual  opportunity  employer. 


GENERAL  PRACTITIONER  WANTED  to  associate  with  two  other 
GP’s  in  practice  in  privately  owned  hospital  and  clinic.  No  investment 
required.  $1,800  monthly  guarantee  until  established.  Nice  small  town 
within  easy  driving  distance  of  Wichita  Falls,  Dallas,  and  Fort  Worth. 
Contact  A.  D.  Major,  M.D.,  or  K.  J.  Wharram,  M.D.,  Box  239,  Nocona, 
Texas  76255.  Area  code  817.  825-3371. 


URGENTLY  NEEDED  : TIMPSON,  a community  of  some  3,500  has  no 
doctor.  A physician  interested  in  locating  in  a small  town  is  urged  to 
contact  the  Timpson  Chamber  of  Commerce  for  details,  which  offers  un- 
qualified community  support.  Family  and  recreational  facilities,  fine 
churches  and  schools,  local  clinic,  with  modern  hospitals  nearby.  For  ad- 
ditional information  contact  Timpson  Chamber  of  Commerce,  Timpson, 
Texas. 


NEED  URGENTLY : this  clinic  and  hospital  can  offer  excellent  oppor- 
tunities for  an  internist  and  an  OB/GYN  specialist  in  group  practice 
with  excellent  remuneration  and  no  professional  overhead.  Clinic  located 
in  rapidly  growing  West  Texas  city  of  approximately  40,000  people.  Ap- 
ply to  Charles  A.  Weeg,  Administrator,  Hall-Bennett  Memori^  Hospital, 
Big  Spring,  Texas. 


OPENING  FOR  GP,  four  doctor  clinic,  x-ray,  laboratory  facilities, 
ideal  residential  area.  Two  open  staff  hospitals,  excellent  schools.  City 
income  balanced  by  military,  oil,  industry  and  agriculture.  Associates 
range  36  to  44  in  age.  Salary  and/or  percentage.  Night  and  weekend  calls 
by  regular  rotation.  Please  reply  to  Ad-207,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  FOURTH  INTERNIST,  board  certified  or  eligible,  for  grow- 
ing 15  man  multi-specialty  group  in  Southwest.  New  clinic  with  excel- 
lent facilities.  Liberal  fringe  benefits.  Remuneration  negotiable.  Please 
reply  to  Ad-200,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTITIONER  to 
associate  or  otherwise  with  well-established  general  practitioner  in  cen- 
tral Texas  town.  Negotiate  salary.  Have  Medicare-approved  hospital  of 
16  beds  and  32-bed  rest  home  complex.  Ideal  country  outdoor  living  with 
excellent  schools,  churches,  and  nearby  recreational  facilities.  No  initial 
capital  investment.  Must  see  to  appreciate.  For  information  reply  to 
Ad-187,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERESTED  IN  PSYCHIATRY?  Austin  State  Hospital  has  a well 
planned,  completely  approved,  three  year  residency  in  psychiatry  with  a 
special  provision  for  physicians  who  have  been  in  general  practice  four 
years  or  more.  Contact  G.  A.  Constant,  M.D.,  4110  Guadalupe,  Austin, 
Texas  78751. 


WANTED:  General  practitioner,  pediatrician,  internist  on  staff  of  Den- 
ton State  School.  Base  annual  salary  $18,000,  extra  $1,000  to  $3,000.  if 
board  certified.  40-hour  week  with  ample  vacation  time,  other  fringe 
benefits.  Excellent  community  to  live.  Near  Dallas,  Fort  Worth.  Contact 
Medical  Director,  Denton  State  School,  Box  368,  Denton,  Texas. 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D..  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 

PHYSICIANS  NEEDED.  General  practitioners,  board  certified  special- 
ist, for  staff  of  Travis  State  School.  Fringe  benefits  include  40-hour  work 
week,  vacation  and  sick  leave.  Present  and  projected  salary  increases 
make  positions  attractive.  Contact  Superintendent,  Travis  State  School, 
P.O.  Box  480.  Austin,  Texas  78767. 


WANTED~TWO  INTERNISTS,  board  eligible  or  certified,  for  multi- 
specialty partnership  clinic  group.  Associated  with  100-bed  hospital.  $20- 
24,000  annual  salary.  Increments  to  partnership  in  two  years.  George  H. 
Wahle,  Jr.,  M.D.,  King’s  Daughters  Clinic,  304  South  22  Street.  Temple, 
Texas  76501  or  call  collect  817,  778-5501. 

WANTED  IMMEDIATELY : INTERNIST,  general  internal  medicine 
and  diagnosis  to  join  growing,  well-established,  eight  doctor  multi-spe- 
cialty group.  Sky-rocketing  southwest  Houston,  small  medical  complex 
(4  hospitals,  100  physicians)  in  residential  and  light  industrial  area. 
Present  volume  above  capacity,  salary  and  terms  open,  partnership  in 
two  years.  Write  or  call  collect  Administrator,  Clinic  of  the  Southwest, 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036.  Area  code  713, 
PR  4-7671. 

WANTED  IMMEDIATELY— Medical  director  and  staff  physicians 
(preferably  pediatricians).  Texas  license  required.  Salary  open,  excellent 
benefits.  Contact  C.  H.  Martin,  Superintendent,  Richmond  State  School. 
2100  Preston,  Richmond,  Texas  77469.  Area  code  713,  662-7741. 


CLASSIFIED  AD  RATES  & DATA;  Classified  Advertising 
sells  for  $4.50  per  issue  for  50  words  or  less,  payable 
in  advance.  Copy  deadline  is  the  20th  of  the  month  pre- 
ceding publication.  Send  copy  to  Advertising  Assistant, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 
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PHYSICIAN  WANTED  : GP  moving  from  established  location.  Prime 
area  of  suburban  Dallas.  Hospitals  nearby.  Office  and  equipment  avail- 
able. Space  (luite  adequate  for  two  or  three  MD’s.  No  cash  needed.  Ideal 
location  for  (IP’s,  intemist,  pediatrician,  OH/Gyn,  etc.  Please  reply  to 
Ad-212,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin  78701. 

GENERAL  PRACTICE — Take  over  practice  of  recently  deceased  MD. 
Established  30  plus  years.  Well  equipped  clinic,  lab,  and  x-ray.  Gi*oss 
$70,000  plus.  Pleasant  Gulf  Coast  city  of  10,000,  area  50,000.  Excellent 
schools.  Excellent  hunting  and  fishing  of  all  types.  Excellent  open  staff 
hospital.  Contact  T.  W.  Thiltgen,  Box  100,  El  Campo,  Texas  77437. 

$05,000  GROSS  GENERAL  PRACTICE  AVAILABLE  in  very  desirable 
Central  Texas  city  of  17,000,  trade  area  35,000,  with  new  open  staff  hos- 
pital. My  equipment  and  furnishings  at  fair  market  price.  Interest  in 
long  established  five-suite  clinic  with  x-ray  and  laboratory  facilities  also 
available  if  desired.  Two  other  GP’s  in  building  at  present.  There’s 
enough  here  for  two  more  doctors,  with  practice  growth  limited  only  by 
ambition.  Leaving  to  enter  residency.  Reply  Ad-213,  Texas  Medicine,  1801 
North  Lamar  Blvd..  Austin,  Texas  78701. 


Situations  Wanted 


RADIOLOGIST.  Indiana  University  (AOA)  radiology  resident,  age  30, 
military  completed,  seeks  radiology  group  position  for  July,  1969.  In- 
terned at  Parkland  Memorial  Hospital,  Dallas.  Write  Ad-206,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BUSINESS  MANAGER  DESIRES  TO  RELOCATE  in  Texas.  Seeking 
position  in  clinical  or  hospital  administration.  Age  32.  At  present  6^^ 
years  business  manager  of  five  doctor  clinic.  Responsible  for  purchasing, 
personnel,  accounting,  collection  procedures  and  general  overall  manage- 
ment. Please  write  Ad-205,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


SEEKING  TEXAS  LOCATION — 35  year  old  board  eligible  ophthal- 
mologist interested  in  any  type  of  association  practice  in  Texas.  Will  be 
available  after  Board  examination  in  January.  Please  reply  to  5525  East 
Pacific  Coast  Highway,  Long  Beach,  California. 


BUSINESS  ADMINISTRATOR  seeks  position  as  business  manager  for 
clinic,  professional  building  or  hospital,  k’ive  years  experience  as  mana- 
ger of  three  doctor  group.  Familiar  with  all  areas  of  medical  manage- 
ment. Prefer  Houston,  but  will  consider  relocation.  Resume  available. 
Please  i'eply  to  Ad-211,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


For  Sale  or  For  Rent 


FOR  LEASE : Hillcrest  Medical  & Professional  Building  in  San  An- 
tonio. Modern  well-established  building,  northwest  heavy  populated  area, 
yet  minutes  from  Methodist  Hospital  Complex.  On  bus  line  and  express- 
way, provides  ten  minute  travel  to  downtown  hospitals.  A most  reward- 
ing future  for  eye,  ear,  nose  and  throat  specialist,  pediatrician,  general 
practice,  surgeon.  Rate  $.35  per  square  foot  includes  all  utilities,  daily 
janitor  service,  with  individual  central  heating  and  air  conditioning  units, 
and  music  speakers.  For  information  contact  Herb  Dienger,  area  code 
512,  PE  3-8196,  Hillcrest  Medical  & Professional  Building,  114  Glenview 
Drive,  West,  San  Antonio,  Texas  78228. 

FOR  LEASE— MODERN  DOCTOR’S  OFFICES.  Small  medical  center 
building  in  San  Antonio  on  Blanco  Road  near  Basse  Road.  Suite  may  be 
remodeled  to  suit.  Waiting  room,  doctor’s  office,  receptionist’s  office, 
laboratory,  and  two  examining  rooms.  Naylor  Realty,  Inc.,  203  West 
Olmos  Drive,  San  Antonio,  Texas  78212.  Joe  Sullivan,  area  code  512. 
TA  4-1453  or  826-4369. 

MODERN  OFFICE  FOR  GENERAL  PRACTITIONER  OR  PEDIATRI- 
CIAN, reasonable  rent,  available  in  Ford  Village,  southwest  Austin.  Oc- 
cupant retired.  Dentist  next  door— across  street  from  school.  Contact  Be'  t 
Ford,  2405  Bowman  Avenue,  Austin,  Texas  78703.  Telephone  GR  2-5502 

WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What  have 
you?  Write  today!  Murray,  3305  Bryan,  Dallas,  Texas  75204. 

THREE  LOTS  FOR  SALE  (long  term — 5 to  10  years).  Ideal  for  doc- 
tors offices,  hospital,  or  rest  home.  Located  in  Grand  Prairie,  Texas, 
S.E.  8th  and  Austin.  Write  J.  C.  West,  General  Delivery,  Fredericksburg, 
Texas  78624. 


DOCTOR’S  OFFICE  SPACE  AVAILABLE  in  Spring  Branch-Memorial 
area  of  Houston,  Texas.  Three  story,  modern  professional  building  near 
completion.  Occupancy  by  November  1,  1968.  Office  layout  to  meet  the 
needs  of  each  doctor.  Complete  x-ray  and  laboratory  facilities  in  building. 
A new  14()-bed  JCHA  general  hospital  across  street.  Latest  area  popula- 
tion figures  reflect  200,000  middle  to  upper  income  residents  in  area. 
Complete  information  may  be  obtained  by  calling  area  code  713,  468-2338 
or  writing  Valley  Oaks  Professional  Building,  1721  Pech  Road.  Houston, 
Texas  77055. 
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1801  North  Lamar  Blvd.  Austin,  Texas  78701 
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Some  U.R.l.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
in  two  different  tablet  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride.  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride.  40  mg.; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen.  500  mg. 
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44  Toxic  Epidermal  Necrolysis 

Resembling  Erythema  Multiforme 

M.  L.  Samuels  is  associate  intern- 
ist in  the  Department  of  Medicine, 
The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Insti- 
tute, and  associate  professor  of 
medicine  at  the  Postgraduate 
School  of  Medicine,  Houston.  C.  D. 
Howe  is  head  of  the  Department  of 
Medicine  at  M.  D.  Anderson,  and 
E.  Frei,  III,  is  associate  director  for 
clinical  research  and  head  of  the  Department  of 
Developmental  Therapeutics  there. 


70  Bronchiolar  Carcinoma  of  the  Lung 

Jerome  H.  Arndt  earned  a B.A.  degree  in  sociology 
and  chemistry  from  the  University  of  Minnesota 
and  worked  two  years  for  the  National  Lead  Com- 
pany before  he  entered  the  University  of  Oklahoma 
School  of  Medicine,  from  which  he  was  graduated 
in  1958.  He  took  his  internship  and  general  surgery 
residency  in  California,  spent  a year  in  general 
practice,  and  then  entered  Baylor  University  Medi- 
cal Center,  Dallas,  as  a resident  in  radiology.  He  is 
now  assistant  director  of  the  Department  of  Radi- 
ology. His  coauthors  are  A.  D.  Sears,  radiologist-in- 
chief, and  J.  Judson  McNamara,  fellow  in  thoracic 
surgery,  at  Baylor. 


52  Perforation  of  the  Large  Bowel 

During  Routine  Barium  Enema  Studies 

Alton  B.  Goldston  is  a diplomate  of 
the  American  Board  of  Surgery  and 
a fellow  of  the  American  College  of 
Surgeons  and  of  the  Southwestern 
Surgical  Congress.  He  and  his  co- 
authors, Lowell  Bast  and  Sebel 
Hands,  practice  surgery  in  Ama- 
rillo. 

GOLDSTON 


61  Volvulus  of,  the  Colon 


Ernest  C.  Andrews,  a 1958  gradu- 
ate of  The  University  of  Texas  Med- 
ical Branch,  practiced  in  Freder- 
icksburg until  1965  when  he  moved 
to  San  Antonio;  he  is  now  in  his 
fourth  year  of  surgical  residency  at 
Robert  B.  Green  Hospital,  The  Uni- 
versity of  Texas  Medical  School  at 
San  Antonio.  His  coauthors  are 
Leopoldo  Zorrilla,  also  a fourth- 
year  surgical  resident  there,  and  William  W.  Nichol, 
clinical  professor  of  surgery  at  the  San  Antonio 
medical  school. 


ANDREWS 


66  Carcinoid  Tumors  of  the  Rectum 


Malcolm  McNatt  is  clinical  instruc- 
tor in  proctology  at  The  University 
of  Texas  Southwestern  Medical 
School  in  Dallas.  He  is  a fellow  of 
the  American  College  of  Surgeons, 
a diplomate  of  the  American  Board 
of  Colon  and  Rectal  Surgery,  and 
a member  of  the  Texas  and  Ameri- 
can Proctologic  Societies.  His  co- 
author, Curtice  Rosser  of  Dallas, 
is  an  honorary  fellow  of  the  American  Proctologic 
Society. 


McNATT 


84  Emergency  Radiotherapy 

Ahsen  T.  Ozarda  is  assistant  pro- 
fessor of  radiology  at  The  Univer- 
sity of  Texas  Medical  Branch,  Gal- 
veston. Born  and  educated  in  Is- 
tanbul, Turkey,  he  took  residencies 
in  both  internal  medicine  and  radi- 
ology, and  practiced  for  nine  years 
in  and  near  Istanbul.  He  has  been 
a senior  cancer  research  radiolo- 
gist at  Roswell  Park  Memorial  In- 
stitute, Buffalo,  senior  instructor  and  radiotherapist 
at  Johns  Hopkins  University  and  Hospital,  and  was 
on  the  visiting  staff  of  the  Curie  Foundation,  Paris, 
France,  and  the  Royal  Marsden  Cancer  Hospital, 
London,  England.  His  coauthor,  Hugh  C.  Sheffield, 
is  a resident  in  radiology  at  The  University  of  Texas 
Medical  Branch. 


OZARDA 


88  Intradural  Lipoma  of  the  Spinal  Canal 

John  E.  Carter,  a graduate  of  The 
University  of  Texas  Medical  Branch, 
was  a general  practitioner  for  10 
years  in  Eden  and  Post,  Texas,  be- 
fore entering  residency  in  general 
surgery  at  The  University  of  Texas 
Medical  School  at  San  Antonio.  He 
is  now  the  senior  resident  in  plas- 
tic surgery.  His  coauthor,  Richard 
D.  Price,  is  clinical  associate  pro- 
fessor of  surgery  (neurosurgery)  at  the  San  An- 
tonio medical  school. 
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94  Clinicopathologic  Conference 

Raymond  A.  Reid,  resident  in  clinical  and  anatomi 
cal  pathology,  is  moderator  and  guest  editor  for 
this  month’s  CPC  from  Scott  and  White  Clinic  in 
Temple.  Participants  are  Deo  K.  Bhati,  resident  in 
surgery;  John  P.  Eberts,  Department  of  Radiology 
and  Radioactive  Isotopes;  Henry  Laurens,  Depart- 
ment of  Gastroenterology  and  Proctology;  and  Ral- 
eigh R.  White,  Department  of  General  Surgery. 
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ON  THE  COVER 

Balloons  are  symbolic  of  much  that  is  going  on  in 
Medicine  these  days.  Not  only  is  the  vworld  of  knowl- 
edge and  understanding  ballooning  around  us  each 
living  moment,  but,  in  the  concrete  sense,  men  are 
being  treated  in  balloon-like  atmospheres  for  many 
illnesses.  Such  isolation  was  an  important  factor  in 
the  treatment  of  a patient  described  in  “Toxic  epi- 
dermal necrolysis  resembling  erythema  multiforme’’ 
by  Drs.  M.  L.  Samuels,  C.  D.  Howe,  and  E.  Frei,  III, 
on  page  44.  Also  reported  recently  are  results  of 
“in  the  bag”  surgery,  wherein  surgeons  operate 
from  behind  a flexible,  plastic  barrier  to  reduce 
wound  infections.  Can  it  be  said  that  “from  out  of 
the  mouths  of  babes”  comes  a modern  medical 
technique? 


NEXT  MONTH 

Coronary  care  units  will  receive  the  spotlight  in  the 
December  issue  of  Texas  Medicine.  Two  reports  will 
be  presented  on  experience  with  these  units  in  com- 
munity hospitals.  Another  in  a series  of  radiological 
cases  sponsored  by  the  Texas  Radiological  Society 
will  be  featured  in  December.  Coming  your  way  also 
for  your  holiday  reading  fare  are  some  good  tips  on 
public  relations  advice. 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers; $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 
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TEXAS  MEDICINE 


I You  don’t  get  to  be  Number  One  by  luck. 

You  get  there  by  having  the  best  troops,  and 
above  all,  the  best  “battle  plan.” 


hospital,  shows  his  Blue  Cross/ Blue'  Shield 
l.D.  card,  and  goes  to  his  room  knowing  Blue 
Cross  has  already  arranged  for  all  or  most  of 
the  care  he  will  need  there. 


And  this  is  precisely  why,  in  the  field  of  hos- 
pital-medical protection.  Blue  Cross  and  Blue 
Shield  are  Number  One  — a BIG  Number 
One,  with  more  than  67  million  enrolled. 

It’s  more  than  just  relief  about  the  money 
problem,  when  your  patient  marches  into  the 


He  just  feels  real  good  about  the  whole  thing. 
He  feels  like  a guest  of  the  hospital.  Or  like  he 
owned  it. 

Is  this  a pretty  good  state  of  mind  to  have? 
Wouldn’t  it  be  fine  if  everyone  had  it,  come 
hospital  time? 


BLUE  CROSS®and  BLUE  SHIELD® 

Hospital  and  Health  Care  Coverage  Medical  and  Surgical  Benefits 

{GROUP  HOSPITAL  SERVICE,  INC.)  (GROUP  LIFE  & HEALTH  INSURANCE  COMPANY) 

OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  ■ DALLAS,  TEXAS  75222 


’olume  64,  November,  1968 


® American  Hospital  Association 

National  Association  of  Blue  Shield  Plans 
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DIA  -QUEL  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effective  and 
prompt-acting  in  acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 


Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium . . . 0.03  ml.— Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habit  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide ...  0. 1 5 mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 

Pectin ...  24.  mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  10%  by  volume. 


In  case  you’re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
rule):  Vz  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied:  In  4 fl.  oz.  (118  ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 

DIA  -QUELuou. 


INTERNATIONAL  PHARMACEUTICAL  CORE 

Warrington,  Pennsylvania  18976 


...but  her  other  symptoms: 
depressed  mood,  insomnia, 
anorexia,  feeiings  of  guiit 
strongly  suggest 
an  underlying  depression. 

when  the  diagnosis  is  depression 


ELAVIE™  I 

(AMimmiMHaiHsn 

indications;  Mental  depression  and  mild  anxiety  accompany- 
ing depression.  tj 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy.  j| 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun-  j 
dice;  agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack  j 
of  response  sometimes  occurs.  Response  to  medication  will  | 
vary  according  to  severity  as  well  as  type  of  depression  pres-  i 
ent.  Elderly  patients  and  adolescents  can  often  be  managed  I 
on  lower  dosage  levels.  \ 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and  j 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection  i 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami-  j 
triptyline  HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and  ! 
0.2  mg.  propylparaben.  | 

For  more  detailed  information,  consult  your  Merck  Sharp  & ; 
Dohme  representative  or  see  the  package  circular.  '• 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486  , 

WHERE  today’s  THEORY  IS  TOMORROW'S  THERAPl^; 
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1 1 1^7  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids;  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients -after  a total  of  20,459 
documented  days  of  therapy.*  »Danhof,  i.  e,:  Report  on  tiie. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


DIvislon/Pasadena,  Calif. 

ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 

Precautions:  Anemia  is  a manifestation  that  requires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  B12  therapy  may  result  in  hematologic  remission  but  neu- 
rological progression.  Adequate  doses  of  vitamin  B12  (parenteral, 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  or 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiological  doses  of  vitamin  B12.  If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  B12,  may  be  necessary.  No  single  regi- 
men fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


f Folic  acid  (1  mg.)— treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
^ tion  syndromes. 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.)— treats  hypochromic 
anemia. 


clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
; minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
^ oral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
. standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
; intrinsic  factor,  Lilly),  in  bottles  of  60  and  500. 


Additional  information 
available  to  physicians 
upon  request. 

Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


“The  inconvenience  of  a cold” 


For  a cold.  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied;  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  \yi//nfhrap 


“Texas  Under  Six  Flags” 


Actual  Size 


ADVANCE  SUBSCRIPTION  APPLICATION  LIMIT:  ONE  SET  IN  EACH  METAL  PER  SUBSCRIBER 
TEXAS  MEDALLIONS,  INC.  Box  1111,  Alamo,  Texas  78516 


Please  enter  my  sub- 
scription for  complete 
HALLMARKED  FIRST  EDITION  SET(S)  of  the  Texas 
Medallions,  Inc.,  History  of  Texas  Under  Six  Flags,  con- 
sisting of  50  medals,  to  be  issued  at  the  rate  of  two 
per  month,  beginning  in  December,  1968. 

I would  like  my  Set(s)  to  be  struck  in: 


If  my  subscription  is  accepted,  I understand  that 
these  medals  will  be  struck  expressly  for  my  account 
and  I agree  to  pay  for  each  two  medals  promptly  upon 
being  invoiced  on  a monthly  pre  payment  basis.  I will 
also  receive  a deluxe  album  which  is  to  be  sent  to  me 
at  no  additional  cost. 

Enclosed  is  my  remittance  to  cover  the  first  two 
medals: 

□ First  two  Silver  $22.00 

□ First  two  Bronze  $9.00 

□ First  two  Platinum  $2,200.00 

Platinum  on  Special  Order  only,  with  Special  Album 


(CHECK  YOUR  CHOICE) 

□ Sterling  Silver  Proof-Quality,  at  $11.00  per  medal 

□ Bronze  Proof-Like,  at  $4.50  per  medal 

□ Platinum  Proof-Quality,  at  $1,100.00  per  medal 

Price  includes  mailing  and  handling. 

Closing  Date  — December  15,  1968 


Name. 


Occupation. 


.Address. 


.State. 


_Zip. 


Signature. 


. Date. 


ANNOUNCING  ...  a precious  possession  or  the  gift  of  a lifetime!  A magnificent  set 
of  50  exquisitely  crafted  TEXAS-SIZE  (1%")  Medallions  depicting  the  most  signifi- 
cant events  in  the  450  years  of  Texas’  colorful  history,  "Texas  Under  Six  Flags”! 
In  Solid  Platinum,  Sterling  Silver,  or  Solid  Bronze  these  handsome  Medallions  picture 
such  historically  romantic  events  as  the  Spanish  Conquistadors  and  The  Battle  of 
the  Alamo.  The  first  two  medals  of  this  permanent  collection  of  events  in  Texas’ 
history  will  start  to  be  produced  and  issued  at  the  rate  of  two  medals  per  month 
beginning  by  Christmas,  1968. 

The  price  of  the  Sterling  Silver  Proof-Quality  medals  is  guaranteed  for  the  entire 
series— for  the  entire  25  months— even  if  the  price  of  silver  goes  up  to  the  extent 
that  the  silver  content  of  each  medal  is  worth  more  than  what  Texas  Medallions,  Inc. 
is  charging  for  it. 

In  the  case  of  the  Solid  Platinum  Proof-Quality  medals,  price  protection  can  be 
offered  only  to  the  extent  that  the  subscriber  is  willing  to  share  in  the  bullion  invest- 
ment. Further  details  on  this  plan  will  be  sent  to  those  Advance  Subscribers  who 
choose  Solid  Platinum. 

All  medals  in  the  Sterling  Silver  and  Solid  Platinum  Proof-Quality  sets  will  be  appro- 
priately hallmarked  and  serially  numbered  to  distinguish  this  First  Edition  from 
future  editions.  The  Solid  Bronze  Proof-Like  sets  will  be  appropriately  hallmarked, 
but  not  serially  numbered. 

Make  sure  your  name  is  among  those  who  will  be  the  proud  owners  of  this  special 
edition.  This  edition  will  be  limited  to  Advance  Subscribers  only. 

Take  advantage  of  this  marvelous  offer  NOW  . . . remember,  this  the  possesion 
or  gift  of  a l^etime!  NO  PROOF  SETS  FOR  FUTURE  SALE  AFTER  CLOSING  DATE. 

IMPORTANT:  THIS  OFFER  CLOSES  DECEMBER  15,  1968  AND  ALL  SUBSCRIPTIONS 
MUST  BE  POSTMARKED  NO  LATER  THAN  THAT  DATE. 


Choose  Sterling  Silver  Proof-Quality,  at  $11.00  per  Medal; 
Bronze  Proof-Like,  at  $4.50  per  Medal; 

Solid  Platinum  Proof-Quality,  at  $1,100.00  per  Medal. 


PLEASE  REFER  TO  ORDER  BLANK  BELOW 
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TA-  OOOti 


in  osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
with  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
usuallystartsworkingwithin3to4days. 
When  response  occurs,  as  little  as  1 or 
2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
of  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil" 

oxyphenbutazone 


Tandearil,  oxyphenbutazone: 

For  brief  summary  see  next  page. 


Geigy 


TA. 6006 


Tandearil 

oxyphenbutazone 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination, including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia),  sudden  weight  gam  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set Drug  rash  occasionally  occurs. 

If  it  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hep- 
atitis, jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  daily  in  divided 
doses  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance;  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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REDBIRD  PROFESSIONAL 
CENTER 

4010-20  Alloy  Service  Drive 
Dallas,  Texas  75232 


IMMEDIATE  OCCUPANCY 


We  are  proud  to  offer  a new  concept  in  design  and  atmosphere  of  our  Professional  Office  Center,  located  in  the  heart 
of  the  rapidly  expanding  Redbird  Plaza  area,  adjacent  to  the  Army  & Air  Force  Exchange  Headquarters. 

Featuring  a setting  of  brick-paved  landscaped  garden  malls,  Redbird  Professional  Center  provides  14,500  sq.  ft.  of 
soundproof  office  space,  uniquely  divided  between  two  one-story  buildings. 

Each  office  is  provided  with  ample  adjacent  parking  facilities. 

Individual  climatic  controls  afford  year-round  comfort. 

Within  an  area  of  3 sq.  miles  of  Redbird  Professional  Center,  a total  of  1500  garden  type  apartment  and  one-family 
residences  are  now  in  the  process  of  erection.  The  rapidly  expanding  Redbird  Plaza  encompasses  the  Mobile  Research 
Corp.,  the  Sweetheart  Cup  Corp.,  131  unit  La  Quinta  Motel,  among  others,  making  our  office  complex  a busy  nucleus 
for  any  doctors  interested  in  expanding  its  horizons. 

REDBIRD  ENTERPRISES,  INC. 

For  Further  information  CALL  OR  WRITE:  pho^nE-^\^1%^°Fr'^1-31°^0^ 

Allen  M.  Fain,  M.D.,  Mr.  George  Greenberg 


TofightTB- 
f ind  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
I 8 hours. 


Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 

k ^ 


(kwgti  Calmeis^ 


Each  Cough  Calmer^*^  contains  the  same  active  ingredients 
as  a half-teaspoonful  ol  Robitussin-DM*:  Glyceryl  guaiaco* 
late,  50  mg..  Dextromethorphan  hydrobromide,  7 5 mg. 
A H.  Robins  Company,  Richmond,  Virginia  23220 


/l'H'[^OBINS 


Volume  64,  November,  1968 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Ammo- 
phylline,  195  mg.  Indications;  For  the  prevention  and  treat- 
rnent  of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  vancose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
di^rnrhanl^'  as  tinnitus,  dizziness,  and  gastrointestinal 

cUm  Discontinue  use  if  ringing  in  the  ears,  deafness, 

sKin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
necessary,  dosage  may  be  increased  to 
° c'  fol  owing  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


ACHROMYCIN  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
closes  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  S/f/n— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. /</dr?ey— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial— hu\g\ng 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. fl/ood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  /./Ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 

359-8 
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Suspected  tetracycline-sensitive  infection? 

While  waitingfor  the  results  of  the  sensitivity  test, 
start  the  therapy  likely  to  succeed... 


Although  of  course  it  can’t  replace  routine 
sensitivity  testing,  your  prescription  for 
ACHROMYCIN®  V,  in  a way,  provides  the 
ultimate  test  of  therapy  under  rigorous  in  vivo 
conditions. 

Because  ACHROMYCIN®  V is  effective  in 
treating  so  many  common  infections— caused  by 
strains  of  tetracycline-sensitive  organisms— 
doesn’t  stat  dosage  of  this  time-tested  antibiotic 
make  good  sense? 

■*"'  Prescribing  Information 


ACHROMYCIN"  V 

TETRACVCLI^E 

The  price  differential 
is  inconsequential. 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


nvepeclolin 

Each  fluid  ounce  of  creamy  white  suspension  contains; 

♦Paregoric  ("equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  he  habit  forming 

t’ectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose;  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose;  One  or  two  teaspoonfuls  three 
times  daily. 


O 

RORER 

lL 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


ManiUi  aiiA 

IlcuiUuftQUiujc 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  Janies  A.  Martin,  M.D. 


Drive 

Defensively. 


Published  to  save  lives  in  cooperation  with 
The  Advertising  Council  and  The  National  Safety  Council. 
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I irio  Salinas  puts  finishing  touches 
I Bluebonnets  in  Shadow” 


^'His  is  not  the  art  of  neurosis  and  tranquilizers, 
Dut  of  hot  dirt  under  bare  feet,  of  lonely  shady 
Daks  beckoning  the  hiker,  of  watermelons  cooling 
n the  creek  . . . '' Texas  Parade  Magazine 
i'he  world  and  works  of  Porfirio  Salinas  . . . the 
Deauty  of  Texas  that  lives  in  the  works  of  Salinas. 
A beauty  internationally  acclaimed;  Salinas' 
Daintings  hang  even  in  the  White  House. 

\low,  you  can  have  the  beauty  of  Salinas'  Texas 
n your  home  or  office  . . . limited  edition 
lithographs  may  be  ordered  direct  from  Wallace 
fingraving  Company  on  a first  come— first  served 
)asis  until  the  edition  is  exhausted.  These 
lithographs  truly  reflect  the  color  and  texture  of 
j;he  original  canvas. 


phoose  any  or 
llustrated  here  . 
/ou  want  on  the 


f^15 


ach  plus  3%  sales  tax  for 


all  of  the  fine  lithographs 
. . simply  select  the  paintings 
coupon,  enclose  your  check  or 
money  order  and  mail 
today.  If  you  are  not 
completely  satisfied  with 
your  lithograph,  you  may 
simply  return  it  to  us  in 


. „ , „ good  condition,  and  your 

exas  residents,  (except  ^ ^ 


os.  8 and  9— $19.50  each) 


money  will  be  promptly 
refunded. 


2.  Lazy  Afternoon 


24"x16"  $15.00 


3.  Rio  Frio 


24”x18”  $15.00 


these  lithographs  make  wonderful  Christmas  gifts 
for  someone  special.  But  remember,  this  printing 
IS  on  a first  come— first  served  basis  as  the  editions 
are  limited. 


4.  Deer  Country 


24"x16"  $15.00 


Soda!  Notes  . . . 4’A"  x S'A"  of  seven  color  illustrations  are  j 
available  at  $2.00  per  box  of  ten.  A memorable  gift  for  all  ages. 

Lap  Kits  ...  20  notes  and  20  envelopes  with  ''Bluebonnet 
Time  in  Texas"  on  the  cover.  $1.50 


5.  Breath  of  Spring— Texas  Bluebonnets  24"x18"  $15.00 


6.  Pedernales  Country 


24"x18"  $15.00 


7.  Bluebonnet  Time  in  Texas  24''x18"  $15.00 


8.  Bluebonnets  and  Oaks 


9.  Rocky  Creek 


24”x36 


24"x36" 


$19.50' 


$19.50 


Two  NEW  Salinas  Lithographs! 

"Bluebonnets  and  Oaks"  and  "Rocky  Creek"  (shown  above)  havf 
just  been  authorized  for  reproduction.  They  are  larger  than  thf 
others,  36"  x 24",  and  are  available  at  $19.50  each. 


A Christmas  Gift  of  Lasting  Beauty  . . . nine  of  Salinas'  favorite 
paintings  in  limited  edition  lithographs.  The  only  series  of  Salinas 
works  to  be  reproduced  and  offered  to 
the  public.  Full  color  lithographs  in  all 
the  wonder  of  the  original  art  make  a 

special  Christmas  gift  for  a special  ^ 

person. 


WALLACE  ENGRAVING  CO. 

P.O.  Box  1485  Austin,  Texas  78767 


Please  send  the  following  reproductions: 


□ 1.  Bluebonnets  □ 5.  Breath  □ 8.  Bluebonnets 

in  Shadow  $1 5.00  of  Spring  $1 5.00  and  Oaks$19.50 

□ 2.  Lazy  □ 6.  Pedernales  □ 9.  Rocky 

Afternoon  $1 5.00  Country  $15.00  Creek  $19.50 

03.  Rio  Frio  $15.00  Bluebonnet  n Social  Notes  @ 

0 4.  Deer  Time  $2.00 per  box 

Country  $1 5. 00  $15.00  ^ i_gp  @ $1.50 

□ Check  Enclosed  □ Money  Order  □ Cash 


Name. 


8treet_ 
City 


State . 


.2ip_ 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium 


PARKE-DAVIS 


OI5Re7 


Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications : Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220, 


AH'I^OBINS 


In  peptic  ulcer  therapy,  wont  you 


give  RobinulForteaFair'E-ial? 

(glycopyr  relate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late,  a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
“Jmotility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
>und  good  acceptance  among  numerous  physicians, 
lany  others  just  didn’t  seem  to  want  to  give  it  a try, 
robably  because  the  anticholinergic  they  were  al- 
;ady  using  was  giving  acceptable  results, 
lowever,  we  believe  you  11  agree  there’s  always 
)om  for  a better  anticholinergic.  This  is  why  we’re 
sking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
orte  exerts  a highly  specific  antisecretory  action  and 
larked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
nced  you  11  agree  that  this  is  indeed  an  outstanding 
rug  when  you  observe  its  outstanding  suppression  of 
leer  symptoms.  Furthermore,  it  is  unique  in  that  it 
:duces  intestinal  tone,  yet  has  little  or  no  effect  on 
eristalsis.  In  addition,  the  incidence  of  the  more 
athersome  peripheral  side  effects  is  low. 
lo  longer  does  the  physician  have  to  look  for  extreme 
ry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 


Trial?  You  do  it  this 
way: 

First:  When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 


Next:  Wait  10  days 


rut* 


or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  ‘ ‘significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 


An  anorectic  will  help  her  lose  weight- 
hut  can  she  keep  it  off? 

You  need  more  than  a pill 
(even ours)  to  do  that! 


That’s  why  Abbott  offers 
you  a pill  plus  a program. 


The  Product 


For  smooth  appetite 
control  plus  mood 
elevation 


DESOX  Gradumef  ^ a a 

Methamphetamine  Hydrochloride  5 mg.  10  mg.  15  mg. 

in  Long-Release  Dose  Form 


For  patients  who  can’t 
take  plain  amphetamine 


DESBUTAi:  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


The  Program 


Weight  Control  Booklet  Specifically  written  to  help  your  patients  under- 
stand why  they  are  overweight,  and  what  they  can 
do  about  it.  The  booklet  stresses  the  importance  of 
changing  lifelong  eating  habits  and  explains  how  this 
can  be  done,  sensibly,  comfortably — and  perma- 
nently. There  is,  also,  a comprehensive  list  of  foods 
showing  their  caloric  content. 


Food  Diary 


Designed  to  help  the  overweight  patient  follow 
your  eating  instructions.  Space  is  provided  for 
breakfast,  lunch,  supper,  and  even  snacks.  By  writ- 
ing down  everything  that’s  eaten  each  day,  the 
patient  is  constantly  reminded  that  she’s  trying  to 
change  her  eating  habits.  And  you  are  furnished 
with  a written  record  of  how  well  she’s  doing. 


FRONT  SIDE 


-a  3 

FRONT  SIDE 
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Picture  Menu  Booklet 


Please  see  Brief  Summary 
on  next  page. 


A large  (10"  x 10")  booklet  which  features  appetiz- 
ing lunch  and  dinner  menus  for  every  day  of  the 
week.  The  meals  are  depicted  in  full  color  and  the 
correct  portion  size  so  that  the  dieter  can  see  the 
amount  of  food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each  day’s  meals 
add  up  to  only  1,000  calories.  801444 

Ask  Your  Abbott  Man  For  Free  Supplies 


Brief  Summary 
Di:SOXYN®Graduinet® 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DKSBUTAl!  10  Gradumct 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

DKSBUTAL.  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  sup[)res- 
sants,  for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  ad- 
ministered parenterally,  may  be 
used  as  a vasopressor  agent  or  ana- 
leptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal) 
is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor. 
Do  not  use  pentobarbital  (in 
Desbutal)  in  persons  hypersensi- 
tiv^e  to  barbiturates. 


Precautions,  Side  Effects:  Observe 
caution  in  jiatients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism,  old  age,  or  those 
sensitive  to  sympathomimetic 
drugs.  Prolonged  usage  may  lead 
to  tolerance  or  psychic  dependence. 
Careful  supervision  is  necessary  to 
avoid  chronic  intoxication  and 
drug  dependence. 

Amphetamine  side  eflects  such 
as  headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically- 
induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbi- 
tal (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  ex- 
cessive sedation  with 
Desbutal  is  often  transient. 


801444 


anticostive* 

hematinic 


PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  megm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

t Bottles  of  60 


anticostive,  adj.  {anti  opposed  to 
4-  costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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TEXAS  MEDICn 


The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 
presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.  Y, 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program,  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 
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GAGATablets  ElixirV^y^ 
^^por  Pron  P)eficiency  oPnemia 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N, Y.  10016 


FAMOUS 


brand  of  FERROUS 


GLUCONATE 


^aAomut 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


^aAomut 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . 0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


(ANTIHISTAMINIC) 


Vdsomisf 


'ANTiHISTAMINtCI 

ilk  . ?*»OCOirSTItlCTO$-  . _ 

OECOWOESTAKT  AjKP 

'•OCAL  ANTIK 


(PUIN) 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 
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TEXAS  MEDlCll 


“Breathing’s 
a snap  again 
he  said 
gingerly. 

(COMPLIMEINTS  OF 
DI.METAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate  )— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 

in  sinusitis,  colds,  U.R.L 

Diiiietap[rExteiitalis 

(Dimetane®  [l)ronipheniramine  maleate J.  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetajtp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensiti\  ity 
to  antihistamines.  Not  recommendetl 
for  use  during  pregnancy. 
Precautions:  Until  jtatient's 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascidar  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thromlm- 
cytopenia,  have  been  reported  on 
rare  occasions.  Drow'siness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
he  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  ami  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


AH'I^OBINS 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.’^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


0)Heat  ‘‘A  very  valuable 

method  of  applying 
heat  at  home  is  a prolonged 
hot  bath..., 


the  mattress . . . these  boards  act 
by  immobilizing  the  spine..."'* 


Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References;  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2:219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23,  1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62:1  985,  1 962. 


axin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
". . .without  interfering  with  normal 
tone  and  movement."''  And  there 
is  little  likelihood  of  sedation.*’ 


^ LI  r^ODIIWIC  ROBINS  COMPANY 
^'rl'I/UDlIV  J RICHMOND,  VIRGINIA  23220 


in  the  treatment  of 


Android 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75x 

PLACEBO 

20% 

cannot  be  disputed. 


*“Sexual  impotence  treatment  nith  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study"  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy  of  reproductive  organs  in 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease,  hypertension  unless  the 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 


Choice  of  4 strengths 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  . .2.5  mg. 

Thyroid  Eit.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500.  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  Oth  St.,  Los  Angeles,  Calif.  90057 


HIGH  POTENCy 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.{l  gr.)  ..  . 64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 

REFER  TO 

PDR 


WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (»/4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60.  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains. 

Methyl  Testosterone 


Ethinyl  Estradiol 
Thyroid  Ext.  (1/6  gr.)  . 
Thiamine  Hydrochloride 
Glutamic  Acid  


2.5  mg. 
0.02  mg. 
10  mg. 
10  mg. 
50  mg. 

INDICATIONS  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  i.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month.  CONTPA-INOICATIONSi  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


For  the  treatment  of  the  aging  patient 

apathy 

irritability 

forgetfulness 

confusion 

Cerebro-Nicin:..... 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient.  R.  Goldberg  JrnI,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules  i 

Each  Cerebro-Nicin  capsule  contains:  . } 

Pentylenetetrazole 100  mg.  J 

Nicotinic  Acid ..1(X)mg.  i 

Ascorbic  Acid 100  mg.  | 

ThiamineHC! ..  , 25  mg. 

1-Glutamlc  Acid 50  mg.  I 

Niacinamide 5 mg.  | 

Riboflavin 2 mg.  j 

Pyridoxine 3mg.  .,< 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician.  . ] 
AVAILABLE:  Bottles  of  100,  500,  tOOO  capsules.  \ 

Also  elixir  pint  bottles.  | 

CONTRAINDICATIONS:  There  are  no  known  contraindications  t 
to  Pentylenetetrazole  although  caution  should  be  exercised  when  | 
treating  patients  with  a low  convulsive  threshold.  4 

Most  persons  experience  a flushing  or  tingling  sensation  after  j 
taking  a higher  potency  niacin-containing  compound.  As  a sec-  \ 
ondary  reaction  some  will  complain  of  nausea  and  other  gensa-  I 
tions  of  discomfort.  This  reaction  Is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction.  REFjR  jO 

PDR 

Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO.  , 

' 2500 W.6th  St., Los  Angeles.Calif, 90057  j 
Write  for  Product  Catalog  | 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K®,  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyi  Peniciilin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyi penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever:  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg,  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyi 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units).  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyi  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). (042567A] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Agonies  of  the  Eponym 

PHYSICIANS  ARE  ACUTELY  aware  that  the  sum 
of  scientific  knowledge  has  doubled  during  the  past 
decade  and  that  it  will  double  again  in  the  next  dec- 
ade. In  the  jungle  of  medical  information,  the  use  of 
thousands  of  eponyms  rather  than  standard  nomen- 
clature based  upon  anatomic,  etiologic,  and  patho- 
logic descriptions  of  diseases  or  syndromes  com- 
pounds the  difficulties  which  physicians  experience 
in  keeping  reasonably  informed.  Naming  a disease 
or  syndrome  after  the  physician  who  first  described 
it  had  some  advantages  in  the  past  generation — the 
man  was  honored  and  the  abnormality  was  identi- 
fied when  limited  ’understanding  of  the  pathogenesis 
and,  sometimes,  the  anatomy  made  descriptive  ter- 
minology impossible.  Today,  the  only  useful  role  for 
an  eponym  remains  to  label  a condition  which  can- 
not be  described  adequately. 

Descriptive  terminology  conveys  the  nature  of  the 
disease  and  can  be  comprehended  even  in  a foreign 
language.  For  example,  all  physicians  will  under- 
stand angiomatosis  of  the  retina,  but  Hippel’s  dis- 
ease would  have  little  meaning  to  any  except  oph- 
thalmologists and  neurologists.  Occasionally,  the 
same  eponym  (honoring  different  men)  is  used  to 
designate  different  disorders.  Paget’s  disease  may 
indicate  osteitis  deformans  to  one  physician  while  to 
another  this  eponym  means  a specific  disease  of  the 
nipple.  Two  eponyms  may  result  when  the  same  phy- 
sician or  physicians  describe  two  separate  disorders. 
Geniculate  herpes  and  dyssynergia  cerebellaris  myo- 
clonica  are  two  unrelated  entities  called  the  Ramsay 
Hunt  disease  or  syndrome.  Sometimes,  the  same  dis- 
order is  referred  to  by  two  or  more  eponyms.  One 
of  the  most  comimon  examples  is  referring  to  thyro- 
toxicosis as  Graves’  disease  or  Basedow’s  disease. 

Recently,  I listened  to  an  authority  on  congenital 
disorders  rattle  off  scores  of  eponyms.  The  talk 
might  have  been  rated  as  an  epitome  of  erudition; 
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however,  most  listeners  seemed  more  con- 
fused than  informed. 

Historical  injustices  have  resulted  when 
a person’s  name  has  been  used  to  indicate  a 
disorder.  Adie’s  syndrome  is  a classic  ex- 
ample: “Adie  had  no  priority  for  any  one  of 
the  features  of  the  pupillotonic  syndrome 
which  bears  his  name  and  ...  he  appears 
to  have  been  elected  to  this  honor  by  a pro- 
cess similar  to  the  one  occasionally  seen  in 
the  selection  of  political  candidates.  . . 

Descriptive  terminology  rather  than  epo- 
nyms  should  be  used  in  medical  schools  and 
should  be  continued  through  graduate  pro- 
grams. This  practice  should  be  encouraged 
in  medical  writing  and  speaking.  (Occasion- 
ally, eponyms  could  be  used  in  parentheses 
to  downgrade  their  importance.)  A big  boost 
toward  eliminating  the  eponym  would  be  for 
examiners  who  serve  on  specialty  boards  to 
use  standard  nomenclature  and  require  that 
candidates  for  certification  express  them- 
selves in  descriptive  terminology. 

Eponyms  will  not  be  abandoned  overnight. 
Indeed,  eponyms  are  so  deeply  ingrained  into 
medical  thinking  that  the  change  to  descrip- 
tive terminology  may  take  decades.  Some 
eponyms,  for  example,  Marfan’s  syndrome, 
have  been  used  for  so  long  that  they  may 
never  be  replaced.  Nevertheless,  we  can  im- 
prove the  future  clarity  of  scientific  knowl- 
edge if  we  begin  now  to  use  descriptive  ter- 
minology. The  agony,  at  least,  will  be  of  a 
different  nature. 

— Everett  R.  Veirs,  M.D.,  Temple. 
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Medicine’s  Perspectives,  Goals 

THE  MEDICAL  PROFESSION  does  not 
function  in  an  ivory  tower.  The  dimensions 
of  American  medicine  and  health  services 
are  deepening  and  widening;  every  day  their 
roots  thrust  deeper  into  the  basic  sciences 
which  will  bring  new  knowledge  necessary 
for  continued  progress. 

At  the  same  time  we  are  relying  more  and 
more  on  various  other  fields  of  science,  en- 
gineering and  technology  for  heln  in  develop- 
ing the  equipment  and  techniques  required 
in  modern  medicine.  As  this  scientific  and 


technical  progress  continues,  we  have  the  pro- 
fessional task  of  keeping  up  with  it  and  ap- 
plying it  to  the  care  of  the  patient. 

Imagination  and  a willingness  to  experi- 
ment in  the  social  and  economic  aspects  of 
health  care  are,  and  will  be  to  an  increasing 
degree,  fully  as  important  as  exploration  into 
the  mysteries  of  the  cell  or  of  outer  space. 
And  here,  as  in  the  scientific  and  technical 
aspects  of  medicine,  we  shall  need  more  and 
more  consultation  with  people  outside  the 
medical  profession  itself. 

Most  of  all,  we  shall  need  the  understand- 
ing and  cooperation  of  the  American  public. 
As  leaders  and  counselors — but  also  as  good 
listeners — I believe  we  must  make  a greater 
effort  to  determine  what  the  people  want 
with  respect  to  the  organization  and  delivery 
of  health  care  services.  We  probably  shall 
find  a variety  of  answers  in  different  places 
and  among  different  social  and  economic 
groups. 

Dr.  Charles  L.  Hudson,  now  director  of 
the  AMA  Health  Service  Division,  has  said 
that  to  gain  a clearer  perspective  of  the 
two-way  responsibility  shared  by  doctors  and 
patients,  it  would  be  helpful  to  explore  the 
part  patients  have  played  in  the  changing 
medical-service  scene.  Unless  the  public  un- 
derstands its  role  in  the  plans  for  medical 
care,  and  helps  to  direct  the  future  course  of 
medical  practice,  it  can,  by  its  passive  uncon- 
cern, permit  our  system  of  medical  practice 
to  disintegrate  under  the  blows  of  criticism 
or  innuendo,  and  to  be  replaced  by  a system 
that  is  far  removed  from  the  public’s  own 
best  interest. 

I think  this  is  true,  and  that  it  underlines 
the  need  for  positive  leadership  and  visible 
action  by  physicians  and  all  other  members 
of  the  health  team.  We  must  build  a closer 
rapport  with  the  public,  and  we  must  make 
a greater  effort  to  find  out  the  people’s  likes 
and  dislikes  regarding  organization  and  fi- 
nance of  medical  services. 

The  future  of  the  individual  physician,  of 
patient  care,  and  of  the  methods  by  which  it 
will  be  made  available  to  all  people,  does  not 
depend  on  our  efforts  alone.  It  depends  also 
on  the  future  attitude  of  the  nation  toward 
free  enterprise;  on  the  future  degree  of  na- 
tional respect  for  individual  initiative,  and 
on  the  extent  of  future  overall  acceptance  of 
the  concept  that  through  personal  endeavor 
come  personal  satisfaction  and  personal  ben- 
efit. 

We  face  many  challenges:  We  must  con- 
tinue to  find  more  and  better  ways  of  edu- 
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eating-  and  tr.iining'  more  and  better  physi- 
cians and  all  i)ersonnel  needed  for  manpow- 
er; we  must  search  for  ways  to  moderate, 
stabilize,  and,  wherever  possible,  reduce  the 
costs  of  health  care;  we  must  have  effective 
cooperation  among-  health  professionals  and 
ancillary  personnel  for  the  most  efficient  use 
of  available  manpower. 

I sincerely  believe  that  we  have  readied  a 
point  where  we  no  longer  can  merely  cling  to 
all  the  traditions  of  our  distinguished  past. 
I think  the  time  has  come  for  orderly,  plan- 
ned, meaningful  change  and  improvement — 
not  in  the  fundamentals  of  ethics  or  devotion 
to  excellence,  but  in  the  more  material  fea- 
tures involving  efficiency,  costs  and  methods 
of  delivering  health  care  services. 

If  we  fail  to  recognize  that  now  is  the  time 
for  positive  action,  then  we  shall  be  failing 
not  only  ourselves  but  the  people  of  this 
country,  growing  numbers  of  whom  need  and 
want  more  of  the  services  that  only  we  can 
provide.  It  should  not  be  necessary  for  any- 
body else  to  plan  how  we  will  furnish  those 
services. 

With  these  ideas  in  mind,  I was  encour- 
aged by  the  general  tone  of  the  report  of  the 
National  Advisory  Commission  on  Health 
Manpower,  which  came  out  last  November. 
Recognizing  the  need  for  orderly  procedures 
rather  than  harmful  “crash”  programs  in  the 
approach  to  health  care  problems,  the  Com- 
mission emphasized  that  professional  groups, 
rather  than  government  and  non-profession- 
als, are  best  able  to  evaluate  and  plan  in 
health  areas. 

The  Commission  report  has  been  under 
careful  study  by  the  AMA  and  state  medical 
societies.  Some  parts  of  the  report  are  still 
being  studied,  but  on  other  parts  the  AMA 
Committee  on  Health  Manpower  has  issued 
comments  which  have  been  endorsed  by  the 
AMA  Board  of  Trustees. 

Among  its  suggestions  for  improving  the 
health  care  system,  the  Commission  recom- 
mended that  programs  for  health  care  of  the 
disadvantaged  should  be  given  highest  pri- 
ority and  made  available  wherever  needed. 
The  AMA  has  frequently  stated  its  great 
concern  for  health  care  of  the  disadvantaged, 
has  fostered  action  by  medical  organizations 
and  individual  physicians  toward  meeting 
this  need,  and  has  repeatedly  endorsed  the 
wisest  possible  use  of  Title  XIX,  the  Medic- 
aid program,  as  the  best  available  mechan- 
ism for  providing  financial  support.  We  also 
believe  that  the  new  neighborhood  health 
centers  being  established  under  the  “war  on 


poverty”  program  eventually  should  be  phas- 
ed into  the  Medicaid  i)rogram. 

The  Commission  recommended  that  inno- 
vations introduced  experimentally  for  the 
care  of  the  disadvantaged  should  be  exam- 
ined carefully  for  their  applicability  to  the 
care  of  all  persons.  Conversely,  the  Commis- 
sion said,  programs  for  the  care  of  the  dis- 
advantaged should  incorporate  elements  from 
existing  methods  of  medical  care,  wherever 
appropriate.  The  AMA  I’ecognizes  the  need 
for  experimentation,  and  endorses  the  con- 
cept that  it  should  incorpoi'ate  elements  from 
existing  methods  of  medical  care.  We  do  not 
believe  that  the  problems  of  health  care  for 
the  disadvantaged  can  be  solved  by  “separate 
but  equal”  health  care  services  or  by  any 
other  device  that  disrupts  the  continuity  and 
balance  of  health  services  throughout  the 
community.  The  needy  and  the  near  needy 
should  be  brought  into  the  mainstream  of 
health  care.  They  should  not  be  isolated  in 
tributary  systems  or  programs. 

We  fully  agree  with  another  Commission 
recommendation  that  professional  societies, 
health  insurance  organizations  and  even  gov- 
ernment should  extend  the  development  and 
effective  use  of  a variety  of  peer  review  pro- 
cedures in  maintaining  high  quality  health 
and  medical  care.  We  also  agree  that  this 
should  remain  the  responsibility  of  the  medi- 
cal profession,  which  can  best  evaluate  the 
quality  of  medical  care  locally  rather  than 
nationally. 

The  AMA  agrees  with  the  Commission  that 
reimbursement  for  hospital  costs  without  re- 
gard for  efficiency  conceivably  could  encour- 
age waste  and  contribute  to  excessive  costs. 
Since  hospital  overhead  also  can  be  reduced 
by  lowering  the  quality  and  range  of  medical 
services,  we  strongly  endorse  the  Commis- 
sion recommendations  that  high  quality  of 
hospital  care  be  maintained  as  an  essential 
element,  and  we  believe  that  any  changes  in 
the  formulas  of  hospital  payments  must  pro- 
vide incentives  to  guarantee  the  mainten- 
ance of  high  standards  of  care. 

To  help  conserve  resources  and  control 
utilization,  the  Commission  recommended 
that  health  insurance  organizations  should 
develop  workable  plans  to  provide  coverage 
of  outpatient  as  well  as  inpatient  health  ser- 
vices. It  also  recommended  that  health  insur- 
ance organizations  should  be  encouraged  to 
revise  their  payment  methods  to  share  any 
savings  with  health  care  purveyors  that  dem- 
onstrate better  control  over  utilization.  The 
AMA  agrees  with  both  of  those  recommenda- 
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tions,  and  we  further  believe  that  all  those 
involved  in  the  costs  of  medical  care,  includ- 
ing' insurance  organizations,  must  explore 
ways  to  control  those  costs,  rather  than  as- 
sume a passive  role  as  vendors  or  providers. 

With  respect  to  improving  the  organiza- 
tional framework  of  our  health  care  system, 
the  Commission  urged  that  highest  priority 
should  be  given  by  community  health  coun- 
cils to  developing  methods  which  will  assure 
access  to  adequate  health  care  for  all  those  in 
the  community  they  serve.  The  AMA  not  only 
agrees ; in  fact,  for  a long  time  we  have  been 
urging  medical  societies  and  other  health  pro- 
fessionals throughout  the  country  to  take  the 
lead  in  their  own  communities’  efforts  to 
plan  for  these  goals  on  a voluntary  basis. 

Finally,  in  connection  with  the  need  for 
response  to  changes  in  society,  medicine  and 
technology,  and  for  increasing  innovation  in 
our  health  care  system,  the  Commission 
urged — and  the  AMA  agrees — that  financial 
support  should  be  made  available  for  large- 
scale  experimental  projects  of  integrated 
health  service  systems  under  a variety  of 
auspices  including  physicians  in  private  prac- 
tice, universities,  hospitals,  voluntary  agen- 
cies and  government.  The  Commission  be- 
lieves these  systems  should  include,  but  not 
be  limited  to,  comprehensive  programs  which 
serve  a cross-section  of  socioeconomic  groups 
on  a community  or  areawide  basis,  and  em- 
phasize organized  services  for  ambulatory 
patients.  The  AMA,  in  agreeing  with  this  rec- 
ommendation, urges  that  national  support 
for  these  projects  be  derived  from  a variety 
of  sources,  private  as  well  as  public ; without 
such  explorations,  there  can  be  no  basis  for 
the  encouragement  of  one  system  over  an- 
other. 

The  recommendations  of  the  National  Ad- 
visory Commission  on  Health  Manpower,  the 
long-range  planning  objectives  of  the  AMA 
Committee  on  Health  Manpower,  and  the 
findings  of  several  other  commissions  and 
committees  clearly  indicate  that  the  next  dec- 
ade will  be  one  of  transition  and  change,  al- 
ways with  the  goal  of  improvement.  It  will 
require  careful  studies,  surveys,  pilot  pro- 
grams, public  opinion  polls,  and  an  objective 
and  unemotional  exchange  of  information 
and  ideas. 

Concerning  medical  care  patterns  in  the 
years  ahead,  the  trend  toward  more  group 
practice  in  various  types  of  clinics  and  part- 
nerships undoubtedly  will  increase  in  the 


next  decade.  More  and  more,  the  medical  clin- 
ics will  be  staffed  and  equipped  to  furnish 
comprehensive  care  for  ambulatory  patients, 
and  an  increasingly  large  segment  of  the  pop- 
ulation will  probably  utilize  their  services. 

Nevertheless,  I do  not  believe  that  the  solo 
practitioner  will  become  extinct;  there  al- 
ways will  be  some  individualistic  physicians 
who  will  prefer  solo  practice,  and  there  al- 
ways will  be  many  people  who  will  prefer 
the  attention  of  a personal  or  family  physi- 
cian. 

At  any  rate,  a new  type  of  family  physi- 
cian will  emerge  to  take  the  place  of  the  pres- 
ent general  practitioner.  This  subject  of  fam- 
ily practice  now  is  entering  the  arena  of 
practical  action.  In  1966,  after  long  study, 
four  different  commissions  or  committees — 
two  of  them  appointed  by  the  AMA — came  to 
surprisingly  similar  conclusions  on  one  cen- 
tral theme;  The  family  physician  is  abso- 
lutely essential  to  the  continued  development 
of  our  health  care  system,  and  in  the  future 
he  should  be  trained  as  a broadly-educated 
specialist  in  continuous,  comprehensive  health 
care.  Already,  at  least  ten  medical  schools 
have  established  divisions  of  family  practice, 
and  a specialty  board  in  family  practice  is 
being  considered. 

Meanwhile,  as  we  strive  to  increase  the 
supply  of  health  manpower,  our  growing  pop- 
ulation will  require  a continual  expansion  in 
the  building  or  modernization  of  health  care 
facilities — hospitals,  nursing  homes,  climes 
and  diagnostic  centers — and  greater  atten- 
tion will  be  paid  to  coordinated  planning  on 
a community,  regional  or  areawide  basis.  As 
the  supply  of  health  manpower  increases  and 
as  more  hospitals  become  accredited,  the  gen- 
eral level  of  hospital  care  will  continue  to 
improve.  New  ideas  in  hospital  design,  con- 
struction, business  management,  accounting 
procedures,  and  organization  of  services  will 
increase  efficiency. 

Computerization  and  multiphasic  screening 
undoubtedly  will  be  expanding  factors  in  the 
future,  but  at  the  same  time  we  must  avoid 
reducing  patients  to  numbers  or  cases  or  sta- 
tistics. Medicine  has  been  increasingly  adapt- 
able to  technological  change,  and  physicians 
have  helped  to  bring  about  most  of  the  ad- 
vances. Ilowever,  physicians  also  must  re- 
main determined  that  technology  shall  never 
replace  that  very  potent  therapeutic  agent — 
the  human  touch. 

Our  task  in  the  next  decade  is  to  bring 
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about  tlie  most  compatible,  equitable  and 
most  efficient  meeting-  of  minds  possible  be- 
tween medicine’s  scientific,  professional  and 
ethical  standards  on  the  one  hand,  and  the 
desires  and  preferences  of  the  public  witli 
respect  to  the  organization,  delivery  and  fi- 
nancing of  health  care  services,  on  the  other 
hand. 

In  so  doing,  it  is  well  to  remember  that  we 
do  not  exist  as  a thing  unto  ourselves.  We 
exist  and  function  only  in  our  capacity  to 
serve  human  needs. 

—Milford  0.  Rouse,  M.D.,  Dallas, 

Past  President, 
American  Medical  Association. 


Benevolent  Fund  Provides 
Aid  to  Needy  Physicians 

IN  THIS  AGE  of  Social  Security,  Medicare. 
Medicaid,  Aid  to  Dependent  Children,  retire- 
ment benefits,  and  other  programs,  we  are 
apt  to  assume  that  our  obligations  to  our 
fellow  men  have  been  taken  over  by  a benev- 
olent Uncle  Sam  or,  to  carry  things  a bit 
further,  that  we  have  discharged  all  of  our 
humanitarian  duties  through  taxes. 

That  this  is  not  the  case  should  be  abun- 
dantly clear  to  those  who  would  look  about 
them  a bit.  There  are  still  individuals  for 
whom  all  of  the  assistance  for  which  they 
are  eligible  still  allows  only  a bare  subsist- 
ence. Also,  there  are  at  times  those  who  do 
not  qualify  for  aid  through  any  of  the  regu- 
lar channels. 

Many  young  doctors  have  acquired  an  edu- 
cation, a family,  and  debts.  Many  older  doc- 
tors, after  years  of  paying  off  their  accumu- 
lated debts  and  rearing  and  educating  their 
children,  have  been  stricken  by  serious  ill- 
nesses and  have  exhausted  their  savings. 
Should  a doctor  in  the  first  category  die,  he 
will  leave  his  family  in  need.  Should  a doctor 
in  the  second  category  live  or  die,  he  or  his 
family  face  a need. 

For  these  reasons  I do  not  believe  anyone 
can  say  that  no  need  exists,  and  so  long  as 
there  is  a need,  we  individually  have  some 
responsibility. 


The  Texas  Medical  Association  and  Wo- 
man’s Auxiliary  jointly  have  and  administer 
a Physicians  Benevolent  Fund  under  the  su- 
pervision of  the  TMA  Board  of  Trustees. 
This  fund  is  built  entirely  from  donations, 
gifts,  and  memorials.  It  is  disbursed  to  needy 
Texas  physicians  and,  or  their  families.  The 
amount  of  a grant  may  be  from  $10  a month 
to  pay  for  a telephone  not  otherwise  avail- 
able up  to  more  substantial  sums  to  help  with 
the  rehabilitation  or  training  of  young  wid- 
ows or  with  nursing  care  and  medical  ex- 
pense for  protracted  illness. 

At  a recent  meeting  of  the  Committee  on 
Physicians  Benevolent  Fund  of  TMA  and 
WATMA,  it  was  learned  that  at  least  one 
doctor  was  entirely  unaware  of  the  fund’s 
existence,  and  could  not  tell  a young  widow 
where  to  turn  for  temporary  help.  This  fund 
is  available  for  all  needy  physicians  and  their 
families. 

We  solicit  your  support  and  donations.  We 
also  solicit  your  help  in  bringing  to  our  at- 
tention situations  in  which  aid  is  needed,  for 
we  have  no  other  way  of  knowing  about 
them.  The  county  medical  society  should  veri- 
fy the  need  and  then  write  directly  to  the 
Physicians  Benevolent  Fund,  Texas  Medical 
Association,  1801  N.  Lamar,  Austin,  Texas 
78701.  An  individual  doctor  may  write  di- 
rectly if  for  any  reason  the  officers  of  the 
society  are  not  immediately  available. 

— William  Lacey  Smith,  M.D., 

San  Angelo. 


We  CAN  Do  Something 
Aboat  Health  Care  Costs 

IT  IS  NO  SECRET  that  medical  care  costs 
have  been  soaring.  Why?  The  obvious  rea- 
sons include  inflation ; government  partici- 
pation in  medical  care,  which  immediately 
doubles  or  triples  the  cost;  new  techniques; 
new  equipment;  new  methods  to  save  lives 
and  alleviate  suffering;  and  hospital-oriented 
medical  care.  We  could  go  on,  but  unfortun- 
ately, the  easy  answer  is  not  always  totally 
correct.  Unquestionably  these  obvious  facts 
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contribute  to  rising  costs,  l)ut  what  else  is  in 
the  picture? 

1 will  try  to  limit  my  observations  to  the 
responsibility  of  the  medical  profession, 
knowing  full  well  that  there  are  other  factors 
involved. 

We,  as  physicians,  are  being  made  the 
“whipping  boys”  and  villains  of  the  play.  We 
cannot  continue  accepting  this  role  passively. 
We  must  counteract  this  with  facts.  What 
are  some  of  them?  National  figures  show  that 
doctors’  fees  have  gone  up  about  59  percent 
in  a given  number  of  years  and  7 percent  in 
1966-1967.  1 challenge  this  figure.  1 have 
talked  to  doctors  all  over  this  state,  and  they 
do  not  report  any  such  increase  in  their  fees. 
Therefore,  I hope  that  we  can  document  that 
the  reported  increase  in  doctors’  fees  cannot 
be  substantiated,  at  least  not  in  Texas. 

We  have  been  accused  of  overutilization  of 
hospital  facilities.  Perhaps  this  has  been  true 
in  some  instances,  but  there  are  other  impor- 
tant facets  of  this  problem  to  be  examined. 
One  such  problem  has  been  pressure  upon 
the  physician  by  the  public.  The  public  has 
been  conditioned  to  third  party  payments, 
and  exerts  pressures  and  asks  questions  such 
as : 

1.  “My  insurance  will  pay  for  it,  so  1 might 
as  well  stay  in  a few  more  days.” 

2.  “My  insurance  will  pay  for  it  only  if  I 
am  in  the  hospital.” 

3.  “The  government  will  pay  for  it;  why 
should  I worry?” 

4.  “The  company  pays  my  health  insur- 
ance premiums ; why  should  I worry 
about  the  premiums  going  up?” 

Physicians  must  learn  the  correct  solutions 
to  such  problems. 

For  these  and  many  other  reasons,  I be- 
lieve there  must  be  an  intensive  campaign  to 
establish  better  communications  between  the 
distributors  and  recipients  of  medical  care. 

I do  not  know  if  we  can  change  human 
nature,  but  we  must  put  ourselves  on  record 
as  trying.  A man  once  said,  “Pastor,  my 
prayers  are  never  answered.”  The  pastor  re- 
plied, “Has  it  ever  occurred  to  you  that  ‘No’ 
is  an  answer?”  We  are  going  to  find  it  ne- 
cessary to  say  “No”  and  then  explain  why. 
We  cannot  hide  behind  the  expedient  of  “If 
1 don’t  subscribe  to  some  of  these  unreason- 
able requests  from  my  patients,  they  will  go 
to  someone  else  who  will.” 


Another  problem  is  that  we  are  not  always 
aware  of  the  cost  of  certain  procedures  and 
medications  which  we  order  for  our  patients. 
Not  having  this  awareness,  we  sometimes 
order  them  too  soon  and  do  not  discontinue 
them  as  promptly  as  we  should.  We  all  must 
become  cost-conscious.  For  example,  in  one 
of  our  local  hospitals  IPPB  costs  $7.50  a 
treatment;  this  is  a life-saving,  magnificent 
instrument,  but  four  treatments  a day  is  $30. 
By  watching  carefully,  we  can  discontinue  a 
procedure  or  treatment  at  exactly  the  correct 
time.  If  all  of  us  do  this,  just  think  how 
many  thousands  of  dollars  could  be  saved. 
How  do  I know  this?  Because  I have  done  it 
myself. 

We  cannot  and  must  not  become  so  cost- 
conscious  that  we  render  inferior  medical 
care.  Our  primary  concern  should  be  to  ren- 
der the  best  medical  care  possible  as  economi- 
cally as  possible. 

In  my  opinion,  utilization  and  review  com- 
mittees are  not  the  answer.  They  cannot  be- 
come involved  in  the  day-to-day  care  of  an- 
other physician’s  patient.  They  cannot  de- 
termine whether  or  not  the  IPPB  treatment 
was  continued  too  long,  or  whether  or  not  a 
patient  was  kept  in  the  hospital  longer  than 
necessary. 

The  only  answer  is  for  every  one  of  us  to 
be  our  own  personal  utilization  and  review 
committee. 

To  slow  down  the  spiraling  cost  of  health 
care,  we  must  all  become  involved — physi- 
cians, hospitals,  health  insurance  companies, 
government  and  labor. 

By  law,  the  physician  is  the  only  one  per- 
mitted to  render  medical  care.  How  this  care 
is  to  be  rendered  is  our  decision.  We  must 
aggressively  assume  the  responsibility  as 
captains  of  the  ship. 

I cannot  and  will  not  accept  the  often  re- 
peated cliche,  “There  is  nothing  we  can  do 
about  it.”  There  is  something  we  can  do 
about  it,  and  if  we  don’t,  the  government  or 
some  equally  expensive  and  unacceptable  (to 
us)  group  will  do  it  for  us. 

The  best  medical  care  possible,  as  economi- 
cally as  possible  consistent  with  the  best  med- 
ical care,  must  be  our  goal. 

— Russell  L.  Deter,  M.D.,  El  Paso, 
Chairman,  TMA  Special 
Committee  on  Health  Care  Costs. 
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Committee  Efforts  Yield  Goins 
In  Cooperation,  Communication 

AT  ITS  INCEPTION,  the  Committee  on  Li- 
aison with  Blue  Shield  faced  the  problem  of  a 
breakdown  in  communication  between  Blue 
Shield  and  the  medical  fraternity.  Misunder- 
standings gave  rise  to  comments  regarding 
how  much  the  medical  doctors  of  Blue 
Shield’s  board  of  trustees  were  being  paid  to 
serve  on  the  board;  there  were  accusations 
that  Blue  Shield  was  trying  to  dictate  the 
charges  of  physicians,  that  Blue  Shield  was 
trying  to  sell  physicians’  services  through 
hospitals,  and  was  trying  to  make  the  physi- 
cian subservient  to  the  dictates  of  the  hos- 
pitals of  Texas.  It  was  also  brought  to  our 
attention  that  we  were  purposely  doing  a 
“great  disservice’’  to  Texas  medicine  by  in- 
tentionally trying  to  prolong  or  foster  control 
by  the  hospitals  of  radiologists,  pathologists 
and  internists. 

We  of  the  Committee  are  now  extremely 
proud  that  during  the  past  two  years  this 
breakdown  in  communications,  and  this  dis- 
trust of  the  Committee,  has  finally  been  cor- 
rected. Many  now  realize  that  circumstances 
in  the  practice  of  medicine  that  have  been  in 
existence  for  decades  could  not  be  changed 
in  a few  months’  time.  Furthermore,  it  was 
finally  realized  that  an  organization  as  large 
as  Blue  Cross-Blue  Shield  cannot  drastically 
change  its  operation  or  modiis  operandi  over- 
night. The  element  of  time  is  needed  to  effect 
such  vast  changes.  At  the  same  time,  major 
changes  will  inevitably  result  in  temporary 
errors  that  need  to  be  corrected,  and  a small 
percentage  will  be  unhappy  until  these  prob- 
lems also  can  be  worked  out. 

We  are  pleased  to  report  that  the  executive 
committee  of  the  Texas  Radiological  Society 
and  Group  Medical  and  Surgical  Service  (Blue 
Cross-Blue  Shield)  have  reached  an  agree- 
ment of  operation  relative  to  the  radiologists’ 
direct  billing: 

“Group  Medical  and  Surgical  Service  spe- 
cifically does  not  wish  to  influence  the  re- 
lationship of  the  radiologist  to  the  hospital. 
Consequently,  the  individual  radiologist 
will  decide  whether  he  will  separate  bills 
or  whether  he  will  have  a contractual  ar- 


rangement with  the  hospital.  However,  the 
position  of  the  Texas  Radiological  Society 
concerning  these  contractual  arrangements 
remains  unchanged. 

“Group  Medical  and  Surgical  Service  pro- 
poses to  pay  the  billed  professional  charges 
of  the  radiologists  so  long  as  these  fees  re- 
main in  the  usual  and  customary  range. 
This  would  not  mean  full  payment  of  fees 
in  all  instances.  Certain  Blue  Shield  con- 
tracts carry  specific  allowances  for  pro- 
cedures like  arteriograms  and  myelograms. 

“In  addition,  it  is  the  interest  and  pur- 
pose of  Group  Medical  and  Surgical  Service 
where  individual  doctors  have  questions 
concerning  allowances  and  payments  under 
certain  contracts,  to  deal  with  these 
through  and  with  the  advice  and  counsel 
of  the  officers  and  trustees  of  the  Texas 
Radiological  Society.” 

What  has  been  accomplished  with  the  radi- 
ologists can  be  accomplished  with  the  path- 
ologists of  Texas.  However,  since  the  patholo- 
gists have  many  intricate  problems  of  opera- 
tion on  which  they  themselves  have  not  come 
to  a definite  conclusion,  no  definite  agree- 
ment has  been  reached  with  Group  Medical 
and  Surgical  Service  of  Texas.  Many  path- 
ologists have  started  direct  billing,  and  the 
Committee  has  been  informed  that  many 
communities  now  have  favorable  working  re- 
lations with  Blue  Shield  and  the  pathologists. 
San  Antonio  and  Austin  pathologists  are  tak- 
ing the  initiative  in  establishing  separate  bill- 
ing for  the  pathologists,  and  Blue  Shield  is 
cooperating  to  the  fullest  extent. 

We  of  the  Committee  are  cognizant  that 
progress  has  been  made  in  the  relationship 
of  Blue  Shield  and  the  Texas  Medical  Asso- 
ciation. We  all  realize  that  Blue  Shield  is  in- 
terested in  the  problems  of  the  Texas  physi- 
cians and  that  they  will  do  all  in  their  power 
to  work  out  and  clear  our  mutual  problems. 

The  Committee  has  been  asked  to  continue 
its  function ; we  again  accept  this  challenge, 
and  invite  the  members  of  the  Texas  Medical 
Association  to  call  upon  this  Committee  if 
any  problems  arise  between  Blue  Shield  of 
Texas  and  the  members  of  the  Texas  Medical 
Association. 

We  should  never  again  permit  a breakdown 
of  communication  between  Blue  Shield  of 
Texas  and  the  members  of  the  Texas  Medical 
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Association,  because  it  definitely  would  be 
extremely  detrimental  to  both  parties. 

— Harvey  Renger,  M.D.,  Hallettsville, 
Chairman,  Committee  on  Liaison 
with  Blue  Shield  of  Texas. 


QUESTIONS 

fj//] 

AND 

ANSWERS 

Consent  for  Surgery 

Is  there  any  legislation  or  rule  concerning  the 
duration  of  the  validity  of  a signed  consent  for  sur- 
gery? 

There  is  no  statutory  law  in  the  State  of  Texas 
relating  to  surgical  consent.  Our  courts  have  held  that 
consent,  to  be  valid,  must  be  “informed  consent.” 
The  Texas  Supreme  Court  has  held  that  any  consent, 
either  written  or  oral,  must  be  based  upon  informa- 
tion adequate  for  the  patient  or  the  patient’s  guardi- 
an to  exercise  “an  informed  consent  to  or  refusal  of 
the  procedure.”  If  the  consent  granted  for  surgery 
meets  the  standards  of  informed  consent,  then  the 
consent  would  be  valid  until  withdrawn  expressly  by 
the  patient  or  until  such  a period  of  time  elapses  be- 
tween the  granting  of  consent  and  the  operation  or 
surgical  procedure  that  the  patient,  parents,  or  guard- 
ian might  have  assumed  that  the  procedure  had 
been  called  off  and  no  withdrawal  of  consent  was 
necessary  to  terminate  the  authority.  In  litigation  this 
determination  of  whether  or  not  the  time  elapsed 
would  serve  to  terminate  the  authority,  or  consent, 
would  be  a question  of  fact,  not  law,  and  therefore 
would  be  decided  by  a jury  judging  the  reasonable- 
ness of  the  situation. 

Is  voluntary  sterilization  legal  in  Texas? 

There  is  no  Texas  statute  expressing  either  legis- 
lative approval  or  disapproval  of  voluntary  steriliza- 
tion. Therefore,  a physician  performing  such  an  opera- 
tion or  procedure  would  not  be  committing  an  act 
which  is  illegal  per  se.  In  the  past  few  years,  several 
states  have  passed  statutes  or  had  appellate  court 
decisions  handed  down  which  provide  that  voluntary 


sterilization  is  not  against  the  public  policy  of  that 
state  and  that  the  physician  may  perform  the  proce- 
dure if  the  patient  has  the  capacity  to  grant  the  au- 
thority (i.e.,  the  patient  is  an  adult  and  of  sound 
mind).  Even  in  these  states,  physicians  should,  as  an 
additional  safeguard,  secure  the  consent  of  the  pa- 
tient’s spouse. 

There  is  always  the  possibility  that  when  faced 
with  the  question  of  whether  or  not  voluntary  sterili- 
zation is  legal,  our  courts  will  find  that  the  operation 
is  against  public  policy  and  hold  that  no  person  can 
consent  to  an  act  which  is  illegal.  If  such  became 
the  Texas  rule,  then  the  physician  performing  the 
sterilization  could  not  have  secured  the  patient’s  in- 
formed consent  and  would  be  guilty  of  malpractice. 
This  possibility  is  considered  extremely  remote  since 
no  jurisdiction  in  recent  years  has  adopted  the  rule 
that  voluntary  sterilization  is  against  public  policy.  To 
safeguard  himself,  the  physician  should  receive  the 
written  informed  consent  of  the  patient  and  the  pa- 
tient’s spouse.  Under  no  circumstances  should  a 
minor  be  sterilized,  even  if  both  parents  agree  to  the 
procedure,  unless  the  physician  has  secured  a court 
order  for  the  procedure. 

What  consent  is  necessary  in  an  emergency? 

If  the  patient’s  condition  is  a true  medical  emer- 
gency and  action  is  needed  to  preserve  the  life  or 
health  of  the  patient,  the  physician  is  authorized  to 
institute  whatever  treatment  is  deemed  necessary 
when  the  patient  is  unable  to  grant  the  consent  him- 
self. As  a practical  matter,  it  is  advisable  to  secure 
the  consent  of  the  next  of  kin  or  the  guardian, 
spouse,  or  custodian  of  the  patient,  but  where  there 
is  not  enough  time  to  secure  such  authority,  the 
physician  may  proceed.  In  such  instances,  accurate 
and  complete  records  should  always  be  kept  so  that 
the  patient’s  emergency  condition  may  be  proved 
later  in  court  if  the  need  arises.  It  is  advisable  to 
have  consultation  with  another  physician  if  emergen- 
cy is  relied  upon  to  justify  an  operation.  A recent 
Texas  appellate  court  decision  held  that  a husband 
could  not  consent  to  an  operation  or  treatment  for 
his  wife  if  the  wife  was  in  a condition  to  make  that 
determination  for  herself.  Even  though  this  is  the 
case  from  a strictly  legal  standpoint,  it  is  a deterrent 
to  malpractice  litigation  to  have  a signed  consent 
from  the  spouse  as  well  as  from  the  patient  if  there 
is  any  question  as  to  the  patient’s  capacity  to  grant 
consent. 

—PHILIP  R.  OVERTON,  LL.B. 

SAM  V.  STONE,  JR.,  LL.B. 
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Effective  Liaison  Is  Vital  Part 
Of  Comprehensive  Health  Planning 


Public  Law  89-749,  the  Compreliensive  Health 
Planning  and  Public  Health  Service  Amendments, 
proposes  some  of  the  most  challenging  concepts 
in  medical  care.  This  law  requires  that  each  state 
plan  completely  for  its  health  facilities,  man- 
power and  service;  and  each  governor  has 
been  authorized  to  designate  an  agency  to 
administer  the  planning.  Currently,  all  55  eligible 
states  and  territories  have  selected  their  agencies 
to  conduct  these  activities. 

In  Te.xas,  the  health  planning  program  is  being 
coordinated  through  the  Governor’s  office.  Also, 
Texas’  House  Bill  276  designates  a steering 
committee  or  council  composed  of  the  Com- 
missioner of  Health,  the  Commissioner  of  Mental 
Health  and  Mental  Retardation,  the  Commis- 
sioner of  Welfare,  the  Commissioner  of  Education, 
the  Vice-Cihancellor  for  Medical  Affairs  of  The 
University  of  Texas,  and  the  Commissioner  of 
Higher  Education  of  the  Coordinating  Board  of 
the  Texas  College  and  University  System.  The 
State  Comprehensive  Health  Planning  Act  also 
provides  for  the  appointment  of  a State  Health 
Planning  Council.  The  law  specifies  that  at  least 
one-half  of  the  members  of  this  Council  be 
composed  of  consumers,  while  the  remainder  be 
representatives  of  the  health  and  allied  professions. 
As  yet,  this  group  has  not  been  appointed;  and  it 
is  important  that  intelligent  reasonable  persons  be 
selected.  Perhaps,  a subcommittee  of  persons 
from  the  health  professions  could  be  named  to 
evaluate  and  formulate  the  proposals  for  health 
care  to  be  considered  by  the  State  Health 
Planning  Council. 

Under  section  314-b  of  the  Comprehensive 
Health  Planning  Act,  funds  are  available  to 
assist  regions  in  setting  up  public  health 
planning  agencies  similar  to  our  State  Health 
Planning  Agency.  At  least  one  of  these  programs 
is  in  operation  in  Texas.  Several  other  areas  are 
applying  for  grants. 

The  last  session  of  the  Legislature  authorized 
appropriation  of  .|250,000  to  the  Governor’s 
office  for  the  formation  of  councils  of  government. 
These  councils,  involving  approximately  90 
percent  of  the  state’s  population,  have  been 
established  in  17  regions  throughout  the  state. 

The  Governor’s  office  intends  that  these  councils 
of  government  will  serve  as  the  umbrella  of 
planning  efforts,  including  health  programs — 
visualizing  that  planning  for  institutions  such 
as  hospitals  should  be  correlated  with  plans 
for  highway  construction  and  other  projects. 

To  establish  and  maintain  effective  liaison  with 
all  governmental  and  public  agencies  which  are 
involved  in  Texas  with  the  implementation  of 


P.  L.  89-749  is  vital.  To  survey  these  activities, 
to  help  develop  guidelines  and  programs,  and  to 
keep  the  Texas  Medical  Association  and  its 
physician  members  informed,  a special  committee 
has  been  appointed  by  your  officers. 

If  Texas’  comprehensive  health  planning 
program  is  to  be  effective,  health  needs  must  be 
evaluated  carefully,  solutions  proposed,  and  final 
plans  implemented  in  each  community.  Interest, 
involvement,  understanding  and  consensus  are 
essential  among  all  participating  persons  or 
groups.  Local  plans  should  be  coordinated  with 
regional  and  state  programs.  Duplication  and 
excessive  requests  must  be  avoided.  Physicians 
have  an  obligation  and  an  opportunity  to  provide 
improved  health  care  for  all  persons.  Also,  we 
have  a responsibility  to  protect  the  concepts  of 
the  private  practice  of  medicine  and  to  assure  that 
maximum  health  advantages  are  obtained  for 
each  tax  dollar. 


President,  Texas  Medical  Association. 
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Toxic  epidermal  necrolysis 
resembling  erythema  multiforme 


CASE  REPORT/REVIEW:  A patient  is  described 
with  the  severe  form  of  toxic  epidermal  ne- 
crolysis, characterized  by  intense  fulminating 
erythema  followed  by  epidermolysis  with  epi- 
dermal separation.  Bullae  formation  is  a conse- 
quence of  intra-epidermal  cellular  necrosis,  in 
the  adult,  the  disease  may  closely  resemble 
erythema  multiforme.  The  pediatric  age  group 
shows  the  higher  incidence  and  the  better  prog- 
nosis, with  a 13%  mortality.  The  death  rate 
is  41%  in  the  adult.  Although  the  etiology  is 
uncertain,  unusual  hypersensitivity  to  drug  or 
infection  is  favored  by  most  authors.  Corticos- 
teroid therapy  may  be  of  benefit  if  administered 
during  the  early  erythematous  stage,  but  it  does 
not  improve  the  overall  survival  rate.  Reverse 
isolation  is  an  important  part  of  treatment,  and 
this  was  accomplished  in  our  patient  by  the  use 
of  a new  patient  isolator  system,  the  Life  Island. 


IN  1966,  LYELL^  described  a distinctive  acute 
skin  reaction  having  a scalded,  or  burned,  ap- 
pearance, to  which  he  gave  the  name  “toxic 
epidermal  necrolysis.’’  Subsequent  reports  have 
shown  the  pattern  of  reaction  to  vary  from  a 
diffuse  erythroderma  with  subsequent  peeling 
to  either  a localized  or  generalized  bullous 
eruption  resembling  erythema  multiforme.  The 
disease  has  widespread  geographical  distribu- 
tion, affects  all  age  groups,  and  has  a high 
fatality  rate. 

Association  with  infection,  drug  ingestion, 
and  systemic  disease  of  varied  etiology  is  well 
recognized.  However,  there  is  only  one  previ- 
ous report-  of  association  with  neoplastic  dis- 
ease. We  report  a life-threatening  case  in  a 
cancer  patient,  and  also  review  the  literature. 
The  Life  Island,"'  a unique  patient  isolation  sys- 
tem, was  employed  in  the  treatment. 


This  work  was  supported  in  part  by  Grant  No.  CA-10042 
from  the  United  States  Public  Health  Service. 

*Life  Island  Hospital  Isolator  System,  Mathews  Research, 
Inc.,  Alexandria,  Va. 


Case  Report:  A 68-year-old  white  man  was  ad- 
mitted to  The  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute  on  Aug.  2, 
1966,  with  a painful  generalized  erythematous 
eruption  showing  scattered  vesicles  and  bullae, 
most  prominent  over  the  trunk  and  lower  ex- 
tremities. There  was  no  history  of  previous  drug 
reaction  or  allergy.  A radical  penectomy,  left 
groin  dissection  and  perineal  urethrostomy  were 
performed  May  11,  1966,  for  a fungating  tumor 
of  the  glans  penis.  On  July  18, 1966,  a sloughed 
area  was  noted  in  the  incision  in  the  left  in- 
guinal area.  This  was  debrided  and  packed  with 
iodoform  gauze.  The  patient  was  started  on 
potassium  phenoxymethyl  penicillin  with  sulfa- 
diazine, sulfamerazine  and  sulfamethazine  (V- 
cillin  K sulfa).  On  Aug.  1,  he  was  seen  in  the 
Urology  Clinic  complaining  of  a pharyngitis  and 
a running  nose,  and  at  this  time  a few  scattered 
erythematous  macules  were  noted  over  the 
trunk.  Sulfamethizole,  1.0  gm.  three  times 
daily,  was  prescribed,  but  the  following  day  the 
patient  was  admitted  to  the  hospital  because 
of  a significant  extension  of  the  eruption.  It  now 
consisted  of  a vivid  erythema  appearing  much 
as  a second-degree  burn,  with  scattered  vesi- 
cles and  large  bullae  encompassing  about  75% 
of  the  body  surface.  The  face  and  eyelids  ap- 
peared puffy,  and  a tendency  for  the  epidermis 
to  slide  under  slight  pressure,  constituting  a 
positive  Nikolsky  sign,  was  observed  in  both 
normal  appearing  and  erythematous  areas  (Fig. 
1).  The  soles  of  both  feet  showed  large  con- 
fluent bullae  (Fig.  2).  The  lower  extremities 
showed  scattered  tense  and  flaccid  bullae  (Fig. 
3).  Mucous  membrane  involvement  appeared 
concomitantly  with  the  bullae,  manifested  as  a 
purulent  conjunctivitis  and  an  almost  totally 
denuded  buccal  and  pharyngeal  mucosa. 

Laboratory  Investigations:  The  hematocrit 
reading  was  43%  and  the  hemoglobin  level 
was  14  gm./lOO  ml.  The  white  blood  cell 
count  (WBC)  was  6,070/cu.  mm.  with  67% 
neutrophils,  29%  lymphocytes,  3% eosinophils. 
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Fif>.  I.  Note  the  puffy  uppearaiiee  with  epiclenual  sepa- 
ration, ripht  lower  lid  and  eheek.  (The  intense  erythema 
eannot  he  appreeiated.) 


and  1%  bands.  Urine  showed  specific  gravity, 
1.027;  pH,  5.5;  and  albuminuria  (3-|-).  There 
were  15  to  20  WBCs  and  30  to  50  coarse  gran- 
ular casts  per  high-power  field.  The  serum  elec- 
trolytes and  blood  urea  nitrogen  were  normal. 


Figs.  2 (left)  and  3 (above).  Large  confluent  bullae  are 
present  over  the  trunk  and  lower  extremities,  and  are 
most  prominent  over  the  soles  of  both  feet. 


Hospital  Course:  All  previous  medications 
were  discontinued  and  the  patient  was  started 
on  erythromycin,  500  mg.  every  six  hours,  and 
prednisone,  10  mg.  every  six  hours,  both  ad- 
ministered orally.  However,  because  of  severe 
dysphagia,  these  drugs  were  stopped  on  the 
second  hospital  day,  and  the  patient  was  treated 
with  intravenous  fluids  with  prednisolone,  150 
mg.,  added  daily.  He  continued  to  do  poorly 
over  the  next  two  days,  and  on  Aug.  5 was 
placed  in  the  Life  Island  Isolator  Unit  in  order 
to  facilitate  reverse  isolation.  Intravenous  fluids 
with  prednisolone  were  continued,  and  daily 
half-strength  pHisohex  baths  were  given.  The 
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Fig.  4. 

Healing  phase  with  desquamation  of  necrotic  epidermis. 


severe  conjunctivitis  was  treated  with  local  ap- 
plications of  neomycin  sulfate  with  hydrocorti- 
sone acetate,  1.5%,  and  chloramphenicol, 
0.5%.  Initial  skin  cultures,  as  well  as  culture 
of  eye  secretions,  yielded  only  Staphylococcus 
epidermis  and  diphtheroids.  On  Aug.  15,  a 
purulent  exudate  had  developed  in  both  in- 
guinal areas,  and  the  scrotum  showed  areas  of 
superficial  ulceration.  Pseudomonas,  Aerobacter 
and  Proteus  vulgaris  organisms  were  isolated 
from  these  areas.  Also,  an  area  of  ulceration 
of  the  right  foot  showed  the  same  organisms. 
Colistimethate  sodium,  100  mg.  every  eight 
hours  intramuscularly,  was  then  started.  How- 
ever, much  of  the  remaining  area  of  the  in- 
volved skin  was  greatly  improved  at  this  time 
(Fig.  4),  the  bullae  having  ruptured  within  the 
first  few  hospital  days,  with  no  new  lesions  ap- 
pearing. Over  the  course  of  the  next  week,  the 
scrotal  and  foot  ulcerations  re-epithelialized 
and  on  Sept.  2 the  patient  was  removed  from 
the  Life  Island.  He  was  dismissed  from  the 
hospital  on  Sept.  14,  after  43  days  of  hos- 
pitalization. 

Review  of  Literature:  Eighty-one  cases  of  toxic 
epidermal  necrolysis  were  found  in  which  infor- 
mation was  complete  enough  for  evaluation.^-®^ 
Table  1 shows  the  distribution  by  age,  with 
65%  of  the  patients  falling  into  the  pediatric 
group.  Children  appear  to  have  a better  prog- 
nosis, with  a death  rate  of  13%,  as  compared 
to  41%  for  adults.  While  the  etiology  is  un- 
known, a toxic  or  allergic  reaction  to  a number 
of  drugs  has  been  implicated. Tables  2 
and  3 list  the  drugs  that  were  given  in  the  im- 
mediate two-week  period  prior  to  illness.  A 
positive  drug  history  was  obtained  in  65%  of 
the  adults  and  45%  of  the  children.  Antibiotics 
were  by  far  the  most  common  agents  in  the 
pediatric  population,  accounting  for  88%  of 
the  drugs,  whereas,  in  adults  only  28%  of  the 
drugs  were  antibiotics. 

Evidence  for  an  acute  antecedent  infection 
was  found  in  22  patients,  18  of  whom  pre- 
sented with  mild  upper  respiratory  symptoms, 
1 with  otitis  media,  and  3 with  skin  infections. 
Antibiotics  were  administered  to  16  of  these 
patients  and,  therefore,  it  is  not  possible  to 
evaluate  the  role  of  infection  alone  as  an  etio- 
logical factor.  As  in  erythema  multiforme,  un- 
derlying disease  states  have  been  associated 
with  toxic  epidermal  necrolysis  and  may  be 
causally  related.  These  are  individually  listed 
in  Table  4,  and  it  can  be  seen  that  only  two 
of  these  patients  did  not  receive  a drug  that 
could  also  be  implicated.  After  all  of  these 
etiological  factors  are  considered,  there  still  re- 
mains an  idiopathic  group  consisting  of  about 
one-half  of  the  children  and  about  one-third  of 
the  adults.  These  patients  fare  no  better  than 
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Age 

Patients 

Deaths 

0-15 

53 

7 

16-20 

1 

1 

21-30 

6 

3 

31-40 

5 

2 

41-50 

4 

0 

51-60 

4 

3 

61-70 

5 

0 

71-80 

2 

1 

>80 

1 

1 

Totals 

81 

18 

Death  rates  between  adults  and  children  are  significantly  differ- 
ent (P<,02). 


Table  1.  Effect  of  age  on  incidence  and  survival. 


Total 

No. 

Single  Agent 

No. 

Multiple  Agents 

No. 

53 

Penicillin 

5 

Diphtheria,  tetanus  toxoids 
and  pertussis  vaccine 

1 

Sulfadimethoxine 

2 

Salk  vaccine* 

1 

Sulfamethoxypyridazine 

2 

Measles  vaccine** 

1 

Neomycin  sulfate 

ointment 

3 

Penicillin,  Neomycin 
sulfate  ointment 

1 

Phenolphthalein 

1 

Sulfonamide,  Neomycin 

Tetracycline 

1 

sulfate  ointment 

1 

Streptomycin  sulfate 

1 

Aspirin,  Brompheniramine 

maleate 

1 

Streptomycin  sulfate. 

Aminosalicylic  acid, 
Isoniazid 

1 

Penicillin,  Sulfonamide 

1 

Totals 

15 

8 

*Trace  quantities  of  penicillin  and  neomycin. 

**Trace  quantities  of  penicillin,  neomycin,  and  streptomycin. 


Table  3.  Prior  drug  therapy  in  children. 


Drug 

No  Drug 

Total  No. 

Children 

Alive 

19 

27 

46 

Dead* 

5 

2 

7 

Adults 

Alive 

11 

6 

17 

Dead* 

8 

4 

12 

*No  statistical  difference  between  % dead  (P=.14  children,  .62 
for  adults)  in  each  drug  group  as  calculated  by  Fisher  Exact  Proba- 
bility Test. 


Table  5.  Relationship  of  previous  drug 
therapy  to  survival. 


Total 

No. 

Single  Agent 

No. 

Multiple  Agents 

No. 

29 

Phenylbutazone 

4 

Aspirin,  Penicillin 

1 

Phenolphthalein 

3 

Dimenhydrinate,  Meclizine 

1 

Diphenylhydantoin 

2 

Paraldehyde,  Atropine  sulfate. 

Tetracycline 

1 

Tetanus  toxoid 

1 

Tetrachloroethylene 

1 

Chlorpromazine  hydrochloride. 

Penicillin 

1 

Diphenylhydantoin,  Paralde- 
hyde 

1 

Totals 

13 

4 

Table  2.  Prior  drug  therapy  in  adults. 


Age 

Sex 

Disease 

Previous 

Drug  Therapy  Steroid 

Status 

65 

F 

Epilepsy 

Diphenylhydantoin 

— 

27 

F 

Epilepsy 

Diphenylhydantoin 

-f 

Dead 

54 

F 

Rheumatoid 

arthritis 

Phenylbutazone 

— 

23 

F 

Hookworm 

Tetrachloroethylene 

-t- 

37 

F 

Leprosy 

Dapsone 

-F 

85 

M 

Paget's  disease. 
Pulmonary  asper- 
gillosis 

None 

Dead 

51 

M 

Alcoholism 

Chlorpromazine  hydro- 
chloride, diphenylhydan- 
toin, paraldehyde  + 

Dead 

57 

M 

Acute  Glomer- 
ulonephritis, 
brain  abscess 

None 

-f 

Dead 

Table  4.  Relationship  of  primary  illness  to 
survival  in  adults. 


Median 

Age 

(Range) 

Sex* 

M/F 

Received 

Steroid 

No 

Steroid 

Total 

No. 

Children 

Alive 

2yrs. 

(birth — 14  yrs.) 

19/21 

23 

23 

46 

Dead* 

41/2  yrs. 

(2  wks. — 12  yrs.) 

5/2 

5 

2 

7 

Adults 

Alive 

48 

(23-78) 

4/13 

10 

7 

17 

Dead* 

44 

(20-85) 

6 6 

10 

2 

12 

“Sex  not  stated  in  6 children. 


*No  statistical  difference  between  % dead  (P=.16  for  children, 
.26  for  adults)  in  each  steroid  group  as  calculated  by  the  Fisher 
Exact  Probability  Test. 

Table  6.  Comparison  of  the  effect  of 
steroid  on  survival. 
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those  with  a positive  history  of  drug  exposure, 
as  shown  in  Table  5,  there  being  no  significant 
difference  in  survival.  Although  recurrent  at- 
tacks have  been  reported,  they  are  decidedly 
uncommon,  with  only  four  such  instances  being 
recorded. ^’•'^■-''’3'’  Only  two  patients  gave  a his- 
tory of  previous  allergy,*'  or  an  antecedent  dis- 
ease with  an  immunoallergic  background,  as 
rheumatoid  arthritis.^ 

Corticosteroids  are  almost  universally  recom- 
mended for  treatment  of  the  generalized  severe 
form  of  this  syndrome.  Table  6 compares  the 
effect  of  corticosteroids  on  survival  in  both 
adults  and  children,  and  there  does  not  appear 
to  be  any  statistical  difference  between  the 
treated  and  untreated  groups.  As  well,  this 
appears  to  hold  true  for  morbidity  in  the  pedi- 
atric population,  since  the  mean  period  of  hos- 
pitalization for  the  corticosteroid  group  was 
12.5  days,  as  against  14.5  days  for  the  un- 
treated group.  In  the  adult  population,  it  was 
not  possible  to  make  this  comparison  because 
of  insufficient  data  given  for  the  untreated 
group.  The  corticosteroid  group  had  a mean 
hospitalization  of  25  days.  One  reason  given 
for  the  more  serious  prognosis  of  this  disorder 
in  the  adult  is  its  stated  tendency  to  compli- 
cate other  serious  illnesses.  However,  if  the 
four  patients  who  died  with  a complicating  dis- 
ease (Table  4)  are  deleted  from  the  adult  group 
treated  with  corticosteroids,  the  statistical  eval- 
uation between  the  two  groups  still  remains 
essentially  unchanged. 

Discussion:  Although  toxic  epidermal  necrolysis 
has  distinctive  clinical  and  pathological  fea- 
tures, the  prodromal  symptoms  are  variable 
and  include  headache,  lethargy,  pharyngitis, 
puffiness  of  the  face,  vomiting,  diarrhea  and 
pain  in  the  areas  that  will  become  the  seat  of 
the  eruption.  The  toxemia  starts  abruptly  in 
the  prodromal  phase  and  is  associated  with 
temperature  elevation  which  is  moderate  to 


high.  However,  it  is  not  uncommon  for  the 
fever  to  subside  quickly,  shortly  after  the  erup- 
tion appears,  especially  in  favorable  cases.”®* 

The  earliest  lesions  are  erythematous  mac- 
ules which  do  not  blanch  on  pressure  and  usu- 
ally appear  on  the  trunk.  These  explosively 
increase  in  number  and  dimension,  extending 
onto  the  extremities  as  a confluent  or  spotty 
erythema.  Within  12  to  24  hours  of  the  first 
appearance  of  erythema,  epidermolysis,  the 
hallmark  of  this  disease,  is  demonstrable.  The 
term  “epidermolysis”  can  be  confusing,  but, 
in  effect,  Lyell  implied  necrosis  of  the  epider- 
mal cells  resulting  in  a loosening  of  large  areas 
of  epidermis.  There  are  no  significant  changes 
within  the  dermis.  Bulla  formation  is  a direct 
consequence  of  the  epidermolysis,  and  study  of 
the  bullous  fluid  has  failed  to  reveal  cells  or 
virus  particles.  There  may  be  a striking  simi- 
larity to  erythema  multiforme,  but  in  this  dis- 
ease the  bullae  are  usually  tense,  the  Nikolsky 
sign  negative,  and  the  bullous  fluid  contains 
inflammatory  cells. 

As  emphasized  by  Grover’^  the  two  major 
characteristics,  erythema  and  epidermolysis, 
may  be  dissociable  so  that  normal-appearing 
skin  may  show  a positive  Nikolsky  sign,  or 
erythematous  areas  may  not  show  epidermoly- 
sis. With  the  appearance  of  epidermolysis, 
mucous  membrane  lesions  are  seen  in  about 
50%  of  the  cases.  While  the  oropharyngeal 
and  conjunctival  membranes  are  most  frequent- 
ly involved,  there  may  also  be  extensive  lesions 
of  the  vagina,  penis  and  rectal  area.  The  mu- 
cosal lesions  generally  present  as  areas  of 
ulceration  or  pseudomembrane  formation,  since 
vesiculobullous  lesions  rapidly  disintegrate  in 
a moist  environment.  Re-epithelialization  is 
usually  complete  within  two  to  four  weeks,  but, 
on  occasion,  scar  formation  may  result;®*  the 
hair  and  nails  may  be  temporarily  shed,i  or  a 
vascularized  pannus  may  threaten  vision.®® 

In  the  usual  evolutionary  pattern  of  this  dis- 
ease, crops  of  new  lesions  do  not  appear.  As 
in  burn  injury,  there  is  one  initial  severe  insult, 
and  the  ensuing  tissue  destruction  is  directly 
proportional  to  its  severity.  The  mechanism 
producing  death  in  toxic  epidermal  necrolysis 
is  uncertain.  Postmortem  findings  are,  for  the 
most  part,  limited  to  the  skin.®*®*^^  Possibly  the 
very  early  deaths  are  caused  by  shock  with 
fluid  and  electrolyte  loss  being  contributory.!'^*^® 
Circulatory  collapse  has  been  observed  within 
hours  of  the  first  dermatological  manifestations 
and  circulating  antibodies  resulting  from  drug 
sensitization  have  been  postulated  to  be  re- 
sponsible.®" Later  deaths  are  associated  with 
generalized  debility  from  underlying  disease, 
or  from  secondary  infections,  especially  bron- 
chopneumonia.!!* 
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While  overall  survival  does  not  appear  to  be 
improved  \with  the  use  of  corticosteroids,  iso- 
lated case  reports  have  stressed  dramatic  im- 
provement v\/ithin  12  to  24  hours  of  commenc- 
ing therapy/’’ ”1^  It  would  appear  that  once 
the  eruption  is  fully  developed,  the  value  of 
corticosteroids  is  questionable.  Indeed,  there 
is  some  evidence  to  suggest  that  their  admin- 
istration may  be  harmful,  primarily  because  of 
secondary  infections. 3-  ” 

Prompt  attention  to  threatening  complica- 
tions is  probably  of  equal  importance  to  the 
administration  of  corticosteroids.  Thus,  pro- 
tective isolation  procedures  should  be  insti- 
tuted early  to  prevent  nosocomial  cross-infec- 
tions. Bacterial  cultures  are  obligatory  when 
there  is  any  evidence  of  infection,  but  broad 
spectrum  antibiotics  must  be  given  with  cau- 
tion. Antibiotics  should  be  carefully  chosen  to 
avoid,  if  possible,  those  that  have  been  incrim- 
inated as  possible  etiological  agents.  Consid- 
eration should  also  be  given  to  instances  of 
known  cross  antigenicity,  as  penicillins  with 
cephalosporins'^®  and  neomycin  with  streptomy- 
cin and  kanamycin.36 

The  Life  Island,  a new  patient  isolator  sys- 
tem that  was  used  in  the  treatment  of  our 
patient  (Fig.  5),  has  been  found  to  be  effective 
in  preventing  cross-infections  in  the  burn  pa- 
tient^' and  the  cancer  chemotherapy  patient.^* 
It  consists  of  three  essential  components:  a 
plastic  tent  which  encloses  the  entire  patient, 
a system  of  blowers  and  filters  that  provides  a 
constant  supply  of  virtually  sterile  air,  and 
pass-through  chambers  for  introducing  and  re- 
moving items  of  patient  care  without  breaking 
the  isolation  barrier.  Auto-infection  is  not  pre- 
vented unless  appropriate  antibiotics  are  given 
to  sterilize  the  gastrointestinal  tract.  In  this 
regard.  Pseudomonas  was  not  cultured  from  the 
skin  of  our  patient  until  day  10  in  the  Island, 
and  it  was  found  in  association  with  other  en- 
teric organisms.  Hence,  the  most  likely  source 
of  these  organisms  was  probably  the  gastro- 
intestinal tract,  as  Pseudomonas  has  been  found 
only  occasionally  on  normal  skin.  From  our 
experience,  further  trial  of  the  Life  Island  with 
serious  generalized  skin  eruptions  having  a 
high  risk  of  complicating  infections  would  seem 
justified. 


Acknowledgment:  Marco  Fiorentino,  M.  S.,  re- 
search statistical  analyst.  Department  of  Epi- 
demiology, M.  D.  Anderson  Hospital  and  Tumor 
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F/?.  5.  The  Life  Island  Hospital  Isolator  System. 
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Perforation  of  the 
large  bowel 
during  routine 
barium  enema  studies 


Alton  B.  Goldston,  M.  D. 
Lowell  Bast,  M.  D. 

Sebel  Hands,  M.  D. 


THE  ROENTGENOLOGIC  EXAMINATION  of  the 

large  bowel  with  a barium  enema  is  a rewarding 
and  safe  technique,  but  on  rare  occasions  com- 
plications may  occur.  The  double-contrast  study 
is  a valuable  modification  of  this  examination, 
but  it  may  also  be  hazardous.  Lorinc  and 
Brahme^  reported  only  two  colonic  perforations 
in  more  than  10,000  double-contrast  examina- 
tions. By  a mail  survey  of  100  hospitals,  Zheut- 
lin  and  associates-  were  able  to  collect  50  cases 
of  intraperitoneal  perforations  occurring  during 
a barium  enema.  We  have  found  in  the  litera- 
ture only  39  cases  of  colonic  perforation.  The 
obvious  medicolegal  implications  of  such  re- 
ports undoubtedly  deterred  many  authors,  as 
did  an  understandable  general  reluctance  to 
publicize  mishaps  of  this  nature.  However,  the 
false  sense  of  security  engendered  by  the  rarity 
of  complication  necessitates  a careful  appraisal 
of  the  potential  dangers.  Awareness  of  hazards 
and  prompt  recognition  of  complications  will 
minimize  the  associated  morbidity  and  mortal- 
ity. Since  the  possibility  of  colonic  rupture  with 
barium  extravasation  is  always  present  when 
doing  colonic  studies,  it  was  felt  that  a clinical 
evaluation  of  the  course  of  such  cases  might  be 
rewarding,  and  that  criteria  might  be  estab- 
lished thereby  to  aid  in  therapy  and  prognosti- 
cation. It  is  apparent  that  no  single  individual 
or  group  could  accumulate  sufficient  personal 
experience  to  report  an  adequate  study,  as  this 
accident  certainly  is  not  common.  Seaman  and 
Wells^  report  the  largest  series,  only  13  cases, 
at  the  Columbia  Presbyterian  Medical  Center 
over  a 20-year  period,  1945  to  1965.  Our  own 
experience  with  private  patients  during  the  past 
20  years  consists  of  diagnosing,  treating  and 
following  five  cases. 

Case  Reports:  Case  1:  A man,  age  59,  had  an 
intussusception  of  the  descending  colon  which 
caused  a gangrenous  bowel.  This  was  resected, 
and  the  two  ends  of  the  colon  were  brought  out 
through  the  abdominal  wound,  the  proximal  end 
acting  as  a functional  colostomy.  Six  months 


later,  as  the  patient  was  being  prepared  for 
closure  of  his  colostomy  by  having  a barium 
enema  in  a radiologist’s  office,  the  patient  de- 
veloped excruciating  pain  in  the  abdomen.  He 
was  given  morphine  for  pain  and  was  trans- 
ferred to  the  hospital.  He  was  seen  immediately 
after  he  was  admitted,  but  evidently  the  signs 
and  symptoms  were  masked  by  the  morphine. 
The  abdomen  was  flat,  there  was  no  rigidity, 
there  was  some  tenderness  and  no  palpable 
masses.  The  patient  was  now  comfortable  and 
the  blood  count  was  normal.  A Levin  tube  was 
put  in  place,  and  the  patient  was  observed. 

The  next  morning  he  showed  guarding  of  the 
right  side  of  the  abdomen  with  severe  rebound 
tenderness.  His  temperature  was  100.6  F.,  and 
the  white  blood  count  (WBC)  was  25,000/cu. 
mm.  The  kidney,  ureters,  and  bladder  (KUB) 
film  revealed  barium  free  in  the  abdominal  cav- 
ity (Fig.  1).  He  was  prepared  for  surgery 
immediately;  at  surgery,  barium  was  found 
throughout  the  abdominal  cavity,  and  there 
were  multiple  adhesions  of  the  small  bowel. 
These  adhesions  were  lysed,  freeing  the  entire 
small  bowel.  Since  there  was  a perforation  of 
the  descending  colon,  the  descending  colon 
with  the  colostomy  was  removed,  and  the  left 
transverse  colon  was  brought  out  as  a new  col- 
ostomy. The  abdomen  was  thoroughly  irrigated, 
first  with  saline  and  by  scraping  with  gauze  to 
remove  as  much  of  the  barium  as  possible,  then 
the  entire  abdominal  cavity  was  irrigated  with 
14  liters  of  one-fourth  of  1%  neomycin  solu- 
tion. Because  of  multiple  adhesions  and  ragged 
serosa  of  the  small  bowel,  the  entire  small 
bowel  was  plicated  over  a Baker  tube.  The  left 
lateral  gutter  was  drained  with  a sump  drain 
and  the  right  lateral  gutter  with  another  sump 
drain,  both  drains  being  brought  out  through 
stab  wounds.  This  patient  was  given  6 liters  of 
intravenous  fluid  postoperatively  because  of  the 
evidence  of  hypovolemia.  He  had  an  uneventful 
postoperative  course  and  was  discharged  after 
ten  days. 
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CASE  REPORTS:  Details  of  five  cases  of  large  bowel 
perforation  during  routine  barium  enemas  are 
reported.  Two  of  the  patients  had  diverticulitis,  one 
had  advanced  carcinoma  of  the  colon,  and  in 
two  the  barium  enema  was  administered  through 
a colostomy  stoma.  In  patients  with  these  associated 
conditions,  barium  enemas  should  be  done  with 
special  care.  While  perforation  is  not  a common 
accident  it  is  a serious  one;  morbidity  is  high 
and  mortality  is  about  50%. 


Fig.  1.  Case  1.  This  roentgenogram  was  made  approxi-  Fig.  3.  Case  4.  The  roentgenogram  was  made  immedi- 

mately  24  hours  after  perforation  and  just  prior  to  surgery.  ately  following  perforation'' and' ju.st  prior  to  surgery. 


Fig.  2.  Case  2.  This  roentgenogram  was  made  12  hours 
after  perforation  of  the  colon,  and  just  prior  to  surgery. 


Fig.  4.  Roentgenogram,  Case  5,  made  36  hours  after  per- 
foration and  just  prior  to  surgery. 
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Case  2:  A 72-year-old  man  had  an  abdomino- 
perineal resection  for  carcinoma  of  the  rectum 
seven  years  previously.  He  had  also  had  three 
abdominal  operations  since  for  small-bowel 
obstruction.  Since  he  was  having  difficulty  with 
his  irrigations,  a barium  enema  was  ordered. 
Within  a few  minutes  after  the  radiologist  had 
left  the  fluoroscopy  room,  the  patient  com- 
plained of  severe  pain,  and  the  attending  physi- 
cian gave  him  a narcotic  hypodermically  for 
pain  and  sent  him  home.  When  the  patient  was 
seen  in  the  hospital  12  hours  later,  a KUB  film 
(Fig.  2)  revealed  a large  amount  of  free  barium 
in  the  peritoneal  cavity.  He  was  operated  upon 
immediately.  At  surgery,  complete  exploration 
of  the  abdominal  cavity  was  extremely  difficult 
because  of  extensive  adhesions.  As  the  small 
bowel  was  mobilized,  it  was  inadvertently  torn 
in  two  places.  These  lacerations  were  closed 
transversely  to  the  axis  of  the  bowel.  Examina- 
tion of  the  descending  colon  revealed  a perfor- 
ation near  the  splenic  flexure.  The  colostomy 
and  descending  colon  up  beyond  the  perfora- 
tion were  resected,  and  the  left  transverse  colon 
was  brought  out  as  a functioning  colostomy. 
Barium  was  removed  from  the  abdominal  cav- 
ity by  irrigation  and  by  sponging,  and  the  ab- 
dominal cavity  was  thoroughly  irrigated  with 
normal  saline  solution.  The  patient  was  given 
large  doses  of  penicillin  and  broad-spectrum 
antibiotics.  His  immediate  postoperative  course 
was  satisfactory,  but  on  the  eighth  day  he  be- 
gan running  fever,  and  sepsis  and  a fecal  fis- 
tula developed.  His  condition  rapidly  deterior- 
ated, and  he  died  on  the  tenth  postoperative 
day.  Autopsy  showed  bilateral  bronchopneu- 
monia and  generalized  peritonitis  with  leakage 
of  one  of  the  perforations  of  the  small  bowel. 

Case  3:  A man,  age  70,  had  some  vague 
lower  abdominal  pain  for  ten  days.  There  was 
some  generalized  tenderness  and  some  local- 
ized tenderness  in  the  left  lower  quadrant,  but 
no  rigidity  and  no  palpable  mass.  The  liver  and 
spleen  were  not  palpable.  A barium  enema  was 


ordered.  At  the  end  of  the  barium  enema,  the 
patient  complained  of  severe  abdominal  pain. 
The  radiologist  made  a diagnosis  of  a perfor- 
ated colon.  A KUB  film  made  one  hour  later 
showed  a lot  of  barium  free  in  the  peritoneal 
cavity.  The  patient  was  operated  on  within  two 
hours  after  the  perforation.  At  surgery  there 
was  evidence  of  diverticulitis  of  the  sigmoid 
colon  with  a perforation  of  the  sigmoid.  The 
abdominal  cavity  was  thoroughly  irrigated  with 
saline  solution,  and  as  much  of  the  barium  as 
possible  was  removed  by  gauze  sponges.  The 
perforation  was  closed,  and  a transverse  colos- 
tomy was  done.  Postoperatively,  the  patient  was 
given  antibiotics  parenterally.  His  postoperative 
course  was  uneventful  except  for  bilateral 
thrombophlebitis  which  delayed  his  recovery. 
However,  he  was  dismissed  from  the  hospital 
in  good  condition  25  days  from  the  date  of 
operation. 

Case  4:  This  man,  age  51,  was  well  until 
about  two  months  before,  when  he  began  to 
have  abdominal  swelling.  When  his  physician 
was  able  to  palpate  a large,  irregular,  intra- 
abdominal mass,  he  sent  the  patient  to  the  hos- 
pital for  a workup.  During  a barium  enema  the 
patient  complained  of  severe  pain,  and  the 
radiologist  made  a diagnosis  of  a perforated 
bowel  (Fig.  3).  The  patient  was  seen  immediate- 
ly afterwards.  He  was  well  developed  and  still 
obese,  but  had  evidence  of  recent  weight  loss. 
There  were  no  abnormalities  of  the  head  and 
neck,  and  his  chest  was  clear  to  auscultation 
and  percussion.  Heart  sounds  were  normal,  and 
there  were  no  murmurs  or  cardiomegaly.  His 
abdomen,  which  was  grossly  protuberant,  con- 
tained a large  amount  of  fluid.  There  was  ten- 
derness with  some  rigidity,  and  there  was  a 
palpable  large  mass  in  the  middle  of  the  abdo- 
men. The  liver  could  not  be  palpated.  Rectal 
examination  showed  no  abnormalities.  The  ex- 
tremities were  normal.  Exploratory  surgery  was 
performed  immediately,  as  the  patient’s  blood 
pressure  and  general  condition  were  satisfac- 
tory. There  was  a large  amount  of  fluid  and 
barium  in  the  abdominal  cavity.  A large  mass 
occupied  the  central  portion  of  the  abdomen. 
The  greater  omentum  was  replaced  with  a huge 
mass  of  malignant  tissue.  Numerous  implants 
were  scattered  throughout  the  abdomen  and  on 
the  bowel  and  peritoneal  surfaces.  These  were 
presumably  from  the  colon,  although  the  in- 
volvement was  so  widespread  that  no  primary 
mass  could  be  identified  definitely.  Biopsy 
specimens  from  the  omentum  were  taken,  and 
a search  was  made  for  any  perforation  that 
might  have  occurred  during  the  barium  enema 
examination.  There  was  an  exudate  and  reac- 
tion around  the  sigmoid  colon.  No  definite  open- 
ing could  be  identified,  but  a site  where  there 
was  thought  to  be  an  opening  was  oversewn 
with  greater  omentum.  Two  sump  drains  were 
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placed  near  the  suspected  area  and  were 
brought  out  through  stab  wounds.  As  much 
barium  as  possible  was  removed  by  the  gauze 
sponge  method  and  also  by  irrigation  with  sev- 
eral liters  of  one-fourth  of  1%  neomycin.  A 
left  transverse  colostomy  was  done,  and  the 
abdominal  cavity  was  closed.  This  man  recov- 
ered from  the  perforation,  but  died  three 
months  later  from  abdominal  carcinomatosis. 

Case  5:  A 76-year-old  woman  was  hospital- 
ized because  of  influenza.  On  admission  she 
had  complained  of  some  vague  gastrointestinal 
symptoms.  Her  temperature  was  100  F.  The 
next  day  she  had  a gastrointestinal  series,  the 
results  of  which  were  reported  as  normal.  On 
the  following  day  she  had  a barium  enema  and, 
while  still  on  the  x-ray  table,  she  complained  of 
severe  pain.  This  was  disregarded  by  the  radiol- 
ogist and  his  assistants,  and  soon  after  she  ar- 
rived on  her  floor  she  was  given  a narcotic  hy- 
podermically for  the  pain.  The  radiologist  re- 
ported that  she  apparently  had  a fecal  impac- 
tion and  had  not  been  well  prepared  for  the 
barium  enema,  so  he  recommended  a repeat 
study.  I saw  this  patient  (24  hours  after  the 
barium  enema)  because  of  shock  and  severe 
pain  in  her  abdomen.  She  was  semicomatose. 
Her  temperature  was  102  F.  She  appeared 
much  older  than  76,  and  seemed  poorly  nour- 
ished. The  skin  over  her  entire  body  was  some- 
what thin  and  atrophic,  and  multiple  purpuric 
areas  were  noted.  She  had  typical  rheumatoid 
deformities  of  her  hands  and  feet.  Her  fingers 
were  beaked  as  with  scleroderma,  but  the  skin 
over  her  fingers  was  not  thickened.  According 
to  her  history,  she  had  taken  steroids  over  a 
long  period  of  time.  Examination  of  her  head 
and  neck  was  noncontributory;  heart  tones  were 
normal  and  there  were  no  unusual  murmurs. 
Her  blood  pressure  was  80/40  mm.  of  mercury. 
Breath  sounds  were  normal,  and  there  was  no 
dullness  on  percussion.  Her  abdomen  was  rigid 
but  no  mass  could  be  palpated,  and  the  liver 
and  spleen  were  not  palpable.  Rectal  digital 


Fig.  5.  In  case  4,  this  roentgenogram  made  14  days 
post-operatively  shows  that  only  a small  portion  of  bar- 
ium was  removed  at  surgery. 
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examination  showed  no  abnormalities.  She  was 
severely  dehydrated.  Her  upper  abdomen  was 
distended,  and  she  had  no  tube  in  place.  Large 
doses  of  broad-spectrum  antibiotics,  large 
amounts  of  fluids,  electrolytes,  and  Wangen- 
steen suction  were  started.  Twelve  hours  later, 
her  condition  was  satisfactory  for  surgery.  Gen- 
eralized peritonitis  was  found,  with  a large 
amount  of  purulent  material  in  the  abdominal 
cavity  as  well  as  scattered  barium  throughout 
the  abdominal  cavity  (Fig.  4).  Most  of  the  bar- 
ium, however,  was  in  the  left  gutter.  There  was 
a great  deal  of  reaction  around  the  sigmoid 
colon,  including  exudate,  but  an  actual  opening 
was  not  identified.  The  purulent  fluid  was  as- 
pirated and  as  much  of  the  barium  as  possible 
was  removed  by  the  use  of  gauze  sponges  and 
by  irrigation.  The  greater  omentum  was  sutured 
over  the  reactive  area  of  the  sigmoid  colon.  A 
left  transverse  colostomy  was  done,  and  sump 
drains  placed  in  the  left  gutter  and  in  the  pelvis 
were  brought  out  through  separate  stab  wounds. 
She  tolerated  the  operation  well,  and  her  condi- 
tion was  satisfactory  immediately  following  sur- 
gery. However,  on  the  seventh  postoperative 
day  sepsis  developed,  and  her  condition  dete- 
riorated. A diagnosis  of  intra-abdominal  abscess 
was  made.  When  the  abdominal  cavity  was  ex- 
plored again,  two  large  abscesses  were  found, 
one  under  the  left  lobe  of  the  liver  and  one  in 
the  right  gutter.  These  abscesses  were  drained 
and  the  abdominal  cavity  was  again  irrigated 
with  one-fourth  of  1%  neomycin.  The  patient 
died  48  hours  later  with  overwhelming  E.  coli 
septicemia. 

Discussion:  Apparently  because  of  the  rarity  of 
this  accident,  radiologists  as  well  as  other  phy- 
sicians who  see  these  patients  hesitate  and  de- 
lay in  making  a diagnosis  of  perforated  bowel. 
Three  of  our  five  cases  were  not  diagnosed  by 
the  radiologists  at  the  time  of  the  accident,  nor 
were  these  same  cases  diagnosed  immediately 
by  the  next  physician,  although  two  of  the  pa- 
tients were  given  narcotics  for  relief  of  their 
pain.  The  majority  of  reported  perforations  have 
occurred  in  infants  and  debilitated  adults,  and 
most  of  these  patients  have  had  diseased  bow- 
els. Rupture  of  a normal  colon  during  barium 
enema  is  rare.  Rupture  when  the  barium  enema 
is  done  through  a colostomy  opening  is  much 


more  common  than  when  it  is  done  through  the 
anal  canal.  Certain  mechanical  factors  favor 
this  accident,  for  example,  too  large  a balloon, 
stiff  hard  catheters,  and  a weak  wall.  The  cor- 
rect treatment  for  this  serious  accident  is  to 
operate  on  these  patients  as  soon  as  possible 
and  to  remove  mechanically,  with  gauze  and 
with  irrigation,  as  much  of  the  barium  as  pos- 
sible. We  have  found  it  impossible  to  remove 
most  of  the  barium  although  we  have  spent 
much  time  attempting  to  do  so,  as  is  illustrated 
by  Fig.  5.  The  perforation  should  be  closed  in 
the  best  possible  manner,  perhaps  by  proximal 
colostomy.  Morbidity  and  mortality  will  vary  ac- 
cording to  the  time  between  rupture  and  sur- 
gery and  also  the  amount  of  barium  in  the  ab- 
dominal cavity.  Paas,'*  in  experimental  work  on 
dogs,  concluded  that  the  survival  rate  depends 
on  the  amount  of  barium  used  and  on  the  time 
involved.  In  large  dogs,  70  to  140  cc.  of  barium 
caused  death  in  three  days. 

Postoperatively,  these  patients  need  sup- 
portive therapy  such  as  gastric  decompression, 
intravenous  fluids,  electrolytes,  and  sometimes 
plasma  and  large  doses  of  multiple  antibiotics. 
Reports  regarding  perforation  of  the  rectum  and 
colon  during  a barium  enema  indicate  a mor- 
tality ranging  from  40  to  100%.'"-"  In  most  se- 
ries, the  average  mortality  is  about  50%,  and 
most  authors  note  that  the  rate  rises  with  de- 
layed surgical  intervention. 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


In  childhood 


Warnings:  Lomotil  should  be  used  with  caution  in 
patients  taking  barbiturates  and  with  caution,  if  not 
contraindicated,  in  patients  with  cirrhosis,  advanced 
liver  disease  or  impaired  liver  function. 
Precautions:  Lomotil  is  a Federally  exempt  narcotic 
with  theoretically  possible  addictive  potential  at 
high  dosage;  this  is  not  ordinarily  a clinical  prob- 
lem. Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  ac- 
cidental overdosage  occur,  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or  coma. 


hypotonic  reflexes,  nystagmus,  pinpoint  pupils, 
tachycardia;  continuous  observation  is  necessary. 
Adverse  Reactions : Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizziness, 
vomiting,  pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema,  giant  urticaria, 
lethargy,  anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums,  euphoria, 
depression  and  malaise.  Respiratory  depression  and 
coma  may  occur  with  overdosage. 

Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are  as  follows ; 


iarrheas . . . 

• careful  supervision 

• electrolyte  replacement 

• specific  anti-infective  therapy 

and... 


LOMOTIE 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains; 

diphenoxylate  hydrochloride 2.5  mg. 

( Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

LOMOTIL,  in  conjunction  with  specifically  indicated  medical 
management,  may  be  lifesaving  in  children  with  severe 
diarrhea. 

Lomotil  lowers  the  excessive  intestinal  propulsion  characteristic 
of  diarrhea.  This  reduction  of  precipitate  intestinal  flow  allows  a 
normal  or  more  nearly  normal  reabsorption  of  fluid  and  electrolytes 
and  counteraas  the  dehydration  so  hazardous  to  children. 

Moreover,  eight  years’  experience  has  demonstrated  that  Lomotil 
controls  diarrhea  with  a minimum  of  unwanted  secondary  actions. 

Senra  del  Valle  and  his  associates^  conducted  a study  of  477 
children  with  diarrhea,  most  of  whom  were  hospitalized  with  the 
disorder.  Lomotil,  used  in  407  of  the  children,  shortened  the  dura- 
tion of  the  diarrhea. 

Grinszpan,  Goldstein  and  Divito-  used  Lomotil  in  20  children 
with  diarrhea  and  also  reported  a prompt  disappearance  of  diarrhea. 
Harris  and  Beveridge'^  in  a double-blind  study  of  50  children  with 
diarrhea,  however,  found  no  clear  pattern  to  suggest  that  Lomotil 
influenced  the  course  of  the  condition. 

Michener,  Brown  and  TurnbulB  added  evidence  supporting  the 
beneficial  effects  of  Lomotil  in  80  children,  concluding  that  Lomotil 
was  highly  useful  in  controlling  abdominal  cramping,  diarrhea  and 
hypermotility. 


Children:  Total  Daily  Dosage 

3-6  mo.  ...  1/2  tsp.*  t.i.d.  (3  mg.)  i * i 
6-12  mo.  . .1/2  tsp.  q.i.d.  (4  mg.)  ^ ^ i i 

1- 2yr 1/2  tsp.  5 times  daily  (5  mg.)  , 4 ^ ^ 

2- 5yr 1 tsp.  t.i.d.  (6  mg.)  ill 

5-8yr 1 tsp.  q.i.d.  (8  mg.)  4 1 1 

8-12yr.  ...  1 tsp.  5 times  daily  (10  mg.)  ^ | 4 j I 

Adults:  ....  2 tsp.  5 times  daily  (20  mg.)  «« **  111 

or  2 tablets  q.i.d. 

•Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low 
as  one-fourth  the  initial  daily  dosage. 
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Volvulus 
of  the 
colon 

Review/Case  Reports:  Described  is  the 
etiology,  pathology,  diagnosis  and  treat- 
ment of  cecal  and  sigmoid  volvulus.  Data 
on  19  cases  of  volvulus  of  the  colon  are 
presented;  all  patients  were  from  San 
Antonio  State  Tuberculosis  Hospital  and 
San  Antonio  State  Mental  Hospital. 

THE  INCIDENCE  OF  volvulus  of  the  colon  is 
given  as  3 to  10%  of  cases  of  obstruction  of 
the  colon. 1 It  occurs  with  equal  sex  ratio  in  the 
cecum  and  two  male  to  one  female  ratio  in  the 
sigmoid.  Volvulus  of  the  colon  occurs  with 
greatest  frequency  within  institutions  where  the 
patient  is  confined  to  bed  and  unable  to  care 
for  himself.  This  study  is  a report  of  the  experi- 
ence with  colonic  volvulus  in  two  such  institu- 
tions (San  Antonio  State  Tuberculosis  Hospital 
and  San  Antonio  State  Mental  Hospital)  from 
October  1962  through  October  1967.  Five  cases 
were  of  cecal  volvulus,  and  13  were  of  sigmoid 
volvulus.  One  instance  of  volvulus  of  the  trans- 
verse colon  occurred. 

Etiology:  The  basic  requirements  for  volvulus 
are  a loosely  attached  redundant  bowel  and  a 
point  of  fixation  for  torsion,  anatomic  variations 
that  may  occur  during  development  of  the  gas- 
trointestinal tract.  Anatomical  studies  by  Gard- 
ner^  have  shown  that  10  to  13%  of  people  have 
a mobile  cecum  which  is  capable  of  undergoing 
torsion.  From  the  relative  rarity  of  cecal  volvu- 
lus, it  is  clear  that  factors  other  than  anatomic 
ones  are  of  great  importance  in  pathogenesis. 
Similar  anatomic  studies  have  not  been  done 
on  the  sigmoid  colon. 

It  is  not  known  why  some  groups  of  people 
have  a higher  incidence  of  volvulus  than  others 
— whether  this  is  due  to  anatomic  variants,  a 
diet  composed  of  high  residue,  constipation,  ex- 
cessive use  of  purgatives,  or  some  other  unsus- 
pected factor.  Shapiro  and  Mason^  believe  that 
a low  potassium  level  and  ileus  contribute  by 
dilating  the  bowel.  If  the  anatomic  variant  is 
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present,  this  will  permit  development  of  a vol- 
vulus. 

Pathology:  In  sigmoid  volvulus  the  usual  mech- 
anism consists  of  distention  of  the  distal  or 
rectal  limb  of  the  loop  which  rotates  upward  to 
cross  anteriorly  to  the  proximal  or  colonic  limb. 
A closed  loop  obstruction  is  produced,  which  in 
the  beginning  may  be  incomplete  or  intermit- 
tently complete,  allowing  intestinal  contents  to 
be  forced  into  the  loop  as  it  becomes  closed. 
If  the  ileocecal  valve  is  competent,  a double 
closed  loop  may  occur;  however,  the  greatest 
amount  of  distention  will  be  found  in  the  twist- 
ed segment.  Through  clinical  experience  it  has 
been  found  that  the  severity  of  circulatory  em- 
barrassment is  governed  more  by  the  tightness 
of  the  twist  than  by  the  number  of  turns.  First 
the  venous  return  is  impeded,  and  later  the  ar- 
terial blood  supply  becomes  deficient.  Transu- 
dation of  blood  into  the  bowel  lumen  and 
through  the  wall  occurs,  followed  by  infarction, 
gangrene  and  frank  perforation. 

In  cecal  volvulus  the  cecum  becomes  dilated 
and  rotates  upward  out  of  the  right  lower  quad- 
rant, and  as  it  rotates  causes  an  obstruction  at 
or  near  the  hepatic  flexure.  Usually  the  ileoce- 
cal valve  continues  to  function  and  intestinal 
contents  are  delivered  into  the  already  dilated 
cecum.  As  the  pressure  in  the  segment  builds 
up,  the  blood  supply  is  impaired.  The  bursting 
strength  of  the  cecum  is  much  lower  than  for 
other  areas  of  colon,  being  about  100  to  150 
centimeters  of  water,  and  perforations  are  more 
likely  to  occur  early. 

Diagnosis:  There  are  two  distinct  clinical  pic- 
tures of  sigmoid  volvulus: 

The  acute  fulminating  type  is  characterized  by 
a sudden  onset  with  nausea,  vomiting,  abdom- 
inal pain  and  distention,  fever  and  leukocytosis. 
It  is  often  seen  in  younger  patients  and  rapidly 
progresses  to  gangrene. 
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Fig.  I.  Flat  plate  of  the  abdomen 
with  sigmoid  volvulus. 


The  subacute  or  chronic  type  is  more  frequent 
in  older  patients  and  is  associated  with  a his- 
tory of  previous  episodes  of  mild  abdominal 
pain  and  distention,  but  with  no  nausea,  vomit- 
ing, fever  or  leukocytosis.  It  runs  an  insidious 
course,  and  the  patient  usually  appears  less  af- 
fected than  patients  with  obstructions  from 
other  causes.  The  bowel  sounds  are  generally 
present,  marked  tenderness  or  muscular  rigid- 
ity of  the  abdominal  wall  is  rare,  and  digital 
rectal  examination  usually  reveals  an  empty  rec- 
tum. 

In  the  chronic  type  there  are  frequent  remis- 
sions which  resolve  without  treatment,  and 
they  may  simulate  other  conditions.  These  pa- 
tients are  often  subjected  to  a variety  of  opera- 
tions such  as  cholecystectomy,  appendectomy 
and  salpingo-oophorectomy.  During  a spon- 
taneous remission,  the  patient  may  have  occa- 
sional passage  of  large  amounts  of  flatus  and 
feces. 

The  cecal  volvulus  will  usually  be  present 
with  colicky  pain,  distention,  nausea  and  vom- 
iting, fever  and  leukocytosis.  The  involved  loop 
of  cecum,  ileum  and  ascending  colon  frequent- 
ly migrates  to  the  upper  abdomen  and  may  as- 
sume enormous  proportions  (Fig.  1).  It  may  be 
confused  with  gastric  dilatation,  which  can  be 
differentiated  by  the  presence  of  a second  air 
bubble  on  abdominal  flat  plate  or  by  gastric 
aspiration.  (Barium  studies  confirm  the  diag- 
nosis of  volvulus  when  a cone-shaped  obstruc- 
tion of  the  ascending  colon  with  spiral  mucosal 
folds  at  the  point  of  the  twisting  is  seen.)  In 
the  absence  of  acute  attacks,  the  mobile  re- 
dundant cecum  is  usually  in  the  depths  of  the 
pelvis. 

In  sigmoid  volvulus  the  flat  plate  shows  a 
distended  segment  of  large  bowel  with  more 
definite  loop  formation  than  is  found  in  cecal 
volvulus.  The  apex  is  more  frequently  in  the 
upper  or  central  portion  of  the  abdomen  with 
the  convex  side  on  the  right  (Fig.  2).  The  area 
on  the  left  side  of  the  abdomen  below  the  sig- 


Fig.  2.  Flat  plate  of  the  abdomen  with  cecal  volvulus. 
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moid  flexure  is  usually  devoid  of  air.  If  there 
is  any  question  about  the  diagnosis,  then  a 
barium  enema  will  reveal  obstruction  of  the 
barium  column  at  the  torsion  with  a classic 
“ace  of  spades’’  or  “bird’s  beak’’  configuration 
(Fig.  3).  In  a few  instances  the  barium  enema 
done  after  nonoperative  detorsion  of  the  sig- 
moid volvulus  may  show  the  redundant  loop  of 
the  sigmoid  with  multiple  serrations  along  its 
borders  having  the  appearance  of  numerous 
small  ulcers.  It  is  believed  that  these  changes 
represent  mucosal  edema  and  ulceration  due  to 
circulatory  insufficiency  at  the  time  of  the  vol- 
vulus. 

On  sigmoidoscopic  examination,  twisted  spi- 
rals of  mucous  membrane  are  encountered  at 
about  10  to  15  cm.  When  the  scope  slips  past 
the  point  of  obstruction,  there  is  a forcible 
rapid  expulsion  of  gas  and  liquid  feces,  some- 
times faster  than  the  examiner  desires.  The 
sigmoidoscopic  examination  is  helpful  both  as 
a diagnostic  tool  and  to  identify  gangrenous 
bowel  sometimes  before  the  abdominal  signs 
become  apparent.  Also,  if  complete  decompres- 
sion by  the  sigmoidoscope  or  by  a well-lubri- 
cated rectal  tube  pushed  past  the  point  of  ob- 
struction can  be  done,  it  may  be  possible  to 
stage  the  resection. 

Treatment:  Cecal  volvulus  demands  early  op- 
erative intervention  as  soon  as  the  patient  can 
be  safely  prepared  for  emergency  surgery  with 
correction  of  fluid  and  electrolyte  imbalance 
and  any  anemia  or  heart  failure  that  may  be 
present.  Insertion  of  a nasogastric  tube  helps 
to  empty  the  stomach  and  may  relieve  the  vom- 
iting and  forestall  abdominal  distention  in  the 
preoperative  period.  If  the  bowel  is  gangrenous, 
then  a resection  of  the  nonviable  bowel  and  pri- 
mary anastomosis  of  ileum  to  the  transverse 
colon  is  indicated.  If  the  bowel  is  viable  after 


I'ifi-  Hints  hc'dk  ’ or  "ace  of  spades"  deformity  seen 
with  hariani  enema  in  sigmoid  volvulus. 


reduction  of  the  volvulus,  a cecopexy  is  the 
treatment  of  choice.  Bell  advocates  reflecting 
the  peritoneum  of  the  lateral  gutter,  rotating 
the  cecum  and  ascending  colon  under  this,  and 
sewing  the  peritoneal  flap  over  the  colon. ^ Oth- 
ers advocate  suturing  the  colon  to  the  lateral 
gutter  and  doing  a cecostomy.^ 

Reduction  may  be  hazardous  in  the  presence 
of  an  ischemic  dilated  loop,  and  occasionally 
needle  or  trocar  decompression  must  be  done 
before  it  can  be  accomplished  safely. 

Laurell  in  1939  advocated  the  use  of  sig- 
moidoscopic decompression  in  sigmoid  volvu- 
lus.« It  remained  for  Bruusgaard  in  1947  to 
popularize  this  form  of  treatment.  He  reported 
a series  of  136  episodes  of  sigmoid  volvulus  in 
91  patients. He  was  able  to  decompress  the 
volvulus  123  times,  while  18  required  emer- 
gency laparotomies.  There  was  an  overall  mor- 
tality of  14.2%  in  his  series  treated  by  decom- 
pression. 

After  successful  decompression  of  a sigmoid 
volvulus,  there  is  a 33  to  60%  incidence  of  re- 
currence, from  a few  hours  to  several  months 
later.  It  is  for  this  reason  that  sigmoidoscopic 
or  tube  decompression  should  be  only  the  first 
stage  of  therapy  to  be  followed  by  resection. 
Tube  decompression  has  been  used  several 
times  by  some  physicians  on  poor  risk  patients. 
There  is  a risk  of  perforation  in  this  procedure, 
as  well  as  the  danger  of  not  recognizing  an  in- 
farcted  portion  of  colon,  but  it  is  very  useful  in 
avoiding  an  emergency  operation,  thus  allowing 
time  for  a planned  procedure.  If  there  are  no 
signs  of  complications,  such  as  rebound  tender- 
ness, decreased  or  absent  bowel  sounds,  or 
blood  in  the  colonic  lumen  on  sigmoidoscopy, 
it  can  be  safely  employed.  Once  the  stage  of 
infarction  and  gangrene  has  been  reached,  the 
mortality  rate  climbs  rapidly  regardless  of  the 
treatment  used. 

Surgical  resection  of  the  redundant  portion 
of  sigmoid  colon  is  the  only  means  of  cure.  At- 
tempts to  reattach  the  sigmoid  have  met  with 
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Case 

Age/ Race/ Sex 

Preoperative  Symptoms  & Signs 

Operative  Findings  & Procedures 

Disposition 

1 

57'LA/M 

Abdominal  distention,  nausea  and  vomiting, 
and  cramping  pain.  Dilated  large  bowel  on 
flat  plate 

Exploratory  laparotomy,  cecal  volvulus,  exte- 
riorization, ileotransverse  colostomy 

Recovered 

2 

72/W/IVI 

Abdominal  distention,  pain  and  vomiting, 
large  bowel  distention 

Exploratory  laparotomy,  cecal  volvulus,  ap- 
pendicostomy 

Died  after  intesti- 
nal obstruction  10 
days  postoperative- 

ly. 

3 

73/W/F 

Vomiting,  distention,  pain.  X-ray  showed 
large  bowel  distention. 

Exploratory  laparotomy,  cecal  volvulus,  ex- 
teriorization, resection,  ileotransverse  colos- 
tomy 

Eviscerated  and 
died  7 days  after 
last  procedure. 

4 

91/LA/M 

Distention  and  cramping  pain.  X-ray  showed 
large  bowel  distention 

Exploratory  laparotomy  cecal  volvulus,  de- 
compression, cecostomy 

Recovered 

5 

58/W/F 

Distention,  nausea  and  vomiting.  X-ray  showed 
large  bowel  distention 

Exploratory  laparotomy,  cecal  volvulus,  de- 
compression, cecostomy 

Recovered 

6 

70'LA/F 

Distention,  nausea  and  vomiting 

Exploratory  laparotomy,  volvulus  of  trans- 
verse colon,  exteriorization,  resection  of  co- 
lon, colostomy  closure 

Developed  sigmoid 
volvulus  3 months 
later 

(See  Table  2,  Case 
11) 

Table  1.  Cecal  and  transverse  colon  volvulus. 


failure.  Primary  anastomosis  is  often  impossi- 
ble, for  distension,  edema,  discrepancy  in  size 
of  proximal  and  distal  loops,  or  potentially  non- 
viable  bowel  make  anastomosis  technically  haz- 
ardous. If  this  is  not  possible,  obstructive  re- 
section or  exteriorization  of  the  dilated  loop 
should  be  performed.  If  the  distal  segment  can- 
not be  exteriorized,  then  simple  inverting  clos- 
ure (Hartmann's  type  procedure)  may  be  done, 
and  the  proximal  bowel  brought  out  as  a colos- 
tomy. We  have  found  exteriorization  of  the  di- 
lated colon,  after  decompression  by  insertion 
of  a rectal  tube  under  direct  vision  and  manip- 
ulation by  the  surgeon,  to  be  the  best  proce- 
dure when  operative  intervention  becomes  ne- 
cessary. After  36  to  48  hours,  the  redundant 
portion  of  colon  is  excised,  and  after  10  to  21 
days  a closure  of  the  colostomy  is  done  and  the 
bowel  continuity  is  restored. 

Some  authors  advocate  use  of  indwelling  rec- 
tal tubes  in  the  period  before  definitive  resec- 
tion and  reanastomosis.®'  ® This  can  be  fraught 
with  problems,  such  as  recurrence  of  volvulus 
at  a higher  level  as  occurred  in  one  patient  in 
our  series,  or  the  patient  may  remove  the  tube 
as  did  another  of  our  patients. 

The  mortality  with  nongangrenous  bowel  is 
about  6 to  15%,  but  it  soars  to  60  to  80%  in 
the  presence  of  infarcted  bowel.  Electrolyte  im- 
balance with  a serious  deficit  of  potassium  has 
been  given  as  a cause  of  death  in  some  cases, 
as  reported  by  Forward^  and  by  Shapiro  and 
Mason.®  Heart  and  kidney  disease,  which  are 
more  common  in  the  elderly  age  group,  may  be 
contributing  factors.  Peritonitis,  of  course, 
raises  the  mortality  in  the  elderly  patients. 

Report  of  Cases:  Table  1 gives  the  age,  sex  and 
race  of  our  patients  with  cecal  and  transverse 
colon  volvulus.  Table  2 summarizes  our  sig- 
moid volvulus  cases.  In  the  majority  of  cases, 
the  symptoms  had  been  present  for  24  to  96 


hours  before  the  patients  were  seen  by  the  sur- 
geons. 

Decompression  of  cecal  volvulus  was  done  in 
three  cases  and  cecopexy  performed.  The  ce- 
cum was  decompressed  and  exteriorized  in  two 
cases,  with  later  resection  and  ileotransverse 
colostomy.  One  patient  developed  obstruction 
of  the  small  bowel  and  died  after  the  second 
procedure.  Another  patient  died  on  the  eighth 
postoperative  day.  This  gave  an  overall  mortal- 
ity of  40%  for  our  cecal  volvulus  series. 

The  one  patient  with  volvulus  of  the  trans- 
verse colon  was  treated  by  exteriorization  and 
colectomy  in  48  hours  and  colostomy  closure 
in  three  weeks.  This  same  patient  had  a sigmoid 
volvulus  treated  by  exteriorization  and  colec- 
tomy in  48  hours  and  colostomy  closure  in  one 
month. 

Sigmoid  volvulus  cases  were  sigmoidoscoped, 
and  attempts  to  decompress  the  volvulus  were 
made.  If  successful,  the  tube  was  sewn  in  place 
and  left  until  the  definitive  surgery  could  be 
done.  However,  this  was  possible  in  only  three 
cases.  One  of  our  patients  had  had  several  epi- 
sodes of  recurrent  volvulus  and  had  many  dif- 
ferent procedures  performed. 

The  majority  of  our  patients  were  treated  by 
decompression  of  the  loop  at  the  time  of  lapa- 
rotomy by  use  of  a rectal  tube  inserted  by  an 
assistant  and  guided  by  the  surgeon.  The  loop 
was  then  exteriorized  and  resected  36  to  48 
hours  later.  The  colostomy  was  closed  18  to  23 
days  later.  This  was  the  management  in  9 of 
the  13  patients.  Four  underwent  decompression 
by  rectal  tube  and  sigmoidoscopy.  One  volvulus 
retwisted  above  the  rectal  tube,  and  the  patient 
had  to  be  treated  by  the  staged  procedure. 
Three  were  resected  and  primary  anastomosis 
carried  out. 
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Case 

Age/ Race/ Sex 

Preoperative  Symptoms  & Signs 

Operative  Procedures 

Disposition 

1 

1 65/N'M 

1 

1 Nausea  and  vomiting.  X-ray  showed  distention 
j of  large  bowel  and  "bird's  beak"  deformity 
j on  barium  enema 

Exploratory  laparotomy,  exteriorization,  tran- 
j section,  colostomy  closure 

' Recovered 

i 

2 

64 'W  F 

Nausea  and  vomiting,  large  bowel  obstruction 
on  X-ray 

1 Exploratory  laparotomy,  exteriorization,  re- 
1 section,  colostomy  closure 

Recovered 

3 

66'W /Wl 

Recurrent  episodes  of  distention,  nausea  and 
vomiting 

I Exploratory  laparotomy,  exteriorization,  ce- 
costomy, resection 

Died  from  peritoni- 
tis secondary  to 
leaking  cecostomy 

4 

55/LA/IVl 

Abdominal  distention,  nausea  and  vomiting. 
X-ray  showed  large  bowel  obstructive  pattern 

Exploratory  laparotomy,  exteriorization,  re- 
section, and  primary  anastomosis 

Recovered 

5 

48'N'F 

Recurrent  episodes  of  abdominal  cramps,  nau- 
sea and  vomiting.  Barium  enema  showed 
"bird's  beak"  deformity 

Exploratory  laparotomy,  resection  and  pri- 
mary anastomosis 

Recovered 

6 

63/W/IVI 

Abdominal  pain  and  distention.  Barium  enema 
showed  large  bowel  distention  and  "bird's 
beak" 

Exploratory  laparotomy  with  decompression, 
re-exploration  with  exteriorization,  resection, 
colostomy  closure 

Recovered 

7 

41/LA/F 

Distention,  cramps,  and  large  bowel  obstruc- 
tion 

Exploratory  laparotomy,  exteriorization,  re- 
section, colostomy  closure 

Recovered 

8 

39  LA/F 

Abdominal  distention,  mild  pain,  nausea  and 
vomiting,  large  bowel  distention 

Sigmoidoscopic  and  rectal  tube  decompres- 
sion, sigmoid  resection  and  primary  anasto- 
mosis 

Recovered 

9 

76/LA/F 

Abdominal  distention,  nausea  and  vomiting, 
large  bowel  obstruction 

Sigmoidoscopic  decompression,  rectal  tube, 
resection  of  sigmoid  and  anastomosis 

Recovered 

10 

82/LA'F 

Abdominal  distention,  nausea  and  vomiting, 
large  bowel  obstruction 

Sigmoidoscopic  decompression  rectal  tube,  re- 
section of  sigmoid  and  anastomosis 

Died  from  stress 
ulcer 

11 

70/W/F 

1 

Distention,  nausea  and  vomiting,  large  bowel 
obstruction 

Exploratory  laparotomy,  exteriorization,  re- 
section, colostomy  closure 

Recovered 

12 

i 

40/LA/F  1 

1 

Recurrent  episodes  of  cramps,  nausea  and 
vomiting.  X-ray  showed  large  bowel  obstruc- 
tion 

Exploratory  laparotomy,  sigmoid  resection 

and  anastomosis  ! 

1 

Recovered 

13 

60/ LA/F 

1 

Abdominal  distention,  nausea  and  vomiting, 
large  bowel  obstruction 

Exploratory  laparotomy  (sigmoid  volvulus  with  j 
gangrene),  Mickulitz  resection 

Cardiac  arrest  and 
died 

Table  2.  Sigmoid  volvulus. 


There  were  three  deaths  in  our  series  of  sig- 
moid volvulus — one  due  to  a leaking  cecostomy 
which  was  performed  for  proximal  decompres- 
sion, one  due  to  stress  ulcer  in  an  82-year-old 
patient,  and  a 60-year-old  man  who  died  of  car- 
diac arrest  while  resection  of  gangrenous  colon 
was  being  done.  This  gave  an  overall  mortality 
of  23%  for  the  sigmoid  volvulus  series. 

Summary:  From  October  1962  through  Febru- 
ary 1967,  there  were  five  patients  with  cecal 
volvulus  and  13  patients  with  sigmoid  volvulus 
at  the  San  Antonio  State  Tuberculosis  Flospital 
and  the  San  Antonio  State  Mental  Ffospital.  One 
patient  had  volvulus  of  the  transverse  colon. 
The  mortality  was  40%  in  cecal  volvulus  and 
23%  in  sigmoid  volvulus  patients. 

It  is  the  authors’  opinion  that  the  ideal  way 
to  treat  a sigmoid  volvulus  is  with  decompres- 
sion by  means  of  sigmoidoscopy  and  rectal 
tube,  with  later  resection  after  edema  has  sub- 
sided. When  this  is  not  possible,  operative  de- 
compression with  obstructive  or  delayed  resec- 
tion permits  the  exteriorization  of  the  dilated 
loops,  followed  by  resection  of  bowel  in  48  to 
72  hours,  followed  by  colostomy  closure  in  18 
to  28  days. 


Cecal  volvulus  is  best  treated  by  cecopexy, 
using  either  peritoneal  flap  or  suturing  to  the 
lateral  wall. 

Transverse  colon  volvulus  is  best  treated  by 
exteriorization  of  the  dilated  loop,  followed  by 
resection  of  bowel  in  48  to  72  hours,  followed 
by  colostomy  closure  in  18  to  28  days. 
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Carcinoid  Tumors 
of  the  Rectum 


Review  Article:  Diagnosis  and  treatment 
of  rectal  carcinoid  lesions  are  described, 
and  several  series  of  cases  are  reviewed. 
Choice  of  treatment  depends  more  on 
the  size  of  the  tumor  than  on  the  results 
of  biopsy. 

FOR  YEARS,  THE  TERM  carcinoid  was  asso- 
ciated almost  exclusively  with  benign  neo- 
plasms, usually  discovered  at  the  tip  of  the 
appendix.  However,  the  first  description  of  the 
lesion  by  Langhans,i  100  years  ago,  concerned 
a small  tumor  of  the  ileum  invading  the  sub- 
mucosa and  muscularis  and  presenting  an  in- 
filtrating structure,  but  Langhans  was  able  to 
distinguish  it  from  carcinoma.  When  Lubarsch- 
described  this  tumor  21  years  later,  he  con- 
sidered it  a variant  of  carcinoma.  In  1907, 
Oberndorfer^  coined  the  word  “carcinoid”  to 
indicate  a presumably  benign  nature,  combin- 
ing the  Greek  terms  for  cancer  (karkinoma) 
and  form  (eidos).  Hippocrates  distinguished 
two  types  of  tumors:  “carcinos,”  which  includ- 
ed benign  tumors,  hemorrhoids,  and  chronic 
ulcerative  tumefactions,  and  “carcinomas,”  or 
tumors  whose  progressive  spread  was  inevitably 
fatal. 

The  true  nature  of  the  tumor  has  continued 
to  be  questioned.  For  example,  in  1935  “Dor- 
land's  Medical  Dictionary”  defined  carcinoid 
as  “a  carcinoma  with  benign  symptoms.”  Only 
four  years  later,  “Stedman’s  Dictionary”  de- 
scribed the  lesion  as  “an  epithelial  tumor  pre- 
senting the  picture  of  a wildly  malignant  carci- 
noma, but  following  clinically  a rather  benign 
course.” 

Carcinoid  is  only  one  of  several  designations 
for  this  lesion.  Those  in  the  appendix,  small 
bowel,  and  stomach  especially  contain  granules 
(in  the  normal  basic  cells  lying  in  the  crypts 
in  the  intestinal  wall)  which  turn  black  when 


impregnated  with  an  ammoniacal  silver  nitrate 
(the  Fontana  stain);  this  prompted  Masson^  in 
1928  to  call  them  argentaffin  or  neurocrine 
cell  tumors.  Neither  of  these  two  currently  pop- 
ular designations  are  satisfactory,  although 
custom  has  fixed  the  terms  irretrievably  in 
medical  literature.  Carcinoid,  while  perhaps 
justifying  Oberndorfer’s  implications  of  benign- 
ity in  the  appendiceal  area,  is  not  in  accord- 
ance with  today’s  belief  that  the  tumor  else- 
where is  malignant  per  se.  “Argentaffinoma” 
is  not  sufficiently  inclusive  because  in  some 
locations,  notably  the  rectum,  the  lesion  does 
not  contain  certain  essential  chemicals  which 
not  only  influence  its  straining  qualities  but 
are  necessary  to  initiate  the  carcinoid  “sero- 
tonin syndrome.” 

CARCINOID  SYNDROME:  The  carcinoid  syn- 
drome has  never  been  reported  in  any  patient 
with  a rectal  carcinoid,  even  with  widespread 
metastasis.  This  syndrome,  first  described  in 
1953,®  is  now  recognized  in  patients  with  mas- 
sive involvement  of  the  small  bowel,  mesenteric 
glands,  and/or  the  liver.  An  excess  of  serotonin 
(5-hydroxytryptophan)  in  circulating  blood,  as- 
sociated with  certain  clinical  evidence,  confirms 
the  diagnosis  of  carcinoid.  The  carcinoid  syn- 
drome resulting  from  the  above-normal  syn- 
thesis of  serotonin  in  the  body  from  the  amino 
acid  tryptophan,  and  the  failure  of  the  liver  to 
inactivate  it  due  to  liver  metastasis  or  to  block- 
age of  caval  drainage  even  without  liver  metas- 
tasis, produces  major  clinical  manifestations 
including  flushing,  diarrhea,  cramping  from 
hyperperistalsis,  valvular  heart  disease,  and 
other  indications  of  pressor  stimulation.  Sero- 
tonin variations  are  possible,  of  course,  with 
other  syndromes  including  migraine  and  dietary 
factors,  but  not  sufficiently  to  produce  typical 
carcinoid  syndrome. 

Behavior  of  Carcinoids  According  to  Location: 

Carcinoids  of  the  appendix  are  still  discovered 
frequently.  According  to  Ewing,®  and  more  re- 
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Fig.  I.  Carcinoid  tumors  in  the  ileum  may  show  the 
same  typical  ulceration  as  those  in  the  rectum. 


Fig.  2.  A fresh  gross  specimen  1 cm.  in  diameter. 


cently  to  Ochsner  and  DeBakey/  these  usually 
occur  in  young  adults  averaging  25  years  of 
age.  Intra-appendiceal  invasion  is  common,  but 
spread  beyond  the  appendiceal  serosa  is  rare. 
White®  was  able  to  find  only  12  recorded  in- 
stances in  which  this  barrier  had  been  pene- 
trated. 

Carcinoids  in  the  small  bowel  present  an 
entirely  different  clinical  behavior®  (Fig.  1). 
Small  bowel  tumors  1 cm.  or  less  in  diameter 
do  not  metastasize,  but  extrinsic  spread  is 
present  in  one-half  of  those  over  1 cm.  and 
in  three-fourths  of  those  over  2 cm.  in  diameter. 
Early  diagnosis  is  difficult;  carcinoids  of  the 
small  bowel  may  remain  clinically  silent  for 
years  and  a large  percentage  have  reached  the 
size  of  above  1 cm.  when  discovered  and  have 
already  spread  to  adjacent  bowel  with  conse- 
quent tumefaction,  to  regional  and  distal  lymph 
nodes,  and  even  to  the  liver.  It  is  a well  known 
phenomenon,  however,  that  removal  of  the  pri- 
mary lesion  is  not  infrequently  compatible  with 
long-term  survival  of  the  patient. 

Carcinoids  are  found  essentially  in  the  gas- 
trointestinal tract  and  its  derivatives,  the  ap- 


Fig. 3.  A 5 cm.  carcinoid  tumor  demomstrates  the  poly- 
poid characteristic  of  larger  tumors. 

pendix,  small  bowel,  colon,  rectum,  and  stom- 
ach, and  are  slowly  or  rapidly  progressive  ac- 
cording to  their  location,  but  in  any  location 
are  capable  of  invasion,  regional  or  distal  me- 
tastasis, and,  except  in  the  rectum,  production 
of  biologically  active  substances.  They  may 
also  be  found  in  aberrant  locations  such  as 
the  bronchi,  bile  ducts,  teratomas  of  the  ovary 
or  testes,  and  even  in  the  pancreas  where  they 
elaborate  and  secrete  gastrin  and  may  produce 
ulceration  in  the  stomach  and  duodenum,  a 
curious  aberrant  activity  perhaps  related  to  the 
degree  of  cell  differentiation.  These  so-called 
ulcerogenic  tumors  are,  Zollinger’®  states,  simi- 
lar to  carcinoid  tumors  elsewhere  in  every 
rega  rd. 

Carcinoids  of  the  Rectum:  The  first  report  in 
America  of  a carcinoid  of  the  rectum  was  by 
Brunschwig”  in  1933.  As  is  the  case  so  often 
when  “new”  clinical  entities  are  recognized, 
one  naturally  wonders  where  these  conditions 
were  concealing  themselves  before  they  came 
to  common  knowledge.  Were  they  actually  new 
or  had  they  been  masquerading  under  some 
other  diagnosis? 
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In  this  instance,  the  junior  author's  initial 
contact  with  carcinoid  tumors  of  the  rectum 
in  1934  is  of  some  interests-  A 31-year-old 
white  woman  had  a small,  projecting  yellowish 
orange  mass  four  inches  above  the  anus.  Tissue 
removed  from  the  edge  of  the  lesion  was  re- 
ported to  be  small  round-cell  carcinoma  with 
local  invasion.  After  the  rectum  was  resected 
and  after  considerable  pathologic  consultation, 
the  final  tissue  report  was  “carcinoid  tumor 
with  invasion  to,  but  not  through,  the  mucosa 
and  the  serosa.’’  One  may  speculate  as  to  how 
many  rectums  had,  in  the  past,  met  this  same 
fate  because  of  a resemblance  between  small 
cell  cancer  and  carcinoids. 

Cases  Reported:  This  case  was  reported  in 
1941  by  Ashworth  and  Wallace'-^  of  Baylor  Med- 
ical Center  in  Dallas;  at  that  time,  they  could 
find  only  five  additional  reports  of  carcinoids 
involving  the  rectum.  Additional  material  has 
been  added  as  sigmoidoscopic  examinations 
have  become  more  frequent  and  as  clinicians 
and  pathologists  have  become  more  familiar 
with  these  tumors.  There  are  now  approximate- 
ly 423  recorded  instances  of  this  lesion  in  the 
rectum,  usually  coming  from  large  groups, 
clinics,  or  institutions. It  is  logical  to  as- 
sume that  many  small  series  are  not  recorded 
and  that,  in  all  probability,  a similar  number 
have  been  identified  but  are  not  to  be  found 
in  the  literature. 

The  largest  series  came  from  the  Mayo  Clinic 
in  1964  when  147  rectal  carcinoids  were  re- 
viewed.!'^ Only  eight  were  larger  than  a dime 
(1.8  cm.).  Every  tumor  was  invasive  to  some 
degree,  extending  into  or  through  the  muscu- 
laris.  A marked  cellularity  was  noted,  but  mi- 
tosis was  minimal  which  was  helpful  in  differ- 
entiating small  cell  carcinoma.  No  patient  de- 
veloped carcinoid  syndrome.  Fulguration  or 
local  excision  was  performed  on  129  lesions 
with  a diameter  of  1 cm.  or  less.  Of  those 
followed,  none  had  recurrence.  In  three  indi- 


viduals, the  tumors  were  larger  than  2 cm.  in 
diameter  and  were  inoperable.  Dockerty,!"  the 
pathologist  at  the  same  institution,  using  the 
same  statistics,  has  suggested  that  the  rectum 
is  perhaps  the  major  site  of  carcinoid  tumors 
with  the  appendix,  ileum,  jejunum,  lung,  stom- 
ach, and  duodenum  following  in  decreasing 
frequency.  He  reasoned  that  in  a 50-year  per- 
iod, 209  cases  of  carcinoid  of  the  small  bowel 
were  diagnosed  at  the  Mayo  Clinic,  but  in  just 
the  past  20  years,  147  cases  of  rectal  carcinoid 
were  diagnosed. 

Another  large  series’*^  came  from  the  Me- 
morial Hospital  in  New  York  the  following  year. 
There,  in  39  of  44  patients,  the  lesion  was  less 
than  1 cm.  in  diameter,  and  local  excision  by 
biopsy  forceps,  snare,  or  fulguration  resulted 
in  cures  in  all  those  who  could  be  traced.  Of 
the  four  patients  in  which  the  lesion  was  2 cm. 
in  diameter  or  over,  three  had  radical  resec- 
tions and  one  had  colostomy,  and  all  of  them 
died. 

Description  of  Rectal  Carcinoids:  Grossly,  the 
rectal  carcinoid  usually  is  a submucosal  nodule, 
and  fixation  of  the  mucosa  is  never  an  early 
finding  (Fig.  2).  Occasionally,  larger  tumors 
are  polypoid  or  ulcerated  superficially  (Fig,  3). 
Although  yellow  in  color  because  of  the  high 
lipoid  content,  they  have  a gross  burnt-orange 
appearance  resulting  from  superimposed  intact 
red  mucosa  over  the  yellow  tumor. 

Histologically,  uniform  cells  are  seen  with 
rare  mitosis.  The  nuclei  are  distinct  with  ill- 
defined  borders.  The  cells  are  grouped  in  solid 
clusters,  sheets,  islands,  cords,  or  rosettes  with 
scanty  stroma  and  little  tendency  to  gland  for- 
mation. Circumscribed  intramural  invasion  is 
usual  and  the  cells  do  not  respond  to  a silver 
stain.  Although  believed  at  this  time  to  be 
malignant  per  se  and  known  to  exhibit  intra- 
mural invasion  and  metastatic  activity  when 
the  growth  reaches  a certain  size,  many  of  the 
usual  criteria  of  malignancy  are  lacking  when 
tissue  is  examined  microscopically.  These  in- 
clude mitosis,  increase  of  nuclear  size,  the 
presence  of  giant  cells,  and  necrosis.  Perhaps 
for  this  reason  no  complete  definitive  evidence 
is  available  that  a benign  carcinoid  can  be  dis- 
tinguished, under  the  microscope,  from  a ma- 
lignant one.  Unlike  carcinoids  of  the  appendix, 
which  occur  in  young  individuals,  they  usually 
occur  in  the  fifth  and  sixth  decades  and  sex 
distribution  is  about  equal. 

Treatment:  A review  of  the  literature,  supple- 
mented by  our  own  experience,  suggests  the 
following  logical  approach  to  the  treatment  of 
these  tumors.  When  a carcinoid  is  found  in  the 
rectum,  the  old  adage  “little  cancer — big  oper- 
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ation”  does  not  apply.  In  the  rectum  a small 
lesion  merits  only  a small  procedure,  while  with 
a large  tumor  the  most  radical  resection  must 
be  performed.  An  analysis  of  several  of  the 
larger  reported  series  shows  that  local  meas- 
ures for  removal  of  tumors  less  than  2 cm.  in 
diameter  are  not  followed  by  recurrence,  but 
in  lesions  2 cm.  or  larger,  extensive  surgical 
procedures  have  been  disappointing.  Metasta- 
sis from  small  intestinal  or  appendiceal  carci- 
noids may  be  compatible  with  length  of  life, 
but  metastasis  from  rectal  carcinoids,  when  it 
does  occur,  is  fatal  in  a brief  period.  It  is  there- 
fore evident  that  endoscopic  examination  for 
early  detection  is  especially  important,  particu- 
larly after  the  fourth  decade. 

Summary:  Carcinoids  involving  different  organs 
present  surprising  variations  in  behavior,  and 
those  found  in  the  rectum  are  no  exception. 
Here,  while  similar  microscopically,  their  cells 
are  definitely  reluctant  to  accept  silver  stains, 
and  their  behavior  is  deviant  in  several  areas 
including  the  complete  absence  of  serotonin 
formation  (even  in  the  presence  of  gland  or 
liver  metastasis),  a lower  incidence  of  metasta- 
sis (less  than  10%  in  rectal  lesions  and  35% 
and  over  in  other  areas  of  the  intestinal  tract 
when  the  appendix  is  excluded),  and  unusually 
rapid  spread  and  early  fatal  outcome  when  the 
active  malignant  phase  is  attained.  While  these 
tumors  are  no  doubt  essentially  malignant  de 
novo,  the  old  adage  “large  operations  for  small 
cancers;  small  operations  for  large  cancers,” 
does  not  apply. 

Our  experience, 19  and  that  detailed  in  re- 
ports found  in  surgical  literature,  suggest  that 
proper  management  can  be  based  only  on  the 
diameter  of  the  lesion.  When  the  diameter  is 
less  than  1 cm.,  local  excision  and/or  fulgura- 
tion  is  sufficient.  The  1-2  cm.  tumors  are  under- 
standably controversial,  since  those  larger  than 
2 cm.  in  diameter  are  usually  fatal.  Your  path- 
ologist may  contend  that  radical  surgery  is  in- 
dicated for  any  tumor  1 cm.  in  diameter,  es- 


pecially when  he  observes  the  intramural  in- 
vasion which  in  other  tumors  is  significant;  but 
with  our  present  knowledge,  complete  intramur- 
al excision  is  sufficient  for  tumors  between  1 
and  2 cm.  in  diameter.  For  larger  tumors,  radi- 
cal surgery  is  advised. 

It  is  evident  that  biopsy,  while  necessary  for 
diagnostic  reasons,  will  not  dictate  the  therapy. 
Rectal  carcinoids  offer  a problem  which  places 
the  final  decision  squarely  up  to  the  surgeon. 
He  cannot  evade  his  responsibility  by  hiding 
behind  a laboratory  report  or  even  an  ex  cathe- 
dra opinion  from  the  pathologist,  since  the  loss 
of  a rectum  may  be  involved  in  his  decision. 
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Bronchiolar  Carcinoma  of  the  Lung 


Clinical  Medicine/Review:  The  incidence 
and  awareness  of  bronchogenic  carci- 
noma is  such  that  almost  any  abnormal 
roentgen  shadow  in  the  lungs  in  an  adult 
is  suspect.  It  is  surprising  then  to  find  a 
group  of  patients  with  obvious  roentgen 
abnormality  in  the  lungs  in  whom  the 
diagnosis  of  bronchogenic  carcinoma 
was  not  entertained.  The  variable  be- 
havior of  bronchiolar  carcinoma  is  re- 
flected in  diverse  roentgen  patterns  that 
present  a diagnostic  challenge  to  all  phy- 
sicians dealing  with  lung  disease. 

INCLUDED  IN  THE  BROAD  category  of  carci- 
nomas of  the  lung  are  a variety  of  neoplasms, 
each  with  different  gross  and  microscopic  fea- 
tures, different  roentgen  characteristics,  and 
different  prognoses.  A useful  classification  sep- 
arates bronchogenic  carcinomas  into  four  basic 
types:  (1)  Epidermoid  (squamous  cell)  carci- 
noma constitutes  about  half  of  all  bronchogenic 
neoplasms;  95%  are  in  men,  usually  heavy 
smokers.  (2)  Adenocarcinoma  accounts  for  one- 
eighth  to  one-fourth  of  the  cases,  and  20-40% 
of  these  tumors  occur  in  women.  Smoking  is  a 
questionable  factor.  (3)  Giant  cell,  undifferenti- 
ated carcinoma  makes  up  10-20%  of  all  cases, 
and  10-25%  are  women.  (4)  Small  cell  (oat 
cell)  undifferentiated  carcinoma  occurs  most 
often  in  men  (92-99%)  and  carries  the  least 
favorable  prognosis.  Fortunately  oat  cell  carci- 
noma constitutes  less  than  10%  of  most 

series. 

Between  60-75%  of  all  bronchogenic  neo- 
plasms develop  as  masses  in  or  near  the  hilus 
of  the  lung.  Peripheral  shadows,  atelectasis  or 
pneumonia,  are  visible  radiographically  in  this 
group  only  if  a bronchus  has  become  obstruct- 
ed or  two  masses  of  tumor  are  present.  The 
majority  of  epidermoid  carcinomas  and  most 
oat  cell  carcinomas  present  with  a hilar  or  peri- 
hilar  mass;  25-40%  of  bronchogenic  carci- 
nomas arise  peripherally  in  the  lung.  This  group 
is  made  up  principally  of  the  adenocarcinomas 
and  the  giant  cell  undifferentiated  carci- 
nomas. 

Bronchiolar  (alveolar  cell)  carcinoma  of  the 


lung  is  a form  of  adenocarcinoma.  It  is  one  of 
the  least  common,  most  interesting  and  con- 
troversial primary  neoplasms  of  the  lung.  Al- 
though it  often  presents  as  a solitary  peripheral 
lesion,  the  roentgenologic  manifestations  are 
variable.  The  tumor  may  mimic  benign  inflam- 
matory disease  or  simulate  metastasis  from  an 
extrapulmonary  primary.  Less  common  roent- 
genologic patterns  are  often  misdiagnosed,  and 
this  led  to  the  present  study. 

From  1962  to  1967,  75  lung  tumors  classi- 
fied histologically  as  bronchiolar  carcinoma 
were  seen  at  Baylor  University  Medical  Center. 
Twenty-nine  were  discarded  because  of  incon- 
clusive histologic  proof,  adenocarcinoma  else- 
where or  lack  of  preoperative  radiographs.  The 
remaining  46  cases  constitute  the  basis  of  the 
report.  There  were  24  men  and  22  women 
ranging  in  age  from  36  to  82  years. 

Radiologic  diagnostic  accuracy  was  deter- 
mined in  each  case  on  the  basis  of  the  radiolo- 
gist’s report  of  the  first  positive  chest  film. 
Interpretation  was  considered  correct  if  primary 
bronchogenic  neoplasm  was  mentioned  as  a 
principal  possibility  or  considered  in  the  differ- 
ential diagnosis.  Follow-up  film  interpretation 
was  not  utilized  in  the  accuracy  determination. 

Solitary  Peripheral  Mass:  Figs.  1 through  3 
illustrate  the  most  common  radiographic  mani- 
festations of  bronchiolar  carcinoma  in  our  ser- 
ies; 25  of  the  cases  (54%)  presented  as  soli- 
tary peripheral  lesions.  Preoperative  diagnostic 
accuracy  in  this  group  was  good  (Table  1).  The 
solitary  lesions  varied  in  size  from  1.5  to  15 
cm.  in  greatest  diameter.  In  only  three  cases 
was  the  mass  larger  than  7 cm.,  however.  The 
margins  of  the  peripheral  lesion  are  usually  ill- 
defined  and  often  seem  to  fade  irregularly  into 
the  adjacent  normal  lung.  Radiating  spicules  of 
fibrous  tissue  may  give  the  mass  a cocklebur- 
like  appearance  (Fig.  4b).  Obvious  cavitation 
was  visible  radiographically  in  only  two  cases. 
Small,  ill-defined  lucencies  within  the  mass  are 
frequently  seen,  however,  and  are  thought  to 
represent  air-containing  alveoli  within  the  mass. 
An  air-filled  bronchus  entering  the  tumor  may 
be  visible  on  stratigraphs  (Fig.  3b).  Hilar  me- 
tastases  in  this  group  are  commonly  reported 
by  the  pathologist  but  are  seldom  of  sufficient 
size  to  be  demonstrated  radiographically.  Only 
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Fig.  1 
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Fig.  3a 


Roentgenologic  Pattern 

Cases 

"Correct" 

Diagnoses 

Solitary  peripheral  mass 

25 

24 

"Pneumonia"  pattern 

9 

1 

Multiple  nodules 

8 

2 

Solitary,  hilar  or 
juxtahilar  mass 

3 

3 

Massive  pleural  effusion 

1 

1 

Total 

46 

31  (67.47o) 

Table  I. 


Fig.  1.  Posteroanterior  roentgenogram  of  the  chest 
shows  solitary  mass  in  the  right  upper  lobe 
with  ill-defined  peripheral  margins.  Metastasis  to  the 
right  hiliim  and  mediastinal  nodes  present 
at  surgery. 


Fig.  2.  Posteroanterior  roentgenogram  of  the  chest 
shows  solitary  mass  in  the  left  upper  lobe.  Fibrous 
streaks  associated  with  the  tumor  are  evident. 

No  tumor  was  found  in  hilar  or  mediastinal  nodes. 


Fig.  3a.  Posteroanterior  roentgenogram  of  the  chest. 
Mass  in  right  upper  lung  is  ill-defined  peripherally, 
associated  with  fibrous  streaking  and  somewhat 
less  dense  than  one  would  expect  for  the  size. 


Fig.  3b.  Stratigraph.  An  air-filled  bronchus  enters  the 
tumor.  There  were  no  metastases  in  the  hilar  nodes. 
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Fig.  4a 


two  of  the  patients  in  this  series  with  a solitary 
peripheral  mass  had  unequivocal  radiographic 
evidence  of  hilar  metastases. 

Pneumonia-Like  Pattern:  The  diagnostic  accur- 
acy in  the  next  group  of  patients  was  quite  dif- 
ferent (Figs.  5-8).  Only  one  of  the  nine  patients 
(19%)  presenting  with  a pneumonia-like  pat- 
tern had  a diagnosis  of  primary  bronchogenic 
neoplasm  suggested  from  the  initial  radio- 
graphs. In  one  instance  stratigraphic  visualiza- 
tion of  air-filled  bronchi  within  the  area  of  con- 
solidation was  cited  as  excluding  primary  bron- 
chogenic neoplasm  (Fig.  8b). 

Chronic  pneumonia,  aspiration  pneumonitis, 
tuberculosis,  or  atypical  mycobacterial  infection 
were  the  principal  diagnostic  considerations  in 
this  group.  One  patient  was  treated  for  tubercu- 
losis almost  two  years  without  a positive  sput- 
um (Fig.  5).  Fig.  6 further  demonstrates  the 
similarity  to  acid-fast  disease. 

Nodular  Pattern:  Eight  cases  (17%)  presented 
with  varying  numbers  of  nodules  ranging  from 
a few  (Figs.  4,  9 and  10),  to  a diffuse  uniform 
pattern  (Figs.  11  and  12).  Metastatic  neoplasm 
from  an  extrapulmonary  primary  was  the  most 
frequent  diagnosis  in  the  first  category  (five 
cases).  Metastases,  miliary  tuberculosis  and 
sarcoidosis  were  suggested  in  the  diffuse  cate- 
gory (three  cases). 

Other  Patterns:  Of  the  remaining  cases,  three 
presented  with  hilar  or  juxtahilar  masses,  and 
in  each  case  the  appropriate  diagnosis  was  sug- 
gested. One  patient  presented  with  an  opaque 
hemithorax.  This  was  the  only  patient  in  this 
series  in  whom  obvious  pleural  fluid  was  seen 
on  the  initial  radiographs. 

Discussion:  There  is  reason  to  believe  that  sur- 
gical resection  of  the  solitary  peripheral  bron- 
chiolar  carcinoma  offers  a five-year  survival 
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Fig.  5b 
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rate  approaching  50%. " The  principal  problem 
for  the  clinician  and  radiologist  is  deciding 
whether  a given  peripheral  lesion  is  inflamma- 
tory or  neoplastic.  Resolving  pneumonia,  in- 
farct, pulmonary  granuloma  or  hamartoma  can 
present  a roentgen  pattern  indistinguishable 
from  those  illustrated  in  Figs.  1 through  4.  The 
spiculated  appearance  and  the  ill-defined  in- 


Fig. 6b 


Fig.  4a.  Posteroanterior  view  of  the  chest  shows 
lemon-size  ma.ss  in  the  right  upper  lung  with  smaller 
nodule  in  the  left  apex. 

Fig.  4b.  Stratigraph.  The  cocklehur-like  appearance 
results  from  associated  fibrosis. 

Fig.  5a,  b.  Consolidation  of  the  entire  right  upper  lobe. 
Right  upper  lobectomy.  The  pathologist  reported 
almost  complete  replacement  of  lung  parenchyma  by 
the  neoplastic  process.  These  were  scattered  areas 
containing  aggregates  of  chronic  inflammatory  cells. 

No  hilar  or  mediastinal  metastases  were  present. 

Note  that  the  process  is  contained  by  the  fissures, 
testimony  to  the  mildly  aggressive  nature  of  the  tumor. 
This  patient  was  treated  for  tuberculosis  for  almost 
two  years  before  the  proper  diagnosis  was  made. 

Fig.  6a.  Posteroanterior  view  of  chest  of  a 39-year-old 
white  woman  with  apical  infiltrate  indistinguishable 
from  acid-fast  or  other  granulomatous  infection. 


terior  lucencies  shown  in  these  cases  of  bron- 
chiolar  carcinoma  are  common  accompani- 
ments of  any  resolving  inflammatory  process. 
An  open  bronchus  entering  an  area  of  infiltrate 
is,  in  the  vast  majority  of  instances,  good  evi- 
dence against  primary  malignant  neoplasm."^ 
Pulmonary  lymphomatosis  and  bronchiolar  car- 
cinoma are  notable  exceptions. 


Fig.  7b 


Fig.  6b.  Bronchogram.  Nonfilling  of  the  smaller  bronchi 
and  bronchioles.  Right  upper  lobectomy.  Pathologic 
diagnosis  was  bronchiolar  carcinoma,  extensive 
fibrosis  and  chronic  bronchitis. 

Fig.  7a.  Posteroanterior  view  of  chest  in  a 76-year-old 
white  man  with  bilateral  lower  lobe  infiltrate, 
preoperatively  considered  to  have  chronic  aspiration 
pneumonitis  due  to  matisive  gastroesophageal  reflux. 
Selective  right  and  left  lower  lobe  bronchial  aspirate 
cytology:  Class  I.  Open-lung  biopsy  diagnosis: 

Terminal  bronchiolar  carcinoma. 

Fig.  7b.  Stratigraph.  Air-filled  bronchi  course  through 
the  tumor-filled  left  lower  lobe.  This  finding  is 
pathognomonic  of  alveolar  consolidation  and  is  most 
often  the  result  of  benign  disease. 
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Fig.  8a.  Posteroanterior  view  of  chest  shows  confluent 

right  lower  lobe  infiltrate. 


The  problem  of  diagnosis  is  further  compli- 
cated by  the  tendency  for  bronchiolar  carcino- 
ma to  arise  in  an  area  of  previously  diseased 
lung.  The  tumor  has  been  reported  in  associa- 
tion with  active  or  inactive  granulomatous  dis- 
ease or  in  association  with  fibrosis  from  other 
causes  including  scleroderma,  berylliosis,  lipid 
pneumonia,  or  healing  infarct. 

One  patient  in  our  series  (Fig.  9)  had  a previous 
histologic  diagnosis  of  Hamman-Rich  fibrosis. 
At  autopsy  eight  years  later  there  was  wide- 
spread bronchiolar  carcinoma.  Histologic  evi- 
dence of  chronic  nonspecific  inflammation  as- 
sociated with  the  tumor  is  frequent.  One  ex- 
planation of  this  association  is  that  the  tumor 
occurs  as  a complication  of  the  chronic  inflam- 
mation and  fibrosis  regardless  of  the  etiology. 
Balo  likens  the  phenomenon  to  the  situation  in 
the  liver  where  hepatocellular  carcinoma  de- 
velops upon  a background  of  regenerative  hy- 
perplasia of  the  liver  cells  occurring  in  hepatic 
cirrhosis. “ 

We  have  deliberately  avoided  the  more  con- 
troversial aspects  of  this  neoplasm.  The  cell  of 
origin  is  not  definitely  known.  Some  patholo- 
gists believe  the  tumor  arises  from  epithelium 
lining  bronchioles.  Others  believe  that  it  de- 
velops from  cells  lining  the  alveoli,  although 
there  is  no  conclusive  proof  that  such  a lining 
exists. The  method  of  spread  is  conjec- 
tural. Some  pathologists  postulate  endobron- 
chial metastases.  Others  hold  that  the  tumor 
arises  from  multiple  sites.  In  some  cases  the 
tumor  is  of  low  aggressiveness,  spreading  over 
the  surface  of  alveoli.  In  other  cases  it  assumes 
a more  aggressive  nature,  invading  and  de- 
stroying adjacent  tissue. 
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Fig.  8h.  Stratigraph.  Patent  bronchi  within  consolidated 
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Diagnosis:  Bronchiolar  carcinoma  with  involvement 
of  subcarinal  lymph  nodes.  The  pathologist  noted, 

"The  lung  parenchyma  is  almost  totally  replaced 
by  tumor.  Very  little  necrosis  is  seen.” 


Fig.  9a.  Posteroanterior  view  of  chest,  October  1964. 
Bilateral  scattered  areas  of  infiltrate  associated 
with  pulmonary  fibrosis. 
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Fig.  11 


Fig.  12 


Fig.  9b.  December  1964.  Progression  of  the  proces.s. 
Autop.sy  in  January  1965  showed:  (1)  Poorly 
differentiated  hronchiolar  carcinoma  involving  the 
upper  and  middle  lobes  of  the  right  lung  and  the  lower 
lobe  of  the  left  lung;  (2)  Extensive  bilateral  pulmonary 
fibrosis.  Patient  was  first  seen  in  April  1957  with 
productive  cough  and  12  lb.  weight  loss.  Chest  films 
(not  available)  showed  diffuse  interstitial  fibrosis. 

This  was  substantiated  by  lung  biopsy  (Hamman-Rich 
fibro.sis).  Patient  died  of  progressive 
respiratory  insufficiency . 

Fig.  10.  Posteroanterior  view  of  chest  of  a 61 -year-old 
white  man  admitted  for  severe  arterial  insufficiency 
of  the  left  leg.  This  film  on  admission  showed 
extensive  nodular  pulmonary  masses  and  osteolytic 
lesions  in  the  spine  and  ribs.  Autop.sy  showed 
widespread  hronchiolar  adenocarcinoma. 

Fig.  11.  Innumerable  tiny  nodules  throughout  both  lung 
fields  mimicking  miliary  granulomatous  disease, 
miliary  spread  of  carcinoma,  or  sarcoidosis. 

Fig.  12.  Posteroanterior  view  of  chest  of  a 55-year-old 
white  man  with  lung  biopsy  diagnosis  of  bronchiolar 
carcinoma  three  months  prior  to  death.  Autopsy 
revealed  massive  involvement  of  the  lung,  periaortic 
nodes,  liver,  kidney,  adrenals  and  spine. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

* ^ (Thioridazine  HCl) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications;  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
S/cin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System — 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

MellarU 

(Thioridazine  HCl) 

25  mg.  t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 


A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-170 


Louie  lost  weeks  with  acute  shoulder  bursitis. That’s  a Ig 
of  pain,  stiffness  and  tenderness... and  also  a lot  of  fis 
If  might  have  been  different  with  Butazolidin^  alki 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

If  it  doesn’t  work  in  a week,  forget 
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j But  please  don’t  forget  this: 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of 
preptic  ulcer;  renal,  hepatic  or  cardiac  dam- 
age; history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large  doses 
of  the  alka  formulation  are  contraindicated 
in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diag- 
nostic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and  in  patients 
with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  Patients  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  therapy 
and  at  2-week  intervals  thereafter.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

(n  elderly  patients  and  in  those  with  hyperten- 
sion the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been  as- 
sociated with  peptic  ulcer  and  may  reactivate  a 


latent  peptic  ulcer.  The  patient  should  be 
'instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  relationship 
cannot  be  excluded.  Thrombocytopenic  pur- 
pura and  aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache,  blurred 
vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia, 
hepatitis,  jaundice,  hypersensitivity  angiitis, 
pericarditis  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3to  6 
capsules  daily  in  3 or  4 equal  doses.  T rial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age  and 
any  other  factors  influencing  drug  response. 

(9)  46-070-e 

For  complete  details, 

please  see  full  prescribing  information. 

Geigy  Pharmaceuticals  ^ 

Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Butazolidin®  alka  Geigy 

Capsules 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisllicate 


T0.5757 


in  depression 


.Foriorn” 


Had  a divorce.” 
’m  a real  loser, 
and  so  are 
the  kids.” 


The  loss  of  marital  compatibility  results  in 
nearly  500,000  U.S.  divorces  each  year. 

Depression  characterized  by  untold  guilt  feel- 
ings, grief  and  loneliness  may  follow. 

When  you  diagnose  depression,Tofranil  may 
be  indicated  for  relief. 

As  maintenance  therapy  during  the  active 
phase  of  depression, Tofranil  can  often  help  pre- 
vent relapse. 


The  use  of  Tofranil  in  patients  receiving  M.A.O.I.’s  is 
contraindicated.  In  patients  vi^ith  cardiovascular  disease, 
thyroid  disorders,  increased  intraocular  pressure;  in  those 
receiving  anticholinergics  (including  antiparkinsonism 
agents),  thyroid  medication  or  antihypertensive  adrenergic 
neuron-blocking  agents;  and  in  those  in  their  first  trimester 
of  pregnancy- the  special  precautions  listed  in  the  Pre- 
scribing Information  should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require  discontinu- 
ation of  Tofranil  are  uncommon.  However,  for  complete 
details,  please  refer  to  the  complete  Prescribing  Information. 

Turn  page  for  brief  summary  of  Prescribing  Information. 


— £ _ >1®  imipramine 

lOTrdnil  hydrochloride 

Geigy 


in  depression 


Tofranil®,  imipramine  hydrochloride 
Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  In  low  dosage. 
Precautions:  Since  suicide  is  always  a 
iwssibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
this  compound  was  added  to  the 
regimen.  Imipramine  may  block  the 
pharmacologic  activity  of  guanethi- 
dine  and  other  related  adrenergic 
neuron-blocking  agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  12  years 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 


Ibfranir  Geigy 

imipramine 

hydrochloride 


vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  in 
schizophrenics  and  agitation  (includ- 
ing hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 
and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood 
pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
row depression  including  agranulocy- 
tosis, sensitization  and  skin  rash 
including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
on  sudden  discontinuation  after  pro- 
longed treatment  with  high  doses. 
Occasional  hormonal  effects  (im- 
potence, decreased  libido,  and  estro- 
genic effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
susceptible  patients  and  in  those 
using  anticholinergic  agents  (includ- 
ing antiparkinsonism  drugs). 
Outpatient  Adult  Dosage:  Initially, 

75  mg.  daily,  increased,  if  necessary, 
to  1 50  or  200  mg.  Maintenance  dosage 
may  be  lower.  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 
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The  Francis  name. 
Our  claim  to  fame. 


The  C.  B.  Francis 
health  care  story 
has  few  parallels. 
Since  1957,  when 
the  dynamic  young 
executive  left  a 
thriving  insurance 
business  to  enter  the  medical  care  pro- 
fession, he  has  had  much  to  do  with 
the  introduction  of  modern,  business- 
like methods  and  techniques.  First, 
Francis  determined  that  his  facilities 
should  offer  hope  and  recreation,  and 
that  patients,  no  matter  what  their 
ages,  can  recuperate  to  some  degree. 
Thus,  the  insistence  on  round-the- 


clock  registered  nurses,  cleanliness, 
cheerful  environments,  and  the  estab- 
lishment of  “convalescent"  centers, 
not  "nursing"  homes.  He  has  served 
as  president  of  the  Texas  association, 
and  vice  president  of  the  national 
organization  in  the  convalescent 
field.  And  now,  C.  B.  Francis  is  blaz- 
ing a new  trail;  The  Francis  Hospitel, 
a private  hospital  to  meet  the  chal- 
lenge of  rising  costs  and  crowded 
conditions.  And  Francis  Convalescent 
Centers  continue  to  grow,  and  ex- 
pand, because  people  have  confi- 
dence in  the  Francis  name,  our 
claim  to  fame. 


francisT 

HOSPITELS 

I N C O K r O K A I t D 


FI^NCIsf^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS-WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT  CENTERS- 
AUSTIN;  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Avenue 
Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW:  Highland 
Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph.  732-5181  FRANCIS 
MANAGEMENT— PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center,  3900  Highway  365,  Ph.  727-1651. 

Home  office:  2303  W.  North  Loop,  Austin,  Ph.  454-2725.  C.  B.  Francis,  President. 
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Emergency 

Radiotherapy 


THE  EMERGENCY  CONDITIONS  in  radiotherapy 
are  relatively  ill-defined,  and  it  has  been  ques- 
tioned that  they  exist.  Several  conditions  do  re- 
quire prompt  institution  of  radiotherapy.  These 
conditions  may  exist  in  either  malignant  or  be- 
nign forms.  The  conditions  must  be  better  un- 
derstood by  the  radiation  therapist  as  well  as 
the  referring  physician  who  must  bring  the  in- 
dividual case  to  the  attention  and  care  of  the 
therapeutic  radiologist. 

Upon  completion  of  the  planning  session  and 
once  a decision  is  made  for  treatment,  the  pa- 
tient must  be  immediately  sent  to  the  treatment 
room  for  his  treatment.  Occasionally,  radiation 
treatments  may  be  given  twice  daily,  and  utili- 
zation of  weekend  days  is  at  times  necessary. 
Patients  receiving  emergency  radiation  treat- 
ments must  be  observed  daily  and  checked  fre- 
quently by  the  radiation  therapist.  Any  delay  in 
initiation  of  treatment  may  result  in  treatment 
failure. 

Special  emergency  conditions  requiring  ther- 
apeutic consideration  are: 

A.  Benign  Conditions 

1.  Acute  parotitis 

2.  Acute  bursitis 

3.  Keloids,  freshly  excised 

4.  Hemorrhagic  retinopathy 

5.  Pterygium 

6.  Hemorrhagic  pancreatitis 

7.  Essential  renal  hematuria  (unilateral) 

B.  Malignant  Conditions 

1.  Spinal  cord  compression  from  metas- 
tatic tumors 

2.  Some  metastatic  central  nervous  sys- 
tem lesions 

3.  Superior  vena  caval  syndrome 

4.  Excruciating  pain  from  metastatic 
bone  lesions,  such  as  those  of  the  breast,  leu- 
kemias, or  other  conditions 

5.  Wilm’s  tumor  (as  an  immediate  post- 
operative measure) 

6.  Some  orbital  lesions  affecting  vision 


Ahsen  T.  Ozarda,  M.  D. 
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7.  Hemorrhages  from  advanced  carcino- 
ma of  the  cervix,  urinary  bladder,  etc. 

Quality  of  Radiation:  When  available,  telecobalt 
therapy  or  other  super-voltage  radiations  are 
preferred  with  the  exception  of  such  benign 
conditions  as  acute  parotitis  and  acute  bursitis 
where  orthovoltage  conventional  therapy  ma- 
chines should  be  adequate.  For  freshly  excised 
keloids,  100-140  kv.  low  energy  x-rays  should 
be  used. 

If  the  radiotherapeutic  approach  is  consid- 
ered as  a treatment  of  choice  for  an  emergency 
benign  condition,  such  as  hemorrhagic  pancre- 
atitis and  essential  renal  hematuria,  more  em- 
phasis should  be  given  to  those  patients  for 
further  evaluation  prior  to  the  use  of  radiation 
therapy.  This  is  particularly  so  when  these  indi- 
viduals are  under  35-40  years  of  age. 

It  is  the  general  aim,  with  the  use  of  emer- 
gency radiotherapy,  to  obtain  maximum  bene- 
fits in  a short  period  of  time.  In  treating  be- 
nign conditions,  it  is  absolutely  necessary  that 
irradiated  volumes  of  tissue  and  total  dose  be 
kept  to  a minimum. 

Management  of  Emergency  Benign  Conditions: 

Acute  Parotitis:  Typically,  this  condition  may  oc- 
cur a few  days  to  a week  after  major  abdominal 
surgery  in  elderly,  debilitated  patients.  This 
condition  is  rather  uncommon  today,  probably 
due  to  the  liberal  use  of  antibiotics.  The  results 
are  good  to  excellent  in  over  80%  of  the  pa- 
tients receiving  radiation  therapy.  Early  treat- 
ment within  the  first  day  of  clinical  onset  is  im- 
portant if  good  results  are  to  be  obtained. 

Treatment  Techniques:  200  kv.  x-rays  with  a 
radiation  quality  of  1 mm.  copper  half-value 
layer  (HVL)  should  be  utilized.  A 200-roentgen 
given  dose,  through  a single  portal,  provides 
adequate  coverage  over  the  gland.  If  symptoms 
persist,  an  additional  200  R may  be  given  48 
hours  later  as  a second  treatment. 
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TEXAS  MEDICINE 


CLINICAL  MEDICINE:  The  emergency  use  of 
radiotherapy  is  discussed,  and  specific  indica- 
tions in  both  benign  and  malignant  conditions 
are  suggested.  For  each  condition,  time-dose 
relationships,  energy  levels  and  supplemental 
patient  care  factors  are  discussed. 


Local  hygiene,  supportive  treatment,  nursing 
care  and  promotion  of  salivation  are  important 
supplementary  factors  for  maximum  benefit. 

Acute  Bursitis  (Painful  Shoulder,  Calcific  Ten- 
donitis): Radiation  response  to  acute  bursitis  is 
usually  within  three  days.  Occasionally,  the  re- 
sponse is  not  noted  for  slightly  longer  periods 
of  time.  The  percent  of  patients  receiving  relief 
after  x-ray  treatments  for  acute  bursitis  varies 
between  80  and  90%. 

Technical  Factors:  The  quality  of  irradiation 
would  be  with  a HVL  of  1-2  mm.  of  copper.  An- 
terior and  posterior  treatment  portals  should  be 
used  with  a 50-70  cm.  focus-to-skin  distance 
(FSD).  The  field  size  may  approximate  10  x 10 
cm.,  and  a cone  should  be  used  whenever  pos- 
sible. A sitting  position  is  more  comfortable  for 
the  patient.  On  the  first  day,  treatment  to  both 
anterior  and  posterior  portals  should  be  given. 
Each  treatment  field  should  receive  150  R on 
the  first  treatment  day.  In  the  next  consecutive 
three  days,  each  treatment  portal  should  re- 
ceive 100  R,  given  dose.  Four  days  is  the  usual 
total  number  of  treatment  days.  The  total  dose 
should  not  exceed  400-500  rads  in  the  mid- 
coronal plane.  A second  course  of  treatment 
may  be  given  if  the  response  is  poor  to  the  first 
treatment.  The  second  treatment  course  should 
not  begin  before  8-12  weeks  following  the  first 
treatment  course. 

Keloids,  Freshly  Excised:  Treatment  of  young 
children  should  be  avoided.  Radiation  treatment 
should  be  carried  out  on  the  same  day  that  the 
complete  excision  of  the  keloid  has  occurred. 
If  therapy  is  not  initiated  on  the  day  of  the  sur- 
gery, a higher  dose  may  be  required.  The  aim 
of  the  radiation  therapy  is  to  prevent  or  inhibit 
the  fibroblastic  tissue  reaction  after  excision  of 
the  keloid. 

Treatment  Factors:  100  KV  x-rays  with  a HVL 
of  1-2  mm.  of  aluminum  with  a 30  cm.  FSD 
should  be  used.  A special  cutout  for  each  ex- 
cised keloid  must  be  used  with  a minimum  of 


a 11/2  cm.  margin  around  the  surgical  wound, 
including  the  sutures.  A 400  R exposure  should 
be  given  on  the  first  day  and  an  identical  dose 
repeated  one  week  later.  A third  treatment  with 
the  same  dose  may  be  given,  if  necessary,  three 
to  four  weeks  later. 

Hemorrhagic  Retinopathy:  External  irradiation 
should  start  as  early  as  possible  and  with  close 
cooperation  with  the  ophthalmologist.  A small, 
single  treatment  portal  to  the  posterior  bulbar 
region  with  well  collimated  beam  and  shielding 
of  the  anterior  chamber  of  the  eye  is  essential. 
The  treatment  should  be  three  times  a week, 
with  daily  tissue  doses  of  150-200  rads.  An  op- 
timal total  tissue  dose  is  1,500-2,000  rads. 
High  energy  radiation  is  preferred  in  the  treat- 
ment of  hemorrhagic  retinopathy. 

Recently,  partial  or  complete  radiation  hy- 
pophysectomy  has  been  performed  using  eith- 
er isotopes  or  heavy  particles  (protons,  alpha 
particles)  for  suppression  of  pituitary  function 
in  diabetic  retinopathy. - 

Pterygium:  Radiotherapy  should  be  reserved 
for  recurrent  cases.  In  such  cases,  surgical  ex- 
cision should  be  followed  by  immediate  post- 
operative irradiation  by  using  a strontium  90 
beta  applicator.  A single  dose  of  2,400  rads  is 
given  as  soon  as  surgical  excision  is  completed. 
This  dose  is  given  at  a single  application. 

Hemorrhagic  Pancreatitis  (Acute  Pancreatitis 
with  Hemorrhagic  Necrosis):  Radiation  treatment 
has  beed  advocated  strongly  by  Cara  and  asso- 
ciates.^ We  have  no  personal  experience  with 
this  condition.  The  primary  aim  is  suppression 
of  pancreatic  secretion,  and  treatment  should 
be  initiated  promptly. 

Treatment  Factors:  Previously,  200  KV  x-ray 
was  used  with  2 mm.  copper  HVL  and  FSD  of 
50  cm.  Currently,  telecobalt  or  other  supervolt- 
age radiations  may  be  preferred.  Treatment 
portals  of  approximately  15  x 15  cm.,  usually 
utilizing  a single  posterior  portal,  are  suggest- 
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ed.  200  R per  day  for  three  consecutive  days  is 
suggested.  Results  are  reported  as  being  good 
in  over  60%  of  cases.  The  radiation  therapy 
should  prevent  abscess  formation,  necrosis,  and 
fibrosis. 

Essential  Renal  Hematuria  (Unilateral):  In  es- 
sential renal  hematuria,  hemorrhage  occurs  due 
to  thin  calycine  venous  channels  which  may  be 
demonstrated  by  pyelography.  We  have  no  per- 
sonal experience  with  this  condition.  The  fol- 
lowing treatment  techniques  have  been  advo- 
cated by  Mathes  and  others. The  telecobalt 
therapy  device  is  utilized,  with  a single  poste- 
rior treatment  portal  encompassing  the  dis- 
eased kidney  with  a daily  tissue  dose  of  250 
rads  with  a total  tissue  dose  of  1,500  rads.  The 
treatment  is  given  in  six  consecutive  days.  The 
treatment  should  be  instituted  as  soon  as  a di- 
agnosis is  established.  Results  are  reported 
as  very  good  in  over  60%  of  the  cases.  The 
mechanism  of  this  hemostatic  effect  is  sug- 
gested as  being  due  to  radiation-produced  in- 
terstitial edema  to  occlude  the  channels.  If 
bleeding  recurs,  partial  nephrectomy  or  caly- 
cectomy  should  be  considered. 

Malignant  Conditions:  Compression  of  the  Spinal 
Cord  from  Metastatic  Tumors:  Radiation  therapy 
is  the  most  important  method  of  treatment.  The 
radiation  therapy  may  be  used  alone  in  patients 
with  only  minor  neurological  defects.  The  im- 
mediate workup  should  consist  of  lumbar  punc- 
ture, cerebrospinal  fluid  examination  and  mye- 
logram. Radiation  treatment  may  be  given  with 
or  without  preceding  laminectomy. 

Radiation  Factors:  Telecobalt  therapy  or  oth- 
er supervoltage  devices  should  be  used,  if  avail- 
able. A generous  single  posterior  portal  encom- 
passing the  entire  length  of  the  lesion  must  be 
utilized.  Maximum  total  dose  should  be  approxi- 
mately 4,000  rads  and  a minimum  of  3,000 
rads.  The  radiation  should  be  delivered  within 
two  to  four  weeks  with  a daily  tumor  dose  in- 
crement of  250  to  300  rads.  In  cases  of  leuke- 


mic infiltrates,  much  lower  doses  of  ionizing 
radiation  are  required. 

Recently,  massive  doses,  so-called  radiother- 
apeutic  decompressions,  have  been  advocated.® 
This  massive  dose  seems  to  accelerate  tumor  re- 
gression. A tumor  dose  of  1,000  rads  in  a single 
treatment  is  advocated,  and  an  additional  800 
rads  may  be  given  after  an  interval  of  one  week, 
if  indicated. 

Central  Nervous  System  Lesions:  Metastatic 
Lesions  from  Solid  Tumors:  In  fast-growing  ana- 
plastic lesions,  intra-arterial  chemotherapeutic 
agents  may  be  employed  first  in  combination 
with  external  irradiation.  The  dose-time  sched- 
ule cannot  be  appreciably  changed  to  shorten 
the  treatment  time. 

Central  Nervous  System  Involvement  from 
Leukemia,  Lymphoma,  Neuroblastoma:  In  chil- 
dren with  acute  leukemia,  about  25  to  50% 
develop  central  nervous  system  involvement. 
When  lumbar  puncture  reveals  pleocytosis  con- 
sisting predominantly  of  mononuclear  cells,  im- 
mediate treatment  should  be  started.  Treatment 
may  be  either  Methotrexate,  intrathecally,  or 
irradiation  of  the  whole  central  nervous  system; 
100  to  200  rads  in  a single  application  may  be 
given.  In  most  instances,  the  spinal  cord  should 
be  included  in  the  treatment  fields.  The  total 
dose  is  up  to  500-600  rads  in  four  to  five  con- 
secutive days.  A total  dose  of  up  to  2,000  rads 
in  ten  days  may  be  used  for  lymphomas,  neuro- 
blastomas, and  similar  lesions. 

Superior  Vena  Caval  Syndrome  from  Malig- 
nant Neoplasm  of  Lung:  In  this  connection, 
emergency  action  is  definitely  indicated.  Radi- 
ation therapy  should  be  given  as  a sole  modal- 
ity of  treatment.  Our  approach  is  basically  the 
same  as  that  used  by  Rubin  and  others.®  An- 
terior and  posterior  parallel  opposing  portals 
are  utilized.  Telecobalt  therapy  is  used  to  de- 
liver 400  rads  tumor  dose  daily  for  five  days, 
then  reducing  it  to  300  rads.  The  300-rad  tu- 
mor dose  is  continued  for  seven  days,  bringing 
the  total  tumor  dose  over  4,000  rads.  If  pos- 
sible, the  field  size  should  be  reduced  after 
3,000  rads  to  avoid  late  tissue  reaction  in  the 
lung.  The  total  treatment  time  is  about  two 
weeks.  If  chemotherapy  is  used  prior  to  irradi- 
ation, the  dose  may  be  decreased  according  to 
the  situation  and  depending  upon  the  response 
to  the  chemotherapeutic  agent. 

Excruciating  Pain  from  Metastatic  Bone  Le- 
sions: When  the  treatment  is  being  given  for 
purely  palliative  reasons  to  relieve  pain  rapidly, 
a single  increment  dose  of  1,000-1,500  rads 
(peak)  may  be  given  by  high  energy  radiation 
sources  through  a single  treatment  portal  when 
the  lesion  is  isolated  and  in  an  accessible  site. 
If  a metastatic  lesion  presents  no  urgent  prob- 
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lem,  the  patient  may  be  given  2,000-3,000  rads 
in  7 to  14  days  as  a routine  treatment  course. 
For  highly  sensitive  tumors,  such  as  leukemic 
infiltrates,  300  rads  should  suffice  through  a 
single  appropriate  portal.  In  the  usual  case, 
100  or  200  rads  per  day  would  be  adequate  to 
bring  prompt  relief  in  a day  or  so.  If  the  situa- 
tion warrants,  three  or  four  treatments  may  be 
given  on  consecutive  days,  bringing  the  total 
treatment  dose  to  400-800  rads. 

Wilm’s  Tumor;  Management  as  Immediate 
Postoperative  Measure:  When  postoperative  ir- 
radiation is  to  be  undertaken  without  combined 
chemotherapy,  immediate  treatment  should  be 
given  on  the  day  of  surgery.  If  no  preoperative 
irradiation  or  chemotherapy  has  been  given,  the 
total  tumor  dose  should  be  3,000-4,000  rads, 
depending  upon  the  patient’s  age,  tolerance, 
volume  of  irradiated  tissue,  quality  of  radiation, 
and  other  factors.  The  total  treatment  time 
should  be  30  to  40  days.  The  daily  increments 
should  be  150-200  rads.  In  this  condition,  in- 
tensive dose  technique  and  short  overall  treat- 
ment times  cannot  be  used  safely. 

Some  Orbital  Lesions  Affecting  Vision:  These 
lesions  are  usually  leukemias  or  lymphomas 
and  occasionally  some  other  metastatic  solid 
tumors  into  the  orbital  fossa,  such  as  from  car- 
cinoma of  the  breast.  Depending  upon  the  clin- 
ical situation  and  anatomical  involvement  of  the 
lesion,  usually  a single  treatment  portal  is  ade- 
quate. The  total  tumor  dose  should  be  approxi- 
mately 500  rads  for  leukemic  infiltrates  and 
2,500-3,500  rads  for  lymphomas  or  metastatic 
breast  carcinomas.  The  treatment  time  with 
leukemia  is  one  to  two  sessions  while  the  treat- 
ment for  lymphomas  or  metastatic  lesions 
would  be  approximately  two  weeks.  Response 
is  usually  good  and  very  gratifying. 

Hemorrhages  from  Advanced  Carcinoma  of  the 
Cervix,  Urinary  Bladder:  For  carcinoma  of  the 
cervix,  radiation  treatment  may  be  given  prefer- 
ably with  external  irradiation  to  the  whole  pel- 
vis in  conjunction  with  adequate  vaginal  pack- 


ing. Vigorous  pelvic  examination  should  be  de- 
ferred at  this  time.  If  pelvic  infection  is  present, 
adequate  antibiotic  therapy  should  be  adminis- 
tered at  the  same  time.  It  is  our  custom  to  dou- 
ble the  usual  daily  pelvic  tumor  dose  from  200 
to  400  rads  for  three  consecutive  days  and  then 
continue  with  the  usual  200  rads  full-pelvic 
irradiation  up  to  3,000-4,000  rads.  At  this  time 
the  patient  is  re-examined  and  evaluated  for  fu- 
ture therapy.  If  the  bleeding  does  not  stop  or 
becomes  worse,  immediate  consultation  with 
the  gynecologist  to  take  measures  such  as  li- 
gation of  the  uterine  artery,  is  necessary. 

In  the  case  of  urinary  bladder  carcinoma,  ex- 
ternal irradiation  through  anterior  pelvic  portals 
should  be  initiated.  If  high  energy  radiation 
therapy  units  are  not  available,  it  is  preferable 
to  use  grid  techniques  with  orthovoltage  ma- 
chines. Utilization  of  a HVL  of  2-3  mm.  of  cop- 
per with  a Thoreus  filter,  utilizing  10  x 10  cm. 
portal  and  treatment  cone  with  50-70  cm.  FSD, 
is  suggested.  The  tumor  dose  should  be  300- 
400  rads  per  day  as  a minimum  and  continued 
three  to  five  days,  depending  upon  the  re- 
sponse. With  utilization  of  the  cobalt  teletherapy 
unit,  two  anterior  oblique  fields  utilizing  wedge 
filter  techniques  and  delivering  400  rads  daily 
tumor  dose  to  the  center  of  the  bladder  for 
three  to  five  days  are  suggested.  Daily  observa- 
tions are  necessary. 
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Intradural  Lipoma  of  the  Spinal  Canal 


INTRADURAL  LIPOMAS  of  the  spinal  canal,  un- 
associated with  spina  bifida  or  cutaneous  stig- 
mata, are  relatively  rare.  Lipomas  associated 
with  spina  bifida  and  other  developmental  ano- 
malies are  more  common,  but  differ  in  pathol- 
ogy and  clinical  presentation.  Ehni  and  Love^ 
reviewed  the  literature  in  1945  and  reported  a 
total  of  30  intradural  lipomas  including  5 cases 
from  the  Mayo  Clinic.  A number  of  additional 
reviews  and  case  reports  have  appeared.®' 

Five  of  the  six  tumors  reported  by  Svien"  were 
associated  with  spina  bifida,  and  one  was  ex- 
tradural. None  of  these  should  be  included  in 
the  category  of  intradural  lipomas.  To  date,  47 
intradural  lipomas  have  been  reported. 

Case  Report:  This  12-week-old  Latin-American 
girl  (born  Nov.  24,  1965)  was  admitted  to  the 
Robert  B.  Green  Hospital  because  of  paralysis 
in  both  arms.  The  prenatal,  perinatal,  and  post- 
natal history  was  noncontributory.  She  thrived 
and  weighed  13  lb.  at  40  days  of  age.  At  that 
time  she  began  crying  frequently  as  if  having 
colic.  She  was  treated  by  formula  changes,  anti- 
spasmodics,  and  antibiotics  for  an  ear  infec- 
tion. Her  symptoms  persisted  until  she  was  75 
days  old.  The  mother  reported  that  overnight 
the  infant  became  unable  to  move  her  arms, 
kept  her  head  turned  to  the  left,  and  that  any 
movement  of  the  child  caused  her  to  cry  as  if 
in  pain. 

The  baby’s  weight  on  admission  was  10  lb., 
10  oz.;  her  temperature  and  other  vital  signs 
were  normal.  There  was  a complete  flaccid  pa- 
ralysis of  both  upper  extremities  and  the  child 
cried  with  any  movement  of  the  arms.  There 
was  an  increase  in  the  deep  tendon  reflexes  in 
the  lower  extremities,  but  the  movements  were 
normal.  The  infant  kept  her  head  rotated  to  the 
left.  Attempts  to  turn  the  head  evoked  crying. 
The  remainder  of  the  physical  and  neurological 
examination  was  normal.  Results  of  routine 
blood  and  urine  studies,  as  well  as  blood  cul- 
tures, serology,  sedimentation  rates,  stool  cul- 


tures, serum  complement  fixations,  and  skin 
tests  for  mycoses  and  tuberculosis  were  all  nor- 
mal. The  initial  spinal  tap  revealed  xanthochro- 
mic cerebrospinal  fluid  with  an  opening  pres- 
sure of  14  cm.  HoO.  Other  values  were:  protein, 
526  mg./lOO  cc.;  glucose,  normal;  cell  count, 
normal;  Randy’s  test,  positive.  Five  lumbar 
punctures  were  done;  each  time  the  CSF  was 
xanthochromic  and  protein  level  varied  from 
219  to  2088  mg./lOO  cc.  The  fluid  analysis 
was  otherwise  normal.  The  CSF  pressure  was 
elevated  and  the  Queckenstedt  sign  was  posi- 
tive. Roentgenograms  of  the  chest  and  skull 
were  normal.  Roentgenograms  of  the  cervical 
spine  (Fig.  la  and  b)  showed  a slightly  in- 
creased interpedicular  distance  in  the  antero- 
posterior view  and  increased  radiolucency  of 
the  spinal  canal.  There  were  no  changes  in  the 
vertebral  bodies  or  arches. 

The  differential  diagnoses  included  Guillain- 
Barre  syndrome,  infectious  or  toxic  polyradicu- 
litis, and  spinal  cord  tumor.  The  patient  was 
given  active  physiotherapy  and  regained  very 
minimal  function  of  the  arms  and  a decrease  in 
pain.  She  was  treated  with  a variety  of  antibi- 
otics, INH,  and  steroids.  A myelogram  done  on 
May  6,  1966,  showed  an  almost  total  block  at 
the  T-1,  C-7  level  (Fig.  2a  and  b). 


On  May  7,  1966,  a laminectomy  of  C-1 
through  C-7  was  performed.  The  dura  was  dis- 
tended throughout  the  entire  cervical  area. 
There  was  no  dural  pulsation  and  spinal  fluid 
was  not  visible.  The  dura  was  incised  the  full 
length  of  the  cervical  cord  and  a tumor  was 
seen  to  occupy  the  entire  area.  There  was  still 
no  pulsation  or  spinal  fluid.  A portion  of  the 
tumor  was  removed.  It  was  soft  white  homog- 
enous tissue,  hardly  different  from  the  sub- 
stance of  the  cord.  Frozen  sections  contained 
only  fat  cells.  The  tumor  was  embedded  in  the 
central  part  of  the  cord  posteriorly  and  extend- 
ed laterally  and  anteriorly  into  the  nerve  roots. 
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CASE  REPORT:  Clinical  symptoms,  surgical 
treatment,  and  22-month  follow-up  of  a case  of 
intradural  lipoma  of  the  spinal  canal  in  a three- 
month-old  infant  are  described.  The  literature 
is  reviewed,  accompanied  by  discussion  of 
pathogenesis,  diagnosis  and  treatment.  In  in- 
fants with  peripheral  neurological  signs  and 
symptoms,  intraspinal  tumor  should  be  consid- 
ered when  the  diagnosis  is  not  certain  from  rou- 
tine physical,  neurological  and  laboratory  ex- 
amination. Lumbar  puncture  and  myelography 
are  the  most  useful  studies.  Surgical  explora- 
tion and  excision  may  be  curative  if  the  tumor 
is  benign  and  removal  is  complete. 


The  extension  to  the  left  was  greater  than  to 
the  right.  A portion  of  the  C-5  root  on  the  left 
was  removed  with  tumor,  and  it  is  probable 
that  portions  of  other  nerve  roots  were  dam- 
aged during  the  dissection.  To  avoid  further 
damage,  removal  of  the  tumor  was  incomplete. 
After  removal  of  a large  portion  of  the  tumor, 
spinal  fluid  flowed  from  above  and  below  the 
area  of  dissection  and  the  cord  was  pulsating 
normally. 

Examination  of  the  tumor  microscopically 
(Fig.  3)  revealed  only  mature  fat  cells  and  small 
portions  of  a nerve  root. 

The  patient’s  postoperative  course  was 
smooth.  A tracheostomy  tube  inserted  at  sur- 
gery was  removed  the  first  postoperative  day. 
There  were  no  respiratory  problems.  Oral  feed- 
ing was  begun  after  24  hours.  On  the  fifth  post- 
operative day  the  child  had  a severe  vasomotor 
reaction  on  the  right  side  characterized  by 
flushing  and  dryness  of  the  face,  arm  and  chest. 
This  subsided  in  48  hours  and  did  not  recur. 
(This  was  assumed  to  be  due  to  surgical  trauma 
or  edema  involving  the  sympathetic  pathways 
on  that  side.) 

The  patient  has  continued  physiotherapy 
since  surgery;  her  general  growth  and  develop- 
ment have  not  been  impaired.  Initially  she  had 
little  use  of  either  arm.  Twenty-two  months 
postoperatively  she  had  normal  function  of  the 
right  arm  except  for  a wrist  drop.  On  the  left, 
she  had  shoulder  drop  and  very  weak  shoulder 
abduction.  Forearm  flexion  and  extension  were 
present  and  good.  There  was  no  active  motor 
function  in  the  left  hand.  Physiotherapy  has  pre- 
vented postural  deformity  of  the  upper  extremi- 
ties. 


Fig.  la.  Anteroposterior  plain  film  of  cervical  spine  dem- 
onstrates increased  radiolncency  and  increased  interpedi- 
cnlar  distance. 


Discussion:  Intraspinal  tumors  are  much  less 
frequent  in  children  than  in  adults,  and  occur 
about  20  percent  as  often  as  intracranial  tu- 
mors in  children.  The  reported  series  would  in- 
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dicate  that  intradural  lipomas  account  for  about 

1 percent  of  spinal  cord  tumors  at  all  ages. 

Bailey  reviewed  the  literature  prior  to  1932 
and  reported  100  intraspinal  tumors  in  children 
under  15  years  of  age.  The  incidence  of  lipo- 
mas was  7 percent.  However,  there  was  no 
breakdown  as  to  age  or  association  with  spina 
bifida.  Hamby*  reported  117  intraspinal  tumors 
in  the  same  age  group  (3  prior  to  1932  and  1 14 
from  1932  to  1942).  In  Hamby’s  series  there 
were  3 intradural  lipomas  not  associated  with 
spina  bifida.  One  involved  the  entire  spinal  cord 
and  was  noted  at  necropsy  at  age  one  year.  The 
second,  noted  at  surgery  at  age  14,  involved 
the  cord  from  C-4  to  T-7.  Symptoms  had  been 
present  1,  13  and  10  years,  respectively. 

The  common  clinical  finding  is  motor  weak- 
ness, most  often  of  gradual  onset.  This  may  or 
may  not  be  accompanied  by  sensory  changes. 
Symptoms  may  evolve  over  a long  period,  fre- 
quently years.  After  several  months  or  years  of 
weakness,  more  marked  motor  loss  and  sensory 
changes  may  occur.  This  is  due  to  slow  but  pro- 
gressive growth  of  the  lipoma  and  increasing 
compression  of  the  spinal  cord.  Skeletal  de- 
formity is  unusual  and  present  only  in  long- 
standing cases  with  severe  motor  loss. 

This  tumor  is  most  commonly  reported  in 
the  cervical  and  lumbar  areas  but  may  occur  at 
any  level  or  throughout  the  entire  spinal  canal. 
The  incidence  of  intradural  lipomas  is  equal  in 
both  sexes.  They  are  most  frequently  found  in 
three  age  groups;  under  the  age  of  3 years, 
early  adulthood,  and  early  middle  age. 

In  the  30  cases  reported  by  Ehni  and  Love,^ 
spinal  taps  were  performed  in  13  patients.  Five 
had  xanthochromic  CSF,  11  had  an  elevated 
level  of  protein  (50  to  3950  mg./ 100  cc.),  and 

2 had  an  intradural  block.  Twelve  had  x-ray 
studies,  and  in  seven  cases  the  plain  films  or 
myelograms  were  of  diagnostic  help.  Plain  films 
of  the  spine  should  be  studied  for  widening  of 
the  vertebral  canal  and  erosion  of  the  pedicles. 
Plain  films  of  good  quality  may  reveal  a relative 


radiolucency  in  the  region  of  the  tumor.  When 
performed,  myelography  was  diagnostic  for  in- 
traspinal tumor  in  all  cases  reported.  This  was 
true  for  the  case  reported  here  as  well. 

The  pathogenesis  of  these  tumors  is  contro- 
versial. Mufson  and  Taniguchi^'’  question  the 
intramedullary  origin  and  suggest  three  possi- 
bilities: Metaplasia  of  adipose  tissue  from  the 
connective  tissue  of  the  pia-arachnoid,  inclu- 
sion of  embryonic  rests  in  the  meninges  during 
the  formation  of  the  neural  tube,  and  prolifera- 
tion from  fat  cells  occasionally  found  in  the  pia 
mater. 

Johnson^i  believes  the  lipomas  most  likely 
arise  from  embryonic  arrests  of  fat  cells  in  the 
pia.  Intramedullary  lipomas  are  pure  in  cell 
type,  while  those  with  extradural  components 
often  contain  other  cell  types  and  can  be  classi- 
fied as  angiolipomas,  myolipomas,  and  liposar- 
comas.  From  data  available,  it  appears  that  in- 
tramedullary lipomas  are  benign  except  for  their 
frequently  extensive  size  which  precludes  their 
removal  without  damaging  vital  neural  struc- 
tures. They  do  not  invade  the  spinal  cord,  but 
they  compress  or  indent  the  cord  and  grow 
around  the  nerve  roots.  There  is  a plane  be- 
tween the  tumor  and  the  cord  which  can  be  dis- 
tinguished microscopically  if  not  grossly.  Large 
tumors  in  the  cervical  area  can  cause  death  by 
compression  of  the  cord. 

The  treatment  of  spinal  cord  tumors  is  al- 
ways surgical.  If  the  tumor  is  malignant,  symp- 
tomatic relief  is  obtained  by  decompression 
laminectomy  and  partial  resection.  Benign  tu- 
mors should  be  resected  only  to  the  extent  pos- 
sible without  damaging  the  cord  or  nerve  roots. 
Physiotherapy  is  important  to  maintain  joint 
motion  and  develop  maximum  strength  in  par- 
tially paralyzed  muscles.  Bracing  may  be  need- 
ed after  extensive  laminectomies  to  prevent 
spine  deformities. 
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Fig.  Ih.  Top.  Lateral  plain  film  of  cervical  .spine  shows 
increased  radiolucency  and  interpedicidar  distance. 


Fig.  2a.  Bottom.  Myelogram  delineating  lower  border  of 
intradural  lipoma. 


Fig.  2h.  Top.  Myelogram,  lateral  view. 


Fig.  3.  Bottom.  Microscopic  section  of  lipoma  showing 
mature  fat  cells.  Nerve  fibrils  present  in  left  lower  corner. 
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Help  the  Needy! 


A patient  of  advancing  years  may  appear  to  “have  everything,”  but  may  well 
be  in  nctd— medically . You  know  the  symptoms.  She’s  tired  most  of  the  time. 
Though  there’s  nothing  wrong  with  her  organically,  she  suffers  from  general 
malaise.  Lassitude  has  become  her  way  of  life  . . . vague  aches  and  pains  her 
major  concern. 

Such  a patient  has  entered  the  “Mediatric  Age”— that  stage  of  her  life  in 
which  she’s  an  ideal  candidate  for  MEDIATRIC.  This  preparation  provides 
the  anabolic  benefits  of  gonadal  steroids,  plus  a gentle  mood  uplift  and  the 
nutritional  support  she’s  apt  to  need.  MEDIATRIC  is  intended  to  help  keep 
her  more  alert  and  active,  and  relieve  general  malaise  ...  to  help  restore  that 
sense  of  physical  and  emotional  well-being  that  the  elderly  deserve  to  enjoy. 
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The  estrogen  component  in  MEDIATRIC  is  PREMARIN®  (con  jugated  estrogens-eqnine),  the 
orally  acti\  e,  natural  estrogen  so  widely  prescribed  lor  its  physiologic  and  metabolic  benefits. 
The  combination  of  estrogen  and  methyltestosterone  can  help  maintain  anabolic 
balance  to  f orestall  premature  degenerative  changes  related  to  estrogen  deficiency. 

MEDIA!  RIC  also  supplies  a small  amount  of  inethninplietdniine  HC 1 to  pro^fide  a gentle 
mood  uplift,  and  nutritional  supplements  specially  selected  to  meet  the  needs  of  the  aging. 
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The  patient  had  a mass  in  the  abdomen,  and 
all  of  her  presenting  symptoms  could  have  been 
related  to  that  lesion.  Other  factors,  however, 
complicated  the  diagnosis.  She  recently  had 
undergone  surgery  and  radiotherapy  for  a 
squamous  cell  carcinoma  of  the  tonsillar  area. 
Some  of  her  symptoms  could  have  resulted 
from  that.  Vaginal  bleeding  might  have  been  a 
response  to  hormone  therapy.  At  surgery,  the 
expected  malignancy  proved  to  be  a benign 
lesion. 


Clinicopathologic  Conference 


CLINICAL  PROTOCOL:  A 56-year-old  married 
woman  was  admitted  to  the  Scott  and  White 
Memorial  Hospital  in  January,  1968,  because 
of  (1)  pain  in  the  right  side  of  her  tongue,  radi- 
ating into  her  right  jaw  and  ear;  (2)  epigastric 
pain;  (3)  vaginal  bleeding;  and  (4)  a weight  loss 
of  10  lbs.  during  the  past  month. 

The  patient  had  been  reasonably  well  until 
July,  1967,  when  she  had  a squamous  cell  car- 
cinoma removed  from  her  right  tonsillar  area. 
Following  a six-week  course  of  roentgen  ther- 
apy to  the  involved  area,  she  was  relatively  free 
of  pain  for  approximately  three  months.  In  De- 
cember, however,  her  mouth  began  to  feel  dry, 
and  pain  became  severe  when  anything  touched 
the  right  side  of  her  tongue.  Her  weight  loss 
was  attributed  to  difficulty  in  opening  her  mouth 
and  inability  to  eat  well. 

Her  first  epigastric  symptoms  had  occurred 
about  nine  months  before  she  was  seen  at  this 
clinic.  Although  no  ulcer  was  seen  on  roentgen- 
ograms at  that  time,  the  patient  was  advised  to 
follow  an  ulcer  regimen.  The  symptoms  sub- 
sided, recurring  only  sporadically  until  five  days 
before  admission  when  intermittent,  rather  se- 
vere epigastric  pain  seemed  to  radiate  into  the 
left  side  of  her  chest.  This  pain  was  most  severe 
before  her  evening  meal  and  was  relieved  to 
some  extent  by  food  and  antacids. 

The  patient’s  last  regular  menstrual  period 
had  been  in  1951  when  she  was  39  years  old. 
Miscarriage  at  about  four  months  gestation 
ended  her  only  pregnancy.  For  several  years 
she  had  received  a monthly  hormonal  injection. 
Five  days  before  admission  she  had  an  episode 
of  vaginal  bleeding,  her  first  since  1962  when 
she  had  some  cysts  cauterized. 

Physical  Examination:  The  patient  was  thin 
and  anxious,  but  was  not  in  acute  distress.  Her 
eyes,  ears,  nose  and  throat  appeared  normal  ex- 
cept for  the  right  tonsillar  fossa.  This  area  was 


one  large  ulcer  covered  by  a dense,  whitish 
plaque  surrounded  by  moderate  edema.  Exten- 
sion into  the  hypopharyngeal  area  was  minimal, 
and  the  nasopharynx  was  not  involved.  Nodes 
could  not  be  palpated  in  her  neck.  Her  heart 
and  lungs  seemed  normal,  and  her  blood  pres- 
sure was  110/80  mm.  of  mercury.  Her  liver, 
spleen,  and  kidneys  were  not  enlarged,  but  a 
small,  rounded  mass  was  palpated  just  above 
and  to  the  left  of  the  slightly  tender  umbilicus. 
The  vagina  contained  dark  blood  which  seemed 
to  be  coming  from  the  cervical  os.  No  masses 
were  felt  in  the  uterus  or  adnexa. 

Clinical  Investigation:  The  patient’s  hemo- 
globin concentration  was  12.5  gm.  per  100  ml. 
(83%);  hematocrit,  41%;  white  blood  cells, 
6,450  per  cu.  mm.  The  values  of  the  differential 
count  were  in  the  normal  range.  Blood  urea  was 
18  mg.  per  100  ml.,  and  blood  glucose  was  60 
mg.  per  100  ml.  The  sedimentation  rate  was 
66  mm.  in  one  hour.  Red  blood  cells  were  rare 
in  the  urine,  and  the  specific  gravity  was  1.015. 
The  smears  from  the  cervix  and  endocervix  were 
Papanicolaou’s  Class  I. 

Roentgenographically,  the  chest  and  skull  ap- 
peared normal.  Upper  gastrointestinal  studies 
revealed  a tender,  movable  mass  with  a large 
eccentric  ulceration  (measuring  12  x 20  mm.) 
in  the  gastric  antrum.  Peristalsis  was  not  pres- 
ent in  this  area,  and  a moderate  amount  of 
fluid  was  retained  in  the  stomach.  The  lesion 
was  considered  to  be  malignant. 

The  edge  of  the  pylorus  could  be  visualized 
through  the  gastroscope,  but  the  lesser  curva- 
ture of  the  prepyloric  region  and  the  expected 
ulceration  could  not  be  seen  because  of  a pro- 
truding mass.  Submucosal  nodularity  extended 
up  the  greater  curvature  of  the  posterior  wall. 
On  the  posterior  wall,  a reddish  nodule  (4  to  5 
cm.  in  diameter)  was  seen.  A presumptive  diag- 
nosis of  a possible  infiltrating  malignant  lesion 
was  made  at  this  point. 
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Biopsies  from  the  cervix  showed  chronic  cer- 
vicitis; from  the  endometrium,  cystic  hyper- 
plasia; and  from  the  lesion  of  the  right  posterior 
pharynx,  squamous  epithelial  hyperplasia  and 
subepithelial  inflammation. 


Dr.  Bhati:  Although  the  patient  had  four  pre- 
senting complaints,  all  of  her  symptoms  may  be 
related  to  the  mass  in  her  abdomen.  The  perti- 
nent questions  are:  Is  this  mass  in  her  stomach 
a primary  or  a secondary  lesion?  If  it  is  a pri- 
mary lesion,  is  it  benign  or  is  it  malignant? 

In  July,  1967,  a squamous  cell  carcinoma 
was  excised  from  the  patient’s  right  tonsillar 
fossa  and  the  region  was  irradiated.  That  her 
abdominal  mass  is  secondary  to  this  lesion  is 
unlikely  for  two  reasons:  (1)  Not  a single  case 
of  carcinoma  arising  in  the  tonsillar  fossa  and 
metastasizing  to  the  stomach  was  found  in  the 
medical  literature;  and  (2)  squamous  cell  carci- 
noma metastasizes  through  lymphatic  permea- 
tion and  by  lymphatic  emboli.  Hence,  the  re- 
gional lymph  nodes  would  have  been  involved 
before  metastasis  appeared  in  the  stomach. 
This  patient’s  neck  glands  were  not  enlarged, 
and  biopsies  of  the  treated  tonsillar  fossa  did 
not  indicate  recurrence  or  residual  tumor. 
Therefore,  metastasis  from  the  lesion  of  the 
right  tonsillar  fossa  seems  an  unlikely  cause 
for  the  abdominal  mass.  Also,  the  ulcer  in  the 
patient’s  mouth  can  be  attributed  to  radiation 
necrosis. 

The  patient  had  vaginal  bleeding  for  only  five 
days  prior  to  admission,  and  this  bleeding  may 
be  explained  by  the  fact  that  she  had  been  re- 
ceiving a female  hormone  for  a long  time.  Since 
biopsies  and  curettage  did  not  demonstrate  ma- 
lignant involvement,  metastasis  to  the  stomach 
from  this  region  can  be  ruled  out. 

The  patient’s  loss  of  weight  during  the  month 
prior  to  admission  might  be  due  to  a neoplasm, 
but  a more  plausible  explanation  would  be  that 
she  was  unable  to  open  her  mouth  and  eat  ade- 
quately because  of  her  oral  ulcer.  Her  weight 
loss  neither  supports  nor  contradicts  a diagno- 
sis of  carcinoma  of  the  stomach. 

The  patient’s  epigastric  distress  can  be  at- 
tributed to  her  abdominal  mass  which  probably 
is  a primary  tumor;  but  is  it  benign  or  is  it  ma- 
lignant? The  radiologist’s  and  the  gastroenter- 
ologist’s impressions  were  that  the  tumor  was 
malignant,  and  that  fluid  was  retained  in  the 
stomach.  Fluid  retention,  however,  is  a point 
against  the  likelihood  of  a malignant  tumor. 
Therefore,  benign  lesions  must  be  considered. 


Fig.  la.  Top.  A spot  roentgenogram  shows  a gastric  ni- 
cer crater  adjacent  to  the  pyloric  channel,  h.  Bottom. 
Positional  roentgenogram  shows  the  nicer  and  adjacent 
defect. 


Leiomyoma  is  the  tumor  of  the  stomach 
which  is  found  most  frequently  at  necropsy — 
regardless  of  whether  or  not  the  lesion  was  rec- 
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Fig.  2.  Photograph  of  the  gros.s  specimen.  Just  beyond 
the  pylorus  is  a large  ulcer  crater  with  edematous 
mucosa  surrounding  it. 

Fig.  3a.  At  the  top.  note  the  normal  duodenal  mucosa 
extending  to  the  edge  of  the  ulcer  crater,  and  the 
granulating  base  of  the  ulcer,  h.  Ectopic  pancreatic 
tissue  is  surrounded  by  Brunner’s  glands  in  the 
duodenum.  In  this  case,  aberrant  pancreatic  tissue 
in  the  wall  of  the  duodenum  and  in  the 
pyloric  ring.  X 100. 


ognized  antemortem.  This  type  of  tumor  may 
spread  all  over  the  stomach  and  produce  a 
nodular  wall.  Also,  a leiomyoma  may  grow  and 
the  mucosa  overlying  it  may  ulcerate  and  pro- 
duce the  radiologic  finding  of  ulceration  over- 
lying  a movable  mass.  (During  the  gastro- 
scopic  examination,  the  nodularity  could  have 
been  confused  with  infiltration.) 

An  adenomatous  polyp  is  the  second  type  of 
benign  tumor  to  be  considered.  These  lesions 
may  be  multiple  and,  if  multiple,  small  adeno- 
matous polyps  may  be  mistaken  for  infiltration. 
Also,  a large  polyp  may  ulcerate  over  its  surface 
and  assume  the  gastroscopic  and  roentgeno- 
logic appearance  of  this  patient’s  lesion. 

Another  lesion  to  consider  in  the  differential 
diagnosis  is  aberrant  pancreas  in  the  stomach 
wall.  Generally,  this  is  a benign  lesion;  and 
roentgenologically,  it  appears  as  a smooth  sur- 
face tumor.  Rarely,  multiple  nodules  may  re- 
semble the  infiltration  described  by  the  gastro- 
enterologist; however,  aberrant  pancreas  fre- 
quently resembles  a malignant  tumor  if  the  mu- 
cosal surface  is  ulcerated.  Another  point  favor- 
ing aberrant  pancreas  as  a possible  diagnosis  is 
that  there  was  considerable  fluid  in  the  stom- 
ach. This  suggests  that  the  pancreatic  tissue 
developed  into  a gastrin-producing  tumor  which 
is  causing  hypersecretion.  Also,  pyloric  obstruc- 
tion could  cause  fluid  to  be  retained  in  the 
stomach. 

In  conclusion,  I suggest  the  following  diag- 
noses: (1)  leiomyoma,  and  (2)  gastric  carcino- 
ma. Leiomyoma  is  a very  common  tumor.  On 
roentgenograms  and  through  the  gastroscope, 
this  type  of  lesion  may  mimic  carcinoma  of  the 
stomach.  In  this  case,  the  roentgenographic 
and  gastroscopic  findings  suggest  a malignant 
lesion.  Whereas  roentgenograms  made  during 
clinical  examination  showed  a large  abdominal 
mass,  those  made  nine  months  previously  did 
not  show  this  mass;  this  indicates  rapid  growth 
consistent  with  a malignant  lesion.  Also,  the 
gastroscopic  findings  and  the  patient’s  weight 
loss  support  such  a diagnosis.  Hence,  the  most 
likely  diagnosis  would  be  carcinoma  of  the 
stomach. 

Discussion:  Dr.  Eberts:  Representative  roent- 
genograms from  the  upper  gastrointestinal  se- 
ries made  on  Jan.  20,  1968,  are  shown  in  Fig. 
1.  The  examination  was  performed,  as  always 
in  our  department,  under  direct  fluoroscopy.  A 
freely  movable  hard  mass  (6  to  7 cm.  in  diame- 
ter) with  associated  eccentric  ulceration  was 
apparent  on  all  of  the  views.  The  ulcer  is  almost 
in  the  pyloric  channel  but  is  still  in  the  gastric 
antral  region.  Peristalsis  was  interrupted  and 
was  absent  in  this  area.  The  bowel  was  not  ob- 
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structed;  and  the  duodenal  bulb,  the  second 
portion  of  the  duodenum,  and  the  remainder  of 
the  small  bowel  were  without  visible  abnormali- 
ties. Leiomyoma,  leiomyosarcoma,  atypical  gas- 
tric ulceration,  and  adenocarcinoma  should  be 
included  in  the  differential  diagnosis. 

Dr.  Laurens:  Using  the  fiberoptic  gastro- 
scope,  I visualized  the  antrum  and  the  lesser 
curvature  of  the  angulus,  and  this  area  ap- 
peared normal;  however,  multiple  submucosal 
nodules  infiltrated  the  greater  curvature  and 
posterior  wall.  The  patient  was  rotated  into  the 
recumbent  position  to  facilitate  an  attempt  to 
see  the  pylorus  open  and  close,  but  an  unusual 
angulation  (presumably  from  a tumor)  obstruct- 
ed the  view  of  the  entire  lesser  curvature  of  the 
prepylorus  (even  with  flexion  and  retroflexion 
of  the  gastroscope).  Definite  ulceration  was  not 
seen,  but  I did  see  submucosal  nodularity  ex- 
tending from  5 to  6 cm.  along  the  greater  curva- 
ture and  posterior  wall  of  the  stomach.  Pos- 
sibly the  anterior  wall  was  involved.  I examined 
the  posterior  wall  further  and  saw  a definite 
reddish  nodule  (4  to  5 cm.  in  diameter)  which 
seemed  submucosal.  These  findings  suggested 
infiltrating  carcinoma  although  I could  not  rule 
out  leiomyosarcoma  as  a possible  diagnosis. 
Numerous  gastroscopic  photographs  were  tak- 
en, and  I hoped  that  they  would  suggest  a more 
definitive  diagnosis.  However,  in  these  photo- 
graphs, the  mucosa  appeared  essentially  nor- 
mal. 

After  I examined  the  patient.  Dr.  Brown*  per- 
formed a biopsy  of  the  right  tonsillar  fossa,  site 
of  the  previous  squamous  cell  carcinoma.  The 
specimen  contained  granulomatous  tissue  and 
fibrosis,  but  malignant  cells  were  not  present. 
Because  the  patient’s  jaws  were  fixed  and  diffi- 
cult to  open,  gastric  cytology  and  gastric  analy- 
sis were  not  performed. 

Dr.  Reid:  The  diagnosis  is  aberrant  pancreas 

■•Dr.  Aubrey  K.  Brown,  Jr.,  Department  of  Otolaryngology. 


in  the  wall  of  the  duodenum  and  in  the  pyloric 
ring,  with  overlying  ulceration  of  the  mucosa. 
In  the  gross  specimen  (Fig.  2)  the  rather  large 
ulcer  crater  was  located  immediately  distal  to 
the  pyloric  ring  and  was  surrounded  by  a rim 
of  edematous,  hyperemic  mucosa. 

A low  power  photomicrograph  (Fig.  3a) 
shows  normal  duodenal  mucosa  extending  to 
the  edge  of  the  ulcer  crater  which  has  a granu- 
lating base.  The  second  photomicrograph  (Fig. 
3b)  is  of  the  ectopic  pancreatic  tissue  surround- 
ed by  Brunner’s  glands  of  the  duodenum.  Simi- 
lar areas  of  pancreatic  tissue  were  seen  in  the 
wall  of  the  pyloric  ring. 

Dr.  White:  I think  Dr.  Bhati  should  be  con- 
gratulated on  making  as  good  a preoperative 
diagnosis  as  any  of  us  did  in  this  instance.  This 
case  illustrates  some  of  the  difficulties  encount- 
ered in  the  preoperative  evaluation  of  a few  pa- 
tients. I certainly  thought  that  this  woman  had 
a carcinoma! 

Through  a midline  incision,  a large  mass  was 
located  in  the  duodenum  and  pylorus.  Because 
I suspected  neoplasia,  two  lymph  nodes  were 
excised  for  study.  When  the  nodes  were  report- 
ed to  be  benign,  I proceeded  with  the  dissection. 
The  inflammatory  lesion  proved  to  be  a giant 
duodenal  ulcer  which  penetrated  into  the  head 
of  the  pancreas.  Antrectomy  and  vagotomy  with 
excision  of  the  ulcer  completed  the  procedure. 

An  interesting  aspect  of  this  case  is  the  pres- 
ence of  pancreatic  tissue  in  the  duodenum.  A 
number  of  years  ago.  Dr.  Stinson*  and  I con- 
sidered ourselves  as  “authorities”  on  cases  of 
pancreatic  tissue,  aberrant  pancreas  (presum- 
ably not  adenomas  or  tumors)  in  the  duodenum 
associated  with  duodenal  ulcer  because,  during 
a short  time,  we  had  seen  several  patients  with 
this  pathologic  condition.  These  patients  had 
surgical  treatment  before  we  knew  about  the 


*Dr.  James  C.  Stinson,  Department  of  Anatomical  Pathology. 
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Zollinger-Ellison  tumor,  and  we  wondered  why 
they  developed  ulcers.  I am  told  by  our  path- 
ologists that  aberrant  pancreatic  tissue  appears 
in  the  duodenum  in  about  2 percent  of  all  rou- 
tine autopsies.  Therefore,  2 out  of  every  100 
resections  that  are  performed  might  be  asso- 
ciated with  duodenal  ulcer  and  pancreatic  tis- 
sue. On  the  other  hand,  the  thought  has  been 
expressed  that  the  duodenum  is  devitalized  by 
this  aberrant  tissue.  I think  that  whether  or  not 
it  promotes  pylorospasm  which  increases  acid- 
ity in  the  devitalized  area  and  produces  ulcer 
would  be  conjecture.  Zollinger-Ellison  tumors 
have  been  found  in  the  duodenum.  In  fact,  the 
one  or  two  instances  that  I know  about  in  which 
the  exciter  mechanism  was  resected  and  the 
patient  was  cured  (in  other  words,  avoiding 
total  gastrectomy)  concerned  an  aberrant,  Zol- 
linger-Ellison tumor  in  the  duodenum  itself. 

In  our  patient,  the  preoperative  diagnosis  was 
pyloric  carcinoma;  so,  unfortunately,  studies 
were  not  directed  toward  a diagnosis  of  the  Zol- 
linger-Ellison syndrome.  The  likelihood  of  this 
syndrome  should  be  kept  in  mind  when  such  a 
problem  is  presented. 

Dr.  Texter,  do  you  know  why  patients  with 
pancreatic  tissue  in  the  duodenum  might  have 
hypersecretion? 

Dr.  Texter:*  No,  I don’t. 

Dr.  Reid:  I believe  that  the  2 percent  finding 
is  of  aberrant  pancreatic  tissue  somewhere  in 
the  gastrointestinal  tract,  not  necessarily  in  the 
duodenum.  The  favored  sites  for  ectopia  follow 
the  order  of  descent  of  the  intestinal  tract;  that 
is,  they  are  most  common  in  the  stomach  and 
duodenum,  with  about  equal  frequency;  next, 
in  the  jejunum,  then  in  Meckel’s  diverticulum, 
and  finally  in  the  ileum.  Ectopic  pancreatic  tis- 
sue occurs  in  other  viscera  only  rarely.  The  so- 
called  Zollinger-Ellison  syndrome,  as  it  was  or- 

•Dr.  E.  Clinton  Texter,  Jr,,  Department  of  Clinical  Physiology. 


iginally  described,  was  of  extreme  hyperacidity 
associated  with  ulcers  in  the  jejunum  and  islet 
cell  tumors.  However,  I think  that  the  more  re- 
cent literature  has  changed  that,  and  it  is  now 
considered  that  the  ulcers  of  this  syndrome  are 
more  likely  to  be  in  the  stomach  and  duode- 
num, the  places  where  peptic  ulcers  usually 
occur.  Only  about  25  percent  of  the  ulcers  are 
actually  in  the  jejunum. 

Dr.  Laurens:  Several  points  in  this  case  con- 
tradict a diagnosis  of  the  Zollinger-Ellison  syn- 
drome. I was  not  at  all  surprised  when  Dr.  Reid 
showed  that  the  ulcer  involved  the  pyloric  canal 
and  duodenum  because,  to  me,  the  roentgeno- 
grams suggested  a large  eccentric  ulcer  which 
appeared  close  to  the  pylorus  and  almost  in  the 
pyloric  canal.  Other  radiologic  aspects  failed  to 
support  such  a diagnosis.  In  this  syndrome, 
typical  findings  are  the  dilated  duodenum  and 
jejunum  with  enlarged  edematous  folds  from 
tremendous  hypersecretion.  Malabsorption  may 
be  associated.  The  pancreas  often  shows  only 
hyperplasia,  and  the  tumor  may  be  revealed 
after  multiple  sections  of  the  entire  pancreas. 
Metastasis  occurs  in  at  least  25  percent  of  the 
patients  with  the  Zollinger-Ellison  syndrome; 
and,  in  approximately  two  thirds  of  the  cases, 
the  tumors  are  multiple. 

Dr.  Bhati,  you  gave  an  excellent  presentation 
and  differential  diagnosis. 


The  participants,  Scott  and  White  Clinic,  Temple,  Texas 
76501. 
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Diagnostic  Products  Sales,  The  Dow  Chemical  Company,  Midland,  Michigan  48640, 


You  won't  have  to  wait  for  these  results  to  come  back  from  the  lab. 

Because  now  you  can  do  blood  chemistry  tests  in  your  own  office.  With 
Diagnostest*  reagents  and  instruments.  You  get  accurate,  precise  results 
in  minutes.  And  we  teach  your  nurse  or  medical  assistant  to  do  the  tests. 
The  system  can  be  used  to  measure  hemoglobin,  glucose,  cholesterol, 
urea  nitrogen,  total  bilirubin  and  uric  acid.  Write  today  for  full  details. 

•Trademark  of  The  Dow  Chemical  Company 


Headaches,  Inc? 


Nai^.. 

management  for 
^kmas  wdl  as  pain 


What  a madhouse. 

Even  the  office  boy  has  problems . . . 
and  he’s  the  boss’  nephew. 

The  business  day  is  full  of  insanity, 
incompetence  and  interruptions ...  a 
thousand  little  things  that  may  cause 
tension  headaches. 

Life  in  the  office  may  get  more 
complicated,  but  now  treatment  of 
the  tension  headache  is  simpler— with 
Dialog!  Here’s  effective  nonsalicy- 
late analgesia  plus  mild  sedation. 
Relieves  tension.  Relieves  pain. 

Unlike  APC-barbiturate  or  APC- 
codeine  combinations.  Dialog  is  non- 
salicylate. No  gastric  irritation,  even 
in  aspirin-sensitive  patients.  Also 
nonphenacetin— when  given  in  proper 
dosage,  won’t  injure  the  kidney. 

Dialog  succeeds  when  business  is 
really  trying. 


IN  Die  A T IONS : For  relief  of  pain  and 
discomfort  of  simple  headache ; neu- 
ralgia, myalgia,  and  musculoskeletal 
pain;  dysmenorrhea;  bursitis ; sinusitis ; 
fibrositis.  Also  indicated  to  reduce  fever 
and  to  relieve  discomfort  due  to  respira- 
tory infections,  influenza,  and  other 
febrile  conditions. 

CONTRAINDICATIONS : Not  recom- 
mended during  pregnancy. 

WARNINGS : May  be  habit-forming. 

Do  not  use  in  patients  sensitive  to  bar- 
biturates or  in  those  with  moderate  to 
severe  hepatic  disease. 

ADVERSE  REACTIONS:  Nausea, 
transitory  dizziness,  rash.  Overdosage 
of  allobarbital  produces  symptoms  typi- 
cal of  acute  barbiturate  excess. 


DOSAGE : Adults:  1 or  2 tablets  every 
U hours.  Not  to  exceed  8 tablets  in  2U 
hours.  Children  6 to  12: 1/2  to  1 tablet 
every  U hours.  Not  to  exceed  U tablets  in 
2i  hours. 

SUPPLIED : Tablets  (white,  scored), 
each  containing  15  mg  allobarbital  and 
300  mg  acetaminophen;  units  of  3, 
bottles  of  30. 
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CIBA  Pharmaceutieal  Company,  Summit, N.  J . 


C I B A 


An  antibiotic 
should  work  well 
either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 

DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic . . .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con-  ] 

comitant  administration  of  high  calcium  content  t 

drugs,  foods  and  some  dairy  products.  Treatment  of  I 

streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracyclineHCl. 

BECLOM  YCIN ' 

DEMETHYLCHLOKTErRACVCUNE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  “case  history"  of  one  new  drug  — or, 
rather,  a proposed  new  drug  - assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical 
Manufacturers  Association 

Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St.,  N.  W.,  Washington,  D C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


MtaJJiliiMiii  -pharmaceuticals  created  for  your  specialized  clinical  needs 


Advanced  arteriosclerosis  obliterans  is  not 
amenable  to  peripheral  vasodilator  therapy  but.. 

survival  of  the  limb  in  arteriosclerosis  obliterans 
may  depend  on  early  diagnosis, 
prompt  treatment,  and  proper  care!' 


In  responsive 
arteriosclerosis  obliterans 

lAtSODIUUir 

(ISOXSUPRINE  HCI) 

acts  directly  on  the  arterial  musculature 

provides  deep  vasodilatatioK  not  just 
a skin-deep  flush'' 

has  been  shown  to  increase  claudication 
distance  and  relieve  rest  pain'' 

does  not  complicate  coronary  disease 


Vasodilan  in  the  total  care  of 

your  patient  After  a diagnosis  is 
established  — by  absence  of  pulses,  systolic 
bruits,  postural  color  changes,  sensitivity  to 
cold,  and  muscular  weakness ...  as  well  as  by 
intermittent  claudication  and  rest  paint  s— 
treatment  should  begin  promptly. 

Treatment  of  the  underlying  disease  may 
include  dietary  measures  to  lower  cholesterol 
and  reduce  weight.i  Ischemic  tissue  should  be 
protected  from  chemical,  mechanical,  and 
thermal  trauma,  never  subjected  to  direct  heat. 9 
Often  resilient  collateral  vessels  can  com- 
pensate,1.8,10  helped  by  such  measures  as  keep- 
ing the  affected  limb  below  heart  level, i.s 
stopping  smoking, 1. 9 mild  exercise, 9. 10  and 
peripheral  vasodilators.io 

Although  not  all  clinicians  are  in  agreement 
as  to  the  value  of  peripheral  vasodilators, ''■'-■'3 
several  investigators^.'!'*  have  studied  the  effects 


of  isoxsuprine  on  blood  flow  in  the  extremities 
and  interpret  their  results  as  indicating  that  this 
agent  causes  peripheral  vasodilation  which  is 
greater  in  the  skeletal  muscle  vessels  than  in 
the  skin. 

The  effects  of  vasodilator  therapy  with 
VasodTlan  tablets  have  been  demonstrated  both 
by  objective  measurement*'''*8  and  observation 
of  clinical  improvement. 8-'’. *6 

VasodTlan  can  provide  a significant  part  of 
the  therapy  of  responsive  arteriosclerosis 
obliterans  and  certain  other  peripheral  vascular 
diseases.  The  important  medical  considerations 
in  prescribing  VasodTlan  follow. 

to  guide  you  in  prescribing 

Vasodilan  Indications:  Arteriosclerosis 
obliterans,  diabetic  vascular  diseases, 
thromboangiitis  obliterans  (Buerger’s  disease), 
Raynaud’s  disease,  postphlebitic  conditions. 


prescribing  information  continued  on  next  page 


acroparesthesia,  frostbite  syndrome  and  ulcers  of  the 
extremities  (arteriosclerotic,  diabetic,  thrombotic). 
Composition:  VasodTlan  tablets,  isoxsuprine  hydro- 
chloride 10  mg.  Dosage:  Oral  — 10  to  20  mg.  (1  or  2 
tablets)  t.i.d.  or  q.i.d.  Contraindications:  There  are  no 
known  contraindications  to  recommended  oral  dosage. 
See  “Cautions.”  Side  Effects:  Occasional  palpitation 
ana  dizziness  can  usually  be  controlled  by  dosage 
reduction.  As  intramuscular  administration  of  10  mg.  or 
more  may  cause  brief  hypotension  and  tachycardia, 
single  intramuscular  doses  exceeding  this  amount  are 
not  recommended.  Cautions:  Do  not  give  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 
Complete  details  available  in  product  brochure  from 
Mead  Johnson  Laboratories. 

References:  (1)  Allen,  E.  V.;  Barker,  N.  W.,  and  Hines, 

E.  A.,  Jr.;  Peripheral  Vascular  Diseases,  ed.  3,  Phila- 
delphia, W.  B.  Saunders  Company,  1962,  pp.  293-341. 
(2)  Abramson,  D.  I.:  Diagnosis  and  Treatment  of  Periph- 
eral Vascular  Disorders,  New  York,  Harper  & Brothers, 
1956,  pp.  192-200.  (3)  New  Drugs— Evaluated  by  the 
A.M.A.  Council  on  Drugs,  Chicago,  American  Medical 
Association,  1967,  pp.  295-297.  (4)  Kaindl,  F.;  Angiology 
77:15-20  (Feb.)  1960.  (5)  Kaindl,  F.;  Partan,  J.,  and 
Polsterer,  P.:  Wien.  klin.  Wchnschr.  68:186-191 
(March  16)  1956.  (6)  Frieh,  C.,  and  Clivier,  L.;  Lyon  Med. 
97:891-896  (May  24)  1959.  (7)  Weghaupt,  Von  K.: 

Wien.  klin.  Wchnschr.  69:31-32  (Jan.  11)  1957.  (8)  Abram- 
son, D.  I.:  op.  cit.,  pp.  131-145,  419-422.  (9)  Foley,  W.  T., 
and  Wright,  I.  S.:  Color  Atlas  and  Management  of 
Vascular  Disease,  New  York,  Appleton-Century-Crofts, 
Inc.,  1959,  pp.  3-5.  (10)  Stein,  I.  D.:  Angiology  75:1-4 
(April)  1964.  (11)  Myers,  K.  A.:  Modern  Treatment 
4:370-383  (March)  1967.  (12)  Gillespie,  J.  A.;  Angiology 
77:280-288  (May)  1966.  (13)  Smit,  Arne,  F.,  etal.:  Nordisk 
Medicin  20:1260, 1959  . (14)  Kaindl,  F.;  Samuels,  S.  S.; 
Selman,  D.,  and  Shaftel,  H.:  Angiology  70:185-192  (Aug.) 
1959.  (15)  Samuels,  S.  S.,  and  Shaftel,  H.  E.:  JAMA 
777:142-145  (Sept.  12)  1959.  (16)  Clarkson,  I.  S.,  and 
LePere,  D.  M.:  Angiology  77:190-192  (June)  1960. 


This  booklet,  “Taking  Care 

of  Yourself,” 


TAKING 

CARE 

OF  YOURSELF 


helps  your  patients 
understand 
and  practice 
good  foot 
hygiene. 


These  “New  Perspectives” 
monographs  on  several 
aspects  of 
vascular  disorders 
bring  you  up-to-date 
information 
on  diagnosis 
and  treatment. 


Available  from  your  Mead  Johnson  representative 
or  directly  from  Mead  Johnson  Laboratories. 
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‘CUSTOMARY  FEES’  ADOPTED  FOR  FEDERAL  EMPLOYEES 


The  concept  of  payment  of  "usual, 
customary,  and  reasonable”  fees 
has  been  adopted  for  application  to 
another  major  program  which  will 
affect  a large  number  of  patients  in 
the  state  of  Texas. 

The  Federal  Employees  Health 
Benefits  Program  has  adopted  this 
concept  beginning  Jan.  1,  1969.  It 
will  follow  the  pattern  which  has 
been  established  in  recent  years  for 
several  government  medical  care 
programs — Medicare,  Title  XIX,  and 
Military  Dependents  Medical  Care. 

Adoption  of  the  concept  of  usual, 
reasonable,  and  customary  fees  for 
the  Federal  Employees  Plan  is  par- 
ticularly significant  to  Texas  physi- 
cians, because  452,175  individuals 
in  this  state  are  covered  under  this 
insurance  plan  (133,700  civil  service 
employees  and  318,475  of  their  de- 
pendents). Substantial  numbers  of 
civil  service  employees  are  em- 
ployed in  San  Antonio,  the  Houston 
area,  Austin,  Corpus  Christi,  Wichita 
Falls,  Abilene,  San  Angelo,  Lubbock, 
El  Paso,  Amarillo,  Dallas,  Fort  Worth, 
and  at  the  Red  River  Arsenal  near 
Texarkana. 

The  insurance  program  is  financed 
by  contributions  by  both  civil  ser- 
vice employees  and  the  federal  gov- 
ernment. The  employee  has  a choice 
between  a high  option  plan  which 
embraces  greater  benefits  and  larger 
premiums,  and  a low  option  plan. 
Approximately  89%  of  the  civil  ser- 
vice employees  in  Texas  have  se- 
lected the  high  option  plan.  Civil 
service  employees  also  may  choose 
from  insurance  plans  underwritten 
by  different  carriers.  In  Texas,  340,- 
000  have  selected  Blue  Cross-Blue 
Shield  as  their  insurance  carrier.  The 
Aetna  Life  Insurance  Company  is 
underwriting  coverage  for  the  re- 
mainder. 

Prior  to  the  adoption  of  the  con- 
cept of  usual,  customary,  and  rea- 
sonable fees,  the  program  has  used 
the  indemnity  benefit  principle  for 
reimbursement  for  professional  ser- 
vices. Specific  allowances  have  been 
established  for  surgical  and  medical 
services.  At  present  the  physician 
does  have  the  prerogative  to  present 


a statement  to  the  civil  service  em- 
ployee for  his  professional  services. 
The  physician  has  the  option  to  bill 
the  patient  directly  for  those  serv- 
ices, or  if  he  prefers,  to  accept  an 
assignment  and  to  submit  it  to  the 
insurance  carrier  for  reimbursement. 
The  employee  is  responsible  for  as- 
suming the  amount  of  deductibles, 
as  well  as  any  differences  between 
the  physician’s  actual  charge  and 
the  allowance  for  the  professional 
service  which  is  provided  as  a bene- 
fit in  the  insurance  contract. 

The  concept  of  usual,  customary, 
and  reasonable  fees  will  apply  be- 
ginning Jan.  1,  1969,  to  civil  service 
employees  who  have  selected  the 
high  option  plan.  For  these  em- 
ployees, the  insurance  carrier  will 
be  responsible  for  paying  full  reim- 
bursement for  the  physician’s  pro- 
fessional services,  provided  that  the 
charges  are  “reasonable”  and  are 
in  line  with  “prevailing”  charges  in 
the  community  or  area.  At  least 
95%  of  the  charges  rendered  by 
physicians  in  Texas  are  expected  to 
fall  within  those  criteria.  For  those 
that  do  not  fall  within  these  limits, 
the  charges  and  payments  will  have 

Employers  To  Get 
Tax  Cut  on  Jan.  I 

Employers  covered  under  the  Em- 
ployment Security  Program  will  re- 
ceive a tax  decrease  from  the  Texas 
Employment  Commission  Jan.  1, 
1969,  according  to  S.  Perry  Brown, 
chairman  representing  the  public, 
Texas  Employment  Commission. 

State  statutes  provide  a trust  fund 
ceiling  of  $300,000,000  and  a floor 
of  $225,000,000.  Money  in  the  trust 
fund  amounted  to  approximately 
$340,000,000  on  Oct.  1.  Statutes 
provide  that  the  experience  tax  rate 
shall  be  cut  1/10  of  1%  for  every 
$5,000,000  above  the  $300,000,000, 
or,  in  this  case,  8/10  of  1%. 

Employers  pay  the  entire  cost  of 
the  Employment  Security  Program. 
The  funds  in  question  are  only  for 
payment  to  employees  who  lost  their 
jobs  through  no  fault  of  their  own. 


to  be  resolved  by  the  physician  and 
the  insurance  carrier  and,  if  neces- 
sary, by  medical  society  committees 
which  are  available  to  help  settle 
those  differences. 

The  high  option  plan  will  provide 
full  benefits  for  professional  ser- 
vices; therefore  the  policy  holder 
will  expect  the  insurance  carrier  to 
provide  payments  in  full,  without 
additional  liability  to  the  policy  hold- 
er. With  the  adoption  of  the  new 
concept  of  usual,  customary,  and 
reasonable  fees  on  Jan.  1,  the  phy- 
sician still  will  have  the  prerogative 
of  billing  the  patient  directly  or  ac- 
cepting an  assignment  from  him. 

December  Deadline  Set 
For  Anson  Jones  Award 

The  13th  annual  Anson  Jones 
Award  will  be  presented  by  the  Tex- 
as Medical  Association  in  1969.  The 
award,  named  for  a physician  and 
the  third  president  of  the  Republic 
of  Texas,  is  presented  annually  to 
news  media  for  excellence  in  report- 
ing health  information  to  the  public. 
Deadline  for  entries  is  Dec.  10. 

Entries  from  printed  or  broadcast 
media  must  have  been  written  and 
produced  in  Texas  between  Dec.  1, 
1967,  and  Nov.  30,  1968.  Entries 
are  not  accepted  which  primarily  re- 
lay medical  information  to  the  medi- 
cal profession  and  to  allied  profes- 
sions. All  entries  should  be  submit- 
ted to  the  local  county  medical  so- 
ciety in  which  the  publication  or  sta- 
tion is  located.  The  county  medical 
society  will  then  forward  entries  to 
Texas  Medical  Association,  1801  N. 
Lamar  Blvd.,  Austin  78701,  by  no 
later  than  Dec.  10. 

Competition  categories  are  seven: 
(1)  daily  newspapers  in  cities  of 
300,000  population  or  more;  (2) 
daily  newspapers  in  cities  with  less 
than  300,000  population;  (3)  week- 
ly, bi-weekly,  semi-weekly  newspa- 
pers; (4)  magazines,  company  pub- 
lications, and  trade  journals;  (5)  ra- 
dio stations;  (6)  television  stations 
(best  continuing  effort);  and  (7)  tele- 
vision stations  (best  single  effort). 
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Population  figures  are  based  on  the 
1960  US  census. 

The  Anson  Jones  Award  consists 
of  a copper  plaque  mounted  on  a 
mahogany  base  presented  to  the 
winning  publication  or  station,  and  a 
cash  award  and  certificate,  present- 
ed to  the  individual  writer  or  pro- 
ducer. 

Entries  are  judged  on  the  basis  of 
accuracy,  significance,  quality,  pub- 
lic interest,  and  impact.  Preliminary 
judging  of  printed  entries  will  be 
done  by  a journalism  professor,  a 
newspaper  reporter,  and  the  man- 
aging editor  of  Texas  Medicine.  Pre- 
liminary judging  of  broadcast  entries 
will  be  by  a panel  of  judges  selected 
by  the  Texas  Association  of  Broad- 
casters. Final  selection  of  winners 
in  all  categories  will  be  by  a panel 
of  Texas  physicians.  Award  winners 
will  be  announced  about  Feb.  1, 
1969. 

All  entries  must  be  accompanied 
by  title  of  entry,  writer  or  producer, 
name  of  publication  or  station,  cate- 
gory for  which  entry  is  submitted, 
name,  address,  and  title  of  person 
submitting  entry. 

UT  Regents  Approve 
San  Antonio  Expansion 

Regents  of  The  University  of  Tex- 
as System  meeting  in  Austin  Nov.  1 
approved  a land  use  study  for  The 
UT  Medical  School  at  San  Antonio 
and  agreed,  in  principle,  to  a three- 
phase  expansion  program. 

The  land  use  study  was  prepared 
by  the  UT  System’s  Office  of  Facili- 
ties Planning  and  Construction  to 
indicate  contemplated  initial  devel- 
opment and  future  expansion. 

Projected  development  has  been 
divided  into  three  phases:  (1)  a den- 
tal school,  a school  of  nursing,  and 
nurses’  dormitories;  (2)  basic  sci- 
ence research  expansion,  a school 
of  allied  health  sciences,  a rehabili- 
tation institute,  and  a neuropsychi- 
atric institute;  and  (3)  geriatric  re- 
search unit,  geriatric  care  center, 
cardiovascular  institute,  pharmacol- 
ogy unit,  atmospheric  environment 
center,  center  for  alcoholism  and 
drug  addiction,  housing  for  medical 
students,  and  additional  dormitories 
for  nursing  students. 

Regent  John  Peace  of  San  An- 
tonio also  reported  that  negotiations 
are  under  way  with  officials  of  the 
Veterans  Administration  to  move  a 
proposed  VA  hospital  about  600 
feet  closer  to  the  Bexar  County 
Teaching  Hospital,  which  adjoins  the 
UT  medical  school,  so  that  the  two 
hospitals  might  be  joined  by  cov- 
ered walkways. 


The  study  was  approved  by  the 
UT  System  Regents  with  the  under- 
standing that  each  project  will  be 
submitted  later  for  individual  ap- 
proval in  the  usual  manner. 

Dean  F.  C.  Pannill,  Jr.,  of  The  UT 
Medical  School  at  San  Antonio  indi- 
cated that  how  quickly  the  buildings 
will  be  constructed  depends  on  a 
number  of  factors,  including  the 
availability  of  funds  and  the  proba- 
bility of  need. 

The  UT  Medical  School  in  San 
Antonio  is  located  in  the  northwest 
part  of  the  city  on  a 100-acre  tract 
of  land  deeded  to  the  University  in 
1961  by  the  San  Antonio  Medical 
Foundation. 

Classes  are  being  held  in  the 
Medical  School  for  the  first  time 
this  fall. 

State  Agency  Publishes 
Mental  Retardation  Book 

A Directory  of  Facilities  and  Ser- 
vices in  Texas  for  the  Diagnosis  and 
Evaluation  of  Mental  Retardation  is 
a new  publication  now  available 
through  the  Texas  Department  of 
Mental  Health  and  Mental  Retarda- 
tion, according  to  Dr.  John  Kinross- 
Wright,  commissioner.  The  directory 
contains  216  pages  and  covers  ap- 
proximately 250  facilities. 

Data  for  this  publication  were 
compiled  by  the  Information,  Edu- 
cation and  Referral  Service  of  the 
Department.  In  May,  1968,  a ques- 
tionnaire was  sent  to  organizations 
and  facilities  in  the  state  which 
might  logically  have  diagnostic  and 
evaluation  capabilities  in  the  field  of 
mental  retardation.  The  directory  re- 
flects the  information  supplied  by 
those  who  completed  and  returned 
the  questionnaire. 

Organizations  contacted  include 
state  agencies,  local  mental  health- 
mental  retardation  centers,  public 
schools,  universities,  medical  schools 
and  clinics.  However,  individual  pri- 
vate practitioners  are  not  listed. 
Data  such  as  the  name  and  address 
of  the  facility,  extent  of  staffing,  age 
or  other  limitations,  fees,  and  wait- 
ing period,  are  included  in  this  ref- 
erence book. 

It  is  expected  that  this  directory, 
which  is  available  free  of  charge, 
will  receive  wide  circulation  through- 
out the  state,  including  distribution 
to  pediatricians  on  the  mailing  list 
of  the  Texas  Medical  Association, 
as  well  as  general  practitioners  be- 
longing to  the  Texas  Academy  of 
General  Practitioners.  Other  mem- 
bers of  the  medical  profession  who 
desire  a copy  of  this  publication  may 
direct  requests  to  the  Texas  Medical 


Association  headquarters  in  Austin 
or  to  Information,  Education  and  Re- 
ferral Service,  Texas  Department  of 
Mental  Health  and  Mental  Retarda- 
tion, Box  S,  Capitol  Station,  Austin 
78711. 

Hutrition  Survey  Results 
Available  in  January 

Preliminary  results  are  now  being 
determined  in  the  Texas  Nutrition 
Survey,  but  a complete  report  will 
not  be  available  until  after  Jan.  1, 
1969,  according  to  Dr.  Fratis  Duff, 
health  planning  director,  Texas  State 
Department  of  Health. 

The  survey  was  to  be  completed 
in  mid-November  with  surveys  of 
migrant  workers  in  Hidalgo  and 
Cameron  counties.  Final  survey  tab- 
ulation should  take  at  least  a month 
and  a half. 

The  survey  is  being  conducted 
under  the  direction  of  Dr.  Duff  and 
Dr.  William  J.  McGanity,  chairman 
of  the  Department  of  Obstetrics  and 
Gynecology,  The  University  of  Texas 
Medical  Branch  at  Galveston.  Texas 
and  Louisiana  were  selected  to  initi- 
ate the  survey  requested  and  auth- 
orized by  Congress  under  the  Part- 
nership for  Health  Amendments  of 
1967.  The  survey  is  being  conducted 
under  the  auspices  of  the  Depart- 
ment of  Health,  Education,  and  Wel- 
fare. Findings  are  to  be  reported  to 
Congress. 

Purpose  of  the  nutrition  survey  is 
to  seek  factual  scientific  information 
on  the  nutritional  health  of  a seg- 
ment of  the  Texas  population.  No 
data  are  presently  available  for  any 
state  based  on  sound  statistical  ap- 
proach and  giving  an  overall  picture 
of  nutritional  health. 

San  Antonio  Woman 
Is  AAMA  President 

Mrs.  Mildred  Crawford,  San  An- 
tonio, was  installed  as  president  of 
the  American  Association  of  Medical 
Assistants  Oct.  12  during  the  asso- 
ciation’s 12th  annual  convention. 

Mrs.  Crawford  is  a past  president 
of  both  the  Texas  and  San  Antonio 
chapters  of  the  medical  assistants 
association.  In  1963  she  received 
the  “Medical  Assistant  of  the  Year” 
award  from  the  state  association. 

A certified  medical  assistant  in 
both  the  clinical  and  administrative 
categories,  Mrs.  Crawford  has  been 
a medical  assistant  for  35  years.  For 
the  past  eight  years,  she  has  worked 
for  six  surgeons  in  San  Antonio — 
Drs.  Albert  W.  Hartman,  William  J. 
Hills,  William  L.  Sammis,  and  Aureli- 
ano  A.  Urrutia. 
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TEXAS  DIPHTHERIA  RISE  SURVEYED:  NEED  SEEN 
FOR  COMMUNICABLE  DISEASE  IMMUNIZATIONS 


M.  S.  DICKERSON,  M.D., 

Director,  Division  of  Communicable 
Disease  Control, 

Texas  State  Department  of  Health 

Texas,  like  many  other  southern 
states,  has  always  had  a dispropor- 
tionate share  of  the  nation's  diph- 
theria. Except  for  one  local  outbreak 
of  75  cases  in  1960,  the  disease 
has  occurred  sporadically  through- 
out the  state  for  the  past  8 years, 
with  annual  totals  ranging  from  a 
high  of  238  cases  to  a low  of  20 
cases.  In  the  autumn  of  1967  a few 
localities  began  reporting  an  in- 
creased number  of  cases.  The  situ- 
ation grew  to  epidemic  proportions 
in  two  areas,  Travis  County  in  cen- 
tral Texas  and  Kleberg  and  Nueces 
Counties  in  south  Texas.  These  lo- 
cations have  accounted  for  more 
than  90  (Austin,  62;  Kingsville,  18; 
and  Corpus  Christi,  12)  of  the 
state's  total  134  cases,  including  5 
deaths.  Annual  progression  of  diph- 
theria cases  in  Texas  is  shown  in 
Fig.  1. 

Epidemic  Conditions;  What  are  the 
conditions  which  permit  the  rapid 
appearance  of  numerous  clinical 
cases  of  diphtheria?  In  one  of  the 
localities  an  immunization  survey 
had  been  performed  on  a large  sam- 
ple of  representative  population.  It 
showed  that  only  54%  of  the  pre- 
school children  in  the  lower  socio- 
economic areas  were  immunized 
against  the  disease. 

The  organism,  introduced  into 
such  a population  can  easily  spread 
via  close  household  and  school  con- 
tacts, with  numerous  clinical  cases 
resulting.  Evidence  is  mounting  that 
besides  the  respiratory  route,  diph- 
theria organisms  can  spread  via  skin 
infections,  which  often  masquerade 
as  less  serious  ailments.  The  car- 
rier state  in  this  disease  is  often  less 
influenced  by  immunization  status 
than  the  clinical  case.  Many  car- 
riers have  a history  of  incomplete 
immunization.  In  the  experience  with 
this  disease  in  Texas  a large  num- 
ber of  carriers  and  cases  invariably 
reflects  poor,  crowded  living  condi- 
tions, inadequate  general  medical 
care,  and  little  awareness  of  health 
problems.  Thus,  in  the  two  out- 
breaks, 68%  of  the  cases  occurred 
among  low  income  Latin  Americans, 
27%  among  Negroes,  and  4% 
among  those  of  "Anglo”  origin. 


In  addition  to  routine  immuniza- 
tions, the  state  and  local  health  de- 
partments have  administered  more 
than  50,000  doses  of  diphtheria 
toxoid  vaccines  on  an  emergency 
basis.  Antibiotic  prophylaxis  of 
household  and  other  close  contacts 
has  been  employed.  The  State  Im- 
munization Project's  birth  follow-up 
program  (whereby  the  parents  of 
every  infant  born  in  the  state  are 
urged  to  have  their  child  immunized 
early)  will  significantly  decrease  the 
number  of  susceptibles  in  all  parts 
of  the  state.  Although  the  last  case 
of  diphtheria  has  yet  to  occur  in 
Texas,  the  “age  of  epidemics” 
should  be  history. 

Diphtheria  in  Austin:  Since  October, 
1967,  the  Austin-Travis  County 
Health  Department  has  reported  62 
cases  of  diphtheria  in  contrast  to  7 
cases  for  the  five  years  1962 
through  1966.  An  additional  five  new 
presumptive  cases  have  been  diag- 
nosed. The  total  number  of  cases  in 
1967  was  12  including  11  in  the  last 
three  months  of  the  year  (See  Table 
1).  During  the  months  January  to 
June,  1968,  18  more  cases  were  di- 
agnosed. In  August,  the  number  in- 
creased and  in  October,  the  inci- 
dence reached  outbreak  proportions. 


Nearly  all  of  the  patients  resided 
in  the  lower  socioeconomic  area  of 
southeast  Austin.  Of  the  first  60 
cases,  26  patients  were  Negro  and 
30  were  of  Mexican-American  ex- 
traction. More  than  three  fourths  of 
the  patients  were  under  15  years  of 
age,  and  all  have  either  not  been 
immunized  or  inadequately  immu- 
nized. 

All  of  the  strains  isolated  from 
cases  and  carriers  were  toxigenic. 
About  25%  of  the  throat  cultures 
from  cases  positive  for  Corynebac- 
teriiim  diphtheriae  were  also  positive 
for  beta-hemolytic  streptococci. 

Two  deaths  occurred,  both  in  Feb- 
ruary, 1968.  Few  clinically  severe 
cases  have  been  diagnosed  and  no 
complications  secondary  to  the  diph- 
theria exotoxin  have  been  noted  in 
the  past  six  months. 

Control  measures  included  an  in- 
tensive search  for  contacts  and  car- 
riers along  with  institution  of  a mass 
immunization  campaign.  The  car- 
rier rate  remains  about  the  same  as 
the  case  rate.  The  immunization 
campaign  has  been  directed  primar- 
ily at  the  lower  socioeconomic  group 
as  indicated  by  the  geographic  dis- 
tribution of  the  cases  and  an  im- 
munization survey  done  in  April, 
1968.  Preliminary  data  from  the  sur- 


Fig.  1.  Cases  of  Diphtheria  in  Texas  1960-1968  as  of  Oct.  15. 
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Month 

Year 

Number  of  Cases 

October 

1967 

4 

November 

5 

December 

2 

January 

1968 

0 

February 

4 

March 

4 

April 

0 

May 

4 

June 

6 

July 

0 

August 

9 

September 

7 

October 

17  ( 4 5 presumptive) 

Total 

62 

Table  1.  Diphtheria  cases  by 
month  in  Austin. 


vey  are  tabulated  in  Table  2.  Be- 
tween June  and  mid-October,  ap- 
proximately 10,000  persons  were 
inoculated.  On  Sunday,  Oct.  20, 
6,500  people  were  given  tetanus- 
diphtheria  (TD)  or  diphtheria-per- 
tussis-tetanus (DPT)  vaccines,  and 
an  additional  2,000  people  were 
vaccinated  daily  during  the  week 
Oct.  21-25.  Immunization  clinics 
were  held  in  community  centers,  25 
schools,  and  in  the  health  depart- 
ment clinics.  An  additional  unknown 
number  of  people  have  been  inocu- 
lated by  their  private  physicians. 
Plans  include  mass  immunization 
and  follow-up  clinics  which  have 
been  scheduled  on  Nov.  3 and  Dec. 
1.  1968,  and  Jan.  5,  1969.  The 
daily  clinics  at  the  Health  Depart- 
ment will  be  continued  as  long  as 
necessary. 

Suggested  Immunization  Schedule: 
The  Texas  State  Department  of 
Health  encourages  all  physicians  to 
routinely  administer  immunizations 
according  to  a recommended  sched- 
ule. Immunizations  in  infants  may 
be  begun  at  any  time  after  the  age 
of  two  months;  the  intervals  be- 
tween doses  should  be  as  listed  in 
Table  3.  After  the  age  of  18  years, 
TD  boosters  should  be  given  rou- 
tinely every  ten  years  and  smallpox 
revaccination  every  five  years. 

Children  and  other  persons  not 
previously  immunized  may  be  given 
basic  immunizations  at  any  age. 
DPT  may  be  used  for  either  basic  or 
booster  immunization  through  the 
age  of  six.  Individuals  7 years  of  age 
and  older  should  receive  TD  Adult, 
two  doses  a month  apart  followed 
by  a third  dose  12  months  later. 
Basic  immunization  against  polio  in 
individuals  of  1 year  of  age  and  over 
consists  of  two  doses  of  trivalent 
Orimune  Poliovirus  Vaccine  (OPV) 
six  to  eight  weeks  apart.  Preschool 
children  should  be  given  an  addi- 


Socio-Economic  Status  j 

Age  in  Years 

All  Ages 

1-6* 

7-14 

15-39 

404- 

Over  7 

(3  or  more  DPT) 

(TD  booster  or  series 

in  past  7 

yrs.) 

Upper 

87% 

90 

65 

30 

47 

Middle 

80 

91 

48 

26 

56 

Lower 

1 54 

68 

34 

15 

47 

Total 

71 

82 

51 

25 

36 

*Age  1-6  includes  status  of  pertussis  immunity. 


Table  2.  Preliminary  data  on  diphtheria-tetanus  immunization 
status  by  age  group  and  socioeconomic  class,  Austin,  April,  1968. 


Age 

Immunizing  Agents 

2 months 

DPT,  Trivalent  OPV 

3 months 

DPT 

4 months 

DPT,  Trivalent  OPV 

6 months 

Trivalent  OPV 
(optional) 

6-12  months 

Smallpox — preferably 
during  a cooler 

season 

12  months 

Live  Measles  Vaccine 

15-18  months 

DPT,  Trivalent  OPV 

3 years 

DPT  (booster) 

6 years  (prior  to 
school  entry, 
booster) 

TD,  Trivalent  OPV, 
Smallpox 

12  years  (booster) 

TD  Adult,  Smallpox 

17-18  years  (last 
year  in  public 
school) 

TD  Adult,  Smallpox 

Table  3.  Suggested  schedule  for 
routine  inununizations  as  recom- 
mended by  the  Texas  State  De- 
partment of  Health. 


Immunization 

Requirement 

Pop.  (1960) 
No.  Cities  Represented 

% Pop. 
Repre- 
sented 

Diphtheria 

9 

2,726,594 

68* 

Pertussis 

4 

604,910 

15* 

Tetanus 

5 

650,699 

16* 

Polio 

6 

752,423 

19 

Measles 

3 

276,204 

7 

Smallpox 

14 

3,932,203 

98 

’■Although  pertussis  and  tetanus  immunizations 
were  required  less  frequently  than  diphtheria, 
the  widespread  use  of  combined  antigens 
doubtless  narrows  this  gap  considerably. 

Table  4.  Comparison  of  immu- 
nization requirements  and 
population  covered  in  Texas’ 

15  largest  cities. 


School  Entry  Requirements 


City* 

Diphtheria 

Pertussis 

Tetanus 

Polio 

Measles 

Smallpox 

Houston 

X 

X 

Dallas 

X 

X 

San  Antonio 

X 

Fort  Worth 

X 

X 

El  Paso 

X 

X 

X 

X 

X 

Austin 

X 

Corpus  Christi 

X 

Amarillo 

X 

Lubbock 

X 

X 

X 

X 

X 

X 

Beaumont 

X 

Wichita  Falls 

X 

X 

X 

X 

Waco 

X 

X 

X 

X 

X 

Abilene 

Odessa 

X 

X 

X 

X 

X 

Galveston 

X 

X 

X 

X 

X 

Total  Requiring 

Specific  Immunizations 

9 

4 

5 

6 

3 

14 

’■These  cities  represent  42%  (4,022,571)  of  the  1960  population  (9,579,677)  in  Texas. 


Table  5.  School  entry  immunization  requirements  in  the  15  largest 
cities  of  Texas. 
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tional  single  dose  prior  to  entering 
school.  An  additional  dose  of  triva- 
lent  OPV  is  indicated  in  the  pres- 
ence of  poliomyelitis  or  prior  to  for- 
eign travel.  Smallpox  immunization 
should  be  administered  during  cool- 
er seasons  of  the  year. 

Indications  for  revaccination 
against  measles  have  not  been  de- 
termined at  this  time.  An  interval  of 
at  least  two  to  four  weeks  should  be 
allowed  between  the  administration 
of  any  of  the  live  virus  vaccines 
(OPV,  Live  Measles,  Smallpox,  and 
Yellow  Fever). 

Immunization  requirements  for 
school  entry  in  the  15  largest  cities 
of  Texas  are  examined  in  Tables  4 
and  5. 

Steps  Taken  in  Austin 
To  Halt  Diphtheria 

In  mid-October  Texas  newspapers 
announced  that  a diphtheria  epidem- 
ic was  raging  in  Austin.  Since  that 
time  Austin  physicians  and  other 
medical  personnel  have  worked  to 
solve  the  problems  involved. 

At  Texas  Medicine  press  time, 
Austin’s  outbreak  of  diphtheria  was 
by  no  means  over,  but  strong  efforts 
were  being  made  to  combat  the  dis- 
ease. The  effects  of  current  efforts 
were  not  expected  to  show  up  in 
health  department  statistics  until 
early  December  or  January,  accord- 
ing to  Dr.  Ben  Primer,  director,  Aus- 
tin-Travis  County  Health  Depart- 
ment. 

At  the  regular  meeting  of  the 
Travis  County  Medical  Society  in 
mid-October,  Dr.  Primer  reported  to 
the  membership  that  49  cases  of 
diphtheria  were  known  to  have  oc- 
curred in  Travis  County  during  the 
current  year.  The  figure  now  stands 
slightly  higher. 

Dr.  Primer  further  reported  that 
the  Austin-Travis  County  Health  De- 
partment was  embarking  on  a mass 
immunization  drive  in  an  effort  to 
control  the  disease.  The  first  inci- 
dence of  diphtheria  was  noted  in 
East  and  Southeast  Austin,  the  low 
income  area  of  the  city.  The  disease 
as  yet  has  not  spread  beyond  this 
area. 

Although  an  immunization  drive 
against  six  major  preventable  dis- 
eases (diphtheria,  pertussis,  small- 
pox, tetanus,  polio,  and  measles) 
has  been  underway  since  last  spring, 
the  health  department  added  special 
clinics  in  June  against  the  threat  of 
diphtheria. 

Since  Oct.  1,  more  than  32,000 
people  in  the  low  income  areas  of 
Austin  have  been  inoculated.  Total 


persons  immunized  by  the  health 
department  against  diphtheria  for 
1968  now  total  more  than  39,000. 
Thousands  more  have  received  im- 
munizations from  private  physicians. 

Special  clinics  for  the  administra- 
tion of  second  and  third  inoculations 
required  in  the  diphtheria  series 
have  been  scheduled  by  the  health 
department  for  the  first  Sunday  in 
December  and  the  first  Sunday  in 
January.  Dr.  Primer  has  stressed  the 
importance  of  getting  those  who 
have  received  their  first  inoculations 
to  come  back  for  the  remaining 
shots. 

Physicians  from  the  Texas  State 
Department  of  Health  and  local  doc- 
tors have  volunteered  their  time  to 
staff  special  clinics.  Dr.  Elizabeth 
Gentry,  chairman  of  the  Travis  Coun- 
ty Medical  Society  public  health 
committee,  has  expressed  apprecia- 
tion for  the  time  doctors  have  do- 
nated. She  points  out  that  more  vol- 
unteer time  will  be  needed  for  the 
two  remaining  drives  for  the  “boost- 
er” immunizations. 

In  a letter  to  the  Austin  Independ- 
ent School  District  board  of  direc- 
tors, the  Travis  County  Medical  So- 
ciety has  urged  that  the  board  in- 
clude the  following  immunizations 
as  requirements  for  admission  to 
public  schools:  diphtheria,  tetanus, 
polio,  and  measles,  with  exceptions 
for  religious  or  medical  contraindi- 
cations. Smallpox  is  already  re- 
quired. In  the  area  of  incidence  the 
first  inoculations  for  diphtheria  have 
been  given  in  the  schools. 


On  Nov.  11  the  Austin  School 
Board  voted  to  add  the  four 
vaccines  to  the  already  re- 
quired vaccination.  All  chil- 
dren entering  the  Austin  pub- 
lic schools  beginning  Septem- 
ber, 1969,  will  need  immuniza- 
tion against  diphtheria,  polio, 
tetanus,  measles,  and  small- 
pox. Neighborhood  Well  Child 
Clinics  provide  shots  free  of 
charge  to  children  who  cannot 
afford  to  pay  a private  physi- 
cian. 


In  early  November,  the  Austin- 
Travis  County  Health  Department  re- 
ported that  cases  and  contacts  are 
still  occurring,  but  so  far  the  disease 
is  still  localized  to  the  low  income 
areas. 

“It  is  hoped  by  all  concerned  that 
current  efforts  in  diagnosing  and  re- 
porting cases  and  locating  and  treat- 
ing carriers,  in  addition  to  intensi- 
fied immunization  efforts,  will  ter- 
minate the  outbreak,”  Dr.  Primer 
said. 


Revised  Immunization 
Schedule  Published 

As  a reminder  for  receiving  added 
protection  by  immunization,  the 
American  Medical  Association  an- 
nounces its  newly  revised  Timely 
Tip — “Pick  Your  Shots.” 

Patterned  after  the  previous  time- 
ly tip  on  immunization,  this  new 
version  contains  the  revised  immuni- 
zation schedule.  It  points  out  that  if 
the  immunization  schedule  is  up-to- 
date,  the  body  often  has  been  alert- 
ed to  its  unique  protective  role:  de- 
veloping immunity  to  a disease  with- 
out having  had  it. 

Single  review  copies  are  available 
from  the  AMA  Department  of  Health 
Education,  535  N.  Dearborn  St.,  Chi- 
cago 60610.  Quantity  orders  are 
available  at  various  costs. 

More  Clinics  Covered 
By  Federal  Wage  Law 

A medical  practice  that  grosses 
more  than  $250,000  annually  and 
has  two  employees  who  regularly 
handle  goods  from  outside  the  state 
will  fall  under  the  Fair  Labor  Stand- 
ards Act  beginning  Feb.  1,  1969. 

Currently  the  financial  criterion 
for  coverage  by  the  law  is  $500,000 
annual  income. 

The  act  calls  for  payment  of  a 
$1.60  minimum  wage  to  all  em- 
ployees after  1970,  payment  of  time 
and  a half  for  overtime  work,  and 
specific  record  keeping.  For  em- 
ployees previously  covered,  the  min- 
imum hourly  wage  is  already  $1.60, 
having  gone  into  effect  after  Jan.  31 
of  this  year. 

Coverage  by  the  act  depends  pri- 
marily upon  engagement  in  inter- 
state commerce  or  production  of 
goods  for  interstate  commerce.  Or- 
dinarily, the  physician  in  private 
practice  provides  services  for  pa- 
tients within  one  state  and  does  not 
sell  goods;  and  employees  of  such 
physicians  would  be  exempt  from 
coverage.  However,  exceptional  cir- 
cumstances which  might  constitute 
coverage  include  handling  of  inter- 
state commodities  by  employees. 

Even  if  employees  engage  in  in- 
terstate commerce  or  production  for 
interstate  commerce,  private  physi- 
cians may  qualify  for  exemption  as 
a retail  or  service  establishment. 
They  must,  in  this  case,  receive 
more  than  half  of  their  gross  income 
from  within  the  state  in  which  they 
are  located;  and  they  must  gross 
less  than  $250,000  annually. 

Physicians  in  doubt  about  their 
coverage  status  should  consult  their 
attorneys. 
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Gretting  her  dovm 
presents  no  problem 


.even  though  antihypertensive 
gents  like  rauwolfia-thiazides 
0 longer  work  to  your  satisfac- 
on.  Something  more  potent  is 
eeded.  And  there’s  one  therapy 
ou  should  always  consider  for 
lood  pressure  that’s  escaping 
ontrol... something  that  in- 
ludes  guanethidine.  Esimil. 

Why?  Because  Esimil  offers 
uanethidine  tempered  with  hy- 
,rochlorothiazide.  Adding 
jydrochlorothiazide  makes  guan- 
[thidine  easier  to  handle,  hy- 
ertension  easier  to  control, 
'simil  minimizes  undesirable 
de  effects,  because  doses  of 
[Dmponents  are  smaller  than 
ould  be  necessary  if  either  com- 
onent  were  used  alone.  And 
simil  is  simple  to  administer— 
sually  just  one  or  two  tablets 
nee  a day. 

With  Esimil  you  can  usually 
)wer  blood  pressure  to  the  level 
ou  want.  And  it  will  probably 
:ay  there— development  of  tol- 
rance  is  rare  with  Esimil. 

So  when  a rauwolfia-thiazide 
Dmbination  is  no  longer  effec- 
ve,  Esimil  could  be  just  what 
le  patient  needs. 

The  antihypertensive 
•f  tempered  potency 

Esimil 

janethidine  monosulfate  10  mg 
^drochlorothiazide  25  mg 


ESIMIL® 

guanethidine  monosulfate  10  mg 

hydrochlorothiazide  25  mg 

INDICATIONS 

Hypertension  which  cannot  be  adequately 
controlled  with  simpler  agents;  moderate 
to  severe  hypertension;  sustained  hyper- 
tension; almost  all  forms  of  fixed  and  pro- 
gressive hypertensive  disease;  when  side 
effects  of  other  antihypertensives  prevent 
effective  treatment. 

CONTRAINDICATIONS 
Guanethidine:  Proven  or  suspected  pheo- 
chromocytoma;  hypersensitivity  to  guan- 
ethidine. Do  not  use  with  MAO  inhibitors. 
Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thia- 
zides or  other  sulfonamide-derived  drugs. 
WARNINGS 

Guanethidine:  Orthostatic  hypotension 
may  occur  early  in  treatment,  on  arising, 
during  hot  weather,  and  after  alcohol,  pro- 
longed standing,  or  exercise.  Caution  pa- 
tient to  sit  or  lie  down  with  the  onset  of 
weakness  or  dizziness. 

Concurrent  use  with  rauwolfia  derivatives 
may  cause  bradycardia,  mental  depression, 
and  postural  hypotension. 

Withdraw  therapy  2 weeks  prior  to  surgery 
if  possible  to  reduce  hazard  of  cardiac  arrest 
or  arrhythmia.  If  not,  administer  preanes- 
thetic agents,  anesthetics,  and  vasopressors 
cautiously  in  reduced  dosage  with  oxygen 
and  atropine  ready  for  immediate  use. 

Febrile  illness  may  reduce  dosage  require- 
ments. 

Due  to  catecholamine  depletion  and  in- 
creased responsiveness  to  norepinephrine, 
special  care  is  required  when  treating  pa- 
tients with  a history  of  bronchial  asthma. 

Hydrochlorothiazide:  Small  bowel  steno- 
sis, with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple- 
mentation is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Titrate  dosage  carefully  in  patients  with 
impaired  renal  or  hepatic  function  or  nitro- 
gen retention;  discontinue  thiazides  if  pro- 
gressive insufficiency  is  observed. 

Thiazides  may  decrease  glucose  tolerance; 
use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  uri- 
cosuric agents. 

Thiazides  may  decrease  arterial  respon- 
siveness to  norepinephrine  and  increase 
responsiveness  to  tubocurarine.  Hypoten- 
sive episodes  under  anesthesia  have  been 
observed;  decrease  dosage  of  preanesthetic 
and  anesthetic  agents. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Guanethidine:  The  safety  of  guanethidine 
for  use  in  pregnancy  has  not  been  estab- 
lished; therefore,  this  drug  should  be  used 


in  pregnant  patients  when,  in  the  judgment 
of  the  physician,  its  use  is  deemed  essen- 
tial to  the  welfare  of  the  patient. 

Hydrochlorothiazide:  Thiazides  cross  the 
placental  barrier  and  appear  in  breast  milk. 
Thus,  adverse  reactions  seen  in  the  adult 
may  occur  in  the  newborn. 

PRECAUTIONS 

Guanethidine:  Give  cautiously  to  patients 
with  severe  coronary  insufficiency,  recent 
myocardial  infarction,  or  cerebrovascular 
insufficiency  and  with  extreme  caution  in 
those  with  severe  congestive  failure.  Peptic 
ulcers  and  some  other  chronic  disorders 
may  be  aggravated  by  guanethidine. 

Appetite  suppressants  (amphetamines)  and 
mild  stimulants  (eg,  ephedrine,  methyl- 
phenidate)  may  decrease  the  hypotensive 
effect  of  guanethidine. 

Wait  one  week  after  discontinuing  MAO 
inhibitors  before  starting  guanethidine. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 

Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomit- 
ing, receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo- 
natremia, hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Guanethidine:  Dizziness,  weakness,  lassi- 
tude, syncope,  bradycardia,  increase  in 
bowel  movements,  diarrhea,  inhibition  of 
ejaculation,  fluid  retention,  edema,  con- 
gestive heart  failure.  Less  frequently:  dysp- 
nea, fatigue,  nausea,  vomiting,  nocturia, 
urinary  incontinence,  dermatitis,  scalp  hair 
loss,  dry  mouth,  rise  in  BUN,  ptosis  of  the 
lids,  blurring  of  vision,  parotid  tenderness, 
myalgia,  muscle  tremor,  mental  depression, 
chest  pains  (angina),  chest  paresthesias, 
nasal  congestion,  weight  gain,  and  asthma 
in  susceptible  individuals. 

Hydrochlorothiazide:  Anorexia,  gastric  irri- 
tation, nausea,  vomiting,  cramping,  diar- 
rhea, constipation,  jaundice  (intrahepatic 
cholestatic),  pancreatitis,  hyperglycemia, 
glycosuria,  muscle  spasm,  weakness,  rest- 
lessness, dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia,  purpura,  photosen- 
sitivity, rash,  urticaria,  necrotizing  angiitis, 
leukopenia,  thrombocytopenia,  agranulo- 
cytosis, aplastic  anemia.  Orthostatic  hypo- 
tension may  occur  and  may  be  potentiated 
by  alcohol,  barbiturates,  or  narcotics.  When- 
ever adverse  reactions  are  moderate  or 
severe,  reduce  dosage  or  withdraw  therapy. 

DOSAGE 

Optimal  dosage  must  be  determined  for 
each  individual.  Note:  10  mg  guanethidine 
monosulfate  present  in  Esimil  is  equiva- 
lent to  8.4  mg  guanethidine  sulfate  USP 
(Ismelin®). 

SUPPLIED 

Tablets  ( white,  scored  ),  each  containing  10 
mg  guanethidine  monosulfate  and  25  mg 
hydrochlorothiazide;  bottles  of  100. 

Before  starting  therapy,  consult  complete 
product  literature. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey 
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DIVIDEND  PAYMENTS 
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TEXAS  MEDICAL  ASSOCIATION 
GROUP  DISABILITY 
INSURANCE  PROGRAM 


^ ,*.1  ■ nil'll-'  -I  .'.i! 


1961 

$156,659.00 

1962 

154,311.00 

1963 

165,097.00 

1964 

194,355.00 

1965 

168,933.00 

1966 

132,376.00 

1967 

181,466.00 

1968 

197,209.00 

GRAND  TOTAL 
PAID  IN  CASH 
PRO  RATA  TO 
INSURED 
MEMBERS 


TOTAL ...  $1 ,350,406.00 
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IMPROVEMENTS 


i'/Zi.'.t: 


1959 

1960 

1960 

1961 

1963 

1964 


1 5 /o  bonus  paid  on  claims  under  the  3 year  sickness  plan 
3 year  sickness  plan  extended  to  5 year  sickness  plan 
20  /q  bonus  paid  on  claims  under  the  5 year  sickness  plan 
20  /q  bonus  paid  on  claims  under  the  5 year  sickness  plan 
Long-term  sickness  benefits  added  to  the  5 year  sickness  plan 
Coverage  for  private  flying  added  to  all  policies 


at  no  increase  in  premium  . . . 
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IPSA 

LOQUITUR’ 


ADMINISTERED  BY:  UNDERWRITTEN  BY: 

CHARLES  O.  FINLEY  & COMPANY  LUMBERMENS  MUTUAL  CASUALTY  CO. 

1905  N.  LAMAR  BLVD.  AUSTIN,  TEXAS  CHICAGO,  ILLINOIS 
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Texas  AMA  Delegates  To  Present 
Resolutions  on  SANA,  Conference 


Two  resolutions  have  been  formu- 
lated to  date  for  presentation  by  the 
Texas  Delegation  to  the  American 
Medical  Association  House  of  Dele- 
gates at  the  AMA  1968  clinical  con- 
vention in  Miami  Beach,  Dec.  1-4. 
These  resolutions  concern  rapport 
with  the  Student  American  Medical 
Association  (SAMA)  and  an  annual 
conference  or  workshop  on  public 
affairs. 

The  resolution  which  seeks  greater 
rapport  with  SAMA  was  formulated 
by  Dr.  Milford  O.  Rouse  of  Dallas 
and  resolves  that  the  House  of  Dele- 
gates enthusiastically  urge  every 
county  and  state  medical  society  to 
initiate  and  maintain  a continuing 
program  of  active  liaison  with  stu- 
dents at  medical  schools  within  their 
jurisdictions,  preferably  through  ac- 
tive functioning  chapters  of  SAMA. 

The  resolution  came  about  be- 
cause Texas  Medical  Association 
members  feel  that  personal,  friendly 
physician  contacts  and  communica- 
tion with  SAMA  chapters  and  their 
members  will  furnish  the  most  satis- 
fying and  fruitful  channels  of  bring- 
ing future  physicians  into  the  main- 
stream of  American  medicine.  Also, 
several  county  and  state  medical  so- 
cieties have  initiated  liaison  with 
SAMA  chapters  which  has  proved  to 
be  most  worthwhile  and  productive, 
TMA  members  feel. 

Sponsorship  of  an  annual  con- 
ference or  workshop  on  public  af- 
fairs by  the  AMA  Division  of  Public 
Affairs  in  cooperation  with  American 
Medical  Political  Action  Committee 
(AMPAC)  is  urged  by  the  second 
TMA  resolution.  Authored  by  Dr. 
James  H.  Sammons  of  Baytown,  the 
resolution  states  that  such  a confer- 
ence would  benefit  medical  society 
leaders  and  physicians  throughout 
the  nation. 

The  AMA  Division  of  Public  Affairs 
has  responsibilities  in  public  affairs 
including  community,  civic,  and  gov- 
ernmental activities.  Some  of  the 
division’s  goals  include:  (1)  to  help 
inform  the  profession,  public,  and 
legislators  of  problems  facing  medi- 
cine; (2)  to  foster  a better  under- 
standing of  government  by  physi- 
cians and  their  wives  and  to  Simu- 
late their  activity  in  civic  and  politi- 


cal affairs;  and  (3)  to  help  medicine 
amplify  its  voice  in  community, 
state,  and  national  affairs.  Texas 
delegates  feel  that  an  annual  con- 
ference on  public  affairs  would  be 
valuable  in  implementing  the  divi- 
sion's goals  and  objectives. 

Also,  delegates  feel  that  such  con- 
ferences sponsored  by  state  medical 
societies  have  greatly  increased  the 
proficiency  and  effectiveness  of  phy- 
sicians in  the  area  of  public  affairs. 
This  increased  proficiency  is  thought 
to  be  of  benefit  to  the  communities, 
patients,  and  the  profession  itself. 

KEOEN  TAX  DEDUCTIBNS 
AVAILABLE  TURBBfill  DEC.  31 

Physician  interest  in  Keogh  Act 
retirement  programs  continues  to 
increase  as  the  end  of  1968  ap- 
proaches. 

In  order  to  claim  a 1968  tax  de- 
duction, a physician  whose  tax  year 
ends  Dec.  31  has  until  that  date  to 
enroll  in  and  contribute  to  a Keogh 
achievement  program. 

Many  Texas  physicians  are  inter- 
ested in  participating  but  have  not 
selected  a plan  or  the  investment 
media  within  a plan.  They  may  find 
that  an  error  in  the  selection  of  in- 
vestment media  is  not  as  important 
financially  as  the  failure  to  enroll 
now  and  take  advantage  of  tax  de- 
ductions for  1968.  The  decision  to 
enroll  in  a program  can  be  more  im- 
portant than  the  decision  as  to  what 


investment  media  to  choose  within 
that  program.  In  the  TMA  program, 
with  the  exception  of  government 
bonds,  a change  from  one  invest- 
ment media  to  another  may  be  made 
at  any  time.  This  may  not  be  true 
of  other  Keogh  programs. 

Texas  Medical  Association  estab- 
lished its  Members  Retirement  Trust 
(TMA-MRT)  as  a service  for  those 
members  who  do  not  have  other 
facilities  and  for  those  who  prefer 
the  terms  of  this  trust  to  the  terms 
of  other  programs  they  have  con- 
sidered. A physician  considering 
establishing  a retirement  program 
should  seek  counsel  from  his  own 
attorney,  accountant,  and  invest- 
ment and  insurance  advisors. 

The  TMA  Members  Retirement 
Trust  is  a fully  Trusteed  retirement 
program  qualified  under  the  Keogh 
Act  approved  by  the  Internal  Reve- 
nue Service  so  that  certain  tax  ad- 
vantages accrue  to  contributions. 
Trustee  is  the  Mercantile  National 
Bank  of  Dallas. 

Any  TMA  member  is  eligible  to 
join  if  he  Is  self-employed  in  the 
practice  of  medicine,  and  a Texas 
resident.  A non-member  partner  may 
also  join,  providing  that  one  other 
partner  who  is  a member  joins. 

Ail  full  time  employees  who  have 
v/orked  for  a specified  period  (not  to 
exceed  three  years)  must  be  cov- 
ered. Part-time  and  seasonal  em- 
ployees need  not  be  covered. 

Under  the  TMA-MRT  program,  an 
eligible  physician  can  contribute  up 
to  10%  of  his  earned  net  income 
yearly,  not  to  exceed  $2,500.  This 
"basic”  contribution  is  deductible. 
If  employees  are  covered,  an  addi- 
tional 10%  (but  not  to  exceed  $2,- 
500}  may  be  contributed  each  year. 
This  "voluntary  contribution”  is  not 
tax  deductible. 

The  TMA  Members  Retirement 
Trust  is  flexible,  offering  the  physi- 
cian several  methods  of  investment: 
balanced  and  growth  mutual  funds, 
fixed  retirement  investments,  US 
Government  Retirement  Bonds,  com- 
mon trust  fund,  and  savings  ac- 
count 

An  information  packet  containing 
prospectuses,  informational  bro- 
chures on  the  retirement  plan,  en- 
rollment forms,  and  other  needed 
materials  can  be  obtained  by  writing 
Texas  Medical  Association  Head- 
quarters Building,  1801  N.  Lamar 
Blvd.,  Austin  78701. 
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Scientific,  Art  Exhibits  Applications 
Being  Accepted  for  Annual  Session 


Applications  are  now  being  ac- 
cepted for  scientific  exhibits  and  for 
entries  in  the  Texas  Medical  Associ- 
ation Art  Exhibit,  both  to  be  held  hi 
the  San  Antonio  Convention  Center 
during  the  TMA  Annual  Session  May 
1-4,  1969,  in  San  Antonio.  Deadline 
for  receiving  applications  for  scien- 
tific exhibit  space  is  Jan.  1,  1969. 
Deadline  for  entries  in  the  art  ex- 
hibit is  April  1,  1969. 

Scientific  Exhibits:  Scientific  exhibits 
are  displayed  annually  at  the  TMA 
Annual  Session  and  are  by  individ- 
uals and  not  by  institutions.  Except 
in  the  cases  of  local,  state,  or  fed- 
eral health  departments  and  local, 
state,  and  national  medical  associa- 
tions, individuals’  names  must  ap- 
pear on  exhibits. 

Awards  are  given  for  exhibits  in 
four  groups,  and  three  awards  are 
given  in  each  group.  In  addition,  the 
Aesculapius  Award  is  given  for  the 
outstanding  exhibit  presented  by  a 
Texas  physician. 

The  four  group  classifications  are: 
(1)  exhibit  without  grant  or  assist- 
ance; (2)  exhibit  with  grant  or  as- 
sistance from  university,  hospital, 
government  agency,  or  nonprofit  or- 
ganization; (3)  exhibit  with  grant  or 
assistance  from  a pharmaceutical 
or  other  commercial  enterprise;  and 
(4)  exhibits  primarily  of  educational- 
promotional  nature  which  bring  a 
message  of  interest  and  importance 
to  the  attention  of  the  profession. 

Exhibits  are  judged  by  an  anony- 
mous group  of  physicians  from  dif- 
ferent specialties.  Criteria  for  judg- 
ing are  clarity,  effectiveness,  per- 
sonal presentation,  contribution  to 
basic  knowledge,  practical  value, 
originality,  and  newness. 

All  applications  are  reviewed  in 
January  by  the  TMA  Committee  on 
Scientific  Exhibits  for  approval  to 
exhibit  at  the  Annual  Session.  TMA 
members  receive  priority  for  space 
over  non-members  and  out-of-state 
physicians. 

There  is  no  charge  for  scientific 
exhibit  space.  Booths  are  construct- 
ed either  with  draped  or  plywood 
walls  according  to  the  applicant’s 
choice.  Any  special  requirements  in 
booth  construction  are  made  at  the 
exhibitor’s  expense.  All  cost  for 
transportation,  storage,  and  special 
electrical  requirements  must  also  be 
paid  by  the  exhibitor. 

Art  Exhibit  The  Second  Annual  Art 
Exhibition  of  the  Texas  Medical  As- 


sociation will  be  held  May  1-4,  1969, 
in  San  Antonio.  All  members  of  the 
Association  and  their  wives  are  eli- 
gible to  enter. 

Awards  will  be  presented  to  the 
first,  second,  third  place  and  honor- 
able mention  entries  in  each  of  four 
categories:  (1)  painting  (oils);  (2) 
watercolor  (including  drawing  and 
graphics);  (3)  sculpture;  and  (4) 
photography. 

A guard  will  be  on  duty  In  the  ex- 
hibit hall  during  the  exhibition  and 
after  hours  and  will  provide  usual 
security  precautions,  but  TMA  can- 
not assume  responsibility  for  loss 
or  damage  to  any  items  displayed 
in  the  show.  Exhibitors  must  provide 
their  own  fine  arts  insurance  cov- 
erage during  the  show  and  in  transit 
Special  instructions  regarding  ship- 
ping and  packing  are  available  with 
applications  for  entries. 

Applications:  Applications  for  and 
further  information  concerning  both 
scientific  exhibit  space  and  art  ex- 
hibit entries  may  be  obtained  by 
writing  Dale  R.  Werner,  exhibit  man- 
ager, Texas  Medical  Association, 
1801  N.  Lamar  Blvd.,  Austin  78701. 

TMA  GROUP  INSURANCE 
PROGRAM  PAYS  DIVIDEND 

For  the  eighth  consecutive  year  a 
significant  cash  dividend  has  been 
paid  under  the  Texas  Medical  Asso- 
ciation’s Group  Disability  Income  In- 
surance Program. 

Dr.  Joseph  T.  Painter,  chairman, 
TMA  Committee  on  Association  In- 
surance Programs,  advised  that  the 
dividend  of  $197,209  for  the  policy 
year  ending  Oct.  31  was  recently 
distributed  pro  rata  to  insured  mem- 
bers. This  amount  increased  the  to- 
tal returned  to  policyholders  since 
dividends  were  first  paid  in  1961  to 
more  than  $1,350,000. 

While  the  dividends  have  varied 
from  year  to  year  in  accordance 
with  the  amount  paid  out  in  claims, 
the  annual  average  return  to  policy- 
holders is  approximately  20  percent 
of  their  premiums. 

In  September,  the  Committee  on 
Association  insurance  Programs  ap- 
proved an  increase  of  $200  on  the 
maximum  monthly  benefit  of  the 
“long-term”  sickness  plan.  This 
would  raise  the  maximum  benefit 
from  $1,000  to  $1,200.  All  insured 
members  who  are  eligible  for  the 


new  maximum  will  be  given  an  op- 
portunity to  apply  for  an  increase 
in  their  monthly  benefits  in  the  near 
future. 

Dr.  Painter  emphasized  that  this 
group  program  continues  to  be  an 
outstanding  success,  and  noted  that 
the  new  $1,200  maximum  will  make 
it  possible  for  most  members  to  in- 
clude a greater  portion  of  their  in- 
come protection  insurance  under 
the  Association’s  "long-term”  sick- 
ness plan  which  has  a most  favor- 
able premium  rate. 


EDUCATIONAL  TV  STATION 
TO  AIR  MEDICAL  FILMS 


Six  open-circuit  medical  television 
programs  will  be  shown  on  KLRN-TV 
educational  television  station  in  Aus- 
tin at  10:30  p.m.,  Dec.  3-8.  The  proj- 
ect is  being  funded  by  The  Univer- 
sity of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston  and 
supported  by  Texas  Medical  Associa- 
tion. TMA  support  was  recommend- 
ed by  the  Council  on  Medical  Edu- 
cation and  Hospitals  and  approved 
by  the  House  of  Delegates  in  May. 

Purpose  of  the  project  is  to  eval- 
uate the  effectiveness  and  future 
role  of  open-circuit  television  in 
medical  education.  Video  tapes  will 
be  obtained  from  the  Association 
of  Medical  Television  Broadcasters, 
with  Dr.  C.  Hilmon  Castle  of  Salt 
Lake  City,  Utah,  president,  advising 
on  selection.  Dr.  Grant  Taylor,  dean 
of  The  University  of  Texas  Graduate 
School  of  Biomedical  Sciences  at 
Houston,  previewed  the  films. 

Films  for  possible  scheduling  are 
on  acute  myocardial  infarction;  anti- 
coagulant therapy,  clinical  therapy; 
clinical  aspects  of  emphysema;  early 
diagnosis  of  bronchogenic  carcino- 
ma; management  of  chronic  renal 
failure;  value  of  cardiac  catheteriza- 
tion; curable  hypertension  and  pri- 
mary aldosteronism,  parts  1 and  2; 
current  status  of  anticoagulant  ther- 
apy; and  peptic  ulcer  made  compli- 
cated. 
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Design  for  an  ear  anti-infective 


Designed  to  act  promptly 
against  bacterial 
pathogens  and  pain 

Otitis  media  (when  the  tympanic  mem- 
brane is  perforated)  and  otitis  externa  both 
respond  to  the  bactericidal  action  of 
Furacin®  (nitrofurazone)  in  Furacin-HC 
(nitrofurazone-hydrocortisone)  Otic.  Its 
broad  antibacterial  spectrum  includes 
most  of  the  organisms  encountered  in 
surface  infections  (but  only 'certain  strains 
of  Pseudomonas).  The  hydrocortisone 
component  in  Furacin-HC  Otic  affords 
rapid  relief  of  Gainful  swelling. 

Designed  to  let  the  ear 
drain  freely 

The  water-soluble  base  of  Furacin-HC 
Otic  permits  free  drainage  and  provides 
a hygroscopic  vehicle. 

Designed  to  please  and 
protect  the  patient 

Topical  Furacin-HC  Otic  lets  you  reserve 
systemic  preparations  for  systemic  infec- 


tions. It  rarely  irritates  inflamed  epithelial 
surfaces,  and  cross  resistance  or  cross 
sensitization  with  antibiotics  does  not 
occur.  In  addition,  nonmacerating,  odor- 
less Furacin-HC  Otic  softens  wax  to 
facilitate  removal  of  cerumen. 

Also  available:  Furacin®  Otic  (nitrolurazone  with 
nifuroxime  and  diperodon  HCI).  The  wide  anti- 
bacterial range  of  Furacin  is  augmented  by  the 
antimycotic  activity  of  Micofur®  (nifuroxime). 
Diperodon  hydrochloride,  an  eFRcient  local 
anesthetic,  promptly  subdues  pain  and  itching. 
Indicated  in  bacterial  otitis  externa,  otomycosis 
or  bacterial  otitis  media  (when  the  eardrum  is 
peTfo  rated). 

Precautions:  Sensitizotion  to  nitrofurazone  may 
occur  with  prolonged  use  and  is  more  likely  to 
develop  in  eczematous  otitis  externa.  To  mini- 
mize such  reactions  (a)  limit  application  to  a 
week  or  less,  and  (b)  avoid  use  of  excessive 
amounts  which  may  run  down  thejace. 

This  preparation  is  not  indicated  for  use  in 


treatment  of  cholesteatoma,  where  surgical  in- 
tervention is  necessary. 

Contraindications:  The  usual  contraindications 
for  preparotions  containing  hydrocortisone  should 
be  observed,  such  as  tuberculous  lesions  of  skin 
or  ear,  acute  herpes  simplex,  vaccinia  and 
varicella,  superficial  fungus  and  yeast  infections. 
Formula:  Furacin®-HC  Otic  contains  0.2% 

Furacin,  brand  of  nitrofurazone,  and  1,0%  hydro- 
cortisone acetate  in  a water-soluble  hygroscopic 
base  of  glycerin  and  polyethylene  glycol. 

Furacin®  Otic  contains  0.2%  Furacin,  brand  of 
nitrofurozone,  0,375%  Micofur®,  brand  of 
nifuroxime,  and  2%  diperodon  hydrochloride 
dissolved  in  water-soluble,  nondrying,  hygro- 
scopic polyethylene  glycol. 


^’^“Originators  and  Developers  of  The  Nitrofurons 
EATON  LABORATORIES 
Division  of  The  Norwich  Phormocol  Company 
NORWICH,  NEW  YORK  138IS 

Furacin-HC  Otic 

nitrofurazone  / hydrocortisone 

Furacin'^Otic 

nitrofurazone  with  nifuroxime 
and  diperodon  HCI 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  \within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications;  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings;  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition;  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


oral  pen.  vee®k 

(potassium  phenoxymethyl  penicillin) 


GENERAL  NEWS 


Local  Medical  Column 
Called  Good  PR  Project 

A health  column  in  the  local  news- 
paper is  a chance  for  the  medical 
society  and  the  newspaper  to  team 
up  and  form  a public  service  alliance 
for  better  community  health,  Don- 
ald V.  Williams,  assistant  executive 
director,  Bexar  County  Medical  So- 
ciety, told  physicians  assembled  at 
the  Texas  Medical  Association  Pub- 
lic Affairs  and  Public  Relations  Con- 
ference Sept.  21  in  Austin. 

Bexar  County  Medical  Society  pre- 
pared a local  newspaper  health  col- 
umn for  both  San  Antonio  newspa- 
pers for  several  months  earlier  in 
the  year  in  order  to  better  relations 
between  organized  medicine  and  the 
public.  The  columns  appeared  week- 
ly in  the  San  Antonio  Evening  News 
and  the  San  Antonio  Light  and  were 
entitled  “Doctors  Tell  You’’  and 
“Your  Doctor  Answers.”  The  columns 
were  an  overwhelming  success  as 
far  as  the  public  was  concerned,  and 
physicians  were  unable  to  keep  up 
with  the  numerous  questions  re- 
ceived. Deadlines  also  became  in- 
creasingly difficult  to  meet  because 
of  the  increased  volume  of  ques- 
tions, and  the  society  finally  had  to 
discontinue  the  service. 

Columns  were  written  by  mem- 
bers of  the  Bexar  County  Medical 
Society.  Their  names  were  not 
signed  because  the  society  wished 
to  improve  the  collective  image  of 
physicians.  Questions  were  submit- 
ted by  readers,  with  only  ones  of 
general  interest  and  rational  con- 
tent being  answered.  The  medical 
society  was,  in  actuality,  giving  away 
free  medical  advice  without  expect- 
ing anything  in  return.  “We  were 
giving  something  of  value  for  noth- 
ing,” Williams  said.  “People  like 
that.”  The  public  also  tended  to  pre- 
fer a column  by  local  physicians 
over  a national  column. 

The  assistant  executive  director 
listed  some  pointers  for  other  medi- 
cal societies  which  may  be  consider- 
ing preparing  such  a medical  nevi/s- 
paper  column: 

1.  Be  prepared  for  convincing  a 
newspaper  editor  of  a column’s 
worth.  “We  surprised  our  editors 
with  this  statistic:  Sixty-seven  per 
cent  of  the  public’s  knowledge  C' 
health  matters  is  learned  througt* 
reading  newspapers  and  magazine.!. 
The  remainder  is  gained  via  TV,  ra- 
dio and  miscellaneous  sources.” 

2.  One  person  should  write  the 
column  on  a permanent  basis  be- 
cause he  will  become  increasingly 
skilled  the  more  he  practices. 

3.  Set  vocabulary  at  a comfort- 


able level  for  everyone,  avoiding 
technical  terms  and  using  plain  talk. 

4.  Prepare  three  columns  in  ad- 
vance and  stay  three  columns  ahead 
at  all  times  in  order  to  make  allow- 
ances for  unforeseen  problems  and 
emergencies. 

5.  Begin  the  column  with  “dum- 
my” questions  prepared  by  the  med- 
ical society.  This  will  enable  the  col- 
umn to  get  off  to  a good  start  be- 
fore questions  begin  coming  in. 

6.  Answer  only  rational  questions 
of  general  interest. 

7.  Answer  honestly  and  straight 
to  the  point.  If  a reader  asks  “Is  it 
true  that  some  doctors  will  not  ac- 
cept Medicare  patients?”  answer 
simply,  “Yes.” 

8.  Sell  your  members  on  the  im- 
portance of  publishing  the  column 
and  of  meeting  newspaper  dead- 
lines. Members  must  see  the  need 
for  getting  answers  back  to  the  col- 
umn writer  in  time  to  meet  dead- 
lines: newspapers  simply  can’t  wait. 

In  summarizing  what  the  Bexar 
County  Medical  Society  had  learned 
from  its  experience  in  column  pre- 
paration, Williams  said,  “All  public 
services  from  which  an  organization 
aspires  to  receive  proper  credit  for 
having  done  a worthwhile  thing  need 
to  be  clearly  thought  out  from  be- 
ginning to  end.  The  idea  alone  isn’t 
enough,  nor  is  the  enthusiasm  of  a 
few.  Where  the  newspaper  health 
column  is  concerned,  the  pride  and 
vitality  of  your  membership  will  be 
clearly  expressed  in  the  success  or 
failure  of  your  public  relations  ef- 
fort.” 

Two  Projects  Approved 
For  Dallas  Medical  School 

Planning  for  two  building  projects 
at  The  University  of  Texas  South- 
western Medical  School  at  Dallas 
was  advanced  Nov.  1 by  UT  System 
Regents. 

The  projects  include  an  addition 
to  the  Cary  Building  for  a computer 
center,  and  construction  of  the  Mc- 
Dermott Basic  Sciences  Building 
with  adjoining  animal  facilities. 

The  architectural  firm  of  Harrell 
and  Hamilton  was  authorized  to  pro- 
ceed with  drawings  and  specifica- 
tions for  a 10,250  sq.  ft.  addition  to 
the  Cary  Building  for  the  use  of  In- 
formation Sciences  (Computer  Cen- 
ter) after  the  Regents  approved  pre- 
liminary plans. 

Final  plans  presented  by  George 
L.  Dahl,  Inc.,  associate  project  archi- 
tect for  the  McDermott  Building, 
were  approved,  and  advertisement 
for  construction  bids  was  authorized. 


Tuberculosis  Control 
Progressing  in  State 

The  Tuberculosis  Control  Program 
of  the  Texas  State  Department  of 
Health,  as  authorized  by  the  59th 
Texas  Legislature,  has  progressed  in 
several  areas  toward  control  and 
eventual  eradication  of  tuberculosis 
in  Texas.  In  connection  with  this 
progress  Texas  Medical  Association 
distributed  to  Texas  physicians  in 
October  reports  of  these  develop- 
ments. 

Broad  areas  of  progress  include 
(1)  development  of  regional  control 
staffs  to  work  with  the  private  phy- 
sicians by  providing  public  health 
nursing  services  for  contact  investi- 
gation, epidemiological  studies,  and 
follow-up  supervision  to  the  attend- 
ing physician;  (2)  development  of  a 
generation  of  children  free  of  tuber- 
culous infection;  and  (3)  develop- 
ment of  anti-tuberculous  drugs. 

Anti  tuberculous  drugs  have  been 
made  available  to  health  officers  and 
physicians  to  allow  for  continuous 
drug  therapy  for  those  individuals 
unable  to  provide  their  own  therapy. 

Individuals  in  frequent  and  pro- 
longed contact  with  children,  such 
as  school  personnel,  are  being  re- 
quired to  be  free  of  tuberculosis  in 
a contagious  form.  Cooperation  of 
school  authorities,  physicians,  and 
school  personnel  has  been  evi- 
denced by  complete  reporting  from 
every  school  district  since  initiation 
of  the  program.  Tuberculin  testing 
programs  are  conducted  in  both  the 
first  and  seventh  grade  school  chil- 
dren throughout  the  state.  This  pro- 
gram has  shown  the  rate  of  infec- 
tion and  has  yielded  additional  cases 
by  associate  investigation. 

The  fact  that  Isoniazid  (INH)  ac- 
tually prevents  a large  percent  of 
individuals  infected  with  mycobac- 
teria tuberculosis  from  developing 
the  disease  has  aided  in  control  of 
tuberculosis  in  individuals  and  in 
communities. 

The  TMA  Committee  on  Tubercu- 
losis after  review  and  study  has  en- 
dorsed the  concept  of  chemopro- 
phylaxis for  the  prevention  of  tuber- 
culosis. Recommendations  are  out- 
lined in  a brochure  entitled  “Chemo- 
prophylaxis for  the  Prevention  of 
Tuberculosis,”  published  by  the  Na- 
tional Tuberculosis  Association  and 
approved  by  the  American  Thoracic 
Society  Executive  Committee.  The 
TMA  committee  recommended  that 
this  brochure  be  circulated  to  Texas 
physicians.  The  House  of  Delegates 
voted  in  May  to  provide  this  circu- 
lation to  every  physician  in  the  state. 
The  information  was  mailed  Oct.  23. 
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Sports  Guidelines  Given 
By  Pediatric  Academy 

The  American  Academy  of  Pedi- 
atrics has  issued  positive  and  realis- 
tic guidelines  to  govern  the  parti- 
cipation of  elementary  school  chil- 
dren (boys  and  girls  13  years  of 
age  and  younger),  in  competitive 
athletics. 

The  guidelines  prepared  as  a joint 
statement  by  the  AAP;  the  American 
Medical  Association’s  Committee  on 
the  Medical  Aspects  of  Sports;  the 
American  Association  for  Health, 
Physical  Education,  and  Recreation: 
and  the  Society  of  State  Directors  of 
Health,  Physical  Education  and  Rec- 
reation, appeared  in  the  October  is- 
sue of  Pediatrics. 

The  joint  statement,  while  stress- 
ing the  positive  aspects  of  competi- 
tive athletics  for  school  children, 
also  stresses  that  there  are  undesir- 
able corollaries  to  organized  com- 
petitive athletics  which  should  be 
avoided.  These  include  excessive 
publicity,  pep  squads,  commercial 
promoting,  victory  celebrations,  elab- 
orate recognition  ceremonies,  paid 
admission,  inappropriate  spectator 
behavior,  high  pressure  public  con- 
tests, and  exploitation  of  children  in 
any  form. 

The  statement  indicates,  rather, 
that  the  positive  values  of  sports  be 
emphasized  because  "of  their  im- 
portant effects  on  stamina  and  phys- 
iologic functioning,  and  because  of 
their  lifelong  value  as  recreational 
activities.” 

The  guidelines  go  on  to  point  out 
that  competitive  sports,  integrated 
into  a sound  physical  education  pro- 
gram, can  direct  funds,  facilities,  in- 
struction, and  leadership  toward  all 
children  in  the  school  system  or 
community. 

The  guidelines  also  call  for  high- 
quality  supervision,  and  for  develop- 
ing local  community  committees  to 
formulate  decisions  about  all  school 
or  community  athletic  programs. 
The  committees  should  include  edu- 
cation, recreation,  and  medical  spe- 
cialists. 

The  Academy,  in  its  statement, 
urges  that  local  decisions  about  ath- 
letic programs  for  children  of  ele- 
mentary school  age  should  consider 

(1)  proper  physical  conditioning; 

(2)  conduct  of  the  sport  to  include 
competent  teaching  and  supervision, 
appropriate  game  equipment  and  fa- 
cilities, and  modification  of  rules; 

(3)  careful  grouping  according  to 
sex,  weight,  size,  skill,  and  physical 
maturation  when  indicated;  (4)  good 
orotective  equipment,  properly  fit- 
ted; (5)  well-maintained  facilities 


suitable  for  the  sport  involved:  (6) 
proper  delineation  of  the  spheres 
of  authority  and  responsibility  for 
school  administration,  family,  spon- 
sor, physician,  coach,  and  athlete; 
(7)  adequate  medical  care;  and  (8) 
salient  educational  and  recreational 
considerations  (including  daily  physi- 
cal education  instruction  for  all  chil- 
dren under  the  supervision  of  certi- 
fied physical  education  teachers;  op- 
portunities for  every  child  in  the 
upper  elementary  grades  to  partici- 
pate in  an  organized  and  supervised 
intramural  athletic  program;  and  as- 
surance that  the  athletic  program 
does  not  curtail  the  time  or  budget 
of  the  normal  school  program). 

“Unless  a school  or  community 
can  provide  exemplary  supervision 
— medical  and  education — it  should 
not  undertake  a program  of  com- 
petitive sports  ...  at  the  preado- 
lescent level,”  the  joint  statement 
concludes. 

The  Texas  Medical  Association 
Committee  on  Athletics  unanimously 
recommended  in  May,  1967,  that 
schools  below  junior  high  level 
should  not  sponsor  an  organized 
program  of  football. 

Southwestern  Health 
Department  Okayed 

Establishment  of  a Department 
of  Environmental  and  Community 
Health  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las was  approved  Nov.  1 by  Regents 
of  the  UT  System. 

The  department  was  recommend- 
ed by  Dean  Charles  C.  Sprague  who 
said  its  aims  would  be  threefold: 
(1)  to  broaden  medical  students’ 
knowledge  of  the  variety  of  external 
factors  that  affect  health  and  the 
delivery  of  health  services  to  indi- 
viduals and  communities:  (2)  to  un- 
dertake scholarly  research  to  ad- 
vance knowledge  of  these  factors 
and  their  interaction;  and  (3)  to  es- 
tablish pilot  or  demonstration  pro- 
grams for  meeting  community  and 
environmental  health  needs. 

A few  possible  research  areas  in 
community  and  environmental  health 
might  include  studies  of  reproduc- 
tion, cultural  factors  affecting  health, 
industrial  and  occupational  hazards, 
air  pollution,  health  economics,  and 
organization  of  health  services.  Dean 
Sprague  indicated. 

He  said  degrees  would  not  be 
offered,  but  as  soon  as  a faculty  is 
assembled  courses  would  be  offered. 

The  proposal  is  subject  to  final 
approval  by  the  Coordinating  Board, 
Texas  College  and  University  System. 


50  Texas  Surgeons 
Inducted  into  College 

Fifty  Texas  physicians  were  in- 
ducted Oct.  17  as  new  fellows  of  the 
American  College  of  Surgeons  Oct. 
17  in  Atlantic  City. 

Dallas  physicians  inducted  were 
Drs.  Wallace  Bailey,  C.  Gilbert  Falke, 
Robert  G.  Grossman,  John  B.  Gunn, 
Lloyd  W.  Jacobsen,  Charles  B.  Key, 
Donald  R.  Klein,  Lewis  A.  Raney, 
Ben  Schnitzer,  and  Winfred  L.  Sugg. 

New  inductees  from  Houston  are 
Drs.  William  R.  Cheek,  John  E.  Co- 
gan,  A.  Ross  Davis,  Frank  J.  Gerow, 
Charles  Holmes  McCollum,  III,  Har- 
old J.  Miller,  George  P.  Noon,  Rich- 
ard S.  Ruiz,  Harold  G.  Schillaci, 
James  L.  Smith,  Luis  G.  Valdes,  and 
Herman  E.  Warshaw. 

Other  physicians  to  be  inducted 
were  Drs.  Karel  B.  Absolon,  Lowell 
E.  Bast,  and  William  P.  Hale,  all  of 
Amarillo;  Drs.  William  L.  Cox,  Jr., 
and  Lawrence  E.  Thomas,  both  of 
Arlington:  Drs.  Malcolm  Marcoe  and 
Louis  E.  Neff,  both  of  Bellaire;  Drs. 
Donald  E.  Knaut  and  William  A. 
Pitchford,  both  of  El  Paso;  Drs.  War- 
ren W.  Binion  and  Joe  L.  Bussey, 
both  of  Fort  Worth;  Drs.  Fernando 
L.  Riquelme  and  Richard  K.  Willms, 
both  of  Jacksonville;  and  Drs.  Ana- 
tolio  B.  Cruz,  Jr.,  and  Joe  M.  Mims, 
both  of  San  Antonio. 

Other  new  fellows  of  the  college 
are  Drs.  F.  Carlton  Hodges  of  Abi- 
lene; Mark  J.  Kubala  of  Beaumont, 
Carlos  M.  Yanez  of  Corpus  Christi, 
George  T.  Tindall  of  Galveston,  Reu- 
ben E.  Koenig  of  Kingsville,  Vincente 
Tavarez-Chavez,  Jr.,  of  McAllen,  Jer- 
ry L.  Sims  of  McKinney,  James  C. 
Terrell,  Jr.,  of  Stephenville,  Donald 
E.  Pisar  of  Temple,  Patrick  R.  Thom- 
as of  Tyler,  Phil  A.  Webb  of  Waco, 
Ronald  E.  Goelzer  of  Wharton,  and 
Philip  L.  Stephenson  of  Wichita  Falls. 

Health  Education  Pushed 
By  AMA  newsletter 

To  provide  teachers  with  current 
health  information  in  concise  form, 
the  American  Medical  Association, 
through  its  Department  of  Health 
Education,  publishes  the  “AMA 
Health  Education  Service  for  Schools 
and  Colleges.” 

The  four-page  newsletter  is  avail- 
able to  schools  each  month  during 
the  school  year. 

Physicians  interested  in  receiving 
the  newsletter  should  contact  the 
AMA  Department  of  Health  Educa- 
tion, 535  N.  Dearborn  St.,  Chicago 
60610. 
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Work  Evaluation  Unit 
Opens  New  Offices 

New  quarters  for  the  Houston 
Work  Evaluation  Unit  are  in  the  Fon- 
dren  and  Brown  Orthopedic  and 
Cardiovascular  Research  Center  in 
the  Methodist  Hospital.  The  unit, 
which  assists  heart  and  lung  disease 
patients  to  return  to  gainful  employ- 
ment, opened  its  new  offices  on 
Oct.  1. 

The  Houston  Work  Evaluation 
Unit  is  the  only  unit  of  its  kind  in 
Texas.  It  was  originally  established 
in  August,  1964,  by  grants,  secured 
through  the  Houston  Heart  Associa- 
tion and  the  Texas  State  Depart- 
ment of  Public  Welfare  as  a pilot 
program.  In  the  new  location  the 
unit  is  expected  to  serve  100-300 
patients  a year. 

The  unit  recently  received  through 
the  Regional  Medical  Program  of 
Texas  a $41,000  grant  which  it 
hopes  to  use  to  extend  its  services 
and  to  become  part  of  the  Texas 
Medical  Center. 

New  Health  Directory 
Released  in  October 

The  sixth  revision  of  the  “Ameri- 
can Medical  Association  Directory  of 
National  Voluntary  Health  Organiza- 
tions” was  released  early  in  Octo- 
ber. Although  the  supply  is  limited, 
physicians  and  medical  societies 
may  obtain  a single  copy  compli- 
mentarily. 

The  6"  X 9"  handbook,  which  is 
published  biennially,  was  produced 
by  the  AMA  Council  on  Voluntary 
Health  Agencies.  It  describes  the 
purpose,  organizational  pattern,  fi- 
nancing, and  program  of  the  various 
national  voluntary  health  agencies 
and  other  organizations  of  medical 
interest.  It  is  important  to  note, 
however,  that  the  listing  of  an  agen- 
cy in  the  directory  is  for  informa- 
tional purposes  and  implies  neither 
approval  nor  disapproval  by  the 
American  Medical  Association. 

In  December,  1963,  the  AMA 
House  of  Delegates  adopted  the  fol- 
lowing definition  of  a voluntary 
health  agency: 

A voluntary  health  agency  is 
any  nonprofit  association  or- 
ganized on  a national,  state,  or 
local  level;  composed  of  lay 
and  professional  persons;  dedi- 
cated to  the  prevention,  allevi- 
ation, and  cure  of  a particular 
disease,  disability,  or  group  of 
diseases  and  disabilities.  It  is 
supported  by  voluntary  contri- 
butions primarily  from  the  gen- 
eral public  and  expends  its  re- 


sources for  education,  research, 
and  service  programs  relevant 
to  the  disease  and  disabilities 
concerned. 

To  obtain  a copy  of  this  1968  di- 
rectory, write  to  the  AMA  Council  on 
Voluntary  Health  Agencies,  535  N. 
Dearborn  St.,  Chicago  60610. 

Texas  Physician  Urges 
Accreditation  of  Clinics 

In  a presidential  address  before 
the  annual  meeting  of  the  American 
Association  of  Medical  Clinics  Sept. 
25-27  in  New  Orleans,  Dr.  J.  G. 
Rodarte  of  Temple  called  for  better 
accreditation  system  for  clinics. 

“It  has  been  said,”  he  noted, 
“the  only  thing  worse  than  an  in- 
competent physician  is  a group  of 
incompetent  physicians.”  Although 
suggestions  for  procedures  for  ac- 
creditation of  clinics  have  already 
been  made  by  other  organizations, 
Dr.  Rodarte  said  that  the  American 
Association  of  Medical  Clinics  board 
of  trustees  has  unanimously  agreed 
that  accreditation  of  member  clinics 
can  be  accomplished  best  by  an  as- 
sociation commission  especially  ap- 
pointed and  supported  for  the  pur- 
pose. 

Plans  for  a program  of  accredi- 
tation were  begun  in  August  when 
an  expanded  group  of  the  associa- 
tion's professional  standards  com- 
mittee met  in  South  Bend,  Ind.  The 
group  created  a document  to  serve 
as  the  prototype  for  accreditation 
procedures.  The  document  was  test- 
ed at  nine  clinics  in  Indiana  and  in 
Illinois.  The  protocol  was  modified 
after  the  testing  and  evaluation  and 
a report  was  made  to  the  conven- 
tion in  September.  Members  hope 
officially  to  implement  the  program 
of  accreditation  within  the  next  year. 

Dr.  Rodarte  also  emphasized  the 
need  to  continue,  increase,  and  for- 
malize self-evaluation  procedures  in 
continuing  education  programs  with- 
in clinics.  Most  clinics  already  re- 
quire their  staffs  to  take  annual 
postgraduate  courses. 

In  addition  to  stressing  the  need 
for  accreditation  of  clinics  and  edu- 
cation of  clinic  personnel.  Dr.  Ro- 
darte outlined  some  of  the  recent 
changes  which  have  taken  place  in 
medical  practice,  government’s  role 
in  medicine,  and  the  general  health 
care  outlook  in  the  US  today.  He 
emphasized  that  group  practice 
needs  the  understanding,  support, 
and  effective  assistance  of  all  inter- 
ested parties. 

Dr.  Rodarte’s  speech  marked  the 
termination  of  a year  spent  as  pres- 
ident of  the  AAMC. 


PERSONALS 


Seven  Laredo  physicians  have  re- 
cently donated  $810  to  the  Optimist 
Little  League  in  Laredo.  The  money 
was  received  for  physical  examina- 
tions these  physicians  performed  un- 
der the  program.  Operation  Main- 
stream, sponsored  by  the  Office  of 
Economic  Opportunity.  The  seven 
physicians  are  Drs.  Oscar  Elizondo, 
George  Garcia,  Raul  Vela,  Leo  G. 
Cigarroa,  Lauro  Montalvo,  James 
Reitman,  and  Oscar  Alegria  Moune- 
tou.  In  addition,  the  Webb-Zapata- 
Jim  Hogg  Counties  Medical  Society 
sponsors  two  Laredo  Little  League 
teams  annually. 

An  Abilene  physician  has  been 
elected  president  of  the  Texas  Pedi- 
atric Society.  New  president  is  Dr. 
Donald  McDonald.  Also  elected  at 
the  society’s  annual  meeting  in  Dal- 
las in  September  were  Dr.  Pat  Cato 
of  Austin,  secretary,  and  Dr.  George 
Waddill  of  Amarillo,  treasurer. 

New  officers  of  Texas  Academy  of 
General  Practice  are  Dr.  Sam  A.  Nix- 
on of  Floresville,  president;  Dr.  John 
C.  Hundley  of  Fort  Stockton,  presi- 
dent-elect; Dr.  Thelma  E.  Frank  of 
Corpus  Christi,  vice  president;  and 
Dr.  B.  B.  Westbrook  of  Beaumont, 
treasurer.  Dr.  Frank  is  the  first  wom- 
an ever  to  hold  the  office  of  vice 
president,  and  Dr.  Westbrook  is  serv- 
ing his  second  term  as  treasurer. 

Dr.  Leonard  Toomim  of  Beaumont 
is  in  South  Vietnam  serving  with  the 
American  Medical  Association  Volun- 
teer Physicians  for  Vietnam  program. 
Dr.  Toomim  will  be  in  South  Viet- 
nam for  two  months  giving  volun- 
teer medical  care  to  the  civilian 
population. 

Pope  Paul  VI  has  named  two  Dal- 
las physicians  recipients  of  the  Cath- 
olic Benemerenti  Medal  for  generos- 
ity to  Catholic  charities.  The  recip- 
ients are  Drs.  M.  Ray  Harrington 
and  William  C.  Hawkins. 

The  late  Dr.  Knox  Pittard  of  An- 
son posthumously  has  been  award- 
ed the  Legion  of  Merit  by  the  US 
Navy.  Dr.  and  Mrs.  Pittard  were 
killed  in  the  crash  of  a Braniff  Air- 
lines Electra  near  Dawson,  Tex.,  in 
May.  The  couple  was  returning  to 
Anson  from  attending  the  Texas 
Medical  Association  Annual  Session 
in  Houston. 

Drs.  Charles  R.  Queen  of  Edin- 
burg and  Mario  Ramirez  of  Roma 
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were  honored  Oct.  15  in  Corpus 
Christi  by  the  Texas  Academy  of 
General  Practice  for  their  outstand- 
ing and  dedicated  work  in  meeting 
the  medical  needs  of  Hurricane  Beu- 
lah victims  in  the  fall  of  1967. 

Dr.  P.  Clift  Price  of  Austin  has 
been  assigned  to  assist  the  Region 
V medical  consultant  for  the  Ameri- 
can Academy  of  Pediatrics  Head 
Start  Medical  Consultation  Service. 
Region  V includes  Arkansas,  Louisi- 
ana, New  Mexico,  Oklahoma,  and 
Texas. 

First  prize  in  the  science  division 
of  exhibits  at  the  American  Society 
of  Anesthesiologists  annual  conven- 
tion in  Washington,  D.C.,  in  October, 
went  to  the  Texas  Society  of  Anes- 
thesiologists. The  society's  exhibit 
was  manned  by  Dr.  Robert  B.  Krause 
of  San  Antonio,  president,  and  Dr. 
Charles  C.  Tandy  of  Dallas.  The  ex- 
hibit chronicled  the  history  of  the 
anesthesiology  specialty  from  the 
first  anesthetic  in  1493  through  the 
most  recent  discoveries. 

Dr.  Robert  Wayne  Ewer,  former- 
ly assistant  professor  of  medicine  at 
Indiana  University  School  of  Medi- 
cine in  Indianapolis,  has  joined  the 
staff  of  The  University  of  Texas 
Medical  Branch  as  assistant  profes- 
sor of  internal  medicine  and  direc- 
tor of  medicine  clinics.  For  the  past 
eight  years  he  has  been  in  private 
practice  in  a group  of  30  physicians 
in  Evansville,  Ind.  He  plans  to  in- 
troduce some  of  the  techniques  of 
private  practice  to  treatment  of  pa- 
tients in  the  medicine  outpatient 
clinics. 

The  Sept.  16  issue  of  AMA  News 
featured  the  establishment  of  the 
Joaquin  Gonzalez  Cigarroa,  Sr., 
Foundation  by  Dr.  Joaquin  Cigarroa, 
Jr.,  Dr.  Leonides  G.  Cigarroa,  Dr. 
Margaret  Giller  Cigarroa,  and  Mrs. 
Marco  Uribe,  pharmacist,  and  sister 
of  Drs.  Leonides  and  Joaquin.  The 
foundation,  named  for  the  late  Dr. 
Joaquin  Gonzalez  Cigarroa,  Sr.,  sur- 
geon, humanitarian,  and  sportsman, 
is  a multi-purpose  charitable  founda- 
tion for  the  betterment  of  Laredo. 
Three  main  foundation  goals  are  to 
furnish  educational  assistance  to 
young  persons  of  good  moral  char- 
acter without  regard  to  race,  reli- 
gion, or  sex;  to  establish  health  care 
facilities  to  include  the  care  of  those 
not  able  to  meet  the  economic  bur- 
den of  sickness;  and  to  further  such 
other  religious,  educational,  ath- 
letic and  charitable  endeavors  which 
will  contribute  to  the  advancement 
of  religion,  education,  health,  and 
the  relief  of  poverty. 


POSTGRADUATE 

COURSES 


Alcoholism:  A course  entitled  Intro- 
duction to  Alcoholism  Programming 
for  Public  Health  Professionals  will 
be  held  Dec.  3-6  at  the  Gondolier 
Hotel  in  Austin  by  the  Texas  Com- 
mission on  Alcoholism,  Texas  Public 
Health  Association,  Texas  State  De- 
partment of  Health,  and  American 
Public  Health  Association,  Southern 
Branch.  Anyone  wishing  to  attend 
must  be  a US  citizen  and  a profes- 
sional health  worker.  The  course  is 
designed  to  provide  the  latest  basic 
information  about  alcohol  and  alco- 
holism to  stimulate  professional 
public  health  workers  to  apply  their 
skills  and  experiences  to  alcoholism. 

Topics  to  be  covered  include  the 
use  of  beverage  alcohol  in  our  so- 
ciety, understanding  the  alcoholic, 
current  trends  in  treatment  of  alco- 
holism, relating  public  health  meth- 
odology to  alcoholism  problems, 
community  action  guidelines,  effect 
of  court  decisions  involving  the  al- 
coholic and  alcoholism  problems. 

The  four-day  course  will  utilize  a 
variety  of  teaching  methods:  lec- 
tures, panel  discussions,  role  play 
demonstrations,  audio-visual  aids, 
and  small  group  discussions  with 
exercises  in  the  development  of  ap- 
propriate reports. 

Tuition  for  the  workshop,  which  is 
designed  for  50  applicants,  is 
$66.50.  Tuition  scholarships  are 
available  for  public  health  person- 
nel and  a limited  number  of  per 
diem  awards  are  available  to  out-of- 
town  participants.  For  further  infor- 
mation and  application,  contact  Mrs. 
Sue  Mclver,  Texas  Commission  on 
Alcoholism,  Room  808,  Sam  Hous- 
ton State  Office  Building,  Austin 
78701. 

Hematology:  The  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 

Iences  at  Houston,  Division  of  Con- 
tinuing Education,  will  present  a 
course  on  hematology  Jan.  16-17, 
1969,  in  the  auditorium  of  the  City 
Health  Department,  Houston. 

A practical,  brief,  refresher  course, 
the  program  will  emphasize  the  di- 
agnosis, natural  history,  and  patho- 

I physiology  of  hematological  disor- 
ders. 

Tuition  is  $30.  The  course  is  ac- 
ceptable for  10  prescribed  hours  by 
the  American  Academy  of  General 
Practice.  For  further  information, 
write  Dr.  Grant  Taylor,  The  Univer- 
sity of  Texas,  Graduate  School  of 
Biomedical  Sciences  at  Houston,  Di- 


vision of  Continuing  Education,  P.O. 
Box  20367,  Houston  77025. 

General  Practice:  The  University  of 
Colorado  School  of  Medicine  will 
present  a General  Practice  Review, 
Jan.  12-18,  1969,  in  Denver.  The 
15th  annual  postgraduate  course  de- 
signed especially  for  the  general 
practitioner  will  feature  a full  week 
of  study,  each  day  devoted  to  a dif- 
ferent area  of  practice.  Participants 
may  register  for  the  entire  course  or 
for  any  of  the  selected  days. 

Study  topics  will  be  crisis  recog- 
nition and  treatment,  medicine,  pe- 
diatrics, dermatology,  surgery,  ob- 
stetrics and  gynecology,  and  trauma. 

Detailed  program  and  further  in- 
formation are  available  from  the 
Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  School 
of  Medicine,  4200  E.  Ninth  Ave., 
Denver  80220. 

Myocardial  Infarction:  The  University 
of  Texas  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  Divi- 
sion of  Continuing  Education,  will 
present  a postgraduate  course,  “Re- 
cent Developments  in  the  Manage- 
ment of  Acute  Myocardial  Infarc- 
tion,” Dec.  2-4  at  St.  Joseph  Hos- 
pital in  Houston. 

Discussion  topics  will  include  new 
concepts  in  the  aggressive  manage- 
ment of  myocardial  infarction,  con- 
troversies in  the  treatment  of  cardio- 
genic shock,  present  status  of  cir- 
culatory assist  for  the  treatment  of 
shock  and  heart  failure,  and  new 
biocellular  approach  to  the  treat- 
ment of  digitalis  toxicity.  Besides 
lectures  the  course  will  include  case 
presentations,  clinical  conference, 
and  panel  discussion.  Dr.  Eliot  Cor- 
day  of  Los  Angeles  will  be  guest 
lecturer. 

For  application  and  further  infor- 
mation, write  The  University  of  Tex- 
as Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of 
Continuing  Education,  P.O.  Box 
20367,  Houston  77025. 


"The  appendix  is  normal.  Shall  I keep 
digging?" 
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TEXAS  ACADEMY  OF  INTERNAL  MEDICINE 

Dallas  will  host  the  Texas  Academy  of  Internal  Medicine  Dec.  7. 
Scientific  sessions  will  take  place  in  the  morning-  and  a business 
meeting  in  the  afternoon.  Meetings  will  take  place  at  the  Shera- 
ton Dallas  Hotel. 

The  program  will  be  presented  by  members  of  the  faculty  of 
the  Department  of  Internal  Medicine,  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas.  Program  topics  will  in- 
clude physiology  of  renal  handling  of  sodium  salts  and  clinical 
application  in  renal  failure;  intestinal  blind  loop  syndromes,  the 
Zollinger-Ellison  syndrome;  lipid  embolism;  aflatoxin : a bio- 
logic review  and  research  challenge;  vaccination  with  live  vi- 
ruses; 1968  complications  and  treatment  of  myocardial  infarc- 
tion; and  interpretation  of  glucose  tolerance  tests.  Speakers 
scheduled  are  Drs.  Floyd  C.  Rector,  Jr.,  John  M.  Dietschy,  John 
S.  Fordtran,  Marvin  Siperstein,  Jay  P.  Sanford,  and  Norman 
Kaplan,  all  of  Dallas. 

The  Texas  Society  of  Internal  Medicine  will  hold  a breakfast 
meeting  preceding  the  academy  sessions.  Breakfast  speaker  will 
be  Melvin  H.  Hobbs,  assistant  director  of  information  systems, 
Lockheed  Aircraft  Corporation,  Sunnyvale,  Calif.,  and  his  topic 
will  be  “Computers  in  Medicine.” 

Dr.  William  C.  Levin,  The  University  of  Texas  Medical  Branch 
at  Galveston  77551,  is  academy  secretary-treasurer. 

PRIVATE  CLINICS  AND  HOSPITALS 
ASSOCIATION  OF  TEXAS 

Improving  the  image  of  the  doctor-owned  and  operated  hospital 
will  be  the  main  theme  of  the  22nd  annual  meeting  of  the  Pri- 
vate Clinics  and  Hospitals  Association  of  Texas  at  the  Continen- 
tal Houston  Motor  Hotel,  Dec.  5-6  in  Houston.  Portions  of  the 
meeting  will  inform  members  of  things  private  hospitals  can  do 
and  are  doing  to  meet  health  needs  of  the  community  at  no  cost 
to  the  community  through  taxes  or  donations. 

Specific  topics  will  include  clinic-hospital  pharmacy,  office  pro- 
cedures the  way  we  do  it,  group  practice : the  government’s 
role;  new  ideas  in  design  and  construction,  hospital  costs,  and 
private  hospitals  and  community  service. 

Speakers  will  include  Drs.  Guy  Shaw  of  Kaufman,  Tex.;  Wil- 
liam E.  Sharp  of  Baytown,  Gene  Rogers  of  Dallas,  and  Norman 
West  of  Hillsboro;  Capt.  Alan  B.  Shepard,  Jr.,  of  Seabrook,  US 
Navy;  and  state  Sen.  Chet  Brooks  of  Pasadena. 

Mis.  Patty  Pettigrew,  Kaufman,  Tex.  75142,  is  association  sec- 
retary. 

AMERICAN  MEDICAL  ASSOCIATION 
CLINICAL  CONVENTION 

Convention  Hall,  Miami  Beach,  Fla.,  is  the  site  for  the  22nd 
American  Medical  Association  Clinical  Convention,  Dec.  1-4. 
The  scientific  program  will  include  the  Tenth  National  Con- 
feience  on  the  Medical  Aspects  of  Sports;  ten  fireside  confer- 
ences; four  breakfast  round  tables;  three  postgraduate  courses; 
lecuures,  panels,  symposia;  three  color  television  prog-rams; 
seven  motion  pictures;  four  clinical  workshops;  and  numerous 
scientific  exhibits. 

Business  meetings  will  culminate  in  the  meetings  of  the  AMA 
house  of  delegates  beginning  Dec.  1. 

Scientific  program  participants  from  Texas  will  include  Dr. 
Albert  W.  Hartman,  Jr.,  of  San  Antonio;  Dr.  John  R.  Derrick 
of  Galveston;  Drs.  George  C.  Morris,  Jr.,  and  Arthur  C.  Beall, 
Jr.,  both  of  Houston;  and  Dr.  Luis  M.  Cowley  of  Terrell. 

Dr.  Ernest  B.  Howard,  535  N.  Dearborn  St.,  Chicago  60610,  is 
acting  association  executive  vice-president. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


SAN  JACIENTO  TUBERCULOSIS  AND 
RESPIRATORY  DISEASES  ASSOCIA- 
TION will  present  the  Fifth  Annual  Christ- 
mas Seal  Symposium  on  Respiratory  Dis- 
eases Friday,  Dec.  1.3,  at  the  Warwick  Ho- 
tel, Houston.  Eleven  speakers  are  sched- 
uled to  present  papers.  Speakers  and  top- 
ics are  Dr,  John  G.  Weg,  Houston,  percu- 
taneous needle  biopsy  of  the  lung ; Dr. 
Everett  R.  Rhoades,  Oklahoma  City,’  non- 
bacterial  pneumonia ; Dr.  D.  Jack  Kilian, 
Freeport,  occupational  diseases  of  lung  in 
southwest;  Dr.  Howard  A.  Buechner,  New 
Orleans,  occupational  diseases  of  lung  in 
southwest ; Dr.  Vernon  N.  Houk,  Houston, 
chemoprophylaxis  for  tuberculosis  ; Dr.  Al- 
van  R.  Feinstein,  New  Haven,  Conn.,  fac- 
tors affecting  prognosis  in  lung  cancer ; 
Dr.  Robert  Austrian,  Philadelphia,  Pa.,  bac- 
terial pneumonia : rational  approach  to 
diagnosis  and  treatment ; Dr.  Gerald  L. 
Baum,  Cleveland,  Ohio,  mycotic  diseases  of 
the  lung;  Dr.  J.  P.  Sanford.  Dallas,  haz- 
ards associated  with  inhalation  therapy ; 
Dr.  S.  F.  Boushy,  Houston,  surgical  treat- 
ment of  bullous  emphysema ; and  Dr. 
James  A.  Wier,  El  Paso,  medical  problems 
in  southeast  Asia.  Six  and  one-half  elective 
hours  credit  has  been  approved  by  the 
American  Academy  of  General  Practice 
for  this  one-day  workshop.  Miss  Zella  Max- 
well, 2901  W.  Dallas  Ave.,  Houston  77019, 
is  information  contact. 

RADIOLOGICAL  SOCIETY  OF  NORTH 
AMERICA  will  hold  its  54th  scientific  as- 
sembly and  annual  meeting  Dec.  1-6  at  the 
Palmer  House  in  Chicago.  Papers  presented 
will  he  under  the  general  headings  of  diag- 
nosis, radiation  therapy,  neuroradiology, 
nuclear  medicine,  cardiovascular  radiology, 
pediatric  radiology,  radiobiology,  and  phys- 
ics. Texas  physician  program  participants 
will  include  Drs.  Gilbert  Fletcher,  John  A. 
Burdine,  Jr.,  Edward  B,  Singleton,  Herman 
D.  Suit,  Robert  Sedlacek,  Ray  L.  Zeigler, 
Thomas  S.  Harle,  Sang  Y.  Han,  Luis  Del- 
clos,  and  Edward  J.  Quinlan,  all  of  Hous- 
ton ; Drs.  Frederick  J.  Bonte,  T.  S.  Curry, 
III,  J.  A.  Belli,  and  Jack  Reynolds,  all  of 
Dallas ; and  Dr.  William  H.  Neil  of  Fort 
Worth.  The  society  will  also  hold  refresher 
courses  and  postgraduate  instruction  in 
conjunction  with  the  annual  meeting. 
Courses  will  include  carcinoma  of  the 
ovary  ; the  pulmonary  circulation  and  pul- 
monary vessels ; the  urinary  tract ; ther- 
mography and  mammography ; radiation 
therapy  of  cancer  of  the  bladder ; funda- 
mental patterns  in  the  analysis  of  solitary 
bone  lesions;  air  encephalography:  normal 
and  abnormal ; renal  angiography ; lym- 
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phomas  and  Hodgkin’s  disease  ; the  stomach  ; 
roentgenology  of  tropic  diseases  ; the  small 
intestine:  and  implant  dosemetry.  Texas 
physicians  teaching  courses  will  be  Drs. 
Edward  B.  Singleton,  Eleanor  D.  Mon- 
tague, Lillian  M.  Fuller,  Robert  D.  More- 
ton,  and  Gerald  D.  Dodd,  Jr.,  all  of  Hous- 
ton. Dr.  Maurice  D.  Frazer,  5145  O St., 
Lincoln,  Neb.  68510,  is  society  secretary. 

AMERICAN  MEDICAL  WOMEN’S  ASSO- 
CIATION will  hold  a Symposium  on  Com- 
munity Medicine  Dec.  7 at  the  Statler  Hil- 
ton Hotel  in  Boston.  Topics  to  be  consid- 
ered will  include  changing  needs  of  a 
changing  society  : computers  in  the  service 
of  medicine:  undergraduate  physician  edu- 
cation— issues  and  prospects  ; new  federal 
programs  affecting  medical  practice:  post- 
graduate medical  education—  a continuing 
need  : the  medical  center — its  commitment 
to  community  health  ; and  controlling  the 
costs  of  medical  care.  The  morning  session 
will  stress  “The  Changing  Medical  Scene’* ; 
and  the  afternoon  session  will  be  devoted 
to  “The  Physician  Rises  to  Today’s  Chal- 
lenge.” Registration  fee,  which  includes 
luncheon,  is  $10.  Gertrude  F.  Conroy,  1740 
Broadway,  New  York  City  10019,  is  associ- 
ation executive  director. 

SOUTHERN  SURGICAL  ASSOCIATION’S 
18th  annual  session  will  take  place  at  the 
Boca  Raton  Hotel  and  Club,  Boca  Raton, 
Fla.,  Dec.  9-11.  Subjects  to  be  presented  in 
scientific  sessions  will  include  nonocclusive 
mesenteric  vascular  disease:  early  excision 
and  grafting  in  third  degree  burns  : symp- 
tomatic occult  umbilical  hernia : long-term 
results  with  the  serrated  teflon  vena  caval 
clip ; atheromatous  microemboli : relief  of 
intractable  pain  by  centrum  medianum 
thalamotomy  : and  source  of  error  in  opera- 
tive cholangiography.  Meeting  extra  activi- 
ties include  tennis  and  golf  tournaments, 
programs  for  ladies,  and  association  cock- 
tail party  and  dinner.  Dr.  George  H.  Yea- 
ger, 314  Medical  Arts  Bldg.,  Baltimore 
21201,  is  association  secretary. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


ALSO  IN  DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  INC., 
Chicago,  Dec.  7-12,  1968.  Dr.  Stanley  E.  Huff,  636  Church 
St.,  Evanston,  111.  60201,  Pres. 

■ AMERICAN  COLLEGE  OF  PHYSICIANS,  TEXAS 
REGIONAL  MEETING,  Dallas,  Dec.  6,  1968.  Dr.  Ralph 
R.  Tompsett,  3500  Gaston  Ave.,  Dallas,  Information  Of- 
ficer. 

AMERICAN  MEDICAL  ASSOCIATION,  TENTH  NA- 
TIONAL CONFERENCE  ON  THE  MEDICAL  AS- 
PECTS OF  SPORTS,  Miami  Beach,  Fla.,  Dec.  1,  1968. 
Dr.  Fred  V.  Hein,  535  N.  Dearborn  St.,  Chicago  60610, 
Sec.,  Committee  on  the  Medical  Aspects  of  Sports. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Atlanta, 
Ga.,  Dec.  6-8,  1968.  Margaret  M.  Walsh,  1212  Avenue  of 
the  Americas,  New  York  10036,  Exec.  Dir. 

■ AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION, 
INC.,  Austin,  Dec.  10-11.  1968.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  78731,  Exec.  Vice  Pres. 


AMERICAN  MEDICAL  ASSOCIATION’S 
NATIONAL  CONFERENCE  ON  COMMU- 
NITY HEALTH  PLANNING  will  focus  on 
Community  Health  Planning — the  Who, 
What,  When,  and  How.  Nov.  30,  in  Miami 
Beach.  Case  histories  of  health  planning 
activities  at  the  state  and  local  levels  will 
be  presented  during  Saturday  morning’s 
opening  session : and  the  aftemoon  pro- 
gram will  be  devoted  to  multiple  workshops 
designed  to  provide  a thorough  orientation 
to  the  actual  process  of  planning.  Work- 
shop topics  will  be  how  a community  goes 
about  organizing  for  health  planning ; as- 
sessing needs  and  resources  ; defining  goals 
and  alternative  solutions : and  establishing 
action  programs.  The  conference,  sponsored 
by  AMA’s  Board  of  Trustees  and  the  Coun- 
cil on  Medical  Service,  will  be  held  at  the 
Hilton  Plaza  Hotel.  AMA  Department  of 
Community  Health,  635  N.  Dearborn  St., 
Chicago  60610,  is  conference  information 
source. 

THE  UNIVERSITY  OF  TEXAS  SOUTH- 
WESTERN MEDICAL  SCHOOL  AT  DAL- 
LAS, DIVISION  OF  OPHTHALMOLOGY 
AND  DIVISION  OF  POSTGRADUATE 
EDUCATION,  will  present  a seminar  on 
"Neurology  and  Neurosurgery  with  Respect 
to  Ophthalmology,”  Nov.  20  at  Parkland 
Memorial  Hospital,  Dallas.  Guest  lecturer 
will  be  Dr.  William  F.  Hoyt,  associate  pro- 
fessor ophthalmology.  University  of  Cali- 
fornia Medical  School,  San  Francisco.  Dr. 
John  R.  Lynn,  Division  of  Ophthalmology, 
5323  Harry  Hines  Blvd.,  Dallas  75235,  is 
seminar  information  officer. 


■ TEXAS  RHEUMATISM  ASSOCIATION.  Dallas,  Dec. 
14,  1968.  Dr.  Earle  Scharff,  800  6th  Ave.,  Fort  Worth 
76104,  Sec. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND 

OTOLARYNGOLOGY,  Houston,  Dec.  6-7,  1968.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76702,  Sec. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  Dec.  2-4,  1968.  Dr.  M.  H.  Crabb,  1612  Sum- 
mit Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 

■ TEXAS  TUBERCULOSIS  ASSOCIATION,  Austin, 
Dec.  7,  1968.  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd., 
Austin  78722,  Exec.  Dir. 


JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, New  York  City,  Jan.  18-23,  1969.  John  K.  Hart, 
29  E.  Madison,  Chicago  60602,  Exec.  Sec. 

■ FIFTH  DISTRICT  SOCIETY,  San  Antonio,  January, 
1969.  Dr.  A.  F.  Clark,  Jr,,  3-F  Medical-Professional  Bldg., 
San  Antonio  78212,  Sec.-Treas. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Jan.  27-29,  1969.  S. 
E.  Cockrell,  Jr.,  202  W.  French  PI.,  San  Antonio  78212, 
Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY,  Miami  Beach,  Fla., 
Jan.  12-17,  1969.  Dr.  John  G.  Bellows,  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  18, 
1969.  C.  Lincoln  Williston,  1801  N.  Lamar,  Austin  78701, 
Exec.  Sec. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment 
program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 


Brochures  and  information  on  financial  aiTangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 


KELSEY-SEYBOLD  CLINIC 


6624  FANNIN  STREET 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 
Eduardo  P.  Wyse,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Stanton  P.  Fischer,  M.D. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D. 
Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

Horacio  Jinich,  M.D. 

F.  Scott  O’Neil,  M.D. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 
Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 


JA 

Hypertension  and  Peripheral 
Vascular  Diseases 

Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 

Carlos  F.  Taboada,  M.D. 

General  Medicine 

Moises  Lopez,  M.D. 

OCCUPATIONAL  MEDICINE 

John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D., 
F.A.C.Pr.M. 

Richard  M.  Fenno,  M.D., 
M.P.H.,  F.A.C.P. 

GENERAL  & THORACIC 

SURGERY 

William  D Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D.. 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran.  M.D. 

Ricardo  Daichman,  M.D. 

Alan  B.  Cooper,  M.D. 


1-2671 


PEDIATRICS 
Rheumatology 
Earl  J.  Brewer,  Jr.,  M.D,, 
F.A.A.P. 

Infectious  Diseases 

Fred  F.  Barrett,  M.D., 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson.  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

Joseph  S.  Weycer,  M.D. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 
W.  Malcolm  Cranberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 

RADIOLOGY 

Richard  G.  Fisher,  M.D. 
David  M.  Rulfs,  M.D. 

PATHOLOGY 

Robert  A.  Jordan,  M.D. 


HOUSTON,  TEXAS  77025 


DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman.  M.A. 
James  V.  Clark,  Ph.D. 

Lois  Crane,  Ph.D. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox.  Ph.D. 

Sue  Rosenzweig,  M.A, 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds.  MJ3., 
D.D.S.,  F.A.C.S. 

Psychiatry 

Albert  Owers,  M.D. 

Neurosurgery 

Day  P.  McNeel,  Jr.,  M.D. 
Gerald  R.  Litel,  M.D. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
V ectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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■ TEXAS  NURSING  HOME  ASSOCIATION,  INSTI- 
TUTE ON  HOUSEKEEPING,  Arlington,  Tex.,  Jan.  19- 
22,  1969.  John  M.  Crawford,  Jr.,  6225  US  Highway  290 
E.,  Austin  78723,  executive  director. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  San  Antonio, 
Jan.  24-25,  1969.  Dr.  Herman  C.  Sehested,  1550  W.  Rose- 
dale,  Fort  Worth  76104,  Sec. 

B TEXAS  SOCIETY  OP  PATHOLOGISTS,  INC.,  Hous- 
ton, Jan.  25-26,  1969.  Dr.  Jack  L.  Smith,  3155  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  El  Paso,  Jan.  11-12,  1969.  Wally  Christensen. 
1008  Lavaca,  Austin  78701,  Exec.  Dir. 


FEBRUARY 

■ AMERICAN  COLLEGE  OF  PHYSICIANS  POST- 
GRADUATE COURSE,  Infectious  Disease-Antibiotics, 
Immunology  Organ  Transplantation,  and  Clinical  Virol- 
ogy, Houston,  Feb.  19-22,  1969.  Dr.  Edward  C.  Rosenow, 
Jr.,  4200  Pine  St.,  Philadelphia  19104,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  RADIOMGY,  Atlanta,  Ga., 
Feb.  18-22,  1969.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
AND  COLLEGE  OF  AMERICAN  PATHOLOGISTS,  Los 
Angeles,  Feb.  23-28,  1969.  Dr.  William  D.  Dolan,  5129  N. 
16th  St.,  Arlington,  Va.  22205,  Sec.-Treas. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Hollywood,  Fla.,  Feb.  8-13,  1969.  Dr.  Alfred  J.  Cantor, 
147-41  Sanford  Ave.,  Flushing,  N.Y.  11355,  Exec.  Sec. 

■ SCOTT  AND  WHITE  CONFERENCE  IN  MEDICINE 
AND  SURGERY,  February,  1969.  Dr.  W.  A.  Lea,  Scott 
and  White  Clinic,  Temple  76501,  Chairman. 


■ SOUTHWESTERN  MEDICAL  ASSOCIATION.  El 
Paso,  February,  1970.  Bob  Reid,  723  Mills  Bldg.,  El  Paso 
79901,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Dallas,  February,  1969.  Dr.  R.  E.  Johnson,  Box 
4905,  Midland  79702,  Sec.-Treas. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Dallas. 
Feb.  23-26,  1969.  Joseph  N.  Murphy,  Jr.,  Box  5192,  Aus- 
tin 78703,  Sec.-Treas. 

■ TEXAS  UROLOGICAL  SOCIETY,  Port  Arthur,  Feb- 
ruary, 1969.  Dr.  James  L.  Petry,  3115  Procter  St.,  Port 
Arthur  77642,  Sec. 


MARCH 

AMERICAN  ACADEMY  OF  ALLERGY,  Bal  Harbour, 
Fla.,  March  15-19,  1969.  Dr.  Paul  P.  VanArsdel,  Jr.,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle  98105, 
Sec. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, San  Francisco,  March  31-April  2,  1969.  Dr.  Thom- 
as B.  Ferguson,  Suite  311,  7710  Carondelet  Ave.,  St. 
Louis  63105,  Sec. 

■ AMERICAN  COLLEGE  OF  PHYSICIANS  POST- 
GRADUATE COURSE,  Physiological  Concepts  of  Clinical 
Disease,  Dallas,  March  3-6,  1969.  Dr.  Edward  C.  Rosenow, 
Jr.,  4200  Pine  St.,  Philadelphia  19104,  Exec.  Dir. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  17-19,  1969.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75301,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  10-13,  1969.  Mrs.  Irma  B.  Sher- 
wood, 1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
New  Orleans,  March  20-22,  1969.  Mrs.  Elsie  Howard, 
2109  Commerce  St.,  Dallas  75201,  Exec.  Sec. 

■ SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, San  Antonio,  March  7-9,  1969.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  San  Antonio,  March  7-8,  1969.  Dr. 
J.  L.  Jinkins,  Jr.,  Suite  921,  200  North  Blvd.,  Galveston 
77550,  Sec.-Treas. 

■ THE  UNIVERSITY  OF  TEXAS  M.  D.  ANDERSON 
HOSPITAL  AND  TUMOR  INSTITUTE  AT  HOUSTON 
Symposium  on  Fundamental  Cancer  Research,  “Genetic 
Concepts  and  Neoplasia,”  Houston,  March  5-7,  1969.  Dr. 
David  E.  Anderson  (Ph.D.),  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute  at  Hous- 
ton, Texas  Medical  Center,  Houston  77025,  is  symposium 
chairman. 

APRIL 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Chicago,  April  24-26,  1969. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Dir. 

■ AMERICAN  DERMATOLOGICAL  ASSOCIATION, 
Scottsdale,  Ariz.,  April  17-22,  1969.  Dr.  Barrett  Kennedy, 
1542  Tulane  Ave.,  New  Orleans,  La.  70112,  Sec. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J., 
April  30-May  1,  1969.  Dr.  Charles  D.  Cook,  333  Cedar  St., 
New  Haven,  Conn.  06510,  Sec.-Treas. 
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TEXAS  MEDICINE 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of;  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-\2 years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
whUe  she’s  getting  better 


Achrocidih 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  i'A'i/:— maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— buiging  fontanels  in  young  infants. 
Tcct/;— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Z./v’cr— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


S27-B 


MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  Chicago,  April  11-12,  1969.  Frank  K.  Wool- 
ley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago  60601, 
Exec.  Dir. 


■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City, 
Tex.,  April,  1969.  Dr.  William  Nicholson,  304  W.  Broad, 
Freeport  77541,  Sec.-Treas. 

■ INDUSTRIAL  MEDICAL  ASSOCIATION,  Houston, 
April  21-24,  1969.  Howard  N.  Schulz,  56  E.  Washington 
St.,  Chicago,  111.  60602,  Exec.  Dir. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, April  30-May  4,  1969.  Russell  F.  Staudacher,  2635 
Flossmoor,  Flossmoor,  Bl.  60422,  Exec.  Dir. 

■ TEXAS  DENTAL  ASSOCIATION,  DaUas,  April  27-30, 
1969.  Bill  Howard,  3707  Gaston  Ave.,  Dallas  75246,  Exec. 
Dir. 


■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Houston,  April  21-24,  1969.  Dr.  G.  E.  McGlothlen,  P.O. 
Box  336,  Bridge  City,  Tex.  77611,  Sec.-Treas. 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Fran- 
cisco, May  6-8,  1969.  Dr.  Merrill  H.  Goodwin,  Aerospace 
Medical  Association,  Washington  National  Airport,  Wash- 
ington, D.C.  20001,  Exec.  Vice  Pres. 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS 
CHAPTER,  San  Antonio,  May  2,  1969.  Dr.  Robert  L. 
Mathis,  4119  Montrose  Blvd.,  Houston  77006,  Sec.-Treas. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  4,  1969.  Dr. 
Daniel  E.  Jenkins,  1200  Moursund  Ave.,  Houston  77025, 
Sec.-Treas. 


■ AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER,  Houston,  May,  1969.  Dr.  August  F. 
Herff,  Jr.,  820  M&S  Tower,  San  Antonio  78205,  Sec. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Washington,  D.C.,  May  14-17,  1969.  Dr.  H.  D. 
Janowitz,  11  E.  100th  St.,  New  York  City  10029,  Sec. 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY,  Hot 
Springs,  Va.,  May  26-28,  1969.  Dr.  Samuel  D.  McPherson, 
Jr.,  1110  W.  Main  St.,  Durham,  N.C.  27701,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Miami 
Beach,  Fla.,  May  5-9,  1969.  Dr.  Robert  S.  Garber,  Car- 
rier Clinic,  Belle  Mead,  N.J.  08502,  Exec.  Sec. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH,  San  Antonio,  May  1-4,  1969.  Dr. 
Irvin  M.  Cohen,  641  Hermann  Professional  Bldg.,  Hous- 
ton 77025,  Sec. 


AMERICAN  THORACIC  SOCIETY,  Miami  Beach,  Fla., 
May  24-26,  1969.  Robert  G.  Weymueller,  1780  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  San  Fran- 
cisco, May  12-15,  1969.  William  P.  Didusch,  1120  N. 
Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION,  TEXAS 
CHAPTER,  San  Antonio,  May  1,  1969.  Dr.  Robert  L. 
Schoenvogel,  401  Sycamore,  Brenham  77833,  Sec.-Treas. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May,  1969.  Dr.  Thomas  L. 
Hill,  Kings  Daughters  Clinic,  Temple  76501,  Sec. 

NATIONAL  CONFERENCE  ON  BREAST  CANCER, 
Washington,  D.C.,  May  8-10,  1969.  Dr.  Roald  N.  Grant! 
219  E.  42nd  St.,  New  York  10017,  Coordinator. 

H SEVENTH  ANNUAL  BAYLOR  ALUMNI  DAY,  Bay- 
lor University  College  of  Medicine,  Houston,  May,  1969. 
Mr.  Russell  Clem  and  Dr.  Herbert  Fred,  Baylor,  Houston 
77025,  Coordinators. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio. 
May  1,  1969.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio,  May  1,  1969.  Dr.  Reinhold  E. 
Johnson,  Box  4906,  Midland  79701,  Sec.-Treas. 

B TEXAS  DERMATOLOGICAL  SOCIETY,  San  Antonio, 
May  3,  1969.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

B TEXAS  DIABETES  ASSOCIATION,  San  Antonio,  May 
4,  1969.  Dr.  Holbrooke  S.  Seltzer,  4600  S.  Lancaster, 
Dallas  75216,  Sec.-Treas.  and  Prog.  Chm. 

B TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  May  17- 
21,  1969.  O.  Ray  Hurst.  P.O.  Box  4553,  Austin  78751, 
Exec.  Dir. 


B TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION,  San 
Antonio,  May  1,  1969.  Dr.  George  E.  McGlothlen,  P.O. 
Box  336,  Bridge  City,  Tex.,  Sec.-Treas. 

B TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May 
1-4,  1969.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

B TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  John  Kuppinger,  613  W. 
Fillmore,  Harlingen  78550,  See. 

B TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  An- 
tonio, May  3,  1969.  Dr.  Ray  Lawson,  2828  Lemmon  Ave., 
Dallas  75204,  Sec.-Treas. 

B TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  Charles  Engelking,  224-34  W. 
Beauregard,  San  Angelo  76902,  Sec. 
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Nothing  else  Fve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 


Some  U.R.I.  patients  are  more 
miserable  than  others. 


That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations 

And  let  you  control  the  dosage. 

With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of  

nasal  congestion  in  patients  without  pain  or  fever. 

Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg  ; and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg  ; 
chlorpheniramine  maleate,  8 mg  ; and  acetaminophen,  500  mg. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  San  Antonio,  May  1,  1969.  Dr.  Robert 
M.  Izard,  Jr.,  P.O.  Box  58,  Gonzales,  Tex.  78629,  Sec.- 
Treas. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio,  May, 
1969.  Dr,  James  M.  Hampton,  448  Hermann  Professional 
Bldg.,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San 

Antonio,  May  3-4,  1969.  Dr.  Presley  Chalmers,  2310 

Gramercy,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, San  Antonio,  May  2,  1969.  Dr.  Stonie  R.  Cotten, 
2601  Welborn,  Dallas  75219,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  May  4,  1969.  Dr.  Jack  L.  Smith,  3155  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio,  May  3,  1969.  Dr.  Frank  Dunton,  3601  Swiss 
Ave.,  Dallas  75204,  Sec.-Treas. 

■ TEXAS  TRAUMATIC  SURGICAL  SOCIETY.  San  An- 
tonio, May  1,  1969.  Dr.  C.  M.  Ashmore,  5124  Richmond 
Rd.,  Bellaire  77401,  Sec.-Treas. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  INC.,  San  Antonio,  May  3,  1969.  Mr.  Wally 
Christensen,  1919  Lavaca,  Austin  78701,  Exec.  Dir. 


JUNE 

AMERICAN  ORTHOPAEDIC  ASSOCIATION,  Hot 
Springs.  Va.,  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St.,  Chicago  60602,  Sec. 

AMERICAN  PROCTOLOGIC  SOCIETY,  Boston,  June 
16-19,  1969.  Dr.  John  E.  Ray,  320  W.  Lafayette,  Detroit 
48226,  Sec. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Boston, 
June  19-20,  1969.  Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas.  New  York  10036,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS.  Lake  Ta- 
hoe, June  2-5,  1969.  Dr.  Jack  A.  Barney,  301  Pasteur 
Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

UNITED  STATES  - MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION.  Santa  Fe,  N.M.,  June,  1969. 
Dr.  Jorge  Jimenez  Gandica,  601  US  Court  House,  El 
Paso  79901,  Sec. 


JULY 

AMERICAN  MEDICAL  ASSOCIATION.  New  York,  July 
13-17,  1969.  Dr.  F.  J.  L.  Blasingame,  535  N.  Dearborn 
St.,  Chicago  60610,  Exec.  Vice  Pres. 


■ POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  21-23,  1969.  Mrs.  W.  H.  Dahme, 
209  Jesse  H.  Jones  Library  Bldg.,  Houston  77026,  Exec. 
Sec. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
July  17-19,  1969.  Kenneth  L.  Smith,  American  National 
Bank  Bldg.,  818  17th  St.,  Denver  80202,  Sec. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Austin, 
July  20-23,  1969.  Luther  Parker,  Austin  Savings  Bldg., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  REHABILITATION  ASSOCIATION,  El  Paso, 
July,  1969.  Mrs.  Sharon  Estep,  P.O.  Box  20194,  Austin 
78767,  Sec.-Treas. 

AUGUST 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE, Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 

SEPTEMBER 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Philadelphia,  Sept.  26-Oct.  3,  1969.  Dr.  Mac  F.  Cahal 
(J.D.),  Volker  Blvd.  at  Brookside,  Kansas  City,  Mo., 
Exec.  Dir. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION.  Phil- 
adelphia, Sept.  18-22,  1969.  David  Littler,  420  Lexington 
Ave.,  Suite  417,  New  York  10017,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Corpus  Christi,  Sept. 
25-27,  1969.  Dr.  P.  A.  Cato,  1015  E.  32nd  St.,  Austin 
78705,  Sec. 

OCTOBER 

■ AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Houston,  Oct.  19-22,  1969.  Daniel  Weiss,  33  W.  60th  St., 
New  York  City  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct.  6-10,  1969.  Dr.  John  Paul  North,  55  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct.  25-29,  1969.  John  W.  Andes,  515  Busse 
Hwy.,  Park  Ridge,  111.  60068,  Exec.  Sec. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Dallas,  Oct.  17-18, 
1969.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  75205,  Exec.  Dir. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  11,  1969.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 76106,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Asheville. 
N.C.,  Oct.  5-7,  1969.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  436  6th  Ave.  N.,  Nashville,  Tenn.  37219, 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE.  San 
Antonio,  Oct.  12-15,  1969.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 
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TEXAS  MEDICINE 


Whenever  anxiety  induces  or  intensifies  clinical  symptoms 


Quickly  relieves  anxiety -'Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination,  on  proper  dosage' 

Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving)  .Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions;  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
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LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunaion  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Ora/— Adults;  Mild 
and  moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5 rng,  10  mg  and  25  mg— bottles  of 
50.  Libritabs”*’”’  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets 
are  indistinguishable. 


Also  available:  Libr it aW (chlordiazepoxide ) 5-mg,  10-mg,  25-mg  tablets 


COMMITTEES:  TMA'S  Vital  Organs 


Rarely  does  the  normal  individual 
stop  to  ponder  the  functions  of  his 
o\wn  vital  organs.  Only  when  he  is 
ill  or,  if  he  is  a physician  when  he 
performs  professional  tasks  upon 
his  patients,  does  he  focus  on  the 
parts  of  the  human  body.  Few  phy- 
sicians really  ever  have  reason  to 
think  of  Texas  Medical  Association 
as  10,000  vital  parts,  all  contribut- 
ing to  the  total  operation  of  the  As- 
sociation. 

Furthermore,  many  of  these  ener- 
getic human  parts  become  mem- 
bers of  TMA  committees  and  direct- 
ly participate  in  Association  policy. 
These  dedicated  individuals  main- 
tain the  entire  organization  in  a 
state  of  constant  activity — in  fact, 
it  would  take  an  algebraic  genius  to 
keep  up  with  all  the  activities  under 
way  in  any  given  day.  When  some 
TMA-supported  scientific  advance- 
ment is  made,  when  some  TMA- 
sponsored  health  program  goes  into 
effect  and  is  deemed  of  significant 
public  benefit,  or  when  some  new 
Association  service  is  offered  to  the 
people  of  Texas,  a TMA  committee 
often  has  instigated  the  ideas,  re- 
search, and  work  which  began  the 
march  toward  the  advancement,  law, 
or  service. 

The  present  Military  Dependents’ 
Medical  Care  program  in  Texas;  As- 
sociation loan  programs  for  deserv- 
ing and  needy  medical  students; 
establishment  and  expansion  of 
medical  facilities  in  the  state;  Texas’ 
State  Radiation  Control  Act;  the  in- 
clusion of  the  doctrines  of  usual, 
reasonable,  and  customary  fees  and 
of  direct  billing  under  the  federal 
Medicare  law;  compilation  of  mate- 
rials available  to  hospitals  for  im- 
provement of  hospital  emergency 
care;  and  development  of  a state 
plan  for  survival  in  disaster  situa- 
tions are  only  a few  of  the  concrete 
achievements  which  began  in  TMA 
committees. 

Dr.  L.  Bonham  Jones  of  San  Antonio, 
third  from  left,  chairman.  Committee  on 
Liaison  with  Medical  Schools,  welcomes 
Student  American  Medical  Association 
presidents  to  the  committee’s  September 
meeting.  Pictured,  left  to  right,  are  SAMA 
presidents  John  Thomas,  The  University 
of  Texas  Medical  School  at  San  Antonio, 
and  Wallace  Hooser,  Baylor  University 
College  of  Medicine;  Dr.  Jones;  committee 
member  Dr.  Preston  W.  DeShan  of  Lub- 
bock; SAMA  presidents,  Terry  Oddson, 
The  University  of  Texas  Southwestern 
Medical  School,  and  Chuck  Oswald,  The 
University  of  Texas  Medical  Branch  at 
Galveston,  and  SAMA  regional  vice  presi- 
dent, Steven  McCloy  of  Baylor  University 
College  of  Medicine. 


Suggested  Association  actions 
come  from  TMA  members,  repre- 
sentatives of  other  associations,  or 
other  interested  individuals;  but  re- 
commendations for  Texas  Medical 
Association  policy  get  their  first  of- 
ficial consideration  from  an  Associ- 
ation committee.  Some  45  standing 
and  special  committees  currently 
make  up  the  Association’s  commit- 
tee roster.  These  committees  are 
considered  the  Association’s  “ex- 
perts” in  their  particular  fields. 

All  standing  committees,  by  au- 
thority of  the  TMA  By-Laws,  consist 
of  three,  five,  seven,  or  nine  mem- 
bers, with  the  exception  of  the  Com- 
mittee on  Maternal  Health  which 
may  have  15  members.  Each  com- 
mittee member  serves  for  a three- 
year  term;  and  his  tenure  of  office 
cannot  exceed  three  terms,  or  nine 
years.  He  is  appointed  by  the  Presi- 
dent-Elect at  the  time  of  election  of 
officers,  and  interim  vacancies  are 
filled  by  Presidential  appointment. 
If  the  appointee  fails  to  attend  two- 
thirds  of  the  committee  meetings 
without  adequate  excuse  for  ab- 
sence, he  is  automatically  dropped 
from  committee  membership. 

Special  committees,  on  the  other 
hand,  may  consist  of  as  many  mem- 
bers as  the  President  deems  neces- 
sary to  carry  out  the  committee  pur- 
poses. A special  committee  mem- 
ber serves  a one-year  term  and 
works  on  a specific  project  desig- 
nated by  the  TMA  House  of  Dele- 
gates. All  committees  report  to  an 


Association  council  or  board. 

Besides  attending  three  meetings 
a year,  committee  members  are 
called  upon  to  perform  whatever 
tasks  committee  membership  might 
require  in  order  to  more  efficiently 
and  effectively  conduct  business. 
Many  committee  members  and  sev- 
eral Association  committees  are  cur- 
rently carrying  out  some  outstand- 
ing projects  and  laying  the  ground- 
work for  future  Association  services 
and  actions. 

Public  Relations  and  Public  Service: 

Two  committees  are  doing  work  in 
the  areas  of  public  relations  and 
public  service,  and  are  planning 
statewide  conferences  to  take  place 
at  the  Association’s  1969  Annual 
Session  in  San  Antonio.  These  com- 
mittees report  to  the  TMA  Council 
on  Public  Relations  and  Public  Ser- 
vice. 

The  Committee  on  School  Health 
will  sponsor  a 1969  Conference  on 
School  Health  May  1,  1969,  in  San 
Antonio  in  conjunction  with  the  TMA 
Annual  Session  and  will  co-sponsor 
a statewide  school  health  program 
in  July,  1969,  at  Trinity  University 
in  San  Antonio.  In  addition,  com- 
mittee members  are  preparing  a 
uniform  health  examination  form 
ultimately  to  be  presented  to  the  di- 
rectors of  student  health  centers  at 
colleges  and  universities  in  Texas 
for  approval. 

Entitled  "Sex  Education  of  the 
School  Child,”  the  1969  Conference 
on  School  Health  tentatively  will  fea- 
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A typical  TMA  committee  meeting  brings  together  physicians  and  guests  who  are  interested  in 
mittee  on  Transportation  Safety  discusses  plans  for  the  committee’s  May  symposium. 


ture  speeches  on  what  sex  educa- 
tion is  and  the  physician's  role  in 
developing  school  family  life  educa- 
tion programs;  a panel  of  teenagers 
discussing  what  youth  wants  to 
know  about  sex  education;  and  a 
presentation  of  local  school  district 
approaches  to  development  of  sex 
education  curriculum. 

Joint  sponsorship  of  the  July 
statewide  school  health  program  by 
Texas  Medical  Association  and  Tex- 
as Education  Agency  will  bring  to- 
gether physicians,  educators,  and 
selected  other  individuals  to  plan 
and  coordinate  good  community 
school  health  programs.  Represent- 
atives from  all  interested  school  dis- 
tricts throughout  the  state  will  be 
invited  to  attend.  In  further  cooper- 
ation with  the  Texas  Education 
Agency,  the  committee  has  made 
recommendations  concerning  use  of 


physicians  and  training  of  health 
teachers  in  school  districts. 

Because  physicians  are  becoming 
increasingly  burdened  with  filling 
out  forms,  the  committee  has  taken 
steps  to  encourage  adoption  of  a 
uniform  health  examination  form  for 
Texas  colleges  and  universities.  A 
sub-committee  is  presently  working 
on  preparation  of  a form  which  will 
be  submitted  first  for  TMA  approval 
as  acceptable  to  physicians  and 
then  to  directors  of  student  health 
centers  for  educational  institution 
approval. 

The  second  committee  planning 
a statewide  conference  in  1969  is 
the  Committee  on  Transportation 
Safety.  The  group  will  sponsor  a 
Conference  on  Medical  Aspects  of 
Automotive  Safety  on  May  1,  1969, 
in  conjunction  with  the  TMA  102nd 
Annual  Session  in  San  Antonio. 


The  basic  format  of  the  Confer- 
ence on  Medical  Aspects  of  Auto- 
motive Safety  will  include  a morning 
committee  meeting  and  an  after- 
noon scientific  session  concluding 
with  a panel  discussion.  The  AMA 
Committee  on  Medical  Aspects  of 
Automotive  Safety,  conference  co- 
sponsor, will  furnish  eight  speakers 
for  the  afternoon  session;  and  the 
TMA  Committee  on  Transportation 
Safety  will  sponsor  one  out-of-state 
guest  speaker.  Topics  of  presenta- 
tion are  still  being  considered. 

Scientific  Advancement:  Committee 
work  sometimes  furthers  scientific 
advancement.  Two  committees  re- 
porting to  the  Council  on  Scientific 
Advancement  are  presently  working 
with  other  state  agencies  to  bring 
about  improvement  of  situations  in 
their  particular  areas  of  interest. 
These  committees  are  the  Commit- 
tee on  Nutrition  and  the  Committee 
on  Cancer. 

Presently,  the  Committee  on  Nu- 
trition is  supporting  a nutrition  sur- 
vey in  Texas,  authorized  by  the  fed- 
eral government  and  being  conduct- 
ed in  Texas  under  the  direction  of 
the  Texas  State  Department  of 
Health  and  The  University  of  Texas 
Medical  Branch  at  Galveston.  Dr. 
William  S.  McGanity,  chairman  of 
the  Department  of  Obstetrics  and 
Gynecology  at  the  Medical  Branch, 
reported  preliminary  survey  results 
to  the  committee  at  its  Sept.  21 
meeting  in  Austin.  Interpretation  of 
data  will  call  for  a coordinating 
group  representing  the  organizations 
interested  in  nutrition  and  its  effects 
on  the  population.  Dr.  McGanity  said. 
The  committee  endorsed  the  work 
being  done  and  expressed  willing- 
ness to  participate  in  the  Texas  Nu- 
trition Survey. 

The  Committee  on  Cancer,  per- 
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Dr.  William  S.  McGanity  explains  details  of  the  Texas  Nutrition  Survey  to  members  of 
the  Committee  on  Nutrition. 


petually  a committee  which  works 
closely  with  other  state  agencies  and 
state  organizations,  is  currently  re- 
commending the  establishment  of  a 
Medical  Physics  Advisory  Commit- 
tee to  work  with  and  advise  the  Re- 
gional Medical  Programs  in  provid- 
ing consultative  services  in  medical 
physics  and  radiotherapy.  The  com- 
mittee would  include  representatives 
from  TMA,  Texas  Radiological  So- 
ciety, and  Radiation  Physicists  of 
Texas.  Committee  members  have 
been  active  in  setting  up  and  im- 
plementing the  Regional  Medical 
Program  of  Texas.  The  committee 
has  also  been  active  in  working  with 
the  Texas  Cancer  Coordinating  Coun- 
cil and  in  promoting  and  distributing 
cancer  registry  materials. 

Medical  Education  and  Hospitals: 

TMA  Committees  also  foster  bet- 
ter liaison  with  hospitals,  medical 
schools,  nursing  homes,  nurses,  and 
members  of  allied  health  profes- 
sions. For  example,  the  Committee 
on  Liaison  with  Medical  Schools  met 
in  September  with  representatives 
of  the  four  Student  American  Medi- 
cal Association  chapters  in  Texas 
for  the  primary  purpose  of  exploring 
functions  and  needs  of  SAMA.  The 
committee  explored  and  recommend- 
ed several  specific  ways  in  which 
TMA  may  be  of  service  to  SAMA 
chapters:  support  SAMA  programs, 
help  with  mechanics  of  SAMA  oper- 
ations, and  pay  expenses  of  SAMA 
delegates  to  conventions. 

Legislation:  Some  TMA  committees 
deal  specifically  with  TMA  policy  and 
representation  in  legislative  matters. 
Many  of  these  are  special  commit- 
tees appointed  specifically  for  one 
piece  of  legislation.  When  the  re- 
commendations are  completed,  the 
committee  ceases  to  function.  Other 
committees  serve  by  writing  recom- 
mendations for  legislation  and  are 
reappointed  for  the  purpose  of  over- 
seeing implementation  of  that  leg- 
islation. 


The  Special  Committee  on  Title 
XIX  was  first  appointed  in  1966  to 
work  with  the  Medical  Care  Advisory 
Committee  of  the  Texas  State  De- 
partment of  Public  Welfare  in  writing 
the  proposed  state  law  on  the  Title 
XIX  portion  of  the  Social  Security 
Amendments  of  1965.  The  commit- 
tee did  work  closely  with  the  co- 
ordinating committee,  and  the  result 
was  the  present  state  law.  Title  XIX 
in  Texas  came  into  effect  on  Sept. 
1,  1967;  but  the  TMA  committee’s 
work  was  not  finished.  Implementa- 
tion of  the  law  was  yet  to  be  over- 
seen, and  numerous  programs  which 
are  provided  for  in  the  law,  but 
which  have  not  yet  come  into  effect 
must  also  be  implemented.  The 
committee  has  been  reappointed 
and  is  still  functioning  vigorously. 

Another  special  TMA  committee 
which  was  established  to  study  and 
recommend  proposed  legislation  is 
the  Special  Committee  to  Study  Es- 
tablishment of  Statewide  Medical 
Examiner  System  in  Texas.  The  com- 
mittee met  for  the  first  time  in  Sep- 
tember to  consider  the  problems  of 
examinations  of  deaths  in  counties 
where  no  medical  examiner  exists. 
Two  county  medical  societies  had 
recommended  the  establishment  of 
a statewide  medical  examiner  sys- 
tem in  May,  and  the  TMA  House  of 
Delegates  had  decreed  that  a com- 


mittee be  appointed  to  study  the 
problem. 

Health  Planning:  And  still  other  TMA 
committees  consider  medicine’s  re- 
lation to  the  community  as  a whole. 
The  Special  Committee  on  Health 
Planning  was  appointed  in  1967  to 
study  in  depth  the  relation  of  medi- 
cine to  the  rest  of  the  community. 
The  committee  is  surveying  the 
health  picture  as  a whole,  looking  at 
programs,  facilities,  and  grants,  at- 
tempting to  bring  into  focus  health 
needs  of  communities  and  to  evalu- 
ate the  job  medicine  is  doing  in 
meeting  those  health  needs.  Studies 
of  this  committee  could  have  some 
far-reaching  effects  in  the  state. 

Appointed  in  July,  the  Special 
Committee  on  Health  Care  Costs 
met  for  the  first  time  in  August.  The 
main  purposes  of  the  committee  are 
to  determine  where  costs  are  going 
up  the  most,  make  recommenda- 
tions on  how  to  reduce  these  costs 
or  at  least  keep  these  costs  from 
rising  any  higher.  The  committee  in- 
tends to  find  specific  means  of  edu- 
cating the  public  concerning  proper 
utilization  of  hospital  facilities:  of 
making  the  health  team  cost  con- 
scious; of  establishing  better  com- 
munications between  the  distribu- 
tors and  recipients  of  medical  care; 
and  of  forging  unity  among  physi- 
cians, nurses,  hospitals,  drug  com- 
panies, government,  and  labor. 

Committees,  then,  provide  the 
groundwork  for  all  Texas  Medical 
Association  policies  and  actions.  No 
significant  TMA  action  can  take 
place  without  the  consideration  of 
some  committee  in  proper  sequence. 
TMA  committees  are  the  very  foun- 
dation of  Association  business  af- 
fairs. 

Dr.  David  Wade  gives  Texas 
State  Department  of  Public 
Welfare’s  report  on  Title 
XIX’s  first  year  to  the 
TMA  Special  Commit- 
tee on  Title  XIX. 


Sources  of  Sinus  Headache 

ADVERSE  REAdTIONS;  Epigastric  distress,  drowsiness, 
dizziness,  insomnia  and  nervousness. 

PRECAUTiONS:  instruct  patients  not  to  drive  or  operate 
machinery  if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  thyroid  disease,  heart  disease,  hypertension, 
diabetes  or  kidney  disease.  Excessive  dosage  or  pro- 
longed use  may  cause  kidney  damage. 

DOSAGE:  Adults  — 2 tablets  every  4 hours. 

Children  (6-12  years)  — Vj  the  adult  dose. 

Each  tablet  contains  150  mg.  acetaminophen,  150  rng. 
phenacetin,  25  mg.  phenylpropanolamine  HCI,  and  22  mg. 
phenyltoloxamine  citrate. 

Source  of  Symptomatic  Belief 

Sinutab  1 2 tabs.  q.4h. 


Sinus  headache  is  often  a reflection  of  congestion  in  the 
nasal  mucosa.  The  pain  that  results  in  the  various  regions 
of  the  head  may  help  in  determining  the  particular  struc- 
ture(s)  responsible.  The  proved  formula  of  Sinutab  which 
provides  triple  action  — analgesic,  decongestant  and 
antihistaminic  — is  specifically  designed  for  the  sympto- 
matic relief  of  sinus  headache  and  nasal  congestion. 
INDICATIONS:  Sinutab  is  indicated  for  the  symptomatic 
relief  of  headache,  facial  pain,  malaise,  fever,  nasal  and 
sinus  congestion  often  associated  with  acute  and  chronic 
sinusitis,  allergic  rhinitis,  vasomotor  rhinitis,  influenza, 
and  the  common  cold. 


MEDICINE  IN  LITERATURE 


HIGHWAY  INJURIES,  BURNS,  HEALTH  TEACHING  STUDIED 


The  Prevention  of  Highway  Injury, 
Melvin  L.  Selzer,  Paul  W.  Gikas, 
and  Donald  F.  Huelke  (eds.),  293 
pp.,  illus.,  Ann  Arbor,  Mich.,  High- 
way Safety  Research  Institute, 
The  University  of  Michigan,  1967, 
$6.50. 

THESE  PROCEEDINGS  of  a sympo- 
sium, April  19-21,  1967,  held  in 
honor  of  the  University  of  Michi- 
gan’s Sesquicentennial  Celebration 
and  sponsored  by  the  University’s 
Medical  School  and  Highway  Safety 
Research  Institute  show  the  draw- 
backs of  a symposium  as  compared 
with  a handbook.  The  coverage  is 
not  comprehensive:  drivers’  educa- 
tion is  barely  touched.  Some  partici- 
pants are  outstanding,  others  are 
not.  Some  papers  overlap.  There  is 
no  editorial  direction.  Clearly  there 
was  no  editing:  some  papers  are  so 
poorly  written  that  they  are  unread- 
able or  at  least  unenjoyable. 

Nonetheless  physicians  will  find 
much  of  value  in  this  volume.  Doc- 
tors may  not  understand  some  of 
the  papers  because  of  the  extensive 
use  of  physics,  mathematics,  and 
engineering. 

The  symposium’s  papers  fall  into 
four  divisions:  (1)  the  alcoholic 
driver;  (2)  vision  and  medical  im- 
pairment; (3)  biomechanics;  and  (4) 
the  second  collision. 

The  true  problem  of  driving  and 
alcohol  centers  probably  not  around 
the  moderate,  one-or-two-drinks-dur- 
ing-a-meal  “drinker”  but  around  the 
emotionally  sick,  compulsive  drinker 
who  often  is  also  a problem  driver 
when  sober.  One  paper  deals  with 
methods  to  identify  the  compulsive 
drinker  before  he  gets  into  trouble. 

The  papers  on  vision  and  driving 
will  interest  ophthalmologists,  physi- 
ologists, highway  designers,  automo- 
bile designers,  and  highway  sign 
makers.  One  admonition  concerned 
bulky  broad-templed  eyeglass  frames 
which  were  said  to  reduce  substan- 
tially the  driver’s  peripheral  field. 
Rimless  or  narrow  metal-rimmed 
wire  templed  frames  were  recom- 
mended. 

Seatbelts  are  still  the  most  im- 
portant device  to  prevent  the  "sec- 


ond collision”  between  occupant  of 
the  car  and  interior  of  car  or  be- 
tween the  ejected  occupant  and  any- 
thing outside  the  car,  but,  like  any 
other  effective  medical  measure, 
seatbelts  are  not  without  some  dan- 
ger, nor  are  all  types  of  seatbelts 
equally  safe  and  effective.  A double- 
shoulder-harness is  the  best  type, 
and  a single  belt  from  one  shoulder 
to  the  opposite  hip  is  the  worst 
type.  A belt  paid  out  of  an  inertia 
reel  would  be  best:  it  would  be  slack 
normally  but  would  lock  on  impact 
in  an  accident.  Another  solution 
would  be  to  use  self-inflating  plastic 
air-bags  which  would  envelop  the 
occupants  instantaneously  on  sud- 
den great  deceleration. 

Another  useful  feature  of  the 
book  is  that  nearly  every  paper  has 
a sizable  bibliography,  a good  guide 
for  the  perplexed.  The  University  of 
Michigan  deserves  credit  for  organ- 
izing this  symposium.  It  points  out 
the  public  health  problems  of  driv- 
ing hazards  and  serves  to  air  some 
of  the  work  in  progress. 

HEINRICH  LAMM,  M.D., 
Harlingen,  Tex. 

Burns,  Shock,  and  Plasma  Volume 
Regulation,  Carl  A.  Moyer  and 
Harvey  R.  Butcher,  Jr.,  428  pp., 
illus.,  St.  Louis,  The  C.  V.  Mosby 
Company,  1967,  $18.50. 

THREE  MAJOR  DIVISIONS  make  up 
this  book’s  contents:  blood  volume 
regulation;  hemorrhagic  and  dehy- 
drational  shock;  and  burns  and  burn 
shock.  Each  section  is  presented 
with  numerous  previously  published 
tables,  formulas,  and  charts  of  re- 
search investigators.  These  support 
the  authors’  conclusion  concerning 
the  factors  regulating  blood  volume 
and  their  subsequent  application  to 
treatment  of  hemorrhagic  and  the 
more  complex  dehydrational  shock. 
Much  technical  data  are  also  pre- 
sented supporting  the  use  of  lac- 
tated  Ringer’s  solution  in  treatment 
of  burn  shock. 

The  final  chapters  are  an  accum- 
ulation of  case  reports  and  recom- 
mendations of  the  treatment  of 
burns  with  0.5%  silver  nitrate. 


This  compilation  of  Dr.  Moyer’s 
published  works  serves  as  an  excel- 
lent research  reference  as  well  as  a 
guide  in  the  practical  clinical  appli- 
cation of  shock  and  burn  therapy. 

WILLIAM  L SAMMIS,  M.D., 
San  Antonio. 


Health  Teaching  in  Schools,  Ruth  E. 
Grout,  ed.  5,  390  pp.,  illus.,  Phil- 
adelphia, W.  B.  Saunders  Com- 
pany, 1968,  $7.75. 

AN  EXCELLENT  BOOK  for  its  intend- 
ed readers,  elementary  and  second- 
ary teachers.  Health  Teaching  in 
Schools  should  also  be  very  helpful 
for  those  engaged  in  preparation  of 
curricula  and  for  school  nurses. 

The  broad  concept  of  health  edu- 
cation and  subjects  appropriate  for 
each  grade  are  discussed.  Specific 
courses  or  grades  are  left  to  the  in- 
structor’s collateral  reading. 

The  only  adverse  comment  is  that 
not  enough  emphasis  is  given  to  sex 
education. 

ROBERT  L.  CALLISON,  M.D., 
Galveston. 


Synopsis  of  Dermatology,  William  D. 
Stewart,  Julius  L.  Danto,  and  Stu- 
art Maddin,  664  pp.,  illus.,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1966, 
$10.85. 

MANY  SMALL  HANDBOOKS  have 
been  written  lately  for  the  non-spe- 
cialist who  is  interested  in  derma- 
tology. This  book,  about  the  size  of 
The  Merck  Manual,  is  the  best  I have 
seen.  The  book  is  succinct  and  read- 
able. Outlines  are  used  often  and  a 
standard  format  has  been  followed, 
permitting  rapid  perusal  as  a refer- 
ence. 

The  book  follows  a typical  pat- 
tern with  an  initial  short  section  on 
embryology,  anatomy,  and  physiol- 
ogy followed  by  an  equally  brief 
guide  to  therapy.  Other  than  a rather 
detailed  discussion  of  the  art  of  cu- 
rettement,  this  presentation  is 
straightforward  and  unremarkable. 
However,  the  section  dealing  with 
regional  diagnosis  has  been  expand- 
ed. A brief  outline  of  salient  features 
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of  each  condition  seen  in  each  gen- 
eral area  of  the  body  is  presented. 
Obviously,  this  becomes  repetitious 
and  boring  when  read  straight 
through.  However,  it  is  of  great  value 
in  clinical  use.  This  clinical  value  is, 
however,  dimmed  by  having  the  spe- 
cific therapy  in  another  area  at  the 
back  of  the  book;  the  last  400  pages 
deal  with  the  specific  diseases  and 
thera  py. 

I tried  using  the  regional  diagnosis 
section  as  an  aid  to  diagnosis  in  the 
office  for  about  a week.  I found  it 
most  helpful,  though  it  will  not  turn 
a novice  into  an  expert.  The  brief 
paragraphs  provide  an  excellent,  (al- 
though at  times  a little  far-fetched) 
differential  diagnosis.  In  my  experi- 
ment, I was  able  to  identify  every- 
thing except  what  I call  pityriasis 
alba.  I fear  the  closest  the  authors 
came  to  this  entity  is  tinea  versi- 
color. After  reaching  a diagnosis,  I 
found  a snag  in  being  forced  to  go 
back  to  the  index  to  look  up  the  sec- 
tion in  the  back  of  the  book.  This 
could  easily  be  remedied  in  the  next 
edition. 

Suggested  therapy  is  good,  if  con- 
servative. The  authors  are  realists 
and  waste  no  time  with  time-hon- 
ored but  ineffective  therapies.  How- 
ever, they  still  provide  enough  non- 
prepackaged  prescriptions  to  permit 
the  pharmacist  to  practice  his  art. 

They  recommend  thiabendazole 
for  larva  migrans  as  a "medication 
of  low  toxicity  and  high  effective- 
ness.” Normally,  the  suggestion  of 
a drug  that  is  not  available  would 
be  cause  for  criticism,  but  we  must 
remember  that  the  book  was  written 
in  Canada. 

I feel  most  specialists  will  find  this 
book  worth  its  cost,  and  it  should 
be  most  valuable  to  the  non-special- 
ist. Also,  it  would  make  an  excellent 
text  for  medical  students. 

HOWARD  BURT,  M.D., 
Austin. 

Management  of  the  Patient  with 

Cancer,  Thomas  F.  Nealon,  Jr., 

1067  pp.,  Philadelphia,  W.  B. 

Saunders  Co.,  1965,  $27.50. 

"TO  MAKE  AVAILABLE  to  the  gen- 
eral practitioner,  internist,”  and  gen- 
eral surgeon  the  essential  informa- 
tion concerning  cancer  of  all  sites — 
is  the  expressed  purpose  of  this 
book.  Hopefully,  the  author  will  lead 
these  physicians  to  an  appreciation 


of  what  he  considers  "the  best  ap- 
proach to  the  management  of  an 
individual.” 

In  addition  to  the  material  on  the 
management  of  specific  types  and 
sites  of  cancer,  there  are  several 
chapters  on  such  subjects  as  diag- 
nosis, radiation  therapy,  surgical 
management,  pathology,  chemother- 
apy, and  rehabilitation.  Each  chapter 
contains  a useful  up-to-date  bibliog- 
raphy and  is  well  indexed.  This  book 
can  be  recommended  as  a reference 
to  anyone  interested  in  an  overall 
view  of  cancer  treatment. 


Abortion:  Legal  and  Illegal,  A Dia- 
logue Between  Attorneys  and  Psy- 
chiatrists, Jerome  M.  Kummer, 
ed.,  63  pp.,  Santa  Monica,  Calif., 
Jerome  M.  Kummer,  1967,  $2.95. 

IN  FOUR  STATES  there  are  no  ex- 
ceptions to  the  illegality  of  an  abor- 
tion and  in  nearly  all  the  rest,  the 
only  exception  applies  to  saving  the 
mother's  life.  These  few  words, 
"Save  the  mother’s  life,”  represent 
most  of  the  turmoil  now  seething 
in  this  country  on  the  subject  of 
abortion. 

In  1966,  the  California  Board  of 
Medical  Examiners  severely  shook 
the  medical  profession  by  charging 
a number  of  leading  physicians 
with  unprofessional  conduct  be- 
cause of  their  performance  of  al- 
leged therapeutic  abortions.  For 
years  the  law  enforcement  officials 
in  California  and  elsewhere  have 
overlooked  those  instances  in  which 
physicians  state  that  an  abortion  is 
therapeutically  necessary. 

In  1967,  nearly  half  of  the  state 
legislatures  were  asked  to  liberalize 
their  existing  abortion  laws,  mainly 
along  the  lines  suggested  by  the 
American  Law  Institute. 

Such,  briefly,  is  the  intellectual 
climate  surrounding  the  publishing 
of  Abortion:  Legal  and  Illegal.  This 
book  is  the  reprint  of  a panel  con- 
ference and  workshop  sponsored  by 
the  Southern  California  Society  of 
Psychiatry  and  Law,  held  in  Los  An- 
geles Nov.  23,  1963.  The  workshop 
"Problems  of  Therapeutic  Abortion” 
covered  in  detail  the  area  of  crimi- 
nal abortion.  Both  points  of  view 
regarding  modifications  of  existing 
abortion  laws  are  presented.  Also, 
publications  about  abortion,  pub- 
lished after  the  conference,  are 
listed. 


NEW  BOOKS 
IN  TMA  LIBRARY 

Association  for  Research  in  Nervous 
and  Mental  Diseases:  The  Addic- 
tive States,  Proceedings  of  the  As- 
sociation, vol.  46,  Abraham  Wikler, 
(ed.),  Baltimore,  The  Williams  & 
Wilkins  Company,  1968. 

Austin,  R.  B.:  Early  American  Medi- 
cal Imprints,  A Guide  to  Works 
Printed  in  the  United  States,  1668- 
1820.  Washington,  D.C.,  US  De- 
partment of  Health,  Education, 
and  Welfare,  1961. 

Burch,  G.  E.,  and  dePasquale,  N.  P.: 
Electrocardiography  in  the  Diagno- 
sis of  Congenital  Heart  Disease, 
Philadelphia,  Lea  & Febiger,  1967. 

Chou,  T.,  and  Helm,  R.  A.;  Clinical 
Vectorcardiography,  New  York, 
Grune  & Stratton,  Inc.,  1967. 

Ciba  Foundation  Symposium: 
Growth  of  the  Nervous  System, 
G.  E.  W.  Wolstenholme  and  M. 
O’Connor,  (eds.),  Boston,  Little, 
Brown  and  Company,  1968. 

Cole,  J.  O.,  and  Wittenborn,  J.  R.: 
Pharmacotherapy  of  Depression, 
Springfield,  ML,  Charles  C Thom- 
as, Publisher,  1966. 

Crombie,  A.  C.:  Medieval  and  Early 
Modern  Science,  vols.  1 and  2, 
Massachusetts,  Harvard  Universi- 
ty Press,  1967. 

Dacie,  J.  V.:  The  Haemolytic  Anaem- 
ias, Congenital  and  Acquired,  ed. 
2,  4 vols..  New  York,  Grune  & 
Stratton,  Inc.,  1960,  1962,  1967. 

Davenport,  H.  W.:  Physiology  of  the 
Digestive  Tract,  ed.  2,  Chicago, 
Year  Book  Medical  Publishers, 
Inc.,  1966. 

di  Chiro.  G.;  An  Atlas  of  Detailed 
N ormal  Pneumoencephalographic 
Anatomy,  Springfield,  III.,  Charles 
C Thomas,  Publisher,  1961. 

Fraisse,  P.:  The  Psychology  of  Time, 
New  York,  Harper  & Row,  Pub- 
lishers, 1963. 

Fraser,  G.  R.,  and  Friedmann,  A.  I.; 
The  Causes  of  Blindness  in  Child- 
hood, Baltimore,  Johns  Hopkins 
Press,  1967. 

Garattini,  S.,  and  Ghetti,  V.:  Psycho- 
tropic Drugs,  Proceedings  of  the 
International  Symposium  on  Psy- 
chotropic Drugs,  New  York,  Else- 
vier Publishing  Company,  1957. 

Glass,  D.  C.,  ed.;  Neurophy.dology 
and  Emotion,  Biology  and  Behav- 
ior series.  New  York,  The  Rocke- 
feller University  Press  and  Russell 
Sage  Foundation,  1967. 
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PAMPHLETS 


Because  of  the  rising  incidence  of 
drug  abuse  in  the  United  States,  es- 
pecially among  young  people,  the 
American  Medical  Association  has 
published  five  related  pamphlets. 
Amphetamines,  Barbiturates,  Mari- 
huana, LSD  and  Glue  Sniffing. 

Written  originally  for  the  1968 
Community  Health  Week  program  on 
drug  abuse,  the  one-page  pamphlets 
answer  many  of  the  questions  fre- 
quently asked  about  this  growing 
problem.  In  addition  to  describing 
the  effects  of  these  dangerous  sub- 
stances on  the  body,  each  pamph- 
let stresses  the  hazards  of  experi- 
mentation, the  psychological  effects 
on  the  users  and  the  legal  controls. 

Review  copies  are  available  from 
the  AMA’s  Department  of  Health 
Education.  Quantity  copies  are  avail- 
able from  Order  Handling,  AMA,  535 
N.  Dearborn  St.,  Chicago,  60610  at 
various  costs. 

As  a means  of  providing  health 
education  material  for  Spanish- 
speaking people,  the  American  Medi- 
cal Association  has  translated  its 
First  Aid  Manual  into  Spanish. 

The  self-help  guide  provides  in- 
structions for  administering  first  aid 
for  such  emergencies  as  shock, 
snakebite,  insect  wounds,  and  aller- 
gy reactions.  It  also  contains  com- 
plete instructions  and  diagrams  for 
the  accepted  methods  of  artificial 
respiration,  the  treatment  of  hem- 
orrhage, and  many  other  problems 
of  first  aid. 

Review  copies  are  available  from 
the  AMA’s  Department  of  Health  Ed- 
ucation. Quantity  copies  are  avail- 
able from  Order  Handling,  AMA,  535 
N.  Dearborn  St.,  Chicago  60610,  at 
various  costs. 

Survey  of  Group  Practice  in  the 
U.  S.,  1965  contains  the  results  of  a 
survey  conducted  by  the  American 
Medical  Association  to  determine 
characteristics  of  groups  and  phy- 
sicians in  group  practice  by  type  of 
group,  size  of  group,  specialty  and 
location.  In  addition,  the  book  con- 
tains information  on  the  form  of  or- 
ganization, method  of  income  dis- 
tribution, ownership  of  office  space, 
affiliation  with  other  organizations, 
and  allied  health  personnel  em- 
ployed by  groups.  The  survey  pro- 
vides a basis  upon  which  the  va- 
rious definitions  and  concepts  of 
group  practice  can  be  evaluated. 

Copies  are  available  from  Order 
Handling,  AMA,  535  N.  Dearborn  St., 
Chicago  60610,  at  $1.50  each. 


The  American  Medical  Women's 
Association  has  published  a pamph- 
let, Medicine  Can  Be  for  You,  creat- 
ed to  give  basic  information  to 
women  students  considering  medi- 
cine as  a career.  The  brochure  ex- 
plains the  opportunities  available  in 
the  medical  professions. 

Copies  are  available  from  Ameri- 
can Medical  Women’s  Association, 
Inc.,  1740  Broadway,  New  York 
10019.  A self-addressed  postage 
prepaid  envelope  should  accompany 
orders. 

An  Environment  Fit  for  People  dis- 
cusses polluted  air  and  water,  over- 
crowding, loss  of  living  space  and  of 
wild  nature,  huge  amounts  of  waste 
— all  dangerous  by-products  of  great 
technological  advances.  The  pamph- 
let proposes  a "rational  use  of  the 
environment  to  achieve  the  highest 
quality  of  living  for  mankind.’’ 

This  new  Public  Affairs  Pamphlet, 
No.  421,  is  available  for  25  cents 
from  the  Public  Affairs  Committee, 
381  Park  Ave.  S.,  New  York  10016. 

Public  Affairs  Pamphlet  No.  420, 
Occupational  Therapy — A New  Life 
for  the  Disabled,  provides  a concise, 
informative  picture  of  the  part  of 
the  occupational  therapist  on  the  re- 
habilitation team.  It  is  available  for 
25  cents  from  the  Public  Affairs 
Committee.  381  Park  Ave.  S.,  New 
York  10016. 

Occupational  therapy,  the  pamph- 
let stresses,  is  meaningful  activity 
with  a definite  therapeutic  goal  in 
mind.  That  goal  is  determined  by 
the  occupational  therapist  in  col- 
laboration with  the  rest  of  the  re- 
habilitation team  — doctors  and 
nurses,  psychologists  and  social 
workers,  physical  therapists,  and 
other  specialists.  Varied  and  often 
ingenious  activities  help  patients, 
disabled  by  physical  or  mental  ail- 
ments, relearn  the  tasks  of  every- 
day life. 

Emphasizing  the  importance  of 
prevention  by  immunization,  the 
American  Medical  Association  has 
updated  the  pamphlet.  Tetanus,  the 
Second  Deadliest  Poison. 

Reprinted  from  Today’s  Health, 
this  folder  describes  the  nature  of 
the  tetanus  bacillus,  how  infections 
can  occur  and  the  effects  upon  vic- 
tims. In  addition,  the  brochure  ex- 
plains the  types  of  immunization 
available,  both  active  and  passive. 

Copies  may  be  obtained  from  the 
AMA  Order  Handling  Unit,  535  N. 
Dearborn  St.,  Chicago  60610,  at  var- 
ious costs. 


Deaths 


DR.  J.  H.  SHANE 

Dallas  urologist.  Dr.  James  How- 
ard Shane,  died  Aug.  14,  1968,  in 
Dallas.  He  was  67. 

A former  assistant  clinical  pro- 
fessor of  urology  at  The  University 
of  Texas  Southwestern  Medical 
School  at  Dallas  and  a diplomate  of 
the  American  Board  of  Urology,  Dr. 
Shane  was  a member  of  Dallas 
County  Medical  Society,  American 
Medical  Association,  Dallas  Southern 
Clinical  Society,  Texas  Surgical  So- 
ciety, American  College  of  Surgeons 
and  Phi  Beta  Pi.  He  has  practiced  in 
Dallas  since  1932.  He  served  on  the 
staffs  of  Medical  Arts  Hospital  and 
Parkland  Memorial  Hospital  and  was 
a past  president  of  the  Medical  Arts 
Hospital  Medical  Staff. 

Dr.  Shane  was  born  Jan.  22,  1901, 
in  Marshall,  Tex.,  and  was  the  son 
of  Oscar  and  Laura  Williams  Shane. 
He  was  graduated  from  Harvard 
Medical  School  in  Boston  in  1927 
and  served  an  internship  at  Touro 
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Infirmary  in  New  Orleans  in  1927- 
1928  and  a residency  at  Mayo  Clinic 
in  Rochester,  Minn.,  in  1928  1932. 

A Baptist,  Dr.  Shane  was  also  a 
member  of  Sigma  Alpha  Epsilon  so- 
cial fraternity. 

Surviving  Dr.  Shane  are  his  wife 
of  Dallas,  the  former  Catharine  Will- 
yard  of  Kasson,  Minn.,  and  two  sons, 
James  H.  Shane,  Jr.,  of  Denton,  and 
Dr.  Michael  Dixon  Shane  of  San 
Francisco. 

DR.  E.  B.  GRAY 

Dr.  Elkanah  Burns  Gray,  40,  was 
killed  Sept.  1,  1968,  in  a one-car 
accident  near  Coleman,  Tex.  He  had 
been  in  private  practice  in  Baird, 
Tex.,  since  August,  1967. 

Born  in  Lebanon,  Va.,  he  was  the 
son  of  Carroll  and  Nell  Burns  Gray. 
He  was  graduated  from  the  Univer- 
sity of  Virginia,  Charlottesville,  Va., 
in  June,  1950,  where  he  was  on  the 
dean’s  list.  In  1956  he  was  grad- 
uated from  the  Medical  College  of 
Virginia,  Richmond,  Va.,  and  served 
an  internship  at  Garfield  Memorial 
Hospital,  Washington  Hospital  Cen- 
ter, Washington,  D.C.,  in  1956-1957. 

Before  opening  his  practice  in 
Baird,  Dr.  Gray  was  employed  at  the 
Abilene  State  School  in  Abilene,  Tex. 
From  1959  to  1967  he  and  a partner 
operated  a 20-bed  hospital  in  Perry- 
ton,  Tex.;  and  Dr.  Gray  served  as 
aviation  medical  examiner  in  Perry- 
ton.  He  also  had  served  as  company 
physician  for  the  Elk  River  Coal  and 
Lumber  Company  in  Widen,  W.  Va., 
and  practiced  in  the  Widen  Medical 
Clinic. 

A member  of  the  Top  O’  Texas 
Medical  Society,  he  was  also  a mem- 
ber of  American  Medical  Associa- 
tion, of  Alpha  Kappa  Kappa  medi- 
cal fraternity,  and  of  Rotary  Inter- 
national. He  was  a Methodist.  In 
1945-1947,  Dr.  Gray  served  in  the 
US  Army  in  Aberdeen,  Md. 

Surviving  Dr.  Gray  are  his  wife, 
the  former  Margaret  Faye  Moss  of 
Perryton,  one  son,  Ronald  Kent; 
three  daughters,  Vicki  Lynn,  Barbara 
Jo,  and  Kimberly  Sue;  two  daughters 
and  a son  by  a previous  marriage. 
Carmen  and  Elizabeth  Anne  and  El- 
kanah Burns,  Jr.;  his  mother  of  Leb- 
anon, Va.;  and  a brother,  Don  Gray 
of  Independence,  Va. 

DR.  W.  E.  RAMSAY 

President  of  Harris  County  Med- 
ical Society  in  1937,  Dr.  William  E. 
Ramsay,  80,  died  Sept.  9,  1968,  in 
Houston.  He  had  practiced  in  Hous- 
ton for  50  years. 

Dr.  Ramsay,  born  in  Chase  City, 
Va.,  on  June  28,  1888,  was  the  son 
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of  Catherine  Elizabeth  Bryan  and 
John  Adams  Ramsay.  He  attended 
Houston  public  schools,  Austin  Col- 
lege in  Sherman,  Tex.,  from  1908- 
1910,  and  The  University  of  Texas 
at  Austin  in  1910-1911.  He  was 
graduated  from  The  University  of 
Texas  Medical  Branch,  Galveston,  in 
1915.  His  internship  and  residency 
were  served  at  Memorial  Baptist 
Hospital  in  Houston  from  1915- 
1917. 

Dr.  Ramsay  served  in  the  US 
Army  Medical  Corps  in  Des  Moines, 
Iowa,  in  1918.  He  was  a member  of 
American  Medical  Association,  Texas 
Medical  Association,  and  American 
College  of  Surgeons.  He  was  also  a 
member  of  Houston’s  River  Oaks 
Country  Club,  Alpha  Kappa  Kappa 
medical  fraternity,  and  was  an  elder 
in  the  First  Presbyterian  Church  in 
Houston. 

Mrs.  Ramsay,  the  former  Francis 
Addison  Storey  of  Houston,  survives 
her  husband.  Other  survivors  include 
a daughter,  Mrs.  Raymond  Ledlie  of 
Lake  Jackson,  Tex.;  a brother,  the 
Rev.  Charles  S.  Ramsay  of  Memphis, 
Tenn.;  and  two  sisters,  Mrs.  Jennie 
R.  Sims  of  Houston  and  Mrs.  Oscar 
Greene  of  St.  Louis. 


DR.  D.  A.  MANN 

Longtime  Beaumont  physician 
and  surgeon.  Dr.  David  Aden  Mann 
died  Sept.  5,  1968,  after  a long  ill- 
ness. He  was  92. 

Born  on  Aug.  28,  1876,  in  Colmes- 
neil,  Tex.,  he  was  the  son  of  Sam  L. 
and  Annie  Enlow  Mann.  Dr.  Mann 
attended  schools  in  Spurger,  Tex., 
then  later  enrolled  at  University  of 
the  South  in  Sewanee,  Tenn.  His 
medical  degree  was  obtained  at  Tu- 
lane  University  School  of  Medicine, 
Mayo  Clinic  in  Rochester,  Minn.,  and 
the  University  of  Wisconsin  Medical 


School  in  Madison.  Dr.  Mann  did  re- 
search on  sympathetic  nerve  sur- 
gery for  hypertension  at  Tulane  Uni- 
versity School  of  Medicine  and  tech- 
niques in  surgical  treatment  of  goi- 
ter, high  blood  pressure,  and  tuber- 
culosis. 

On  Oct.  22,  1893,  Dr.  Mann  mar- 
ried the  former  Alma  H.  Sturrock  of 
Colmesneil,  Tex.  Mrs.  Mann  preced- 
ed her  husband  in  death  in  1961. 

From  1906  to  1908,  Dr.  Mann 
practiced  in  Oakdale,  La.  In  1908  he 
moved  to  Diboll,  Tex.,  where  he 
practiced  medicine  until  1916  when 
he  moved  to  Beaumont.  He  stayed 
in  Beaumont  until  his  retirement  in 
1958.  His  early  practice  was  as  a 
sawmill  doctor  in  Diboll,  where  he 
rode  to  treat  patients  on  horseback. 
He  was  named  physician  of  the  year 
by  the  Jefferson  County  Medical  So- 
ciety in  1952.  He  was  one  of  three 
physicians  who  organized  and  built 
the  Beaumont  General  Hospital,  lat- 
er known  as  St.  Therese  Hospital. 

Elected  to  honorary  membership 
in  Texas  Medical  Association  in 
1954,  Dr.  Mann  was  also  a member 
of  American  Medical  Association.  He 
belonged  to  First  Baptist  Church  in 
Beaumont. 

Surviving  Dr.  Mann  are  three 
daughters,  Mrs.  Clyde  Black  of  Skid- 
more, Tex.,  with  whom  he  was  liv- 
ing at  the  time  of  his  death,  Mrs. 
Raymond  Alford  of  Beaumont,  and 
Mrs.  Carlyle  Plummer  of  Port  Arthur. 


DR.  H.  H.  WOMACK,  JR. 

Tarrant  County  delegate  to  the 
Texas  Medical  Association  House  of 
Delegates,  Dr.  Harry  Hall  Womack, 
Jr.,  of  Fort  Worth  died  Aug.  12, 
1968,  of  a heart  attack.  He  was  47. 

Dr.  Womack  was  born  in  Whites- 
boro,  Tex.,  April  23,  1921.  He  was 
graduated  from  The  University  of 
Texas  Medical  Branch  at  Galveston 
in  1943.  He  served  a rotating  intern- 
ship at  Kansas  City  General  Hospital 
in  Kansas  City,  Mo.,  and  residencies 
at  John  Sealy  Hospital  in  Galveston 
and  Willard  Parker  Hospital  in  New 
York  City.  During  World  War  II  he 
served  as  a captain  in  the  US  Army 
Medical  Corps. 

Having  set  up  practice  in  Fort 
Worth  in  1948,  Dr.  Womack  had 
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served  on  the  staffs  of  Harris,  St. 
Joseph,  All  Saints  Episcopal,  W.  I. 
Cook  Children’s,  and  Fort  Worth 
Children’s  hospitals.  At  the  time  of 
his  death,  he  \was  chief  of  pediatrics 
at  John  Peter  Smith  Hospital.  He 
\was  a member  of  Tarrant  County 
Medical  Society,  American  Medical 
Association,  and  Alpha  Kappa  Kappa 
medical  fraternity. 

A member  of  St.  Patrick’s  Co- 
Cathedral,  Dr.  Womack  \was  on  the 
parish  board  and  was  president  of 
the  Catholic  Physicians  Guild  in  Tar- 
rant County. 

Survivors  of  Dr.  Womack  include 
his  wife  Margaret  of  Fort  Worth; 
three  sons,  Hal  Womack  of  New  York 
City,  and  Brantley  and  Drew  Wom- 
ack, both  of  Fort  Worth;  a daughter, 
Margaret  Whitney  Womack  of  Fort 
Worth;  and  his  mother,  Mrs.  C.  L. 
Morris  of  Waco. 

DR.  E.  L.  EVANS 

Former  Navarro  County  Medical 
Society  secretary  and  former  presi- 
dent of  the  medical  staff  of  Metho- 
dist Hospital  of  Dallas,  Dr.  Edward 
Lee  Evans,  died  July  26,  1968,  in 
Morgan,  Tex.,  at  the  age  of  64. 

He  had  practiced  general  medi- 
cine in  Frost,  Tex.,  for  12  years 
and  in  Dallas  for  19  years,  before 
retiring  and  moving  to  Morgan  in 
1965.  He  was  secretary  of  the  Na- 
varro County  Medical  Society  in 
1941,  was  a past  mayor  of  Frost, 
was  a charter  member  and  past 
president  of  the  Oak  Cliff  Country 
Club,  was  past  president  of  both  the 
Frost  and  Oak  Cliff  Chapters  of  Civi- 
tan  International,  was  a life  member 
of  the  Dallas  Southern  Clinical  Soci- 
ety, and  was  a director  of  the  West- 
moreland National  Bank  in  Dallas. 
Elected  to  honorary  TMA  member- 
ship in  1965,  Dr.  Evans  was  a mem- 
ber of  Dallas  County  Medical  Soci- 
ety, American  Medical  Association, 
and  American  Academy  of  General 
Practice. 

Born  July  12,  1904,  in  Jewett, 
Tex.,  Dr.  Evans  was  a 1931  graduate 
of  Baylor  University  College  of  Med- 
icine. He  interned  at  Hospital  of  St. 
Barnabas  in  Newark,  N.  J.,  and 
moved  to  Frost  in  1932  where  he 
served  as  city  health  officer.  In  1945 
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he  served  in  the  US  Navy  in  the  Pa- 
cific theater  of  operations,  acquir- 
ing the  rank  of  lieutenant  com- 
mander. 

Dr.  Evans  is  survived  by  his  wife 
Mary  of  Morgan,  Tex.;  a daughter, 
Mrs.  Nick  Klaras  of  Waco;  a brother. 
Dr.  E.  B,  Evans  of  Galveston;  and 
two  sisters,  Mrs.  John  Herndon  of 
Waxahachie  and  Mrs.  C.  0.  Wilcox 
of  San  Antonio. 


DR.  T.  M.  CLOUD 

Houston  ophthalmologist.  Dr. 
Thomas  Maynard  Cloud,  42,  died  in 
a Houston  hospital  on  Aug.  21, 
1968. 

Dr.  Cloud,  son  of  the  late  T.  J. 
and  Rebe  Cloud,  was  born  in  Tem- 
ple, Tex.,  on  Feb.  16,  1926.  He  at- 
tended The  University  of  Texas  at 
Austin  and  in  1948  obtained  his 
medical  degree  from  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton. He  served  an  internship  in 
1948-1949  at  Graduate  Hospital  of 
the  University  of  Pennsylvania,  Phil- 
adelphia, and  a residency  there  in 
1952-1955.  Postgraduate  work  was 
done  at  the  University  of  Pennsyl- 
vania School  of  Medicine,  Philadel- 
phia, in  1952-1953.  Dr.  Cloud  served 
as  captain  in  the  US  Army  and  was 
stationed  at  Fort  Sam  Houston,  Tex., 
and  in  Korea  in  1950-1952.  While 
at  Fort  Sam  Houston,  he  did  re- 
search work  at  Brooke  Army  Hos- 
pital. 

Having  received  certification  from 
the  American  Board  of  Ophthalmol- 
ogy, Dr.  Cloud  was  a member  of 
Harris  County  Medical  Society,  Texas 
Medical  Association,  American  Med- 
ical Association,  and  the  St.  John 
the  Divine  Episcopal  Church  in 
Houston. 

His  wife,  the  former  Patricia  Mc- 
Kenna of  New  York,  survives  Dr. 
Cloud,  as  do  two  sons,  Andrew  May- 
nard and  John  Thomas,  both  of 
Houston;  his  mother,  Mrs.  Rebe 
Cloud;  and  a brother,  William  P. 
Cloud,  both  of  Temple. 

DR.  R.  G.  HORTON 

Houston  general  surgeon  Dr. 
Richard  Giraud  Horton,  died  July  15, 
1968,  in  Houston.  He  was  41. 

Born  in  Marshall,  Tex.,  Jan.  12, 
1927,  the  son  of  Asa  C.  and  Vera 
Harris  Horton,  Dr.  Horton  received 
his  medical  education  from  Meharry 
Medical  College  in  Nashville,  Tenn., 
from  which  he  was  graduated  in 

1956.  He  interned  at  Maumee  Valley 
Hospital  in  Toledo,  Ohio,  in  1956- 

1957,  and  served  a residency  at 
Veterans  Administration  Hospital  in 


Tuskegee,  Ala.,  1959-1961.  Dr.  Hor- 
ton also  did  postgraduate  work  at 
Grady  Memorial  Hospital,  Hughes 
Spalding  Pavilion,  in  Atlanta,  Ga., 
in  1961-1962.  He  practiced  in  Ink- 
ster, Mich.,  in  1957-1958  and  in 
Houston  from  1962  until  his  death. 

Dr.  Horton’s  military  service  was 
with  the  US  Army  in  Alaska  in  1946- 
1947.  He  was  a member  of  the  Bap- 
tist Church;  Omega  Psi  Phi  social 
fraternity;  Chi  Delta  Mu  medical, 
dental,  and  pharmaceutical  fratern- 
ity; and  Howard  Alumni  Association 
of  Howard  University  in  Washington, 
D.C. 

Dr.  Horton  is  survived  by  his  wife 
of  Houston,  the  former  Marie  Robert 
of  New  Orleans;  three  sons,  Richard 
of  Nashville,  Tenn.,  Robert  and  Wil- 
liam, both  of  Houston;  a daughter, 
Tonja  of  Houston;  and  two  sisters, 
Mrs.  Berline  Durley  of  Dallas  and 
Mrs.  Ernestine  Edney  of  Texarkana, 
Tex. 

DR.  H.  H.  CLARKE 

Dr.  Herndon  H.  Clarke,  67,  Hous- 
ton anesthesiologist,  died  July  28, 
1968,  in  Houston.  Cause  of  death 
was  ventricular  fibrillation. 

Having  retired  three  and  a half 
years  ago  because  of  illness.  Dr. 
Clarke  was  an  honorary  member  of 
both  Texas  Medical  Association  and 
of  Harris  County  Medical  Society.  He 
was  born  in  West  Point,  Miss.,  July 
30,  1901,  the  son  of  Thomas  E.  and 
Cicely  Hosmer  Clarke.  He  was  grad- 
uated from  Tulane  University  School 
of  Medicine  in  1925  and  interned  at 
St.  Joseph  Hospital  in  Houston  in 
1925-1926. 

Dr.  Clarke’s  survivors  include  his 
wife,  Mrs.  Sylvia  Catherine  Clarke 
of  Houston;  a sister,  Mrs.  Florence 
Repp,  and  a brother,  Clinton  E. 
Clarke,  both  of  Mobile,  Ala. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
l\ickahoe.  N.Y. 


- A. 


and  Valium  (diazepam) 


The  ability  of  Valium  to  help  relieve  skeletal  muscle  spasm— 
as  well  as  psychic  tension— demonstrates  its  clinical  value  and 
versatility. 

The  muscle-relaxant  effect  obtained  with  Valium,  used  ad- 
junctively  with  other  drugs  or  physiotherapy,  favorably 
affects  the  entire  cluster  of  spasm-related  symptoms  . . . helps 
accelerate  return  to  normal  activity. 

When  skeletal  muscle  spasm  and  psychic  tension  coexist,  the 
calming  effect  of  Valium  is  an  added  therapeutic  benefit  that 
contributes  to  the  total  management  of  the  patient. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor’ 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  uri- 
nary retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperex’cited 
states,  anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche® 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


HY-6060 


1*1 

AlittU 


Just  one  50  or  100  mg 
tablet  in  the  morning 
can  work  a long  i 
diuretic  day  in  edemali 
and  hypertension.  t 


f 


Hygroton’  can  work  a long  day  too 

Ichlorthalidone 


I 

i 

i 


I 

i That's  because  of  its  prolonged 
^ action,  which  usually  provides 
j smooth  diuretic  activity 
t throughout  the  day.  And 
I one-a-day  dosage  means  few 
i tablets  to  take  and  few  tablets 
I to  pay  for  in  the  long  run. 


Hygroton,  brand  of  chlorthali- 
done, may  mean  troublesome 
side  effects  for  certain  patients. 
And  you  can't  prescribe  it  in 
cases  of  demonstrated  hyper- 
sensitivity to  the  drug  or  in 
severe  renal  or  hepatic  diseases. 


Before  writing  it  for  your 
patients,  please  check  the 
Prescribing  Information.  It's 
summarized  on  the  next  page. 


Hygroton 

^chlorthalidone  in  edema  and  hypertension 


Geigy 


in  edema  and  hypertension 

A little  Hygroton'  can  work  a long  day 

chlortralidone 


indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  \A/ater. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk. The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Antihypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
antihyperterisive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastk 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes 
urticaria,  purpura,  necrotizing  angiitis 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


N THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


LUTREXIN,  the  non-steroid  “uterine 
Irelaxing  factor”  has  been  found  to  be  useful 
i'by  many  clinicians  in  controlling  abnormal 
iuterine  activity. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 


I Literature  on  indications  and  dosage  ava 
,able  on  request. 


■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


( LTRZ3  ) 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LED ERTINE^i^  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River.  New  York  10965.  406-8 


Think  of  us  when  you  need  any  type  of  surgical 
instrument — for  your  bag,  office,  or  a complete 
laparotomy  set.  We  have  the  largest  supply  of 
instruments  in  Texas,  and  can  generally  ship 
your  order  the  day  it  is  received. 


*Jozd  ^ixon 
Company 


P.  O.  Box  35704 

Dallas,  Texas  75235  Phone:  ME  1-1932 


• slows  motility 

• arrests  diarrhea 

• relieves  cramps 

pleasant  tasting 

Infantol 

Pii^ 

for  adults  and  children 

Each  fluid  ounce  contains:  Paregoric,  60  min. 
(Contains  0.23  gr.  [IS  mg.]  Opium— •Warn* 
ing:  May  be  habit  forming.),  Pectin,  N.F.,  4 
grs.,  Bismuth  Subsaiicylate,  8 grs..  Zinc  Phen- 
olsulfonate,  1 3/5  grs.,  Ejct.  Irish  Moss,  q.s, 

» First  Texas  0^Aa^macmUc€U(>,^>nc^ 
Manufacturer  of  pharmaceuticals  since  1903 
Dallas,  Texas  75222 


Have  you  investigated  the 


medical 

association 

members' 

retirement 

trust? 


For  information,  write 

TMA  Members'  Retirement  Trust 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


ONCOLOGY 


Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

Radiation  Therapy 
Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

Chemotherapy 


Tom  S.  Allen,  M.D.,  M.A.C.R. 

Radiation  Therapy 
Nuclear  Medicine 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Consultant 


Hours  by  Appointment 

1.550  West  Rosedale,  Suite  620  Fort  Worth  ED  6-2028 
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TEXAS  MEDICINE 


PHYSICIANS'  DIRECTORY 


Allergy 


Clinics 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 


Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 


216  Medical  Prof.  Bldg. 
CA  6-7671 


San  Antonio  16,  Texaa 
CA  7-6331 


HOUSTON  ALLERGY  CLINIC 


CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  166,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 


JA  6-3281 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Svirgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Robert  P.  Gordon, 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 

C.P.A.,  Administrator 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P, 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

Certified  American  Boards  of  Pediatrics  and  AJler^ 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum.  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 

G.  Con  Smith,  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 
Otto  H.  Grunow.  M.D. 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


Cardiovascular  Disease 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas.  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 

Electrocardiography 
Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograms 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Business  Office  Telephone  214  - 748-3715 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $6.50  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 
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THE  JOHNS  CLINIC 


DIAGNOSTIC  CLINIC  OF  HOUSTON 


720  West  6th  St.,  Taylor,  Texas 


Jay  J.  Johns,  M.D..  F.A.C.S. 
S.  W.  Lehmberg,  M.D. 
Marvin  J.  Leshikar,  M.D. 

J.  E.  Kirschvink,  M.D. 


C.  J.  Daniel,  M.D. 

R.  C.  Hermann,  M.D.,  F.A.C.S. 
A.  Bryan  Spires,  Jr.,  M.D. 

R.  Dale  Cummings,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 

Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shurabera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2161 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 


9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
*CharIes  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory,  M.D. 

B.  Frederick  Gregory,  M.D. 

Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

PulmonaiT  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 

CONSULTATION 

*Deceased 


Infectious  Diseases 

Lew^ie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Pathology 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

Pulmonary  Diseases 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory: 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 

BY  APPOINTMENT 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
Otolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S, 

J.  W.  Tipton,  M.D. 

General  Surgery 

J,  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr..  M.D.,  F.C.C.P. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot.  Jr.,  M.D,,  F.A.A.P 
Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

A.  Marvin  Coleman,  Jr.,  Business  Manager 


Mrs.  Evelyn  Farr,  Business  Manager 

At  Your  Service! 

TMA  MEMORIAL  LIBRARY 

1801  North  Lamar  Blvd. 


Austin,  Texas  78701 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hillcroft 

Houston,  Texas  77036  PR  4-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  Franklin.  M.D.  Harvey  B.  Koch,  M.D. 

Charles  C.  Douslass,  M.D.  ttrot  nr-v 

Hematologry  & Oncology  UKOLOCiY 

Glen  E.  LewivS,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Joy  L.  Deere,  M.D.  DENTISTRY 

Loren  B.  Goss,  M.D.  Burley  G.  Ingram,  D.D.S. 

PEDIATRICS  RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D.  Neil  B.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas,  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON.  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

Colon  and  Rectal  Surgery 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 

MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

r)o  |1  QQ  nToYoa 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4600 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

Dermatology 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 
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THOMAS  L.  SHIELDS,  M.D. 

Dermatologry  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

Eye,  Ear,  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagolopy  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wra.  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Gastroenterology 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 
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FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 

1000  N.  McCullough  Avenue,  Suite  B 

PE  2-9961  San  Antonio,  Texas 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 

Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

*Abe  Hauser,  M.D.  Clinical  Psychology 

*Harris  M.  Hauser,  M.D.  Joanne  Borba,  M.  A. 

♦Robert  I.  Hauser,  M.D.  Robert  D.  Langston, 

Wayne  Keller,  M.D.  PH.D.,  Consultant 

♦Gerald  Ratinov,  M.D.  Psychiatric  Social  Work 

Ronald  J.  Hauser,  M.D.  Ethel  M.  Feinsilver, 

M.S. 

808  Memorial  Professional  Building 

Houston,  Texas  77002 

CA  4-5041 

♦Diplomate,  American  Board  of  Psychiatry  and  Neurology 

Internal  Medicine 

Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 

INTERNAL  MEDICINE 

400  S.E.  First  Street 

Mineral  Wells,  Texas 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 

Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-7181 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 

Neurology/ Psychiatry 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  •Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-B469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  5-4023 
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Neurological  Surgery 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

Ophthalmology 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar.  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  657-Locke  Medical  Building*,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 

Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0958 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

Orthopedic  Surgery 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

158 


TEXAS  MEDICINE 


Otolaryngology 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy*  M.D.  Cuvier  P.  Lipscomb*  M.D. 

Henry  C.  McDonald,  Jr.*  M.D.  Fred  W.  Sanders*  M.D, 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 
KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7465  El  Paso,  Texas  79902 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 
Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


CHARLES  E.  GRAHAM,  M.D. 
212  South  Cottonwood  Suite  D 
Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 
AD  1-6396 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and 
Upper  Extremity  Reconstructive 
Surgery 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  75246  TA  3-5351 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Lar}mx,  and 
Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 
712  N.  Washington 
Suite  514 

Dallas,  Texas  Hours  By  Appt. 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 


DONALD  N.  MATHESON,  M.D. 
Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth,  Texas 


Pathology 


MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 


PILCHER  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 
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BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy* Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D,  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  25,  Texas 

“Mailing  Containers  on  Request" 

“Office  Pickup  Service  in  Houston" 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4453 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers,  Office  pickup  service, 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P, 

HAROLD  WOOD,  M.D.  — REFERRAL  LABORATORY 

Endocrine  Assays 

Serum  Human  Growth  Hormone  - Serum  Insulin 

Special  Chemistries  - Medical  Toxicology 

Exfoliative  Cytology  and  Surgical  Pathology 

2909  Hillcroft  Ave.  Houston,  Texas  77027 

713  — 781-1272 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

R.  H.  CHAPPEL,  M.D.,  F.C.A.P. 

DIPLOMATE  IN  CLINICAL  PATHOLOGY 

AND  ANATOMICAL  PATHOLOGY 
by  the  AMERICAN  BOARD  OF  PATHOLOGY 

Small  Hospital  Pathology 

Quality  control  and  check  sample  and  C.P.C.  service 
for  the  small  hospital.  Pickup  and  delivery  service. 

P.  0.  Box  1288  Texarkana,  Texas  75501 

Ph:  214-792-2161 

DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 

Physical  Medicine 
and  Rehabilitation 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

Plastic  Surgery 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

THOMAS  D,  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75235 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 
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JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0366 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  dOiVs  E.  Southmore 

Houston,  Texas  77026  Pasadena,  Texas  77502 

JA  3-6675  GR  3-5488 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4643 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont.  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  1343  Blalock 

Houston,  Texas  77055  JA  8-2481 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

E,  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

Thoracic  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R, 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 
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Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph;  EM  1-0229 
Dallas  8,  Texas 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 
THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 
TA  6-5184 


JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 
EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 


THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 
Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 


HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 
302  Medical  Plaza,  Corpus  Christi,  Texas  78404 
1416  Third  TU  4-1636 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas.  Texas  76235  ME  7-4833 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


ERWIN  C.  WINKEL,  M.D. 


practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 


Urology 


THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 
ROBERT  1.  COX,  M.D. 

Diploma tes  American  Board  of  Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

.SOO  Fifth  Avenue  Fort  Worth,  Texas 
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Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established  practice  in 
Moody,  Texas.  Available  facilities  include  fully  equipped  office  and  three 
examining:  rooms.  Located  in  Central  Texas.  Moody  has  a trade  area  of 
3,500.  Interested  physicians  please  contact  Mrs.  J.  B.  Vandiver,  Frank 
Denny,  Mrs.  Ruth  Newman  or  Leroy  Wall,  Moody,  Texas. 


WANTED:  ONE  GENERAL  PRACTITIONER  AND  ONE  INTERN- 
1ST  to  join  8 man  group  in  progressive  Texas  Panhandle  city  of  12,000. 
Write  or  call  C.  E.  Rush,  M.D.,  Hereford,  Texas. 

WANTEID — A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist ; to  become  salaried  associate  to  a six  man  clinic  group  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  215  Craig  Street,  Hillsboro.  Texas. 

PHYSICIANS  WANTED  FOR  NEW  GROUP— The  Medical  and  Surgi- 
cal Group  of  Baytown,  Texas,  need  three  general  practitioners,  one  in- 
ternist, one  ophthalmologist,  and  one  E.N.T.  To  begin  immediately.  Fi- 
nancial arrangement  will  be  worked  out  on  an  individual  basis.  Reply  to 
Box  109,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin  Texas  78701. 

OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise  with  over- 
worked GP  in  fully  equipped  clinic.  Choicest  suburban  area  of  Houston, 
Texas,  near  hospitals,  ideal  living.  Income  limited  only  by  ambitions.  No 
money  needed.  For  information  write  Box  108,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  GENERAL  PRACTITIONER,  (medical  doctor)  to  enter 
solo  practice,  partnership  or  salaried.  Woxild  join  five  man  group  in  ro- 
tating calls.  Office  space  now  available  adjoining  a new  100-bed  general 
hospital.  Located  edge  of  city  limits  of  Corpus  Christi,  Texas,  and  four 
miles  from  Robstown.  Serving  a wide  and  growing  community.  Free 
rent  and  salary  available  for  the  right  person.  Income  limited  only  by 
ambitions.  Contact  Doyne  B.  Hamilton,  M.D.,  Route  4,  Box  46,  Robstown, 
Texas. 


WANTED — M.D.’s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Box  179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  GENERAL  PRACTITIONER  on  or  about  January  1, 
1969.  45  minutes  to  downtown  Houston  on  freeway,  25  minutes  to  Gal- 
veston. Four  and  a half  day  week,  $2,000  monthly.  Partnership  available 
after  one  year.  For  additional  information  write  Ad-186,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  WANTED:  GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-158,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to  join  two 
physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital.  Guarantee  $18,000 
net.  Rotate  weekends,  holidays,  etc.  James  C.  Price,  M.D.,  or  W.  A.  Siev- 
ers,  M.D.,  Gonzales,  Texas. 

GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  75217. 

INDIVIDUAL  PRIVATE  GENERAL  PRACTICE:  all  of  the  advan- 
tages of  ^oup  practice  with  none  of  the  disadvantages.  Guaranteed  high 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Maximum 
leisure  time  with  your  family.  Texas  license.  Contact  Sanford  Smith, 
Northshore  Medical  Center,  P.O.  Box  9836,  Houston,  Texas  77015.  Tele- 
phone GL  3-5454. 


URGENTLY  NEEDED  TO  COMPLETE  STAFF  in  375-bed  fully  ac- 
credited GM&S  hospital,  located  in  the  heart  of  the  beautiful  Texas  Hill 
Country.  Board  certified  or  eligible — an  internist  staff  physician,  a 
urologist,  and  an  orthopedic  surgeon.  Salary  up  to  $20,000  determined  by 
training  and  experience.  Excellent  vacation  and  sick  leave,  insurance,  re- 
tirement, and  other  fringe  benefits.  Please  write  Director,  VA  Hospital, 
Kerrville,  Texas  78028.  An  equal  opportunity  employer. 

GENERAL  PRACTITIONER  WANTED  to  associate  with  two  other 
GP’s  in  practice  in  privately  owned  hospital  and  clinic.  No  investment 
required.  $1,800  monthly  guarantee  until  established.  Nice  small  town 
within  easy  driving  distance  of  Wichita  Falls,  Dallas,  and  Fort  Worth. 
Contact  A.  D.  Major,  M.D.,  or  K.  J.  Wharram,  M.D.,  Box  239,  Nocona, 
Texas  76255.  Area  code  817.  825-3371. 

URGENTLY  NEEDED  : TIMPSON,  a community  of  some  3,500  has  no 
doctor.  A physician  interested  in  locating  in  a small  town  is  urged  to 
contact  the  Timpson  Chamber  of  Commerce  for  details,  which  offers  un- 
qualified community  support.  Family  and  recreational  facilities,  fine 
churches  and  schools,  local  clinic,  with  modern  hospitals  nearby.  For  ad- 
ditional information  contact  Timpson  Chamber  of  Commerce,  Timpson, 
Texas. 

NEED  URGENTLY : this  clinic  and  hospital  can  offer  excellent  oppor- 
tunities for  an  internist  and  an  OB/GYN  specialist  in  group  practice 
with  excellent  remuneration  and  no  professional  overhead.  Clinic  located 
in  rapidly  growing  West  Texas  city  of  approximately  40,000  people.  Ap- 
ply to  Charles  A.  Weeg,  Administrator,  Hall-Bennett  Memorial  Hospital, 
Big  Spring,  Texas. 

OPENING  FOR  GP,  four  doctor  clinic,  x-ray,  laboratory  facilities, 
Meal  residential  area.  Two  open  staff  hospitals,  excellent  schools.  City 
ncome  balanced  by  military,  oil,  industry  and  agriculture.  Associates 
ange  36  to  44  in  age.  Salary  and/or  percentage.  Night  and  weekend  calls 
»y  regular  rotation.  Please  reply  to  Ad-207,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  FOURTH  INTERNIST,  board  certified  or  eligible,  for  grow- 
ing  16  nian  multi-specialty  group  in  Southwest.  New  clinic  with  excel- 
lent facilities.  Liberal  fringe  benefits.  Remuneration  negotiable.  Please 
Ad-200,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 


OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTITIONER  to 
associate  or  otherwise  with  well-established  general  practitioner  in  cen- 
Negotiate  salary.  Have  Medicare-approved  hospital  of 
16  beds  and  32-bed  rest  home  complex.  Ideal  country  outdoor  living  with 
excellent  schools,  churches,  and  nearby  recreational  facilities.  No  initial 
investment.  Must  see  to  appreciate.  For  information  reply  to 
Ad-187,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTpESTp  IN  PSYCHIATRY?  Austin  State  Hospital  has  a well 
planned,  completely  approved,  three  year  residency  in  psychiatry  with  a 
special  provision  for  physicians  who  have  been  in  general  practice  four 
G.  A.  Constant,  M.D.,  4110  Guadalupe,  Austin, 


WANTED ; General  practitioner,  pediatrician,  internist  on  staff  of  Den- 
ton State  School.  Base  annual  salary  $18,000,  extra  $1,000  to  $3  000  if 
board  certified.  40-hour  week  with  ample  vacation  time,  other’  fri’nge 
benefits.  Excellent  community  to  live.  Near  Dallas,  Fort  Worth.  Contact 
Medical  Director,  Denton  State  School,  Box  368,  Denton  Texas 


inn  K a r,,  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group. 

100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 


WANTED — TWO  INTERNISTS,  board  eligible  or  certified,  for  multi- 
partnership  clinic  group.  Associated  with  100-bed  hospital.  $20- 
salary.  Increments  to  partnership  in  two  years.  George  H 
Wahle,  Jr.,  M.D.,  King’s  Daughters  Clinic,  304  South  22  Street  Temple 
Texas  76501  or  call  collect  817,  778-5501. 


WANTED  IMMEDIATELY:  INTERNIST,  general  internal  medicine 
and  diagnosis  to  join  growing,  well-established,  eight  doctor  multi-spe- 
cialty  group.  Sky-rocketing  southwest  Houston,  small  medical  complex 
(4  hospitals,  100  physicians)  in  residential  and  light  industrial  area. 
Present  volume  above  capacity,  salary  and  terms  open,  partnership  iii 
collect  Administrator,  Clinic  of  the  Southwest, 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036.  Area  code  713 
RR  4-7  671.  * 

physician  WANTED  : GP  moving  from  established  location.  Prime 
o Dallas.  Hospitals  nearby.  Office  and  equipment  avail- 

able. Space  quite  adequate  for  two  or  three  MD’s.  No  cash  needed.  Ideal 
location  for  GP’s,  internist,  pediatrician,  OB/Gyn,  etc.  Please  reply  to 
Ad-212,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin  78701. 


GENERAL  PRACTICE — Take  over  practice  of  recently  deceased  MD. 
Established  30  plus  years.  Well  equipped  clinic,  lab,  and  x-rav.  Gross 
$70,000  plus.  Pleasant  Gulf  Coast  city  of  10,000,  area  50,000.  Excellent 
schools.  Excellent  hunting  and  fishing  of  all  types.  Excellent  open  staff 
hospital.  Contact  T.  W.  Thiltgen,  Box  190,  El  Campo,  Texas  77437 


$65,000  GROSS  GENERAL  PRACTICE  AVAILABLE  in  very  desirable 
Central  Texas  city  of  17,000,  trade  area  35,000,  with  new  open  staff  hos- 
pital. My  equipment  and  furnishings  at  fair  market  price.  Interest  in 
long  established  five-suite  clinic  with  x-ray  and  laboratory  facilities  also 
available  if  desired.  Two  other  GP’s  in  building  at  present.  There’s 
enough  here  for  two  more  doctors,  with  practice  growth  limited  only  by 
ambition.  Leaving  to  enter  residency.  Reply  Ad-213,  Texas  Medicine  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  GENER.AL  PRACTITIONER  for  association  and  eventual 
partnership  in  large  industrial  and  oil  area  on  the  Texas  coastline.  Solo 
GP  now  seeing  40-60  patients  daily  and  could  handle  more  if  partner  was 
available.  Salary  open  and  negotiable.  Send  correspondence  and  curricu- 
lum  vitae  to  Box  362  B,  Route  1,  Vidor,  Texas. 


GENERAL  PRACTITIONER  OR  PEDIATRICIAN:  West  Texas  city  of 
110,000  with  dry  climate  and  rapid  growth  rate.  Progressive  special  school 
for  the  mentally  retarded  with  five  other  full  time  physicians  and  two 
dentists  on  the  staff.  Hospital  is  new,  modern  and  completely  air-condi- 
tioned. Forty-hour  week,  paid  vacation,  sick  plan,  plus  about  twelve  holi- 
days a year.  Social  Security  and  good  State  Retirement  coverage.  Must 
have,  or  be  eligible  for  Texas  license.  Salary  to  $18,000  with  $1,000  sup- 
plement for  board  certified  pediatrician.  Please  provide  outline  of  train- 
ing and  experience  to  L.  W.  Cain,  Superintendent,  P.O.  Box  451,  Abi- 
lene, Texas  79604. 


INTERNIST — to  associate  with  established  practitioner  in  city  of  25,- 
000.  First  year  salary  $24,000  plus  incentive.  Increased  profit  participa- 
tion over  three  year  period  as  associate.  Tax  advantages  of  professional 
association  planned.  Location  in  North  Texas  lake  area.  Contact  R.  C. 
Bohlmann,  Consultant,  400  Stemmons  Tower  South,  Dallas,  Texas  75207. 

WANTED:  MD  TO  DO  GENERAL  PRACTICE,  with  surgery  and  OB, 
in  a two  doctor  clinic.  Financial  arrangements  can  be  worked  out  on  an 
individual  basis.  Mineral  Wells,  Texas,  has  a rapidly  growing  population 
of  18,000  with  a trade  area  of  40,000  to  50,000.  Located  four  miles  west 
of  Fort  Wolters.  We  have  good  schools,  industry,  lakes,  golf  course,  hunt- 
ing and  fishing.  Fifty  minutes  from  Fort  Worth  and  Dallas.  Contact  Mr. 
W.  W.  Carter,  Business  Manager,  Baker  Clinic,  Mineral  Wells,  Texas, 
FA  5-2564. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $4.50  per  issue  for  50  words  or  less,  payable 
in  advance.  Copy  deadline  is  the  20th  of  the  month  pre- 
ceding publication.  Send  copy  to  Advertising  Assistant, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin. 
Texas  78701. 
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RADIOLOGICAL  ASSOCIATE  WANTED:  separate  billing,  Central 
Texas  area,  excellent  120-bed  hospital  now  under  construction,  latest 
equipment  available.  Terms  dependent  upon  experience,  arrangements 
open  to  negotiation.  Please  reply  to  Ad-214,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

ASSOCIATE  GROUP  MEMBER  WANTED.  Practice  in  Northeast  Dal- 
las for  20  years,  members  Baylor  Medical  Center  Staff.  Need  pediatri- 
cian, internist  and  general  practitioner.  Lakewood  Medical  Center,  6331 
Prospect,  Dallas,  Texas  75214. 

GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  546,  Milford,  Texas  76670,  area  code  214,  493-2511. 

WANTED:  a physician  for  a thickly  settled  farm  and  ranch  community 
of  fine,  cooperative  people,  who  would  loyally  support  a family  doctor.  A 
hospital  building  available,  rent  free,  for  use  as  an  office  and  clinic.  If 
interested,  write  Ben  H.  Moore,  President,  Hospital  Board,  May,  Brown 
County,  Texas  76857, 

PHYSICIAN  WANTED  (GENERAL  PRACTICE)  in  Earth,  Texas^ 

Clinic  available,  completely  furnished  and  equipped.  Large  enough  for 
two  physicians.  Population  of  Earth  1500.  Irrigated  farming  area  (high 
per  capita  income).  Trade  area  population  4000-5000.  Write  Neil  Pounds, 
Box  334,  Earth,  Texas,  or  call  257-2861. 

OPHTHALMOLOGIST  NEEDED  in  South  Central  Texas  community 
located  between  Austin  and  Houston.  Seven  physicians  now  practice  in 
community  but  there  is  no  ophthalmologist.  New  million-dollar,  60-bed 
hospital.  Population  of  city  4,400;  county  population  19,150.  Would  prefer 
full-time  service  but  would  consider  a part-time  arrangement.  Contact  La 
Grange  Chamber  of  Commerce,  P.O.  Box  70,  La  Grange,  Texas  78945 
(713  - 968-4756). 

PHYSICIAN  NEEDED,  Central  Texas  town  of  approximately  5,000 
population,  located  only  45  minutes  from  Austin  and  San  Antonio.  New, 
fully  equipped  30-bed  hospital.  Office  space  available.  Contact  Adminis- 
trator, Edgar  B.  Davis  Memorial  Hospital,  Luling,  Texas,  Area  code  512, 
875-5643. 

SEEKING  INTERNIST  OR  GENERAL  PRACTITIONER.  Board  certi- 
fied internist,  Henry  Ford  Hospital  trained,  age  38,  desires  associate  in 
university  town  of  50,000  in  Central  Texas,  90  miles  from  Houston. 
Large  amount  office  space  available  adjacent  to  hospital.  Recent  illness 
of  physician-member  makes  large  practice  readily  available.  Further 
particulars  will  be  discussed  if  interested.  Please  contact  Ad-218,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Situations  Wanted 


Space  contributed  by  the  publisher  as  a public  service 


Use  Christmas  Seals. 
It’s  a matter 
of  life  and  breath. 


Fight  tuberculosis, 
emphysema, air  pollution. 


RADIOLOGIST.  Indiana  University  (AOA)  radiology  resident,  age  30, 
military  completed,  seeks  radiology  group  position  for  July,  1969.  In- 
terned at  Parkland  Memorial  Hospital,  Dallas.  Write  Ad-206,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

LOCUM  TENENS : 25  year  old  University  of  Tennessee  graduate — 
AOA — completing  rotating  internship  at  Baylor  in  Dallas  in  December, 

1968.  Starting  OB/GYN  residency  in  July,  1969,  at  Baylor.  Available  for 
various  opportunities  in  Dallas  area  for  six  months,  beginning  January, 

1969.  Texas  license.  Contact  James  Daniel],  M.D.,  3500  Gaston  Avenue, 

Dallas,  Texas  75246.  

GENERAL  AND  PERIPHERAL  VASCULAR  SURGEON,  31,  board- 
qualified,  university  trained,  military  obligation  completed.  Desires  asso- 
ciation, partnership  or  group  practice,  July,  1969.  Please  contact  Dale  R. 
Hughes,  M.D.,  5628  NW  58th  Terrace,  Oklahoma  City,  Oklahoma  73122. 

GENERAL  PRACTITIONER  seeking  location  in  Texas.  Age  37,  mili- 
tary service  completed.  Hold  Texas  license.  For  additional  information, 
please  reply  to  Ad-216,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

RADIOLOGIST.  Available  for  radiology  locum  tenens  of  one  to  three 
weeks  this  Winter  or  Spring  1969.  Board  certified.  A.C.R.  Private  and 
university  practice  experience  in  diagnostic  x-ray,  nuclear  medicine, 
department  administration.  References.  For  additional  information,  reply 
to  .'\d-217,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What  have 
you?  Write  today  I Murray,  3305  Bryan,  Dallas,  Texas  75204. 

THREE  LOTS  FOR  SALE  (long  term — 5 to  10  years).  Ideal  for  doc- 
tors offices,  hospital,  or  rest  home.  Located  in  Grand  Prairie,  Texas, 
S.E.  8th  and  Austin.  Write  J.  C.  West,  General  Delivery,  Fredericksburg, 
Texas  78624. 

DOCTOR’S  OFFICE  SPACE  AVAILABLE  in  Spring  Branch-Memorial 
area  of  Houston,  Texas.  Three  story,  modern  professional  building  near 
completion.  Occupancy  by  November  1,  1968.  Office  layout  to  meet  the 
needs  of  each  doctor.  Complete  x-ray  and  laboratory  facilities  in  building. 
A new  140-bed  JCHA  general  hospital  across  street.  Latest  area  popula- 
tion figures  reflect  200,000  middle  to  upper  income  residents  in  area. 
Complete  information  may  be  obtained  by  calling  area  code  713,  468-2338 
or  writing  Valley  Oaks  Professional  Building,  1721  Pech  Road,  Houston, 
Texas  77055. 

FOR  LEASE:  MODERN  OFFICE  SPACE.  Immediately  available  for 
lease.  Adjacent  to  135-bed  general  hospital.  Spring  Branch-Memorial 
area,  Houston.  Will  adapt  floor  space  to  suit  tenant.  Mr.  John  Sims, 
Building  Manager,  Spring  Branch  Medical  Center,  8830  Long  Point  Road, 
Houston,  Texas  77055.  (1  - 713  - 468-2657). 

DOCTOR’S  CLINIC  FOR  SALE.  Dr.  Devine  deceased  April  24.  Excel- 
lent family  practice.  Only  doctor  within  20  miles.  Bachelor  quarters  at- 
tached. Beautiful  hill  country  of  East  Texas.  Tall  pine  trees.  St.  Augus- 
tine grass.  Will  sell  cheap.  Town  and  community  desperate  for  doctor. 
Location,  Timpson,  Texas.  For  additional  information  contact  Mrs.  Jim 
Simmons,  Administratrix  Joe  P.  Devine  Estate,  1211  SW  50th,  Oklahoma 
City,  Oklahoma  73109,  ME  2-5362. 


Keep  posted  on  current 
medical  advances! 


AUDIO-DIGEST  FOUNDATION 
TAPE  RECORDINGS 


are  available  at  no  charge  to 
TMA  members  on  these  subjects: 


Anesthesiology 
General  Practice 
Internal  Medicine 
Obstetrics-Gynecology 


Ophthalmology 

Otolaryngology* 

Pediatrics 

Surgery 


*Available  January  1,  1%9 

Each  tape  is  on  a 5-inch  reel  and  plays  at  3%  ips. 
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"Now  that  your  acne  is  clearing  up  nicely, 
it  might  be  a good  idea  if  you  started  losing  some  weight." 
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36  Coronary  Care  Unit  in  a Community  Hospital 

f Garner  F.  Klein  practices  internal 
medicine  and  cardiology  in  Harlin- 
gen, and  is  director  of  the  Coronary 
Care  Unit  at  Valley  Baptist  Hospi- 
tal there.  A diplomate  of  the  Amer- 
ican Board  of  Internal  Medicine,  he 
is  a graduate  of  the  Galveston 
^ Medical  Branch,  was  an  intern  at 

the  US  Naval  Hospital  at  Camp 
Pendleton,  Calif.,  and  took  his 
residency  at  the  VA  Hospital  in  Dallas. 


44  Coronary  Care  Unit  Successful 
In  Small  Community  Hospital 

George  W.  Barclay,  Jr.,  is  vice-chief 
of  staff  of  D.  M.  Cogdell  Memorial 
Hospital,  Snyder,  Texas;  his  co- 
author, Cyrus  B.  Miller,  Jr.,  is  ad- 
ministrator of  the  hospital.  Dr.  Bar- 
clay, a graduate  of  Southwestern 
Medical  School,  Dallas,  specializes 
in  internal  medicine. 

BARCLAY 


46  Prospective  Management 
Of  Congenital  Heart  Disease 

Robert  D.  Leachman  is  associate 
professor  of  internal  medicine  at 
Baylor  University  College  of  Medi- 
cine in  Houston  and  limits  his  pri- 
vate practice  to  treatment  of  heart 
diseases,  primarily  congenital  and 
rheumatic  heart  disease.  A diplo- 
mate of  the  American  Boards  of  In- 
ternal Medicine  and  Cardiology,  he 
is  director  of  cardiology  at  St. 
Luke’s  Episcopal  Hospital,  Houston.  His  coauthor, 
Robert  J.  Sommerville,  is  assistant  professor  of 
pediatrics,  Baylor  University  College  of  Medicine, 
and  associate  in  cardiology,  Texas  Children’s  Hos- 
pital, Houston. 
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52  Chemodectoma  of  Carotid  Body 
And  Superior  Mediastinum 

Elmo  R.  Ponsdomenech,  formerly 
of  Havana,  published  the  first  com- 
munication on  heart  puncture  in 
man  for  visualization  of  the  heart 
chambers  and  great  vessels  in 
1951.  After  coming  to  this  country, 
he  took  a three-year  residency  in 
thoracic  surgery  at  Boston  City 
Hospital  and  Sanatorium.  He  is 
now  with  the  Department  of  Thor- 
acic and  Cardiovascular  Surgery  at  The  University 
of  Texas  Medical  School  at  San  Antonio.  His  co- 
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author.  Jack  A.  Adelman,  is  with  the  Department  of 
Medicine. 


62  Surgical  Management  of  Melanoma 
Of  Lung,  Trachea,  and  Bronchi 

Charles  F.  Campbell,  thoracic  and 
cardiovascular  surgeon  in  Shreve- 
port, La.,  is  a graduate  of  South- 
western Medical  School  of  Dallas 
and  took  his  internship  at  Brack- 
enridge  Hospital  in  Austin.  He  was 
in  general  practice  in  Kermit,  Tex- 
as, before  specializing;  his  resi- 
dency in  general  surgery  was  at  St. 
Paul’s  Hospital,  Dallas,  and  in  thor- 
acic surgery  at  Parkland  Hospital.  His  coauthors, 
J.  Judson  McNamara,  Donald  Paulson,  and  Harold 
C.  Urschel,  are  in  Dallas. 


67  Neighborhood  Multipurpose  Service  Center 

Hal  J.  Dewlett  is  director  of  public 
health  of  the  City  of  Dallas,  clinical 
assistant  professor  of  preventive 
medicine  and  public  health  at 
Southwestern  Medical  School,  and 
is  on  the  attending  staff  of  Park- 
land Memorial  Hospital.  A gradu- 
ate of  the  American  University  of 
Beirut  School  of  Medicine,  Beirut, 
Lebanon,  he  also  earned  the  mas- 
ter of  public  health  degree  in  public  health  admin- 
istration from  the  University  of  California  School  of 
Public  Health,  Berkeley.  Dr.  Dewlett  is  first  vice 
president  of  the  Texas  Public  Health  Association,  a 
fellow  of  the  American  College  of  Chest  Physicians, 
and  a member  of  other  professional  organizations. 
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72  Health  Effects  of  Air  Pollutants 

Neill  K.  Weaver  is  clinical  associate 
professor.  Department  of  Occupa- 
tional Medicine,  The  University  of 
Texas  Graduate  School  of  Biomedi- 
cal Sciences  at  Houston.  He  is 
professor.  Department  of  Environ- 
mental Hygiene,  and  is  professor 
of  industrial  medicine,  Tulane  Uni- 
versity School  of  Public  Health  and 
Tropical  Medicine,  and  professor  of 
clinical  medicine.  Department  of  Internal  Medicine, 
Tulane  University  School  of  Medicine.  A graduate  of 
Harvard  Medical  School  and  a diplomate  of  the 
American  Board  of  Internal  Medicine,  the  American 
Board  of  Allergy,  and  the  American  Board  of  Pre- 
ventive Medicine,  he  now  is  assistant  medical  di- 
rector at  the  Headquarters  Medical  Department  and 
medical  coordinator  for  the  Manufacturing  Division 
of  Humble  Oil  and  Refining  Company. 
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81  Radiological  Case  of  the  Month 

yS  Robert  N.  Cooley,  professor  and 
chairman  of  the  Department  of 
Radiology,  University  of  Texas  Med- 
ical  Branch,  Galveston,  is  guest 
editor  for  this  series  sponsored  by 
the  Texas  Radiological  Society.  The 
first  case  was  presented  in  the  July 
1968  issue  of  Texas  Medicine. 
COOLEY  Authors  of  this  month’s  case  are 
M.  J.  Henry,  resident  in  radiology, 
and  Meivyn  H.  Schreiber,  professor  of  radiology. 
Medical  Branch. 


EDITORIALS 

27  Coping  with  Medicine’s  New  Climate 

Philip  Lesly 

31  Medical  Identification  Card 
Aids  Proper  Emergency  Care 

T.  L.  Shinnick 

31  Cooperative  Study  of  Drugs 
And  Coronary  Heart  Disease 

Elmer  E.  Cooper 

33  Doctor-Patient  Relationship 
Has  No  Room  for  Middleman 

Ben  B.  White 

34  Questions  and  Answers: 

What  About  Life  Insurance  Forms? 

35  A Physician's  Christmas  Message 

G.  V.  Brindley,  Jr. 


ON  THE  COVER 

Conglomerates  are  the  latest  word  in  big  business, 
but  they  have  always  existed  in  the  mind  of  the 
physician.  Diversifying  one's  self  into  many-splin- 
tered things,  alas,  has  its  drawbacks.  So  this 
month,  our  cover  designer  neatly  and  carefully,  and 
with  whimsy  aforethought,  sorted  out  these  prob- 
lems for  you.  We  hope  this  will  help  you  feel  like 
a we  1 1 -organized  Chairman  of  the  Board  instead  of 
one  harassed  Christmas  clerk.  Further,  we  wish  you 
instant  success  as  the  Chairman,  including  the 
ability  to  thoroughly  enjoy  reading  this  issue  of 
Te.xas  Medicine.  On  its  pages  you’ll  find  many 
phases  of  the  Conglomerate  of  Medicine. 


NEXT  MONTH 

Should  a hospital’s  board  of  trustees  include  physi- 
cians? How  extensive  is  the  physician’s  liability  for 
the  acts  of  others?  What  factors  led  to  the  TMA 
Board  of  Trustees’  decision  to  implement  a $5 
raise  in  dues  beginning  in  1969?  These  topics  will 
dominate  January’s  editorial  pages.  All  physicians 
who  treat  diabetics  will  want  to  study  next  month’s 
article  on  diabetic  retinopathy  and  the  full-color 
illustrations  showing  various  pathologic  changes  in 
the  eye.  Allergy  and  cataracts,  entropion,  dizziness, 
and  facial  surgery  are  among  the  other  scientific 
topics.  And  don’t  miss  the  fascinating  tale  of  opium 
— through  medicine,  men,  and  empires,  it  has  been 
a powerful  force  in  shaping  the  history  of  our  world. 


DEPARTMENTS 

86  GENERAL  NEWS 
89  ASSOCIATION  NEWS 
98  PERSONALS 

98  POSTGRADUATE  COURSES 

99  HIGHLIGHTS  OF  COMING  MEETINGS 
111  MEDICINE  IN  LITERATURE 

111  NEW  BOOKS  IN  TMA  LIBRARY 

112  PAMPHLETS 

112  RECENT  DEATHS 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers; $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 
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In  the  meantime... Ornade'' 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery 
disease,  warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  1'^'  uptake; 
discontinue  'Ornade'  one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  adverse  reactions  of  the  individual  ingredients : nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported. 

Supplied  : Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 


Trademark  Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of 
chlorpheniramine  maleate) ; 50  mg.  of  phenylpropanolamine 
hydrochloride,  2.5  mg.  of  isopropamide.  as  the  iodide. 


Ornade* 

Spansule"^  capsules 


brand  of  sustained  release  capsules 


mith  Kline  & French  Laboratories 
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If  you  were  in  the  hospital  — 
this  would  be 


Your  Finest  Christmas  Card! 


It's  true  — no  one  wants  to  be  in 
the  hospital  during  the  Holiday  Sea- 
son — but  if  it  should  happen  to 
you  or  a member  of  your  family, 
your  BLUE  CROSS®  and  BLUE 
SHIELD®'  1.  D.  card  could  surely 


turn  out  to  be  “your  finest  Christ- 
mas card.”  In  fact,  it  could  be  even 
better  than  your  best  credit  card 
because  it  means  you  have  already 
prepaid  the  bulk  of  your  hospital 
and  doctor  expenses. 


BLUE  CROSS®and  BLUE  SHIELD®^ 

Hospital  and  Health  Care  Coverage  Medical  and  Surgical  Benefits 

(GROUP  HOSPITAL  SERVICE,  INC.)  (GROUP  LIFE  & HEALTH  INSURANCE  COMPANY) 


OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  ■ DALLAS,  TEXAS  75222 


® American  Hospital  Association 
^’National  Association  of  Blue  Shield  Plans 
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An  antibiotic 
should  work  well 
in  either  acid 
^ or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 

DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic.. .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracycline  HCl. 


lOECIXJM  YCI N ’ 

DEMETHYLCHLORTErRACYCUNE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  Yor 


6 


TEXAS  MEDICINE 


ETTMANN  ARCHIVE 


rhe  first  nationwide  medical 
Revision  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.  Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program.  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 


• slows  motility 

• arrests  diarrhea 

• relieves  cramps 

pleasant  tasting 

infantol 

PiiJc 

for  adults  and  children 

Each  fluid  ounce  contains:  Paregoric,  60  min. 
(Contains  0.23  gr.  [15  mg.]  Opium — Warn- 
ing: May  be  habit  forming.),  Pectin,  N.F.,  4 
grs..  Bismuth  Subsaiicyiate,  8 grs..  Zinc  Phen- 
oisuifonate,  1 3/5  grs..  Ext.  Irish  Moss,  q.s. 

First  Texas  ^/uHmacea^iceUi,  ^nc. 
Manufacturer  of  pharmaceuticals  since  1903 
Dallas,  Texas  75222 


^/te  X-Rcuf  and 

(IcuilumGlUuc 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  Janies  A.  Martin,  M.D. 


Henry  K.  Beecher,  M.D.,  Boston,  Moss. 
Anesthesiology 

Norman  D.  Nigro,  M.D.,  Detroit,  Mich. 

Colon  and  Rectal  Surgery 
Rudolf  L.  Boer,  M.D.,  New  York,  N.Y. 
Dermatology 

W.  H.  J.  Summerskill,  M.D.,  Rochester,  Minn. 
Gastroenterology 

Edward  J.  Kowalewski,  M.D.,  Akron,  Po. 
General  Practice 

John  G.  Mosterson,  M.D.,  Hines,  111. 
Gynecology 

Ray  W.  Gifford,  Jr.,  M.D.,  Cleveland,  Ohio 
Internal  Medicine 

Raymond  V.  Randall,  M.D.,  Rochester,  Minn. 
Internal  Medicine 

William  J.  German,  M.D.,  New  Haven,  Conn. 
Neurosurgery 


ANNOUNCING 

THE  THIRTY-SECOND  ANNUAL  MEETING 

of 

THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 
Conference  Headquarters  — Roosevelt  Hotel 
March  10,  11,  12,  13,  1969 

GUEST  SPEAKERS 

Robert  A.  Kinch,  M.D.,  Montreol,  Que. 
Obstetrics 

John  R.  Lynn,  M.D.,  Dallas,  Tex. 
Ophthalmology 

A.  B.  Sirbu,  M.D.,  San  Francisco,  Calif. 
Orthopedic  Surgery 

Douglas  P.  Bryce,  M.D.,  Toronto,  Ont. 
Otorhinolaryngology 

A.  James  French,  M.D.,  Ann  Arbor,  Mich. 
Pathology 

Louis  Gluck,  M.D.,  Miami,  Fla. 

Pediatrics 

Wilma  C.  Diner,  M.D.,  Little  Rock,  Ark. 
Radiology 

James  D.  Hardy,  M.D.,  Jackson,  Miss. 
Surgery 

John  W.  Kirkland,  M.D.,  Birmingham,  Ala. 
Surgery 


Russell  Scott,  Jr.,  M.D.,  Houston,  Tex. 

Urology 

Additional  speaker  to  be  announced. 

Lectures,  symposia,  clinicopathologic  conference,  round-table  luncheons,  medicol  motion  pictures,  technical  exhibits,  and  entertainment 
for  visiting  wives. 

(All-inclusive  registration  fee  — $30.00) 

This  program  is  acceptable  for  three  and  one-half  (SVi)  prescribed  hours  and  twenty-eight  (28)  elective  hours  by  the  American  Academy 
of  General  Practice. 

For  information  concerning  the  Assembly  meeting  write  Secretary,  The  New  Orleans  Graduate  Medical  Assembly,  Room  1538,  1430  Tu- 
lane  Avenue,  New  Orleans,  Louisiana  70112. 
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For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


. A once-popular  treatment  for  back  pains 
1 was  to  have  the  seventh  son  of  a seventh  son 
j stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


‘Empirin’ 


Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.'  narcotic  products  are 

Class  "B”,  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

•LiU  T\ickahoe,  N.Y.  J 


r] » — r-w 

— V 

tM 
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Louie  lost  weeks  with  acute  shoulder  bursitis. That’s  a lot 
of  pain,  stiffness  and  fenderness...and  also  a lot  of  fish. 
It  might  have  been  different  with  Butazolidin’"  alka 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

If  it  doesn’t  work  in  a week,  forget  it. 


But  please  don’t  forget  this: 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of 
preptic  ulcer;  renal,  hepatic  or  cardiac  dam- 
age; history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large  doses 
of  the  alka  formulation  are  contraindicated 
in  glaucoma. 

VVarning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diag- 
nostic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and  in  patients 
with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  Patients  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  therapy 
and  at  2-week  intervals  thereafter.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

In  elderly  patients  and  in  those  with  hyperten- 
sion the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been  as- 
sociated with  peptic  ulcer  and  may  reactivate  a 


latent  peptic  ulcer.  The  patient  should  be 
instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  relationship 
cannot  be  excluded.  Thrombocytopenic  pur- 
pura and  aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache,  blurred 
vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia, 
hepatitis,  jaundice,  hypersensitivity  angiitis, 
pericarditis  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell  countdue 
to  hemodilution  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  T rial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age  and 
any  other  factors  influencing  drug  response. 

(B)  46-070-8 

For  complete  details, 

please  see  full  prescribing  information. 

Geigy  Pharmaceuticals  ^ 

Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Butazolidin^  aika  Geigy 

Capsules  ^ 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
^^e  he’s  gettii^  better 


Achrocidin 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood ) . 

Adverse  Reactions:  Gcislroi/Uestincil— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  5'^//!  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
//!/racr((u/«/— bulging  fontanels  in  young  infants. 
Tee//;— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 


350-8 
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^OMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING.  INC. 


BALTIMORE,  MARYLAND  21201 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


TA-6006 


in  osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
A/ith  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
jsuallystartsworkingwithin3to4days. 
When  response  occurs,  as  little  as  1 or 
2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
Df  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil" 

oxyphenbutazone 


Fandearil,  oxyphenbutazone: 

For  brief  summary  see  next  page. 


Geigy 


TA- 6006 


Tandearil 

oxy  phen  butazone 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema:  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
m patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination. including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia).  sudden  weight  gam  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs. 

If  it  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis.  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hep- 
atitis, jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000 
(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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TEXAS  MEDICINE 


rea 
for  bed 


.because  psychic  tension 
may  not  stop  at  night 

The  calming  action  of  Valium  (diaz- 
epam) helps  counteract  psychic  ten- 
sion and  reduce  overreaction  to 
stresses  during  the  day.  Often  the  t.i.d. 
dosage  schedule  is  enough  to  prevent 
huild-up  of  tenseness  that  may  inter- 
fere with  sleep  at  night. 

However,  when  psychic  tension  does 
contribute  to  sleeplessness,  Valium 
can  be  especially  useful,  A tablet  at 
bedtime,  added  to  the  daytime  t.i.d. 
dosage,  can  help  your  patient  be 
ready  for  bed  and  for  sleep. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  KhOwn  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual 
precautions  indicated  iri  patients  severely 


depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur,  discon- 
tinue drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term 
therapy. 


ValiuM 

( diazepam ) 

Roche® 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


You  be  the  judge,  Docto 


Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  RobinuI-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  I tablet  three  times  a day; 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming):  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


AH'DOBINS 


In  peptic  ulcer  therapy,  won’t  you 
give  Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
|ure  as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
motility of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antisecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
way: 

First : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next : Wait  1 0 days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. Hit’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


RobinuF  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  You’ll  find  ours 
on  the  preceding  page.  Doctor. 
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Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 

k J 


Each  Cough  Calmer’^'^  contains  the  same  active  ingredients 
as  a half-teaspoonful  ol  Robitussm-DM®:  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7,5  mg. 
A H.  Robins  Company,  Richmond,  Virginia  23220 


/I'H'I^OBINS 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin's  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN  JINE  TEST 

(Rosenthal) 

The  LEDERTI  NE^i^  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur,  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept,, 
Lederle  Laboratories,  Pearl  River,  New  York  10965,  406-8 
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when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


URIBED 


CZOINJAl- 


Clinically 
effective 
for  G.U.  Therapy'^ 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy’’  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602. 
1961;  (2)  Renner.  M.J..  et  al.:  Hosp.  Topics  39:71-73.  1961;  (3)  Haas. 

Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 

Clin.  Med.  7:499-502,  I960:  (5)  Strauss  B.:  Clin.  Med.  4:307-310, 1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  5.4  mg. 

Hyoscyamine  . . 0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 


CDNAL- 


MANUFACTURERS  OF  URICEUTICAL®  SPECIALTIES 


ANESTACOnTM  . CYSTOSPAZ®  • MANDACON™  . URISED* 
URISEDAMINE®  • UTRASUL®  Tablets  and  Suspension 


Printed  in  U.S.A. 


CHICAGO, 


ILLINOIS  606A0 


MAR.  196( 


Design  for  an  ear  anti-infective 


Designed  to  act  promptly 
against  bacterial 
pathogens  and  pain 

Otitis  media  (when  the  tympanic  mem- 
brane is  perforated)  and  otitis  externa  both 
respond  to  the  bactericidal  action  of 
Furacin®  (nitrofurazone)  in  Furacin-HC 
(nitrofurazone-hydrocortisone)  Otic.  Its 
broad  antibacterial  spectrum  includes 
most  of  the  organisms  encountered  in 
surface  infections  (but  only  certain  strains 
of  Pseudomonas).  The  hydrocortisone 
component  in  Furacin-HC  Otic  affords 
rapid  relief  of  Gainful  swelling. 

Designed  to  let  the  ear 
drain  freely 

The  water-soluble  base  of  Furacin-HC 
Otic  permits  free  drainage  and  provides 
a hygroscopic  vehicle. 

Designed  to  please  and 
protect  the  patient 

Topical  Furacin-HC  Otic  lets  you  reserve 
systemic  preparations  for  systemic  infec- 


tions. It  rarely  irritates  inflamed  epithelial 
surfaces,  and  cross  resistance  or  cross 
sensitization  with  antibiotics  does  not 
occur.  In  addition,  nonmacerating,  odor- 
less Furacin-HC  Otic  softens  wax  to 
facilitate  removal  of  cerumen. 

Also  available;  Furacin®  Otic  (nitrofurazone  with 
nifuroxime  and  diperodon  HCI).  The  wide  anti- 
bacterial range  of  Furacin  is  augmented  by  the 
antimycotic  activity  of  Micofur®  (nifuroxime). 
Diperodon  hydrochloride,  an  efficient  local 
anesthetic,  promptly  subdues  pain  and  itching. 
Indicated  in  bacterial  otitis  externa,  otomycosis 
or  bacterial  otitis  media  (when  the  eardrum  is 
perforated). 

Precautions:  Sensitization  to  nitrofurazone  may 
occur  with  prolonged  use  and  is  more  likely  to 
develop  in  eczematous  otitis  externa.  To  mini- 
mize such  reactions  (a)  limit  application  to  a 
week  or  less,  and  (b)  avoid  use  of  excessive 
amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in 


treafment  of  cholesfeafoma,  where  surgical  in- 
fervention  Is  necessary. 

Contraindications:  The  usual  contraindications 
for  preparations  containing  hydrocortisone  should 
be  observed,  such  as  tuberculous  lesions  of  skin 
or  ear,  acute  herpes  simplex,  vaccinia  and 
varicella,  superficial  fungus  and  yeast  infections. 
Formula;  Furacin®-HC  Otic  contains  0.2% 

Furacin,  brand  of  nitrofurazone,  and  1.0%  hydro- 
cortisone acetate  in  a water-soluble  hygroscopic 
base  of  glycerin  and  polyefhylene  glycol. 

Furacin®  Otic  contains  0.2%  Furacin,  brand  of 
nitrofurazone,  0.375%  Micofur®,  brand  of 
nifuroxime,  and  2%  diperodon  hydrochloride 
dissolved  in  water-soluble,  nondrying,  hygro- 
scopic polyethylene  glycol. 


4^”Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 
Division  of  The  Norwich  Pharmacol  Company 
NORWICH,  NEW  YORK  13815 

Furacin-HC  Otic 

nitrofurazone  / hydrocortisone 

Furacin^Otic 


nitrofurazone  with  nifuroxime 
and  diperodon  HCI 


'HOSPiTELITY' 


IHOS-Pi-TEL-ITY) 


Crows  on  you,  doesn't  it?  We  use  it  to  de- 
scribe  the  friendliness  and  good  patient  care 
you  are  familiar  with  at  our  facilities  all  over 
Texas.  And  now  we're  using  it  to  describe  our 
new  corporate  image,  and  to  introduce  a new 
facility  in  Waco,  the  Francis  Hospitel.  Our  new 
facility  combines  the  loving  attention  and 
comfort  of  a grand  hotel  with  the  closely 
supervised  medical  attention  of  a hospital 


at  a reasonable  day  rate.  Fully  staffed,  fully 
equipped,  fully  qualified  for  all  programs  with 
the  exception  of  emergency  care  and  surgery, 
the  Hospitel  is  a new  type  of  facility  we 
think  you  will  a[:)plaud.  And,  of  course,  "hos- 
pitelity"  is  still  available  for  your  patients 
at  Francis  Convalescent  Centers  throughout 
Texas,  where  you  will  find  the  finest  nursing 
care  available. 


fr^ncisT 

HOSPiTELS 

INCORPORATED 


FRANCIsf^ 

) CONVALESCENT 
CENTERS 


FHAiMCIS  HOSPITELS— WACO:  Francis  Hospitel.  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT 
CENTERS — AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Cen- 
ter, 1000  6th  Avenue,  Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph. 
85a-99Sl;  LONGVIEW:  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO;  San  Pedro  Manor,  616 
West  Russell,  Ph.  732-5181  FRANCIS  MANAGEMENT— PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center, 
3900  Highway  365,  Ph.  727-1651;  FORT  WORTH:  The  Glenview  Extended  Care  Facility,  7451  Glenview  Drive,  Ph. 
281-4101. 


Home  office:  2303  W.  North  Loop,  Austin,  pr*  454-2725.  C.  B.  Francis,  President. 
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but  her  other  symptoms: 
depressed  mood,  insomnia, 
anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIE""* 

(AMITRIPTYLINE  HCI I MSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI.  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI.  in  10-cc.  vials,  containing  per  cc.;  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

WHERE  today’s  THEORY  IS  TOMORROW’S  THERAPY 


It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K%  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K.  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis:  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400.000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric. for  Oral  Solution.  125  mg.  (200.000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). [042567»1 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


800198 

S&e^ 
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WE  HEAR  A LOT  about  new  challenges  facing 
medicine,  and  our  leaders  spend  much  of  their  time 
seeking  means  of  meeting  them.  We  can  expedite 
our  quest,  and  assure  command  of  the  changing  pat- 
terns, through  an  objective  understanding  of  the 
social  and  psychological  climate  facing  medicine  to- 
day, and  a positive  program  to  assume  leadership  in 
this  climate. 

Understanding  the  forces  and  trends  in  society 
that  confront  medicine  is  as  important  as  proper 
diagnosis. 

We  are  living  in  what  has  been  called  the  Age  of 
Rising  Aspirations,  but  can  more  accurately  be  called 
the  Age  of  Unreasonable  Expectations.  Marvelous 
changes  have  come  so  fast  that  many  people,  espe- 
cially those  who  didn’t  experience  the  trials  of  adult 
life  before  1946,  now  feel  “miracles”  can  be  had  just 
by  wanting  them  belligerently  enough.  This  has  de- 
stroyed the  patience  and  discipline  necessary  to 
achieve  any  real  accomplishment,  and  it  has  been 
abetted  by  public  officials  who — attuned  to  the  pub- 
lic’s psyche — promise  easy  attainment. 

Our  progress  has  heightened  the  great  American 
illusion  of  perfectibility ; many  people  now  want  in- 
stant transmutation  of  what  should  be  into  what 
7niist  be. 

Medicine,  particularly,  has  problems  created  by  its 
own  success.  Until  our  own  generation,  man  lived 
with  knowledge  that  death  could  strike  at  any  time. 
The  great  strides  in  holding  off  disease  and  over- 
coming maladies  have  made  everyone  urgently  want 
what  medicine  can  offer.  No  subject  is  more  capable 
of  arousing  emotions  than  life  and  health ; now  peo- 
ple demand,  by  coercion  if  necessary,  that  the  best 
medical  care  be  given  to  them.  Of  course,  this  is  un- 
reasonable because  it  takes  time  and  effort  to  catch 
up  with  such  surges  of  demand.  But  remember  that 
throughout  history  in  times  of  famine  when  no  one 
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could  increase  the  supply  of  bread,  people 
rioted  in  demanding  bread. 

Inevitably,  when  we  bring  about  progress 
we  create  change,  and  change  then  challenges 
our  successes  because  the  patterns  for  our 
success  no  longer  fit  the  bright  new  condi- 
tions we  have  created.  The  great  problems  of 
our  age  are  how  to  create,  live  with,  and  di- 
rect and  master  change  rather  than  have  it 
overwhelm  us  and  destroy  the  fundamentals 
that  made  our  success  possible. 

Better  education  has  also  created  prob- 
lems : Almost  everyone  has  “a  little  learn- 
ing,” which  Alexander  Pope  said  was  a dan- 
gerous thing.  Believing  in  their  competence 
to  judge  matters  that  are  beyond  their  ca- 
pacity, people  demand  control  over  things  in 
government  and  in  private  sectors  that  they 
do  not  really  understand.  In  medicine,  peo- 
ple now  know  just  enough  to  be  demanding 
and  critical,  and  to  expect  too  much. 

Because  of  these  changes  and  conditions, 
the  medical  profession  is  now  faced  with  de- 
fending itself  on  other  people’s  terms.  In  this 
situation,  we  must  stoically  assess  what  needs 
to  be  done  and,  with  the  well-known  dedica- 
tion of  medical  people,  do  these  things. 

This  is  where  public  relations  comes  in.  At 
its  best,  public  relations  is  a bridge  toward 
change.  It  is  a means  to  adjust  to  new  atti- 
tudes that  have  been  caused  by  change.  It  is 
a means  of  stimulating  attitudes  in  order  to 
create  change.  It  deals  with  the  problems  of 
communication  between  changing  groups 
that  are  rapidly  being  made  different  from 
each  other. 

Public  relations  gives  each  group  the  vital 
benefits  of  objectivity — of  being  able  to  see 
the  whole  of  our  society  together,  rather  than 
from  one  intensified  viewpoint.  It  provides 
judgment,  creativity,  and  skills  in  accommo- 
dating groups  to  each  other,  based  on  wide 
and  diverse  experience.  These  forces,  if  they 
perform,  are  vital  in  a world  that  seems  to 
tear  itself  apart,  to  set  one  group  against  an- 
other, and  to  destroy  understanding. 

Therefore,  our  analysis  and  program  re- 
commendations for  medicine  provide  the 
bridge  to  our  changing  climate.  The  policy 
and  plans  approved  by  the  AMA  House  of 
Delegates  in  San  Francisco  in  June  have  this 
basis : 


The  AMA  is  dedicated  to  fostering  opti- 
mum health  care  for  the  American  people, 
and  believes  this  can  best  be  provided  through 
the  system  of  incentives  and  freedom  for 
physicians. 

Now,  when  all  aspects  of  American  life 
are  under  pressure,  the  health  of  the  public 
depends  on  an  orderly  pattern  of  develop- 
ment in  our  health-care  system. 

Health  care  is  a major  aspect  of  the  na- 
tion’s overall  climate  of  urgency  in  turning 
expectations  of  excellence  into  possession  of 
the  finest — in  education,  safety,  health  care, 
government  services,  and  many  other  fields. 
Medicine  no  longer  functions  in  the  sober 
privacy  of  its  scientific  and  ministering  roles. 
Health  and  life  are  the  most  urgently  de- 
sired expectations,  and  they  therefore  arouse 
the  most  emotion-laden  concerns  and  scru- 
tiny. 

This  situation  calls  for  great  statesman- 
ship by  the  leadership  of  the  profession,  to 
avoid  its  being  swept  into  destructive  chan- 
nels by  the  tidal  wave  of  demand  for  its  ben- 
efits. Doctors,  trained  to  concentrate  on  facts 
and  avoid  the  distortion  of  emotion  and  illu- 
sion, often  find  it  difficult  to  realize  that  the 
emotional  climate  surrounding  health  and 
life  is  as  important  as  are  the  facts  in  deter- 
mining what  the  public  and  government  feel 
about  the  medical  profession.  Because  emo- 
tion is  a potent  part  of  the  makeup  of  peo- 
ple’s attitudes,  facts  alone  cannot  sway  them. 

Developing  equilibrium  between  the  com- 
plex realities  of  health  care  and  the  burgeon- 
ing expectations  of  the  public  and  govern- 
ment involves  these  considerations : 

1.  Health  care  today  is  a multifaceted  and 
intricately  interlocked  system.  The  ecology  of 
any  system  is  destroyed  when  undue  pressure 
or  demand  is  exerted  at  one  point.  Develop- 
ment of  the  system  requires  that  development 
of  all  its  segments  be  proportionate  rather 
than,  as  in  the  case  of  Medicare  and  Medic- 
aid, having  segments  of  demand  applied  with- 
out due  consideration  for  the  pace  of  availa- 
bility of  manpower  and  resources. 

2.  The  pressure  of  demand  is  a great  trib- 
ute to  medicine,  for  it  comes  from  the  peo- 
ple’s awakening  to  how  much  the  medical 
profession  can  do  for  them.  This  is  the  conse- 
quence of  the  profession’s  achievements,  and 
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meeting  it  is  a part  of  medicine’s  responsi- 
bility in  making  its  progress  truly  effective. 

3.  Medicine’s  startling  rate  of  progress 
must  continue,  and  its  future  progress  is  cer- 
tain to  create  more  change.  The  challenge  is 
to  master  and  direct  change  rather  than  to 
be  overrun  by  it,  or  to  have  others  take  up 
the  role  of  imposing  accommodations  on  the 
medical  system. 

4.  Informed  projections  indicate  that  the 
health  team  of  1975  may  include  20  auxiliary 
persons  for  each  physician.  It  is  estimated 
that  to  meet  reasonably  the  health  care  ex- 
pectations of  all  the  people  would  require 
600,000  practicing  physicians.  Thus  it  would 
require  more  than  12,500,000  health  care  per- 
sonnel, or  one  for  every  seven  employed  per- 
sons in  the  country.  This  is  patently  unreal- 
istic, and  it  is  unwise  and  dangei'ous  to  lead 
the  public  to  believe  that  such  expectations 
can  be  fulfilled.  It  is  also  dangerous  to  give 
way  to  pressures  for  optimum  service  for  se- 
lected groups  of  the  disadvantaged,  thereby 
hindering  proper  care  for  the  rest  of  the  pop- 
ulation. The  emphasis  must  be  on  the  most 
efficient  use  of  available  resources;  orderly 
and  balanced  increases  in  these  resources ; 
and  means  to  distribute  services  on  an  equit- 
able, selective,  priority  basis. 

5.  Pressures  on  behalf  of  any  single  aspect 
of  health  care  will  lead  to  distortions  and 
breakdowns  in  the  system.  This  is  true  of 
pressures  on  behalf  of  any  given  pattern,  in- 
cluding the  traditional  system.  It  is  necessaiy 
to  foster  balanced  development  of  health  care 
in  keeping  with  changes  created  by  medical 
progress,  needs  of  the  public,  make-up  of  the 
medical  manpower  pool  and  other  factors. 
Otherwise,  pressures  will  build  up  where  the 
votes  are  greatest  and  lead  to  severe  rup- 
tures in  the  practice  of  medicine. 

6.  In  a free  society  privileges  must  be 
matched  by  responsibilities.  The  medical  pro- 
fession enjoys  perhaps  the  greatest  privi- 
leges of  any  segment  of  our  society.  It  must 
assume  comparable  responsibilities.  Today,  a 
posture  interpreted  by  the  people  as  only  pro- 
tecting these  privileges  is  likely  to  create  an 
emotional  backlash  that  will  undermine  the 
entire  stature  and  acceptance  of  the  profes- 
sion. Discipline,  standards  of  ethics,  concern 
for  the  financial  well-being  of  the  patient  and 


the  nation  must  be  as  conspicuously  fostered 
as  the  interests  of  physicians  themselves. 

Based  on  these  circumstances,  the  follow- 
ing principles  now  guide  the  activities  of  the 
AMA  and  are  recommended  to  all  its  con- 
stituent societies : 

1.  Organized  medicine  should  concentrate 
on  action  to  master  the  forces  of  change.  Only 
the  minimum  attention  necessaiy  should  be 
devoted  to  reacting  to  what  others  say  and 
do,  and  thus  avoid  marching  to  their  tune, 
abdicating  leadership  of  medicine  to  outsid- 
ers, and  dissipating  medicine’s  energies  and 
resources. 

2.  The  AMA  and  all  medicine  should  em- 
phasize the  need  for  a balanced  approach  to 
all  developments  in  health  care.  It  is  vital  to 
discourage  working  on  any  one  part  of  the 
spectrum  without  being  sure  that  all  related 
areas  are  activated  at  an  accommodating 
pace. 

3.  The  AMA  should  develop  and  foster  pos- 
itive action  programs  addressed  to  meeting 
emerging  needs  as  they  appear.  It  should  de- 
velop and  promote  recommendations  on : 

a.  Allocation  of  manpower  and  resources 
to  meet  the  needs  of  the  majority  of  the 
public  while  gradually  adding  to  ability  to 
fill  unmet  needs. 

b.  Leadership  in  advancing  all  phases  of  a 
balanced  health  care  system:  (1)  Man- 
power, both  medical  and  supporting;  (2) 
Facilities;  (3)  Increased  efficiency  in  util- 
ization of  manpower  and  resources;  (4) 
Absorption  of  new  knowledge  and  tech- 
niques to  raise  standards  constantly  for 
all  members  of  the  profession ; (5)  Financ- 
ing of  health  care  on  a sound  basis  from 
all  sources  as  they  can  most  equitably  meet 
the  needs;  and  (6)  Responsibility  in  mod- 
erating costs  in  all  aspects  of  health  care. 

4.  The  AMA  and  affiliated  medical  socie- 
ties should  emphasize  the  self-disciplinaiy 
responsibilities  of  the  profession.  If  disci- 
pline of  medicine  is  not  to  be  preempted  by 
the  federal  government,  it  must  be  up  to  date 
and  conspicuous  by  the  medical  profession 
itself. 

5.  The  AMA  and  affiliated  medical  socie- 
ties should  examine  the  operational  ability 
of  the  profession  to  continue  to  afford  leader- 
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ship.  Attention  should  be  given  to  the  flexi- 
bility and  efficiency  of  the  profession’s  or- 
ganizational structure;  membership  for  all 
elements  of  the  profession ; and  attraction  of 
new  physicians. 

6.  The  AMA  and  members  of  the  profes- 
sion should  recognize  that  the  prominence 
and  complexity  of  health  care  in  the  United 
States  now  make  it  a subject  of  constant  and 
pervasive  interest.  Many  conditions  outside 
of  the  medical  profession  now  determine 
what  the  posture  and  communications  of  the 
profession  must  be,  rather  than  the  wishes 
and  the  timetables  of  medicine. 

Accordingly,  the  foundations  of  public  re- 
lations for  the  profession  must  be; 

Practical:  Each  circumstance  must  be 
viewed  in  terms  of  what  the  consequences  of 
any  action  or  position  will  be.  When  the  con- 
sequences of  an  action  or  statement  wiW  be 
constructive,  it  should  be  considered;  when 
it  cannot  contribute  to  AMA’s  objectives,  re- 
gardless of  its  other  merits,  it  should  be  by- 
passed. 

Positive:  AMA  should  be  the  leader  of  ac- 
tion and  thought  on  medicine;  it  should  not 
be  in  the  position  of  primarily  reacting  to  the 
actions  or  statements  of  others. 

Anticipatory : To  be  the  master  of  change 
rather  than  its  victim,  it  is  essential  to  look 
ahead  and  sense  what  challenges  may  arise. 
We  must  provide  for  instant  action  and  re- 
sponse whenever  it  is  vital.  Neither  medicine 
nor  communication  can  meet  20th  century 
situations  with  19th  century  systems.  Today, 
communication  requires  the  ability  to  func- 
tion immediately ; any  other  course  makes  the 
profession  extremely  vulnerable  to  the  initia- 
tives of  those  with  opposing  motives.  In  line 
with  broad  policies,  the  AMA  officers  and 
staff  must  be  able  to  make  judgments  and 
take  actions  promptly. 

On  the  Initiative:  AMA  should  devote  its 
principal  public  relations  energies  to  foster- 
ing balanced,  informed,  widespread  coverage 
of  medicine  and  health  care,  rather  than  to  a 
multiplicity  of  matters  initiated  by  others. 

Augmented  hy  Voices  of  Respected  Lay- 
men: Credibility  is  reduced  when  the  medi- 
cal profession  appears  to  be  isolated  in  its 
advocacy  of  its  standards  and  policies.  Infor- 
mation and  advocacy  from  respected  leaders 
in  other  fields,  based  on  their  knowledge  and 
acceptance  of  the  matters  involved,  will 


greatly  enhance  public  acceptance.  The  un- 
derstanding and  support  of  such  leaders  of 
opinion  should  be  sought  actively. 

Selective:  AMA’s  public  relations  efforts 
cannot  cover  everything  and  do  it  well.  Con- 
centration should  be  on  activating  AMA’s 
programs  and  priorities,  with  full  knowledge 
that  this  will  mean  passing  up  many  things 
that  appear  to  need  attention  but  are  not 
part  of  this  constructive  plan.  Members  of 
the  profession  must  be  made  aware  that  this 
selectivity  is  necessary. 

The  prominence  and  the  complexity  of 
medicine  in  the  United  States  today  result  in 
many  limitations  of  communication.  Medi- 
cine is  a constant  subject  of  news  and  com- 
ment, much  of  which  cannot  be  subject  to  a 
later  response.  Often  replies  cannot  be  car- 
ried by  the  broadcast  medium  or  publication, 
or  at  best  will  be  must  less  prominent  than 
the  original  coverage.  Quite  often  a responsi- 
ble statement  cannot  be  issued  until  the  facts 
have  been  obtained,  and  these  may  be  scat- 
tered about  the  country  or  involve  a local  sit- 
uation or  require  a great  deal  of  time. 

The  frequency  and  complexity  of  these 
matters  have  increasingly  diverted  the  ef- 
forts of  officers  and  staff  of  AMA  toward 
reacting  to  what  others  do  and  say.  This  de- 
creases the  ability  to  work  on  constructive, 
ongoing  activities  that  are  vital  to  our  future. 

The  AMA  staff  is  developing,  in  written 
form,  the  best  possible  anticipatory  state- 
ments regarding  all  foreseeable  circumstanc- 
es. By  having  such  matters  thought  out  and 
documented  before  a need  arises,  they  will  be 
able  to  reduce  the  instances  of  surprise,  de- 
crease the  time  required  for  response,  and 
assure  consistency  in  medicine’s  statements. 

AMA  will  concentrate  on  building  a posi- 
tive posture  by  getting  understanding  for 
medicine’s  functions  and  its  positions  on  var- 
ious considerations,  and  by  educating  the 
press,  broadcasters,  and  opinion  leaders.  This 
will  help  forestall  much  misguided  criticism 
and  build  a favorable  climate  that  will  inocu- 
late against  susceptibility  to  unfair  criticism. 

The  new  climate  presents  new  challenges. 
I believe  important  steps  have  been  taken 
toward  meeting  them.  With  your  help,  we 
can  have  confidence  that  medicine  will,  in- 
deed, be  master  of  the  changing  climate  in 
years  ahead. 

— Philip  Lesly,  Chicago. 
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Medical  Identification  Card 
Aids  Proper  Emergency  Care 

ONE  OF  THE  GREATEST  challenps  fac- 
ing medicine  today  is  the  need  to  improve 
the  quality  of  emergency  medical  care.  Some 
40  million  people  in  this  country  have  pre- 
existing health  problems  which  could  cause 
an  emergency,  or  demand  special  care  in  an 
emergency.  F or  them  the  routine  use  of  emer- 
gency medical  identification  is  a program 
which  can  be  effected  immediately  by  physi- 
cians, and  will  insure  the  quality  of  their 
medical  care  in  emergency  situations. 

Physicians  have  long  recognized  that  these 
health  problems  occurred.  However,  in  the 
past  the  diagnoses  were  known  to  the  pa- 
tient’s family  physician,  who  adjusted  his 
emergency  care  accordingly.  Today,  this  is 
not  necessarily  the  case ; there  are  more  than 
200  special  health  problems  which  could  alter 
or  affect  emergency  care,  and  less  and  less 
emergency  medical  care  is  being  rendered  by 
family  physicians.  Because  of  changing 
trends  in  medical  practice,  transient  popula- 
tion, increased  travel,  and  greater  public  ac- 
ceptance of  the  hospital  as  the  place  to  seek 
emergency  medical  services,  more  and  more 
emergency  care  is  being  provided  by  physi- 
cians who  are  unfamiliar  with  the  patient 
and  his  health  problems.  Thus,  it  is  essential 
that  physicians  recognize  their  obligation  to 
their  patients  to  provide,  as  part  of  treat- 
ment when  medically  indicated,  emergency 
medical  identification  to  safeguard  their  fu- 
ture care  in  emergency  situations. 

There  are  several  ways  to  provide  emer- 
gency medical  identification,  including  dur- 
able necklaces  and  bracelets  bearing  the  uni- 
versal emergency  medical  identification  sym- 
bol and  the  diagnosis.  However,  the  most  ac- 
cepted method  is  the  wallet-size  personal 
emergency  medical  identification  card  (bear- 
ing the  universal  alerting  symbol)  which  has 
been  developed  by  the  AMA.  Recently  avail- 
able is  a small  decal  suitable  for  placing  on 
the  patient’s  identification  card  as  an  alert 
that  his  wallet  contains  the  AMA  card  and 
that  it  should  be  looked  for. 

Each  physician,  as  part  of  treatment,  has 
the  obligation  to  explain  the  emergency  medi- 
cal identification  program  to  his  patients. 


when  medically  indicated,  and  to  provide  him 
with  a personal  identification  card.  AMA 
identification  cards  can  be  obtained  from  the 
AMA  Order  Department,  535  N.  Dearborn 
St.,  Chicago  60610,  at  $8  per  100.  Further, 
the  physician  should  encourage  his  patients 
to  obtain  one  of  the  adjunct  alerting  devices, 
such  as  a bracelet,  necklace,  or  decal,  for 
added  protection.  Full  cooperation  of  all  phy- 
sicians in  the  emergency  medical  identifica- 
tion program  can  do  much  to  eliminate 
missed  diagnoses  and  to  facilitate  proper 
emergency  treatment  for  the  20  percent  of 
our  population  whose  individual  health  prob- 
lems would  require  special  attention  in  time 
of  emergency. 

— T.  L.  Shinnick,  M.D.,  Dallas. 

Cooperative  Study  of  Drugs 
And  Coronary  Heart  Disease 

THROUGH  THE  YEARS  a high  statistical 
correlation  has  developed  between  hypercho- 
lesterolemia, hypertriglyceridemia,  and  cor- 
onary atherosclerosis.  Considerable  patho- 
logic, epidemiologic,  experimental,  and  clini- 
cal evidence  has  accumulated  to  indicate  this 
relationship. 

Many  lipid-lowering  drugs  have  been  in- 
vestigated in  the  past  decade.  In  1961  plan- 
ning was  begun  for  a nationwide  cooperative 
study  designed  to  explore  the  effect  of  lipid- 
lowering drugs  in  preventing  myocardial  in- 
farction. This  cooperative  study  of  drugs  and 
coronary  heart  disease  is  also  known  as  the 
Coronary  Drug  Project  (GDP).  Early  in 
1966  the  first  five  selected  centers  began  en- 
rolling patients ; the  number  of  participating 
institutions  had  increased  to  55  centers  by 
mid-1967.  Each  center  is  enrolling  150  pa- 
tients to  accrue  more  than  8,500  patients. 

The  four  drugs,  selected  because  of  dem- 
onstrated ability  to  reduce  serum  lipid  levels, 
are  conjugated  equine  estrogens  (Premarin), 
nicotinic  acid,  dextrothyroxine  (Choloxin), 
and  clofibrate  (CPIB,  Atromid  S).  Two  dos- 
age levels  of  estrogen  and  a placebo  group 
are  included  in  the  protocol.  Each  patient 
will  receive  one  drug  on  a double-blind  basis 
throughout  five  years  of  study. 
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All  of  the  drugs  being  evaluated  by  the 
Coronary  Drug  Project  have  been  reviewed 
by  the  Food  and  Drug  Administration  and  all 
have  been  released  by  the  FDA  for  use  by 
practicing  physicians.  In  addition,  the  indi- 
cations under  which  these  drugs  are  being 
used  in  the  Coronary  Drug  Project  have  been 
cleared  by  the  FDA.  All  drugs  are  stored  and 
distributed  through  a central  facility  located 
at  the  Public  Health  Service  Supply  Center, 
Perry  Point,  Maryland. 

Study  patients  will  consist  of  men,  age  30 
through  64,  having  had  at  least  one  previous 
myocardial  infarction.  Patients  excluded  are 
those  with  severe  hepatic  or  renal  disease, 
severe  pulmonary  insufficiency  or  diabetes 
requiring  insulin.  Malignant  diseases  or  oth- 
er diseases  making  survival  for  five  years 
unlikely  are  also  excluded.  Other  exclusions 
and  forbidden  drugs  are  relatively  infre- 
quent but  of  obvious  importance : myxedema, 
nephrosis,  active  peptic  ulcer,  previous  sur- 
gery for  coronary  artery  disease,  severe  car- 
diac disease  (class  3 or  4)  regardless  of 
cause,  alcoholism,  severe  psychoneurosis  or 
other  mental  aberration  rendering  the  pa- 
tient unreliable  or  unduly  concerned,  lipid- 
reducing  drugs,  and  androgens. 

Patients  seeking  admission  to  the  Coronary 
Drug  Project  should  be  referred  by  their 
personal  physician  or  should  obtain  his  con- 
sent. They  remain  under  the  care  of  their 
personal  physician  for  the  duration  of  the 
study.  They  will  be  examined  at  intervals  by 
members  of  the  study  team  at  the  partici- 
pating center,  including  annual  complete  ex- 
amination, chest  x-ray  and  electrocardio- 
gram. Blood  will  be  drawn  every  four  months 
and  submitted  to  a central  laboratory  for 
lipid  determination  as  well  as  tests  to  ex- 
clude the  drug  toxicity  and  to  assure  adher- 
ence. More  frequent  visits  may  be  scheduled 
at  the  discretion  of  the  individual  center  if 
required  for  adequate  supervision.  Uniform 
observations  are  recorded  and  forwarded  for 
review  to  a coordinating  center  at  the  Uni- 
versity of  Maryland  School  of  Medicine  in 
Baltimore.  Close  cooperation  with  the  pa- 
tient’s own  physician  is  essential,  not  only  to 
provide  background  information  regarding 


suitability  for  the  study  but  also  to  provide 
information  regarding  illness,  particularly 
recurrent  myocardial  infarction  or  stroke.  If 
death  occurs,  necropsy  should  be  performed. 
All  of  these  services  are  provided  without  ex- 
pense to  patients. 

The  aim  of  the  CDP  is  to  determine  wheth- 
er any  of  the  drugs  can  reduce  the  mortality 
of  recurrent  myocardial  infarction  by  25% 
or  more,  and  to  attempt  to  decrease  the  inci- 
dence of  complications.  If  one  or  more  drugs 
should  be  successful,  the  implications  are  ob- 
vious. If  none  should  prove  beneficial,  this 
finding  will  save  money  and  effort  by  avoid- 
ing ill-advised  medication.  In  any  event,  val- 
uable experience  is  being  derived  from  large 
cooperative  studies  of  this  type. 

Funds  for  the  study  ( estimated  at  $26  mil- 
lion) are  being  provided  by  the  National  In- 
stitutes of  Health,  awarded  under  the  usual 
review  mechanism  for  research  grants.  The 
organization  and  logistics  are  impressive,  and 
the  progress  made  to  date  speaks  well  for  the 
detailed  planning  of  the  past  five  years.  A 
policy  committee  and  a steering  committee, 
both  composed  of  distinguished  investigators 
in  the  lipid-atherosclerosis  field,  have  been 
responsible  for  the  planning  and  coordina- 
tion. Data  regarding  patients,  assignment  of 
patients  to  the  various  drug  programs,  and 
reports  of  results  are  the  responsibility  of  a 
computerized  Coordinating  Center  in  Balti- 
more. The  Central  Laboratory  (U.S.  Public 
Health  Service,  Communicable  Disease  Cen- 
ter, Atlanta)  has  provided  instructions  and 
has  already  begun  its  important  role.  The 
National  Heart  Institute  has  staff  members 
for  liaison,  study  sections  to  evaluate  appli- 
cations, and  statistical  consultation  during 
development  of  the  protocol.  The  research 
has  been  endorsed  by  the  American  College 
of  Cardiology  and  the  American  Heart  Asso- 
ciation. 

The  Santa  Rosa  Medical  Center  in  San  An- 
tonio has  been  granted  funds  for  these 
studies.  Counties  included  in  the  prospective 
enrollment  area  are  Bexar,  Wilson,  Guada- 
lupe, Comal,  Atascosa,  Medina,  Gonzales, 
Karnes,  and  south  to  San  Patricio.  Physi- 
cians practicing  reasonably  close  to  this 


32 


TEXAS  MEDICINE 


study  center  are  encouraged  to  obtain  further 
information  regarding  referral,  and  to  assist 
the  center  in  achieving  enrollment  of  its 
share  of  patients.  Through  active  coopera- 
tion of  well  informed  referring  physicians 
working  with  the  study  teams,  this  project 
should  become  a nationwide  cooperative 
study  in  the  finest  sense  of  the  words. 

— Elmer  E.  Cooper,  M.D., 
Project  Director,  San  Antonio. 

Doctor-Patient  Relationship 
Has  No  Room  for  Middleman 

AS  A RESULT  OF  COMPLICATED  socio- 
economic forces  evolving  during  the  past  35 
years,  the  medical  profession  has  unwittingly 
allowed  a third  party  economic  interest,  the 
insurance  industry,  to  become  interposed  in 
the  doctor-patient  relationship.  Although  it 
conflicts  with  our  Code  of  Ethics,  until  re- 
cently this  interposition  was  not  considered 
detrimental  to  the  doctor-patient  relationship 
and  to  quality  medical  care.  Reconsideration, 
especially  in  view  of  recent  legislation  and 
the  great  increase  in  insurance  coverage  and 
hospitalization  for  medical  care,  made  us 
aware  that  this  interposition  can  be  a foun- 
dation for  further  interference  with  the  doc- 
tor-patient relationship.  If  unchecked,  it 
eventually  will  lead  to  deterioration  in  the 
quality  of  medical  care. 

The  Individual  Responsibility  Program 
(IRP)  proposes  to  preserve  quality  medical 
care  by  returning  to  the  original  doctor-pa- 
tient relationship  which  is  uninfluenced  by 
third  parties.  IRP  does  not  propose  to  become 
an  antagonist  of  the  insurance  industiy 
which,  in  fact,  is  a necessary  part  of  our  so- 
ciety. Insurance  is  a business  and,  as  such,  it 
quite  properly  must  exercise  certain  econom- 
ic restraints  to  assure  efficient  and  profit- 
able operation.  The  primary  concern  of  IRP 
is  to  keep  these  cost-cutting  procedures  from 
being  transmitted  as  restraints  which  would 


ultimately  affect  the  quality  of  medical  prac- 
tice. 

IRP  proposes  that  the  dispensation  of  med- 
ical care,  that  is,  the  doctor-patient  relation- 
ship, be  divorced  both  from  the  patient-in- 
surance company  relationship  and  the  doctor- 
insurance  company  relationship.  This  can  be 
accomplished  essentially  by  two  steps: 

Ecoyiomic  Separation  (Nonacceptance  of 
Assignments) : The  following  quotation  is 
from  Clayton  L.  Scroggins  Associates,  Pro- 
fessional Business  Management,  Cincinnati, 
Ohio:  “Assignments  of  insurance  benefits 
tends  to  relieve  the  patient  of  his  responsibil- 
ity to  pay  the  physician  in  excess  over  in- 
demnity because  the  physician  has  taken 
from  the  patient  the  right  to  receive  directly 
the  benefits  for  which  the  patient  has  paid. 
Because  the  patient  does  not  understand  the 
term  “Indemnity”  he  believes  the  physician 
should  not  charge  more  than  the  amount  of 
the  stated  insurance  benefit.  If  the  principle 
is  established  with  the  patient  that  the  charge 
for  the  physician’s  service  is  a private  charge 
which  naturally  is  not  dictated  by  the  insur- 
ance company  (or  whoever  is  the  carrier  for 
Medicare)  then  the  obligation  and  method  of 
payments  rests  with  the  patient.  Whether  or 
not  he  has  any  insurance  coverage  to  help 
him  make  the  payment  is  a personal  matter.” 

Because  physicians  have  accepted  direct 
payment  from  the  insurance  carriers  for 
many  years,  carriers  have  concluded  that 
since  they  are  footing  the  bill  they  should  dic- 
tate the  prices,  whether  by  fee  schedules  or 
other  means. 

It  is  imperative  that  the  physician  bill  his 
patient  directly  in  order  to  avoid  being  influ- 
enced by  fee  schedules,  relative  value  scales, 
or  “capitation”  plans  established  by  third 
parties.  If  the  patient  has  insurance  which 
will  reimburse  him  for  his  medical  expenses, 
then  this  is  a personal  matter;  it  should  in- 
fluence neither  the  physician’s  charges  nor 
the  procedure  he  ordinarily  uses  to  collect  his 
debts. 

Separate  Reporting:  Until  now,  physicians 
have  voluntarily  completed  insurance  forms 
for  the  benefit  of  the  patient  and  insurance 
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companies.  This  was  a mutual  and  equitable 
exchange  for  the  convenience  of  routine  as- 
signments. There  have  been  many  standard 
forms  offered  over  the  years,  but  none  has 
been  entirely  satisfactory  because  the  basic 
principle  which  should  determine  the  items 
thereon  has  never  been  delineated.  Rather, 
a single  form  which  would  furnish  all  infor- 
mation for  all  claims  has  been  the  goal.  IRP 
proposes  a simple  form  based  on  the  prin- 
ciple that  a physician  is  obligated  by  his  doc- 
tor-patient contract  to  furnish  to  his  patient 
all  of  the  medical  technical  information  and 
any  information  which  the  carrier  reason- 
ably needs  but  which  the  patient  cannot  fur- 
nish by  the  exercise  of  ordinary  intelligence. 
The  carrier  should  furnish  to  the  patient  a 
form  on  which  he  can,  by  the  use  of  ordinary 
intelligence,  submit  other  information  which 
the  comjiany  requires. 

IRP  does  not  submit  that  the  physician’s 
standard  form  is  adequate  for  all  claims,  but 
that  it  is  adequate  for  settlement  of  98%  of 
all  claims.  Where  it  is  not  adequate,  the  car- 
rier can,  with  proper  release,  request  addi- 
tional technical  information  from  the  doctor 
by  the  use  of  specific,  short-answer  questions 
and  be  satisfied  without  charge.  This  should 
eliminate  the  necessity  for  detailed  reports 
and  summaries  in  many  instances. 

To  restate,  IRP  feels  that  the  doctor  is 
morally  and  contractually  responsible  for  fur- 
nishing to  the  patient  all  medical  technical 
information  (and  information  which  a pa- 
tient is  not  expected  to  know  by  the  use  of 
ordinary  intelligence)  that  the  carrier  rea- 
sonably needs  to  settle  a claim,  and  that  the 
cost  of  supplying  such  information  is  satis- 
fied as  a paid  of  the  doctor’s  charges  for 
medical  care  rendered.  The  use  of  IRP  will 
help  to  prevent  the  socialization  of  medicine 
because  it  closes  to  third  parties  all  portals 
of  entry  into  the  doctor-patient  relationship. 

— Ben  B.  White,  M.D.,  Houston. 


QUESTIONS 

fj/' 

AND 

ANSWERS 

What  About  Life  Insurance  Forms? 


Q What  is  the  physician’s  responsibility  in 
providing  information  to  insurance  companies 
about  a patient  who  has  applied  for  life  in- 
surance? What  is  a reasonable  fee  for  provid- 
ing the  information? 


Most  insurance  companies  require  at  least 
a brief  statement  from  a physician  regarding 
the  health  of  a person  who  applies  for  life  in- 
surance. The  members  of  the  Hospitals-lnsur- 
ance-Physicians  Joint  Advisory  Committee  be- 
lieve that  such  reports  are  more  a service  to 
the  patient  than  to  the  insurance  company,  and 
should  be  considered  as  part  of  the  physician's 
responsibility  to  help  the  patient  obtain  insur- 
ance coverage  to  which  he  is  entitled. 

The  Committee  does  not  set  fees.  Its  mem- 
bers do  believe,  however,  that  the  physician’s 
usual  office  call  fee,  or  about  $3  to  $5,  is  a 
fair  charge  for  completing  a brief  form  or  state- 
ment. On  the  other  hand,  if  the  physician  must 
review  a patient’s  record  in  detail  and  provide 
a lengthy  narrative  report,  the  amount  of  time 
involved  might  justify  a charge  of  $15  to  $25. 

CHARLES  D.  BUSSEY,  M.D.,  Dallas. 
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A Physician’s  Christmas  Message 


Tremendous  pressures  are  being- 
exerted  upon  today’s  physician. 
Scientific  advances  are  occurring  so 
rapidly  and  are  of  such  magnitude 
that  keeping  informed  and  using 
current  information  to  its  maximum 
are  insuperably  difficult.  Our 
nation  and  the  world  are  in  the 
throes  of  great  socioeconomic 
change.  Such  matters  as  new 
philosophies  of  conduct,  concepts  of 
responsibilities,  convictions  on  fiscal 
matters,  and  changing  moral 
values  challenge  him. 

Critics  imply  that  today’s  physi- 
cian has  become  selfish,  that  he  is 
economically  motivated,  and  that 
his  image  has  become  tarnished. 

To  regain  his  position  as  a dedicated, 
respected  public  servant  and  civic 
leader,  each  physician  would  do  well 
to  study  and  emulate  the  noble 
characteristics  of  the  Great 
Physician,  Christ. 

A physician  must  have  real 
concern,  love,  and  compassion  for 
his  patients.  He  must  demonstrate 
sincere  interest  in  his  patient’s 
welfare  and  take  time  to  listen 
sincerely  to  their  complaints.  Because 
today’s  physician  has  so  many 
demands  upon  his  time,  patience 
is  an  invaluable  virtue. 

A physician  must  have  the 
intelligence  to  fully  understand  the 
complexities  of  his  patients’  lives, 
to  prevent  as  much  illness  as 
possible,  to  promptly  and  correctly 
diagnose  diseases  as  they  develop, 
and  to  initiate  optimum  therapy 
without  delay. 

While  a physician  should  receive 
reasonable  compensation  for  his 
valuable  services,  financial  gain 


should  not  be  his  major  goal 

and  excessive  fees  should  be  avoided. 

A physician  must  accept  his 
responsibilities  and  opportunities 
to  serve  his  country,  his  state, 
and  his  community  in  civic,  social, 
educational,  and  religious  organiza- 
tions. He  must  become  active  and 
effective  politically. 

During  the  Christmas  season, 
and  throughout  the  coming  year, 
may  each  of  us  as  physicians 
demonstrate  a real  fraternal  regard 
for  his  fellow  physicians,  a 
genuine  concern  and  compassion 
for  his  patients,  and  an  unswerving 
faith  in  his  religious  convictions. 


G.  V.  Brindley,  Jr.,  M.D., 

President,  Texas  Medical  Association. 
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CORONARY 
CARE  UNIT 
IN  A COMMUNITY 
HOSPITAL 


THE  VALUE  OF  INTENSIVE  CARE  for  the  pa- 
tient who  has  had  an  acute  myocardial  infarc- 
tion is  well  established,  having  been  shown  to 
be  effective  in  reducing  mortality  in  patients 
hospitalized  with  this  disease. As  a result, 
intensive  coronary  care  units  have  been  estab- 
lished in  many  large  institutions  and  small 
community  hospitals  throughout  the  United 
States,  and  their  continuing  increase  in  num- 
ber suggests  that  in  the  future,  the  availability 
of  these  facilities  will  be  expected  in  most 
general  hospitals  serving  a population  area  of 
any  considerable  size. 

The  establishment  of  such  a unit  requires 
more  than  just  the  financial  investment  which 
can  be  quite  large.  There  must  also  be  avail- 
able interested  and  trained  physicians  and 
nursing  personnel.  In  the  community  hospital, 
lacking  full-time  staff  as  well  as  house  staff, 
the  problem  of  adequate  physician  availability 
and  participation  is  even  greater.  However,  a 
coronary  care  unit  can  be  valuable  and  effec- 
tive under  even  these  conditions  provided  that 
private  physicians  are  interested  and  properly 
trained.  This  article  describes  the  establish- 
ment and  operation  of  such  a unit  and  presents 
the  results  of  a single  year’s  experience. 

The  Valley  Baptist  Hospital  in  Harlingen, 
Texas,  is  a 153-bed  general  hospital  serving 
the  city  and  surrounding  communities  in  the 
Rio  Grande  Valley,  drawing  from  a population 
area  of  more  than  120,000.  The  population  is 
annually  increased  by  the  influx  of  8,000  to 
10,000  visitors  in  the  months  of  October 
through  April;  most  of  them  are  retirees,  over 
age  60,  and  they  add  considerably  to  the  popu- 
lation’s coronary-prone  age  group. 

The  Coronary  Care  Unit  was  established  as 
a temporary  unit,  utilizing  a sun  porch  (22  ft. 
by  36  ft.)  on  the  first  floor  level,  relatively 
near  the  emergency  room  and  x-ray  depart- 
ment. The  area  is  separated  into  four  9 ft.  by 


11  ft.  cubicles.  Grounded  electrical  outlets  and 
appropriate  cabinetry  and  lighting  were  in- 
stalled. Partitions  are  open  at  top  and  bottom 
to  allow  proper  functioning  of  the  existing  air- 
conditioning  system  and  all  units  are  open  to 
and  visible  from  the  central  nursing  station. 
The  partitioning  allows  visual  isolation  but  does 
not  provide  acoustical  isolation  between  adja- 
cent units.  The  disadvantages  of  this  arrange- 
ment were  expected,  but  provisions  for  more 
complete  isolation  were  not  made  because  of 
the  temporary  nature  of  the  unit.  Each  unit 
has  a bed  with  a low  headboard,  oxygen  outlet, 
a wall-mounted  sphygmomanometer,  and  a 
bedside  monitor.  The  bedside  monitor  includes 
an  oscilloscope  for  visual  display  of  either 
electrocardiogram  (ECG)  or  ear  lobe  pulse 
wave  and  a rate  alarm  with  adjustable  high 
and  low  limits  for  monitoring  either  the  pulse 
wave  or  the  ECG.  Each  monitor  is  connected  to 
the  central  monitor  at  the  nursing  station  where 
a four-channel  oscilloscope  displays  the  same 
pattern  as  the  bedside  monitor.  Connected  to 
the  central  station  is  an  automatic  ECG  ma- 
chine which  is  activated  by  the  rate  alarm  sys- 
tem and  can  be  manually  activated  for  rhythm 
strip  records  when  needed. 

The  unit  is  provided  with  an  automatic  oxy- 
gen-driven external  massage  device,  a DC  de- 
fibrillator with  synchronizer  mounted  on  a cart 
and  a separate  portable  AC  and  battery  pow- 
ered pacemaker  unit.  In  addition,  a defibrillator- 
monitor-pacemaker  unit  on  an  emergency  cart 
is  kept  in  the  hospital  emergency  room,  and 
can  be  used  in  the  Coronary  Care  Unit  when  it 
is  necessary.  Intubation  equipment,  transven- 
ous pacing  electrodes,  cut-down  and  tracheos- 
tomy trays,  and  all  other  essential  equipment, 
medications,  intravenous  fluids,  and  supplies 
are  kept  in  cabinets  or  on  open  shelves  in  the 
unit  for  easy  access.  An  IPPB  machine  is  kept 
in  the  unit  and  squeeze  bags  are  provided  for 
assisting  ventilation  when  needed. 
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CLINICAL  MEDICINE:  The  establishment  and 
operation  of  a Coronary  Care  Unit  in  a 
Rio  Grande  Valley  hospital,  and  the  results 
during  its  first  year  are  described. 

Success  of  such  a unit  depends  on  the 
interest  and  support  of  the  physicians  who 
are  practicing  in  the  community  and  the 
hospital's  nursing  and  administrative  personnel. 


A group  of  Coronary  Care  Unit  nurse  spe- 
cialists, both  RNs  and  LVNs,  staff  the  unit, 
and  they  receive  extra  pay  because  of  the 
extra  initial  training  and  the  continuing  train- 
ing that  is  required.  These  nurses  are  selected 
because  of  their  motivation,  and  have  developed 
into  skilled  workers  who  can  manage  emer- 
gency situations  competently  and  are  adept  at 
interpreting  ECGs,  recognizing  arrhythmias, 
allaying  patient  anxiety,  recognizing  other  com- 
plications of  acute  infarction  and  performing 
the  other  duties  required  in  the  unit.  Following 
the  program  recommended  by  Meltzer  and 
others,^  and  utilizing  the  manual  from  the 
Presbyterian  Hospital  in  Philadelphia,  a pre- 
liminary training  course  covering  the  anatomy 
and  physiology  of  the  circulatory  system,  coro- 
nary heart  disease,  acute  myocardial  infarction, 
cardiovascular  drugs,  cardiopulmonary  resusci- 
tation, cardiac  arrhythmias,  the  principles  of 
electrocardiography,  and  other  didactic  and 
practical  matters  was  designed  for  these  nurses, 
with  much  practical  training  necessarily  being 
acquired  after  beginning  work  in  the  Coronary 
Care  Unit.  Continuing  education  and  periodic 
testing  has  been  maintained  by  repetitions  of 
the  lecture  and  demonstration  course  and  by 
weekly  meetings  of  the  Coronary  Care  Unit 
team  to  review  current  patients  and  ECCs  and 
to  discuss  in  greater  depth  and  detail  various 
aspects  of  heart  disease,  electrocardiography, 
and  cardiovascular  drugs.  A modest  amount 
of  training  was  made  available  to  the  physician 
staff  by  means  of  films  on  cardiopulmonary 
resuscitation,  a hospital  staff  meeting  describ- 
ing the  Coronary  Care  Unit  and  the  treatment 
of  arrhythmias,  and  by  demonstrations  of  the 
use  of  the  monitoring  and  resuscitative  equip- 
ment used  in  the  unit. 

Policies  were  established  providing  that  any 
patient  with  suspected  myocardial  infarction  or 
any  serious  arrhythmia  could  be  admitted  to 
the  unit  providing  a bed  was  available.  There 
is  no  age  limit  and  physicians  are  encouraged 


to  admit  any  patient  in  whom  the  differential 
diagnosis  includes  acute  myocardial  infarction. 
Patients  in  whom  the  diagnosis  of  infarction  is 
established  are  encouraged  to  stay  a minimum 
of  five  days  with  continual  monitoring.  They 
are  then  transferred  to  the  medical  floor  of 
the  hospital  for  convalescence.  A patient  with- 
out infarction  is  removed  from  the  unit  as  soon 
as  feasible  after  that  fact  is  established.  Trans- 
fer of  patients  from  the  Emergency  Room  to 
the  Coronary  Care  Unit  as  expeditiously  as 
possible  is  encouraged,  and  direct  admission 
to  the  Coronary  Care  Unit,  by-passing  the  emer- 
gency room,  is  done  frequently  since  this  is 
undoubtedly  the  most  critical  period  following 
acute  infarction  and  the  earliest  in  which  some- 
thing can  be  done  to  avert  sudden  death.  Upon 
admission  to  the  unit,  the  patient  is  reassured 
and  informed  of  the  purpose  of  the  unit  while 
monitoring  equipment  is  being  connected.  We 
currently  use  disposable  electrodes  because 
they  produce  less  skin  irritations.  An  intraven- 
ous infusion  of  5%  dextrose  in  water  is  started 
immediately  with  an  indwelling  venous  catheter. 
The  attending  physician  writes  orders  as  needed 
covering  sedation,  analgesics,  other  drugs,  di- 
agnostic tests,  diet,  and  activity.  Routine  nurs- 
ing care  includes  recording  blood  pressure  and 
pulse  rate,  and  recording  a rhythm  strip  which 
is  mounted  in  the  progress  notes  every  eight 
hours  or  whenever  an  arrhythmia  is  noted.  All 
intravenous  catheters  are  changed  after  three 
days.  A printed  sheet  of  standard  orders,  in- 
cluded in  the  chart,  covers  recording  of  vital 
signs,  continuous  monitoring,  intravenous  in- 
fusion, recording  of  rhythm  strips,  and  other 
routines.  It  also  instructs  the  nursing  person- 
nel to  administer  resuscitative  procedures  in- 
cluding electrical  countershock  in  the  event  of 
cardiac  arrest.  Therefore,  the  nurses  are  given 
specific  instructions  and  authority  to  carry  out 
certain  emergency  therapeutic  procedures,  but 
treatment  for  the  less  urgent  arrhythmias  or 
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Total  admissions  to  CCU 

208 

Total  patient  days  in  CCU 

742 

Average  stay  in  CCU  (days) 

3.5 

Average  occupancy  rate 

50% 

Table  1.  Utilization  of  CCU  during  the  year. 


Definite  myocardial  infarction 

70 

Possible  myocardial  infarction 

10 

No  acute  infarction 

128 

Significant  arrhythmias 

or  heart  disease 

88 

No  significant  arrhythmias 

or  evidence  of  heart  disease 

40 

Table  2.  Incidence  of  disorders  treated  in  the  CCU. 


Sex 

No. 

% 

Average 

Age 

M 

49 

67 

63 

F 

21 

33 

68 

Total 

70 

64 

Table  3.  Age  and  se.x  distribution  of  the  70  patients  with 
definite  myocardial  infarction. 


Group 

Patients 

Deaths 

Definite  myocardial  infarction 

70 

23 

Possible  myocardial  infarction 

10 

1 

No  acute  infarction 

128 

10 

Table  4.  Mortality  rate. 


other  complications  is  prescribed  by  the  pa- 
tient’s attending  physician. 

We  have  followed  generally  accepted  pro- 
cedures in  handling  the  complications  of  in- 
farction. Initially,  Pronestyl  was  given  intraven- 
ously for  the  suppression  of  premature  ventric- 
ular contractions  and  in  the  drug  treatment  of 
ventricular  tachycardia  and  ventricular  fibrilla- 
tion. Following  the  recommendations  of  Lown 
and  associates, 2 we  currently  use  lidocaine  in 
an  initial  bolus  of  30-50  mg.  followed  by  an 
infusion  of  .1%  lidocaine  by  intravenous  drip 
at  a rate  of  10-20  drops  per  minute  for  the 
suppression  of  premature  ventricular  contrac- 
tions and  in  the  drug  treatment  of  ventricular 
tachycardia.  For  ventricular  fibrillation,  we  use 
lidocaine  in  a similar  manner  in  conjunction 
with  intravenous  epinephrine  to  attempt  to 
maintain  sinus  rhythm  after  conversion  by  elec- 
trical countershock. 

Sinus  bradycardia  is  generally  treated  with 
atropine  or,  if  necessary,  isoproterenol.  First- 
degree  heart  block  without  bradycardia  is  man- 
aged expectantly.  Second-degree  block  is  con- 
sidered an  indication  for  transvenous  pace- 
maker insertion,  and  third-degree  block  is 
treated  by  internal  pacing  via  the  transvenous 
electrode,  generally  at  a rate  of  70  to  80  per 
minute  or  as  dictated  by  the  patient’s  clinical 
condition.  Atrial  arrhythmias  with  rapid  ven- 
tricular response  generally  are  treated  with 
digitalis  unless  this  drug  is  the  cause  of  the 
arrhythmia.  Elective  cardioversion  of  atrial  fi- 
brillation or  flutter  is  done  when  indicated.  We 
prefer  the  use  of  lanatoside-C  (Cedilanid)  for 
rapid  intravenous  digitalization  in  emergency 
situations,  digoxin  (Lanoxin)  intramuscularly 
for  rapid  digitalization  in  less  emergent  situa- 
tions and  digoxin,  digitoxin,  or  digitalis  leaf 
orally  for  routine  digitalization  in  12  to  24 
hours. 
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A summary  of  the  experience  and  results  in 
our  unit  in  one  year’s  time  follows.  We  are  in 
full  agreement  with  the  observations  of  others^ 
that  the  primary  purpose  of  the  Coronary  Care 
Unit  is  the  prevention  of  arrhythmias  and  other 
complications  of  myocardial  infarction  and  that 
emergency  resuscitation,  while  of  critical  im- 
portance, should  be  infrequently  required  and 
a secondary  objective.  Most  of  the  cardiac  ar- 
rests have  occurred  either  in  the  emergency 
room  before  admission  to  the  unit  or  in  other 
areas  of  the  hospital.  Most  cases  of  cardiac 
arrest  occurring  in  the  unit  have  been  the  re- 
sult of  either  cardiogenic  shock  or  refractory 
congestive  failure  (pump  failure);  and  defibril- 
lation, external  massage,  and  ventilatory  assist- 
ance have  been  to  no  avail.  We  believe  a Coro- 
nary Care  Unit  program  is  a useful  addition 
to  the  community  hospital  not  only  for  provid- 
ing better  care  for  the  patient,  but  also  for 
educating  the  entire  hospital  staff  in  the  prin- 
ciples of  cardiopulmonary  resuscitation  so  that 
it  can  be  done  wherever  needed.  The  Coronary 
Care  Unit  also  enables  better  management  of 
arrhythmias  in  noncoronary  patients,  and  we 
have  used  our  facilities  freely  for  these  uses. 

Criteria:  Upon  review  of  the  discharged  pa- 
tients’ records,  each  was  classified  into  one 
of  the  following  groups: 

Definite  Acute  Myocardial  Infarctions:  (1)  A 
typical  history  and  definite  ECG  changes  show- 
ing Q waves  and  an  acute  infarction  pattern 
with  subsequent  evolution;  (2)  a typical  history 
with  ECG  changes  compatible  with  acute  in- 
farction (but  not  necessarily  with  development 
of  Q waves)  and  definite  enzyme  elevations;  or 
(3)  an  atypical  history  with  definite  acute  in- 
farction pattern  with  evolutionary  changes  and 
definite  enzyme  elevations. 

Possible  Acute  Infarction:  (1)  A typical  his- 
tory with  ECG  changes  compatible  with  infarc- 
tion but  without  the  development  of  Q waves; 
and  (2)  a typical  history  with  enzyme  elevations 
but  without  ECG  changes. 

No  Acute  Myocardial  Infarction:  This  group 
included  patients  with  and  without  serious  ar- 
rhythmias and  definite  evidence  of  heart  dis- 
ease of  one  type  or  another.  It  also  included 
many  patients  admitted  for  treatment  of  acute 
pulmonary  edema,  elective  cardioversion,  and 
the  monitoring  of  patients  with  potentially  dan- 
gerous arrhythmias  being  treated  medically. 

Application  of  rigid  criteria  for  the  diagnosis 
of  acute  infarction  significantly  altered  the  fre- 
quency of  this  diagnosis  since  charts  were 
sometimes  signed  out  as  such  on  the  basis 
of  inadequate  evidence.  Each  chart  was  re- 


viewed for  documentation  of  arrhythmias  and 
other  complications.  The  charts  of  patients  who 
died  were  examined  to  determine  as  accurately 
as  possible  the  most  likely  primary  cause  of 
death. 

Cardiogenic  shock  was  considered  to  be  that 
state  in  which  systolic  blood  pressure  was  less 
than  90  mm.  of  mercury  and  there  was  evi- 
dence of  peripheral  vasoconstriction,  but  no 
evidence  that  this  resulted  from  an  arrhythmia 
or  pulmonary  edema.  There  is  no  question  but 
that  arrhythmias  and  pulmonary  edema  often 
exist  simultaneously,  with  or  because  of  cardio- 
genic shock,  and  it  is  often  impossible  to  tell 
which  came  first.  In  listing  the  causes  of  death, 
that  event  which  apparently  occurred  first  and 
was  not  alleviated  before  the  development  of 
the  others  is  considered  to  be  the  primary  cause 
of  death. 

Results:  Table  1 shows  the  number  of  admis- 
sions (208)  during  the  year,  and  other  utiliza- 
tion data.  There  were,  of  course,  days  when  the 
unit  was  empty  and  others  when  it  was  full  and 
patients  who  otherwise  would  have  been  ad- 
mitted to  the  unit  were  managed  elsewhere. 
Table  2 shows  the  incidence  of  the  various 
conditions  for  which  patients  in  the  unit  were 
treated,  and  Table  3 shows  the  age  and  sex 
distribution  of  the  patients  who  had  definite 
myocardial  infarction. 

Of  the  70  patients  with  established  infarc- 
tion (Table  4),  23  died  before  being  discharged 
from  the  hospital;  1 of  the  10  patients  with 
possible  infarction  died,  and  of  the  128  pa- 
tients with  no  infarction,  there  were  10  deaths. 

In  the  patients  with  myocardial  infarction, 
18  of  the  23  deaths  occurred  in  the  Coronary 
Care  Unit  and  5 occurred  after  the  patients 
had  been  discharged  from  the  unit  for  conva- 
lescence in  the  medical  section  of  the  hospital. 
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Apparent  cardiac  arrest 

2 

Pump  failure 

2 

Liver  failure 

1 

Table 

5.  Causes  of  death  after  discharge  from  CCU. 

Cardiogenic  shock 

10 

Aspiration 

1 

Refractory  pulmonary  edema 

3 

Pulmonary  embolus  (probable) 

1 

Cardiac  arrest 

3 

Table 

6.  Causes  of  death  in  CCU. 

Cardiac  arrest* 

5 

Cardiogenic  shock 

6 

Pulmonary  edema 

4 

Metastatic  cancer 

1 

None 

7 

*In  3 cases,  shock  was  present  on  admission  to  the  CCU. 


Table  7.  Lethal  complications  present  before  admission 
to  the  ecu. 


Cardiac  arrest 

4 

Emergency  room* 

2 

CCU 

2 

Ventricular  tachycardia 

4 

Complete  heart  block 

1 

Pulmonary  edema 

1 

Cardiogenic  shock 

2 

Milder  complications 
requiring  treatment 

19 

No  complications  or  benign 
arrhythmias 

16 

*0ne  of  these  patients  died  suddenly  at  home,  three  weeks  after 
leaving  the  hospital. 


Table  8.  Complications  present  in  surviving  patients. 


Of  the  5 patients  who  died  after  discharge 
from  the  unit  (Table  5)  2 died  of  apparent 
cardiac  arrest,  2 died  of  hypotension  and  re- 
fractory congestive  heart  failure  (pump  failure), 
and  one  of  hepatic  failure.  One  patient  died  of 
apparent  cardiac  arrest  as  he  was  being  dis- 
charged from  the  hospital.  He  had  originally 
sustained  an  arrest  due  to  ventricular  fibrilla- 
tion in  the  emergency  room,  was  defibrillated, 
resuscitated,  and  moved  promptly  to  the  CCU 
where  he  immediately  had  arrest  again  and  was 
defibrillated  15  times,  after  which  he  had  no 
further  arrhythmias.  He  subsequently  developed 
mild  congestive  heart  failure  which  was  suc- 
cessfully treated.  He  could  not  tolerate  quini- 
dine  because  of  gastrointestinal  distress.  At 
no  time  did  he  show  any  impaired  cerebral 
function;  his  condition  on  the  day  of  discharge 
was  satisfactory  and  apparently  stable  in  all 
respects  until  his  sudden  death.  Resuscitation 
attempts  failed  and  permission  for  autopsy  was 
refused.  The  possibility  of  ventricular  rupture 
cannot  be  excluded. 

The  other  patient  died  of  apparent  arrest  two 
hours  after  discharge  from  the  unit;  his  condi- 
tion had  been  stable  except  for  mental  con- 
fusion. 

The  patient  dying  of  hepatic  failure  had  carci- 
noma of  the  gallbladder  with  extensive  hepatic 
metastases.  His  infarction  was  uncomplicated. 

The  two  patients  who  died  of  pump  failure 
both  had  been  admitted  to  the  Coronary  Care 
Unit  in  shock.  One  had  complete  heart  block, 
and  sinus  rhythm  returned  after  24  hours  of 
transvenous  pacing.  Her  systolic  pressure 
ranged  between  90  and  100.  Sinus  tachycardia 
and  pulmonary  edema  developed  and  were 
treated,  but  a degree  of  pulmonary  edema  per- 
sisted in  spite  of  full  digitalization  and  di- 
uretics. Though  mentally  clear,  she  remained 
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too  weak  to  sit  in  bed  or  to  feed  herself  until 
her  death  46  days  after  admission  to  the  hos- 
pital. The  other  patient  in  shock  on  admission 
subsequently  recovered  and  was  discharged 
from  the  unit  in  satisfactory  condition.  Several 
days  later  congestive  heart  failure  developed 
and  progressed  to  refractory  pulmonary  edema 
and  death.  An  autopsy  was  not  obtained. 

Of  the  18  patients  who  died  in  the  unit 
(Table  6),  10  deaths  were  attributable  to  cardio- 
genic shock,  3 each  to  refractory  pulmonary 
edema  and  cardiac  arrest,  and  1 each  to  aspira- 
tion and  a probable  pulmonary  embolus.  Sev- 
eral of  these  deaths  possibly  were  preventable; 
most  were  not.  Of  the  patients  who  died  of 
arrest,  one  was  transferred  from  another  hos- 
pital where  he  was  having  episodes  of  ventricu- 
lar tachycardia  with  pulmonary  edema.  Despite 
drug  therapy  and  electrical  conversion,  death 
occurred  with  refractory  pulmonary  edema,  ven- 
tricular fibrillation  and  standstill.  Digitalis  in- 
toxication was  suspected.  Another  was  admitted 
with  sinus  tachycardia.  Abrupt  ventricular  fibril- 
lation occurred  shortly  after  admission  and  in 
spite  of  cardioversion,  the  patient  rapidly  de- 
veloped pulmonary  edema  and  shock  and  died. 
The  third  patient  developed  sudden  ventricular 
fibrillation  shortly  after  admission,  was  defibril- 
lated,  but  had  brain  damage  and  died  with 
pulmonary  edema. 

One  patient  aspirated  after  a seizure  which 
occurred  during  a hypotensive  episode  which 
followed  the  administration  of  100  mg.  of 
Pronestyl  to  suppress  frequent  PVCs.  (Drug- 
induced  hypotension  has  not  occurred  since 
we  began  using  lidocaine.) 

The  apparent  embolus  was  in  a woman  who 
had  cardiac  arrest  on  the  medical  ward  and 
was  resuscitated  by  external  massage  and 
mouth-to-mouth  breathing  by  the  nursing  per- 
sonnel. Subsequent  ECG  and  enzymes  indicat- 
ed infarction.  The  next  day  in  the  Coronary 
Care  Unit  she  was  in  apparently  good  condition, 
but  suddenly  gasped  and  became  cyanotic.  The 
heart  remained  in  sinus  rhythm  but  resusci- 
tative  efforts  failed.  An  autopsy  was  not  ob- 
tained. 

Of  the  23  patients  who  died,  16  had  poten- 
tially lethal  complications  on  admission  (Table 
7). 

Of  the  patients  who  survived  to  leave  the 
hospital  (Table  8),  four  had  cardiac  arrests 
with  successful  cardioversion  (two  in  the  emer- 
gency room  and  two  in  the  Coronary  Care  Unit). 
Four  other  patients  had  episodes  of  ventricular 
tachycardia  which  were  successfully  managed 


by  drug  therapy  in  the  Coronary  Care  Unit. 
Another  patient  had  a temporary  third-degree 
atrioventricular  block  which  reverted  to  sinus 
rhythm  within  four  hours.  Two  patients  with 
cardiogenic  shock  and  one  with  severe  pul- 
monary edema  were  managed  successfully. 

Nineteen  other  patients  had  less  severe  but 
potentially  serious  problems  requiring  therapy, 
such  as  mild  left  ventricular  failure,  sinus 
bradycardia,  sinus  tachycardia,  atrial  flutter, 
nodal  tachycardia,  and  frequent  or  dangerous 
premature  ventricular  contractions.  The  re- 
maining 16  patients  either  had  no  complica- 
tions or  benign  arrhythmias  such  as  infrequent 
premature  ventricular  or  atrial  contractions. 

Discussion:  The  ultimate  goal  of  any  coronary 
care  unit  should  be  the  reduction  of  the  mortal- 
ity due  to  acute  myocardial  infarction.  Since 
no  control  group  is  available  for  comparison 
with  the  present  group  of  patients,  it  is  impos- 
sible to  say  whether  this  goal  is  being  accom- 
plished. In  view  of  the  relatively  high  mortality 
here  reported  (33%),  however,  questions  may 
be  raised  regarding  the  effectiveness  of  the 
unit.  A review  of  published  mortality  rates'^'^  in 
coronary  care  units  reveals  a remarkable  varia- 
tion (12.9  to  34%).  Close  analysis  of  these 
reports  makes  it  abundantly  clear  that  the  pub- 
lished figures  cannot  be  used  to  assess  the 
effectiveness  of  a given  unit.  Obvious  variables 
such  as  different  types  of  hospitals,  different 
age  means  for  the  patients,  inclusion  or  exclu- 
sion of  hospital  deaths  after  discharge  from  the 
unit,  different  criteria  for  the  diagnosis  of  acute 
infarction,  exclusion  of  patients  sustaining  ar- 
rests prior  to  admission  to  the  unit,  selection 
of  patients  according  to  severity  of  illness,  and 
different  time  intervals  between  occurrence  of 
infarction  and  admission  to  the  Coronary  Care 
Unit  all  contribute  to  the  large  variation  in 
results.  It  seems  that  a 33%  total  mortality 
might  be  expected  where  there  is  an  elderly 
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population,  rapid  admission  after  infarction 
with  a number  of  patients  being  resuscitated 
in  the  emergency  room  and  then  cared  for  in 
the  Coronary  Care  Unit,  strict  criteria  for  the 
diagnosis  of  infarction,  and  especially  a tenden- 
cy to  use  the  Coronary  Care  Unit  for  more  seri- 
ously ill  patients.  Nevertheless,  since  our  goal 
is  continued  reduction  of  mortality,  we  have 
continued  to  look  for  areas  of  improvement  in 
the  unit.  In  line  with  the  recommendations  of 
others,  we  have  altered  our  policy  since  opening 
the  unit  so  that  the  nurses  are  instructed  to 
administer  electrical  countershock  without  de- 
lay in  the  event  of  ventricular  fibrillation.  We 
also  believe  that  the  preferential  use  of  lido- 
caine  over  procainamide  for  rapid  intravenous 
use  has  been  an  improvement.  The  shift  of  em- 
phasis toward  prevention  of  complications  ra- 
ther than  to  emergency  resuscitation  is  certain- 
ly valid. 

The  unit's  effectiveness  may  be  made  more 
apparent  by  emphasizing  the  positive  results. 
There  are  several  patients  alive  now  who  were 
successfully  resuscitated.  There  are  presuma- 
bly others  who  never  needed  resuscitation  be- 
cause minor  arrhythmias  that  might  have  led 
to  cardiac  arrest  were  recognized  and  treated. 
The  training  program  designed  primarily  for 
the  Coronary  Care  Unit  nurses  has  been  shared 
with  many  members  of  the  hospital  staff  in- 
cluding some  laboratory  and  x-ray  personnel, 
ward  and  emergency  room  nurses  and  several 
community  nurses  as  well.  The  unit  becomes 
an  educational  instrument  for  the  physician 
staff  as  well. 

Admission  and  care  of  patients  has  by  no 
means  been  limited  to  specialists,  nor  should  it 
be.  Of  the  208  patients  admitted,  roughly  35% 
were  by  general  practitioners.  After  a certain 
initial  hesitation  doctors  become  more  than 
willing  to  utilize  these  facilities,  especially  for 


their  more  critically  ill  patients.  And,  finally, 
the  unit  provides  an  ideal  means  for  the  treat- 
ment of  arrhythmias  not  associated  with  in- 
farction but  requiring  monitoring  during  ther- 
apy, whether  it  be  drug  therapy  or  electrical 
cardioversion  or  pacing.  We  believe  that  a 
coronary  care  unit  can  be  a valuable  asset  to 
a community  hospital  even  in  the  absence  of 
full-time  staff  physicians,  provided  there  is  ade- 
quate interest  and  support  from  the  doctors, 
nurses,  and  administrative  personnel. 
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Coronary  Care  Unit 
Successful  in  Small 
Community  Hospital 

George  W.  Barclay,  Jr.,  M.D. 

Cyrus  B.  Miller,  Jr. 


CLINICAL  MEDICINE:  A Coronary  Care  Unit 
is  feasible  in  a small  community  hospital. 

In  Snyder,  Texas,  the  unit  has  been 
enthusiastically  accepted  by  the  patients,  the 
nursing  personnel,  and  the  attending 
physicians.  Results  after  14  months  indicate 
that  mortality  in  acute  myocardial  infarctions 
can  be  reduced  by  such  a unit,  and  that 
cost  should  not  be  a factor 
against  its  installation. 


THE  ADVENT  OF  CLOSED  CHEST  cardiopul- 
monary resuscitation  and  electroshock  defibril- 
lation for  the  treatment  of  cardiac  arrest,  and 
the  use  of  the  cardiac  monitor  for  early  detec- 
tion of  cardiac  arrhythmias  has  brought  about 
evolution  of  the  coronary  care  unit  (CCU)  as  a 
desired  installation  in  every  modern  hospital 
which  admits  cardiac  patients. 

The  results  of  treatment  of  acute  myocardial 
infarction  in  a small  community  hospital  before 
and  after  the  installation  of  a four-bed  CCU  are 
reported  here.  Since  cost  of  installation  and 
maintenance  is  important,  those  figures,  along 
with  a report  of  the  income  realized,  are  also 
included.  It  is  hoped  that  this  study  will  be  of 
interest  to  physicians  and  administrators  of 
similar-size  hospitals  who  are  considering  the 
possibility  of  installing  a CCU. 

Establishment:  Cogdell  Memorial  Hospital  has 
100  beds  and  is  located  in  Snyder,  population 
approximately  12,000.  In  December,  1966,  we 
converted  four  private  rooms  on  our  medical 
service  into  a coronary  care  unit.  Each  room, 
in  addition  to  having  the  standard  outlets,  was 
wired  for  electrocardiographic  monitoring.  The 


14  months 

3 years 

Jan.  1967  through  Feb.  1968 

1964-1966 

On  Ward 

In  CCU 

Acute  myocardial  infarction 

125 

14 

38 

Deaths 

35 

6 

9 

Mortality 

28% 

43% 

23.6% 

Table  I.  Mortality. 


patient  lead  in  each  room  was  run  from  the  bed 
to  the  wall  outlet  and  hence  to  a cardioscope 
at  the  nurses'  station.  No  slave  scopes  were 
used  at  the  bedside.  The  central  nurses’  station 
was  equipped  with  four  cardioscopes  with  ac- 
companying rate  meter-alarm  devices.  An  auto- 
matic electrocardiograph  recorder  was  wired  to 
make  connection  with  any  one  of  the  four  car- 
dioscopes. In  addition,  a mobile  emergency 
cart  containing  a cardioscope,  rate  meter,  ex- 
ternal pacemaker,  DC  defibrillator,  and  a syn- 
chronizer was  placed  in  a central  location 
where  it  would  be  readily  accessible  to  each 
room  and  to  the  emergency  rooms.  Classes 
were  conducted  to  acquaint  existing  nursing 
personnel  with  operation  of  the  equipment  and 
recognition  of  cardiac  arrhythmias. 

Results:  To  ascertain  whether  our  efforts  and 
expenditures  have  resulted  in  a decrease  in 
mortality,  records  of  all  patients  with  the  diag- 
nosis of  acute  myocardial  infarction  from  Jan- 
uary 1964  through  February  1968  were  re- 
viewed. Only  cases  in  which  the  diagnosis  was 
confirmed  by  electrocardiographic  changes, 
serum  enzyme  studies,  or  autopsy  were  con- 
sidered in  the  study.  Table  1 shows  the  results 
of  the  mortality  study.  In  the  three  years  before 
installation  of  the  CCU,  125  cases  of  acute 
myocardial  infarction  were  treated  on  the  wards 
in  our  hospital;  the  mortality  was  28%.  In  the 
14  months  included  in  the  study,  38  cases  of 
acute  myocardial  infarction  were  treated  in  the 
CCU.  Cases  of  angina  pectoris,  chest  pain  of 
unknown  etiology,  acute  pulmonary  edema  not 
precipitated  by  acute  myocardial  infarction,  and 
other  cases  admitted  to  the  CCU  for  monitoring 
but  not  diagnosed  as  acute  myocardial  infarc- 
tion were  not  included  in  this  study.  There  was 
a 23.6%  mortality;  however,  two  of  the  deaths 
were  of  patients  admitted  to  the  CCU  in  coma 
following  successful  cardiopulmonary  resusci- 
tation in  the  emergency  room.  In  each  case 
cardiopulmonary  resuscitation  had  been  initiat- 
ed in  the  home  and  continued  by  ambulance 
personnel  enroute  to  the  hospital;  death  oc- 
curred 8 and  14  hours  later,  respectively.  If 
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3 years 

14  months 

1964-1966 

Jan.  1967-Feb.  1968 

Resuscitation 

Resuscitation 

Resuscitation  Attempts 

Attempt 

Success 

Attempt 

Success 

Ward 

23 

6 

2 

0 

CCU 

9 

2 

Emergency  Room 

1 

4 

Total  successful  resuscitations 

7 

6 

Resuscitation,  ultimately  discharged 

3 

2 

Table  2.  Results  of  resuscitation  efforts. 


these  two  cases  were  eliminated,  the  mortality 
of  those  treated  in  the  CCU  would  be  19.5%. 
Fourteen  cases  of  myocardial  infarction  were 
treated  on  the  ward  during  this  same  time  with 
43%  mortality.  However,  if  these  cases  were 
combined  with  those  treated  on  the  ward  during 
the  preceding  three  years,  the  overall  mortality 
would  be  29.2%  for  cases  of  acute  myocardial 
infarction  treated  on  the  ward. 

Although  the  number  of  cases  presented  is 
small,  we  believe  that  a definite  decrease  in 
mortality  has  resulted  from  use  of  the  monitor- 
ing equipment  for  early  detection  and  treat- 
ment of  cardiac  arrhythmias.  Patients  with 
acute  myocardial  infarction  were  monitored  an 
average  of  six  days.  In  general,  only  those  cases 
requiring  intravenous  infusions  of  vasopressors, 
isoproterenol,  or  anti-arrhythmic  drugs  required 
special  nurses.  Three  of  the  patients  who  died 
in  the  CCU  developed  complete  heart  block 
during  their  course  of  illness.  These  were 
treated  with  isoproterenol  drip.  In  our  hands, 
the  external  pacemaker  has  been  ineffective  in 
restoring  ventricular  response  in  cardiac  asys- 
tole and  in  complete  heart  block  with  extreme- 
ly slow  idioventricular  rhythm.  As  yet,  trans- 
venous pacing  has  not  been  attempted. 

Table  2 shows  the  results  of  our  efforts  at 
cardiopulmonary  resuscitation.  A resuscitation 
was  considered  successful  if  cardiac  systole  was 
restored,  spontaneous  respirations  returned, 
and  a palpable  pulse  was  maintained  for  at 
least  one  hour.  In  general,  resuscitation  was 
not  attempted  on  obviously  hopeless  cases. 
Since  the  installment  of  the  monitoring  equip- 
ment and  purchase  of  a DC  defibrillator,  rela- 
tively more  resuscitation  attempts  have  been 
made.  The  greater  number  of  resuscitations 
that  have  been  successful  in  the  emergency 
room  speaks  well  for  improved  techniques  of 
our  ambulance  and  nursing  personnel  in  hand- 
ling cardiac  arrest.  However,  no  accurate  rec- 
ord of  the  number  of  unsuccessful  attempts  in 
our  emergency  room  is  available.  Prior  to  Jan- 
uary 1967,  an  AC  defibrillator  was  used.  In  our 
experience  the  DC  defibrillator  has  been  more 
effective  in  conversion  of  ventricular  fibrillation. 


easier  to  transport  and  handle,  and  less  trau- 
matic to  the  patient.  Of  the  five  patients  who 
were  eventually  discharged  following  success- 
ful resuscitation,  only  two  are  now  alive.  Three 
of  the  patients  lived  6 weeks,  6 months  and 
18  months,  respectively,  following  discharge. 
One  patient  not  included  in  Table  2 was  resus- 
citated and  defibrillated  in  the  emergency  room 
following  an  electric  shock  received  in  an  in- 
dustrial accident.  However,  he  remained  in 
coma  and  died  several  days  later  in  another 
hospital.  The  sooner  the  patient  is  defibrillated 
following  the  onset  of  ventricular  fibrillation, 
the  better  his  chance  for  survival.  For  this 
reason,  if  a physician  is  not  immediately  avail- 
able, it  is  our  policy  to  allow  the  nursing  per- 
sonnel to  establish  an  airway,  initiate  cardio- 
pulmonary resuscitation,  and  start  an  intraven- 
ous infusion  of  glucose  in  water  before  the 
physician  arrives.  Also,  nursing  supervisors 
have  been  given  the  authority  to  use  the  de- 
fibrillator prior  to  arrival  of  a physician. 

Cost:  A major  concern  prior  to  installation  of 
a coronary  care  unit  was  the  sizable  initial  in- 
vestment required.  The  total  equipment  and 
installation  cost  was  $11,901.12.  A Dallon’s 
Instrument  Company  representative*  super- 
vised the  installation,  trained  the  hospital  elec- 
trician in  maintenance,  and  then  conducted 
classes  for  the  physicians  and  nurses  on  the 
operation  of  the  equipment.  To  date,  cost  of 
maintenance  and  repairs  has  been  negligible. 
However,  depreciation  and  an  apportionment 
of  the  administrative  and  operation  overhead 
has  been  estimated  as  $522.64  per  year.  A 
majority  of  patients  treated  in  the  coronary 
care  unit  have  hospitalization  insurance,  and 
most  of  the  major  companies  pay  the  total 
charges  for  monitoring.  The  hospital  income 
collected  from  charges  to  the  patients  for  moni- 
toring for  the  year  1967  was  $9,325.  After  over- 
head and  depreciation  this  represented  a 74% 
return  on  the  initial  investment. 


*Don  Floyd,  Spearman.  Texas. 

Dr.  Barclay,  3031  Dothan  Lane,  Dallas  75229. 

Mr.  Miller,  Cogdell  Memorial  Hospital,  Snyder,  Texas 
79549. 
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ROBERT  D.  LEACHMAN,  M,D. 
ROBERT  J.  SOMMERVILLE,  M.D. 


Prospective 
Management  of 
Congenital 
Heart  Disease 


CLINICAL  MEDICINE:  Surgical  treatment 
may  or  may  not  be  necessary  treatment  in 
congenital  heart  disease,  but  to  make  a 
decision  on  specific  treatment,  learning  the 
natural  history  of  the  patient 
is  absolutely  essential. 


THE  MANAGEMENT  OF  PATIENTS  with  con- 
genital heart  disease  is  dependent  upon  knowl- 
edge of  the  natural  history  of  the  disease  in 
order  to  determine  whether  or  not  surgical 
treatment  is  indicated. 

Congenital  heart  disease  is  not  a disease 
confined  entirely  to  the  newborn  and  young 
infant.  It  is  frequently  encountered  in  the  adult, 
although  it  is  responsible  for  a much  smaller 
fraction  of  heart  diseases  in  adults.  Further, 
many  patients  with  congenital  heart  malforma- 
tions live  a near  normal  life  without  significant 
symptoms  of  heart  disease. 

Since  congenital  heart  disease  is  an  anatom- 
ical disturbance  in  the  formation  of  the  heart, 
the  definitive  treatment  of  the  disease  can  be 
accomplished  only  by  surgical  restoration  of 
normal  functional  anatomy.  Fortunately,  during 
the  past  20  years,  surgical  techniques  have 
advanced  to  the  point  that  many,  if  not  most, 
of  the  various  congenital  heart  malformations 
can  be  treated  by  plastic  surgical  reconstruc- 
tions of  the  heart. 1 There  remain  some  malfor- 
mations for  which  definitive  correction  is  not 
possible  but  which  may  be  improved  by  certain 
palliative  operations. 

The  selection  of  patients  for  surgical  treat- 
ment depends  upon  the  severity  of  the  disturb- 
ance of  heart  function  (Fig.  1),  the  danger  to 
the  patient’s  life  if  untreated,  and  the  surgical 
risk  involved  in  the  treatment  of  each  specific 
problem.  In  many  instances,  the  need  for  surgi- 
cal treatment  becomes  obvious  only  after  ap- 
propriate medical  treatment  has  failed. 


From  the  Departments  of  Medicine  and  Pediatrics,  Baylor 
University  College  of  Medicine  and  the  Texas  Heart  Institute 
of  the  Texas  Children's  and  St.  Luke’s  Episcopal  Hospitals, 
Houston,  Texas. 
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The  natural  history  of  different  congenital 
heart  malformations  is  reflected  by  the  chang- 
ing incidence  in  different  age  groups.  Compli- 
cated defects  are  rarely  compatible  with  life  be- 
yond infancy  and  hence,  rarely  occur  in  the 
adolescent  or  adult  patient.  Furthermore,  de- 
fects which  minimally  alter  cardiac  function 
may  be  well  tolerated  by  the  adult.  This  is  dem- 
onstrated by  the  apparent  “rise”  in  incidence 
of  atrial  septal  defects  and  other  less  compli- 
cated malformations  in  older  patients  (Fig.  2). 

From  review  of  the  frequency  distribution  of 
congenital  heart  diseases  at  different  ages,  it 
is  apparent  that  young  patients  with  complicat- 
ed congenital  malformations  are  those  most 
likely  to  do  poorly  (Fig.  2).  Previous  studies 
have  emphasized  that  the  first  year  of  life  is 
the  period  of  greatest  hazard  to  the  patient 
with  congenital  heart  disease. Because  of  this 
high  mortality  in  infancy,  prompt  diagnosis  and 
treatment  of  this  group  of  patients  is  necessary 
if  we  are  to  significantly  change  the  survival 
rate.  It  is  also  apparent  from  Fig.  2 that  if  the 
patient  survives  the  first  year  of  life  the  expec- 
tation for  continued  survival  is  good,  although 
the  patient  may  be  limited  by  his  heart  disease. 
Symptoms  such  as  the  chronic  congestive  syn- 
drome, respiratory  distress,  repeated  and  pro- 
tracted lower  respiratory  tract  infections, 
growth  failure,  and  cyanotic  hypoxemic  attacks 
are  all  symptoms  most  likely  to  afflict  the 
small  infant  with  heart  disease  (Fig.  3).  Since 
the  surgical  risk  of  treatment  in  the  first  year 
of  life  is  high,  the  initial  effort  should  be  to- 
ward improvement  of  the  cardiovascular  func- 
tion by  medical  management,  including  the  uti- 
lization of  digitalis  and  diuretics.  Although  the 
response  to  treatment  may  not  be  optimal, 
additional  growth  and  development  (even 
though  delayed)  often  follow.  Such  patients 
may  be  supported  until  a later  time  when  more 
definite  treatment  can  be  accomplished  with 
lower  risk. 

A number  of  physiologic  factors  make  diag- 
nosis and  management  difficult  in  the  neonatal 
period. The  pulmonary  vascular  resistance  is 
essentially  equal  to  that  in  the  systemic  circu- 
lation at  birth  and  normally  drops  very  quickly 
following  the  onset  of  respiration  in  the  new- 
born. The  continued  natural  decrease  in  the 
pulmonary  vascular  resistance  is  responsible 
for  the  progressive  increase  in  pulmonary  blood 
flow  that  occurs  in  patients  with  left-to-right 
shunt.  The  high  pulmonary  vascular  resistance 
limits  the  size  of  the  shunt  at  birth  and  it  is 
common  for  a patient  to  be  seen  in  the  newborn 
nursery  without  evidence  of  heart  disease,  only 
to  be  seen  later  with  definite  signs  and  symp- 
toms of  a congenital  heart  defect.  This  se- 


Fig.  lb 


Fig.  1 a.  Angiocardiogram  derived  from  an  infant 
with  transposition  of  the  great  vessels.  The  right  ventricle 
ejects  dye  which  simultaneously  fills  the  aorta  and 
pulmonary  artery.  The  transpo.sed  aorta  arises 
anteriorly  from  the  right  ventricle  (seen  in  the  lateral 
projection),  while  the  posteriorly  placed  piilmonarv 
artery  arises  from  the  left  ventricle. 

b.  Radiopaque  medium  has  .dmultaneously  filled 
both  great  vessels.  Note  that  the  pulmonarv  artery 
(normally  placed),  and  the  aorta  override  the 
ventricular  septal  defect.  The  presence  of  pulmonary 
stenosis  establishes  the  diagnosis  of  tetralogy  of  Fallot. 
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Fig.  3.  This  infant,  age  7 months,  had  severe  growth 
failure  with  poor  weight  gain  (weight  10  pounds, 

6 ounces),  as  well  as  delayed  linear  growth,  a 
consequence  of  transpo.dtion  of  the  great  vessels. 


quence  of  events  results  from  the  normal  de- 
crease in  pulmonary  vascular  resistance  (Fig. 
4).  The  \A/idespread  practice  of  scheduling  new- 
borns for  their  first  routine  reexamination  at 
one  month  of  age  is  therefore  ill-advised.  It  is 
preferable  that  infants  be  reexamined  approxi- 
mately two  weeks  following  birth.  This  examina- 
tion should  supplement  the  accepted  routine 
one-month  check-up. 

With  the  decrease  in  pulmonary  vascular  re- 
sistance, the  infant  with  left-to-right  shunt  may 
develop  symptoms  of  dyspnea  and  growth  fail- 
ure (Fig.  3).  Further  growth,  although  slow,  may 
be  associated  with  striking  improvement  in  the 
functional  state  of  the  circulation.  Patients  with 
ventricular  septal  defects  may  have  a decrease 
in  the  functional  size  of  the  defect  and  in  many 
instances  may  have  complete  spontaneous  clos- 
ure of  such  defects. “ Spontaneous  closure  of 
ventricular  septal  defects  in  our  experience 
most  often  occurs  either  during  early  infancy 
or  by  the  seventh  year  of  life.  Although  most 
defects  close  spontaneously  in  childhood,  in  at 
least  one  patient  a proven  ventricular  septal 
defect  closed  spontaneously  after  the  20th  year 


INCIDENCE  OF  CONGENITAL  HEART  DEFECTS 
PROVEN  BY  CARDIAC  CATHETERIZATION 


30% 


27% 


42% 


ATRESIA 


VSD  • VENTRICULAR  SEPTAL  DEFECT 

ASO  “ ATRIAL  SEPTAL  DEFECT 

TGV-  TRANSPOSITION  OFTHE  GREAT  VESSELS 

TAVR-  TOTAL  ANOMALOUS  VENOUS  RETURN 

T/F - TETRALOGY  OF  FALLOT 

TA  - TRUNCUS  ARTERIOSUS 

AVC  ' ATRIO-VENTR  ICULARIS  COMMUNIS 

PDA-  PATENT  DUCTUS  ARTERIOSUS 

PS  - PULMONARY  STENOSIS 
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of  life.”  Among  a group  of  patients  with  isolated 
ventricular  septal  defect  reviewed  in  our  hos- 
pital, 40  percent  demonstrated  a spontaneous 
functional  decrease  in  size  of  the  ventricular 
defect  with  decrease  in  pulmonary  arterial  pres- 
sure and  a decrease  in  the  volume  of  left-to- 
right  shunt  over  a period  of  3 to  5 years.  We 
also  recently  have  reviewed  the  natural  course 
of  ventricular  septal  defects  as  it  has  been  mod- 
ified by  pulmonary  arterial  banding."  This  pal- 
liative operation  is  used  for  those  infants  with 
ventricular  septal  defect  and  increased  pul- 
monary flow,  in  whom  the  surgical  risk  of  total 
correction  is  considered  prohibitive  but  for 
whom  medical  treatment  has  failed.  There  was 
evidence  of  functional  decrease  in  the  size  of 
ventricular  defect  in  40  percent  in  this  group 
of  patients  despite  the  change  in  dynamics  pro- 
duced by  the  pulmonary  banding  (Fig.  5).  In 
one  patient  there  was  spontaneous  closure  of 
the  defect  after  banding.  Spontaneous  closure 
of  ventricular  septal  defects  is  a primary  con- 
sideration in  the  natural  history  of  this  defect, 
and  therefore  expectant  treatment  and  suppor- 
tive care  prior  to  the  decision  for  surgical 
treatment  becomes  especially  important  in  the 
management  of  patients  with  this  most  com- 
mon congenital  heart  defect. 

Increased  pulmonary  vascular  resistance  may 
be  associated  with  a variety  of  congenital  de- 
fects, particularly  those  usually  associated  with 
left-to-right  shunt,  and  is  a tragic  finding.  There 
continues  to  be  disagreement  over  the  exact 
origin  of  the  increased  resistance.  Our  data,  a 
review  of  serial  catheterizations  in  patients  with 
ventricular  septal  defects,  did  not  support  the 
concept  that  increased  resistance  is  an  ac- 
quired reaction  in  the  pulmonary  vascular  bed 
dependent  solely  upon  increased  pulmonary 
flow  and  pressure  over  long  periods  of  time. 
The  frequency  of  this  complication  is  not  sig- 
nificantly different  in  the  older  patient  versus 
the  young  patient.  There  is,  however,  some  evi- 
dence that  such  change  might  occur  during 
very  early  infancy  with  persistence  of  the  so- 
called  fetal  pulmonary  vascular  bed.  Approxi- 
mately 10%  of  infants  with  vascular  septal  de- 
fect associated  with  greatly  increased  pulmo- 
nary blood  flow  and  high  pulmonary  arterial 
pressure  will,  in  fact,  show  evidence  of  progres- 
sive increase  in  pulmonary  vascular  resistance 
when  observed  over  a period  of  time.®  Palliative 
surgery  is  frequently  indicated  in  these  small 
infants  with  severe  symptomatology.  Once  the 
increased  pulmonary  vascular  resistance  has 
become  established,  correction  of  the  heart  de- 
fect will  not  result  in  regression  of  the  increased 
resistance.  Postoperative  catheterization  study 
of  a number  of  such  patients  surgically  treated 
several  years  ago  led  to  the  conclusion  that 


the  pulmonary  vascular  resistance  remains  ele- 
vated, even  though  the  defect  is  closed. * The 
pulmonary  hypertension  is  in  itself  a major 
problem  since  it  is  complicated  by  pulmonary 
atherosclerosis.  These  atheromata  can  stimu- 
late formation  of  pulmonary  arterial  thrombi 
with  resultant  rapid  deterioration.  In  patients 
with  severe  pulmonary  hypertension  associated 
with  increased  pulmonary  vascular  resistance, 
anticoagulants  may  prevent  these  intrapulmo- 
nary  thrombi  from  forming. 

Patients  with  intracardiac  defects  and  in- 
creasing resistance  to  blood  flow  through  the 
lung  frequently  have  a right-to-left  shunt  and 
systemic  arterial  blood  oxygen  desaturation  and 
are  often  polycythemic.  When  the  hematocrit 
reaches  levels  over  60  volumes  percent,  the 
viscosity  of  the  blood  is  greatly  increased.  This 
increased  viscosity  increases  the  resistance  to 
blood  flow  and  exaggerates  the  symptoms.  For 
this  group  of  patients,  phlebotomy  often  results 
in  significant  symptomatic  relief. 

The  risk  of  definitive  surgical  treatment  of 
congenital  heart  defects  may  be  high  in  early 
infancy.  Patients  of  this  age  are  selected  for 
surgical  treatment  because  of  failure  to  respond 
to  medical  management,  and  also  because  the 
expectation  of  death  may  be  high  as  determined 
by  the  natural  history  of  the  specific  defect.  By 
contrast,  the  selection  of  the  older  patient  for 
surgical  treatment  depends  upon  the  knowl- 
edge that  the  disease  may  shorten  a normal  life 
span  or  produce  severe  limitation.  Many  older 
patients  with  minor  alterations  of  cardiac  func- 
tion are  tolerant  of  the  anatomical  problem  and 
are  capable  of  living  a normal  life  unless  forced 
to  exert  to  maximum  capacity. 

In  the  past,  most  patients  with  congenital 
heart  disease  died  primarily  because  of  compli- 
cations arising  from  infection.  The  small  infant 
with  large  left-to-right  shunt  is  susceptible  to 
development  of  repeated  attacks  of  bronchial 
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Fig.  5 a.  Chest  roentgenogram  of  patient  with 
ventricular  septal  defect  at  4 months  of  age.  There  is 
cardiomegaly  with  increased  bronchiovascidar  markings 
and  atelectasis  of  the  right  middle  lobe. 


Fig.  5 b.  Surgical  banding  of  this  patient’s  pulmonary 
artery  resulted  in  a reduction  of  the  left-to-right 
shunt,  and  three  years  later,  moderate  cardiomegaly 
with  normal  vascular  markings  can  be  seen.  Total 
correction  n’ai  successfully  undertaken  at  4 years  of  age. 


Fig.  4.  Representation  of  the  changes  in  pulmonary 
vascular  re.sistance  observed  in  32  patients  with 
ventricular  septal  defect.  The  cross-hatched  bar  indicates 
the  normal  change  in  pulmonary  vascular  resistance. 
Note  the  rapid  decrease  in  resistance  which  normally 
occurs  in  the  first  weeks  of  life.  The  points  connected 
by  lines  correspond  to  the  observed  pulmonary 
vascular  resistance  changes  at  different  body  size 
in  the  32  patients  studied. 


PULMONARY  VASCULAR  RESISTANCE  IN  RELATION 
TO  BODY  SURFACE  AREA  IN  PATIENTS  WITH  VSD 
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pneumonia.  Many  such  infants  die  as  a con- 
sequence of  debility  produced  by  the  poor 
growth  state  and  associated  intrapulmonary  in- 
fection. Bacterial  endocarditis  was  once  a major 
cause  of  death.  Our  hospital  records  between 
the  years  of  1962  and  1966  were  reviewed. 
During  that  time,  more  than  4,000  children 
with  congenital  heart  disease  were  admitted  to 
the  hospital.  In  that  same  time  interval,  only  9 
of  these  patients  had  bacterial  endocarditis, 
either  as  an  admitting  diagnosis  or  as  an  es- 
tablished diagnosis  following  admission.  The 
frequency  of  this  complication  is  small  indeed. 

For  the  child  over  four  years  of  age  and  the 
adult  with  congenital  heart  disease,  we  can  con- 
clude that  in  the  absence  of  symptoms  and  in 
the  absence  of  serious  overload  of  the  heart, 
specific  surgical  treatment  is  not  necessarily 
indicated.  One  can  be  guided  by  the  develop- 
ment of  intolerance  to  exercise  and  other  symp- 
toms as  to  the  timing  of  subsequent  specific 
therapy.  In  the  meantime,  these  patients  should 
be  advised  about  the  possibility  of  bacterial  en- 
docarditis and  the  appropriate  prophylactic 
measures  that  might  be  taken  with  dental  care, 
childbirth,  and  genitourinary  tract  examination. 

The  small  infant,  however,  continues  to  be 
a problem.  In  patients  less  than  one  year  of 
age,  particularly  in  the  first  few  months  of  life, 
early  evaluation  is  important.  As  mentioned, 
the  most  outstanding  symptoms  of  heart  dis- 
ease in  the  infant  are  significantly  different 
from  those  ordinarily  encountered  in  the  adult. 
Failure  to  feed  well,  poor  gro\A4h  and  develop- 
ment, tachypnea  with  intercostal  space  retrac- 
tion, irritability,  and  cyanosis  are  the  outstand- 
ing symptoms  in  the  infant.  Because  of  the 
rapid  changes  in  the  development  of  the  circu- 
lation, careful  observation  is  necessary  to  be 
certain  that  the  infant  is  not  deteriorating.  Cer- 
tainly, the  small  cyanotic  infant  should  be  eval- 
uated early  if  we  are  to  salvage  these  children 
for  subsequent  specific  treatment.  Fortunately, 
the  two  most  common  forms  of  cyanotic  con- 
genital heart  disease  encountered  in  infancy, 
tetralogy  of  Fallot  and  transposition  of  the 
great  vessels,  are  both  potentially  correctable 
by  modern  surgical  treatment  and  are  both 
frequently  lethal  to  the  newborn.  Those  patients 
with  difficulty  at  an  early  age  are  the  very  ones 
most  likely  to  die  unless  appropriate  palliation 
is  accomplished  early.  It  is  ironic  that  these  are 
also  the  ones  for  whom  subsequent  specific 
surgical  treatment  will  be  most  successful.® 
Modern  palliative  and  corrective  techniques, 
with  promising  advances  in  the  development  of 
mechanical  devices  and  heart  transplantation, 
make  the  understanding  of  the  natural  history 
of  congenital  heart  disease  vitally  important. 
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Chemodectoma  of 
Carotid  Body 
and 

Superior 

Mediastinum 


ALTHOUGH  MORE  THAN  500  cases  of  carotid 
body  tumors  have  been  reported, just  a few 
appear  and  are  reported  as  occurring  in  loca- 
tions other  than  the  carotid  body  itself  or  the 
glomus  jugulare  area. 

An  extensive  review  reveals  only  five  reported 
cases  of  chemodectoma  located  in  the  mediasti- 
num proper.  The  cases  of  Monro,  Lattes,  Dun- 
can, McDonald,  Davies,  and  LePere  are  true 
examples  of  mediastinal  chemodectomas.®'^® 
Other  cases  have  been  reported  in  the  thoracic 
cavity  and  in  the  lung  parenchyma. 

We  report  a case  of  a double  chemodectoma 
of  the  carotid  body  and  superior  mediastinum 
in  the  same  patient.  Diagnosis  was  by  angiogra- 
phy, and  there  was  no  anatomical  or  histologi- 
cal continuity  whatsoever  between  the  tumors. 

Case  Report:  A 47 -year-old  white  woman  was 
admitted  to  Santa  Rosa  Medical  Center  on  Aug. 
3,  1967,  because  of  “choking”  spells,  hoarse- 
ness, and  a mass  in  the  right  side  of  the  neck. 
A chest  roentgenogram  on  admission  showed 
deviation  of  the  trachea  to  the  left  and  fibrotic 
changes  in  both  apices. 

The  patient  had  tuberculosis,  for  which  she 
was  treated,  in  1941.  She  first  noticed  the 
neck  mass  in  1948,  and  in  1955  the  mass  was 
partially  removed  and  a diagnosis  of  carotid 
body  tumor  was  made.  The  mass  began  grow- 
ing again  in  1959,  but  in  1962  an  attempt  to 
remove  it  failed  because  of  anesthesia  compli- 
cations. 

On  physical  examination,  she  presented  with 
respiratory  distress  and  inspiratory  stridor.  The 
mass  in  the  neck  was  lemon  size,  depressible 
and  pulsatile.  No  bruits  were  heard. 

On  Aug.  6,  1967,  a lateral  aortogram  showed 
widening  of  the  bifurcation  of  the  right  common 
carotid  artery  (Fig.  1),  and  a superior  mediasti- 
nal mass  was  seen  on  the  posteroanterior  aor- 


togram, with  displacement  to  the  right  of  the 
innominate,  right  common  carotid  and  right 
subclavian  arteries  (Fig.  2)  as  well  as  deviation 
of  the  trachea  to  the  left. 

On  Aug.  9,  1967,  exploratory  surgery  was 
performed  through  an  inverted  T-like  neck  in- 
cision following  the  anterior  border  of  the  ster- 
nomastoid  muscle.  The  base  of  the  incision 
followed  the  superior  border  of  the  clavicle  to 
the  center  of  the  sternal  notch.  The  lemon-size 
mediastinal  mass  was  removed  after  the  sterno- 
mastoid,  strap  muscles,  and  the  scalenus  an- 
ticus  were  divided.  The  tumor  was  not  fixed  to 
the  vessels  of  the  root  of  the  neck,  and  no  con- 
nection to  the  neck  mass  was  found.  This  mass 
was  so  attached  to  the  external  carotid  that  this 
vessel  had  to  be  ligated.  The  attachment  to  the 
internal  carotid  was  just  encircling  the  adventi- 
tia and  no  shunt  was  necessary.  A Hemo-Vac 
drain  was  placed  in  the  defect  in  the  superior 
mediastinum  and  the  wound  was  closed.  The 
patient  did  well  postoperatively  and  had  no 
more  respiratory  problems.  She  was  discharged 
on  Aug.  23,  1967,  when  a chest  roentgenogram 
showed  the  trachea  to  be  in  the  midline  posi- 
tion. 

Pathological  Report:  Gross:  Specimen  no.  1 
(mediastinal  specimen)  consists  of  a 42  gm., 
5 X 4,  5 X 3.5  cm.  ovoid  resilient  tumor  mass. 
Fibrous  adhesions  and  ligated  vessels  partially 
cover  the  surface.  Sections  bulge  slightly,  and 
are  gray-pink  to  brown  with  a central  1.5  cm. 
edematous  area.  Specimen  no.  2 (neck  speci- 
men) consists  of  a 34  gm.,  4.5  x 4.5  x 2.5  cm. 
tumor  mass  similar  to  specimen  no.  1. 

Microscopic:  Multiple  sections  of  both  speci- 
mens show  a similar  pattern  of  fairly  uniform 
nests  of  tumor  cells  separated  by  narrow  bands 
of  fibrous  connective  tissue.  The  tumor  cells 
have  poorly  delineated  boundaries,  a moderate- 
ly abundant  acidophilic  cytoplasm  and  round- 
to-oval,  finely  chromatinized,  only  slightly  vari- 
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Fig.  1.  Lateral  arteriogram  shows  widening  of  the  carotid 
bifurcation  by  the  chernodectoma. 


Fig.  2.  Displacement  of  right  innominate  artery,  right 
common  carotid  and  right  subclavian  arteries  by 
the  mediastinal  mass.  Significant  displacement 
of  trachea  is  also  seen. 


Case  Report:  Two  chemodectomas, 
one  of  the  carotid  body  and  one  of  the 
superior  mediastinum,  and  having 
no  anatomical  continuity,  were  found 
in  the  same  patient.  This  is  the 
first  such  case  to  be  reported. 


Metastasis  to  the  mediastinum  is  a 
possibility.  Angiography  is  a valuable  aid 
to  the  diagnosis  of  chernodectoma, 
and  the  possibility  of  this  tumor's 
occurrence  in  locations  other  than  the 
carotid  body  should  be  investigated. 
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Fig.  3.  Representative  area  of  tumor  showing 
characteristic  clearly  defined  nests  of  fairly  uniform 
epithelioid  cells  separated  by  narrow,  vascularized, 
fibrous  septa.  Hematoxylin  and  eosin,  X 75. 


able  nuclei.  Mitotic  figures  are  not  seen.  The 
supporting  fibrous  stroma  is  well  vascularized. 
Reticulum  stain  emphasizes  the  “zellballen,” 
or  the  nest-like  appearance. 

Diagnosis:  Chemodectoma. 

Discussion:  According  to  GratiotT^  the  carotid 
body  was  first  described  by  Von  Haller  in  1743. 
However,  the  first  case  of  a tumor  of  this  struc- 
ture was  not  reported  until  1891  by  Marc- 
hand. After  the  reports  by  Harrington  in 
1941,15  Lahey  and  Warren, i®  and  Morfit,i  no 
more  than  300  cases  had  been  reported  in  the 
literature. 

The  carotid  body  belongs  to  the  chemorecep- 
tor  system.  This  system  is  concerned  with  the 
maintenance  of  arterial  oxygen  tension,  and  the 
organs  of  the  system  (carotid  body,  glomus 
jugularis,  vagal  body)  are  sensitive  to  changes 
in  hydrogen  ion,  oxygen,  carbon  dioxide  con- 
centration, and  even  to  changes  in  tempera- 
tures of  the  blood. 11 

The  location  in  the  mediastinum  of  the  che- 
moreceptor  bodies  has  been  described  by 
Boyd,i®  Nonidez,!®  Dripps  and  Comroe,ii  and 
Barnard.-®  One  of  these  organs  is  located  close 
to  the  origin  of  the  left  subclavian  artery  from 
the  aortic  arch.  Another  is  situated  in  the  right 
side,  at  the  bifurcation  of  the  right  subclavian 
and  common  carotid  arteries  or  near  the  innom- 
inate artery.  Still  another  chemoreceptor  has 
been  located  at  the  pulmonary  end  of  the  ductus 
arteriosus  in  the  cat.^i  So  far,  no  similar  organ 
has  been  described  in  man. 

In  1950,  when  Lattes®  reported  the  first 
tumor  of  the  aortic  body,  Mulligan,22  suggested 


the  term  “chemodectoma”  to  designate  these 
tumors.  He  defined  them  as  consisting  of  chem- 
odector  cells,  associated  with  the  parasympa- 
thetic nerves  and  structures  connected  with  af- 
ferent nerve  fibers,  or  which  originate  in  the 
adventitia  of  blood  vessels  or  in  the  ganglia  of 
the  glossopharyngeal  and  vagus  nerves.  The 
ultrastructure  of  chemodectomas  has  been 
studied  by  Boyd^s  and  more  recently  by  Toker,^^ 
who  believes  that  it  is  possible  that  “the  en- 
docrine function  of  the  chemoreceptor  system 
in  man  may  have  supplanted  the  predominant 
neural  mechanisms  of  animals.” 

Even  though  two  of  the  cases  mentioned  at 
the  beginning  of  this  article  had  some  similari- 
ties to  the  case  reported  here,  neither  was 
studied  with  angiography,  and  the  masses  in 
the  neck  and  superior  mediastinum  were  not 
separated  from  each  other. 

One  of  Lattes’  cases®  was  a 59-year-old  man 
who  had  a mass  extending  from  the  anterior 
mediastinum  upward,  behind  the  right  clavicle, 
and  into  the  neck.  The  cervical  portion  was  re- 
moved from  above  and,  a month  later,  the 
thoracic  portion  was  found  to  be  nonresectable. 

In  McDonald’s  case,®  a 38-year-old  woman 
underwent  exploratory  surgery  performed 
through  a collar  incision,  and  a 70  gm.  “con- 
tiguous” superior  mediastinal  and  right  neck 
mass  was  removed. 

The  possibility  of  distant  metastasis  from 
chemodectomas,  even  when  infrequent,  has 
been  established  by  Mulligan. In  the  case  of 
a 50-year-old  man  reported  by  Romanski,^®  the 
patient  died  12  years  after  a tumor  considered 
to  be  a cancer  was  found  in  the  left  carotid 
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sheath.  At  necropsy  neoplastic  tissue  “extend- 
ed” into  the  upper  mediastinum  and  ended 
proximal  to  the  bifurcation  of  the  trachea,  and 
slightly  overhung  the  aortic  arch.  The  tumor 
in  the  neck  and  upper  mediastinum  differed 
from  other  neoplastic  masses  by  the  presence 
of  an  extensive  stroma  of  fibrous  tissue. 

In  the  case  reported  by  LePere,io  a smooth, 
rounded  extrapleural  mass  6 cm.  in  diameter 
was  found  overlying  the  posterolateral  portion 
of  the  aorta,  beginning  1 cm.  below  the  origin 
of  the  left  subclavian  artery.  No  neck  mass  or 
recurrence  was  reported. 

In  the  case  presented  here,  the  deviation  of 
the  trachea  was  thought  to  be  caused  by  con- 
traction of  the  left  upper  lobe  from  the  previ- 
ous tuberculous  infection.  The  mediastinal 
mass  was  discovered  only  after  aortography 
permitted  visualization  of  all  aortic  branches 
and  the  tumor  was  outlined  by  the  contrast 
material.  In  this  case,  the  outstanding  feature 
is  that  the  occurrence  of  both  tumors  in  one 
patient,  and  their  location,  with  neither  ana- 
tomical nor  histological  continuity,  has  not  been 
previously  reported. 

Acknowledgment:  Dr.  James  Lowry  performed 
the  pathological  study  and  provided  the  photo- 
micrographs. 
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1 1 1^7  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 

aluminum  and  ^ magnesium  hydroxides  p/us  simethicone 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids;  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  ‘Danhof,  i.  e.:  Report  on  tiie. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
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No  two  women  are 

quite  alike . . . 
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and  no  other  oral 
contraceptive  is  quite 
like  Ovulen-2r 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0. 1 mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
ord«s  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968'’^  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below; 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic  Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy. 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study.' 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ok 
served  carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions;  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions;  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives;  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted;  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives; hepatic  function;  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests;  increase  in  prothrombin.  Factors  VII,  VIII, 
IX  arid  X;  thyroid  function;  increase  in  FBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  U uptake  values;  metyrapone 
test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit  Med 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit 
Med.  J.  2:199-205  (April  27)  1968. 
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You  provide  prompt  and  continuous 
relief  from  symptoms  of  U.R.I.  when 
you  prescribe  Novahistine  Singlet. 
Novahistine  Singlet  is  formulated  to 
quickly  relieve  the  fever  and  the  aches 
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upper  respiratory  infections.  And  these 
continuous-release  tablets  provide  a 
vasoconstrictor- anti  histamine  formu- 
lation to  shrink  swollen  membranes 
and  reduce  congestion  of  the  tur- 
binates and  sinuses. 


A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 
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MALIGNANT  MELANOMA  in  the  lung,  trachea, 
or  bronchi  is  usually  a manifestation  of  far  ad- 
vanced diseasei'2  although  it  has  been  thought 
to  occur  alone  in  the  tracheobronchial  tree  as  a 
primary  melanoma  of  respiratory  epithelial  ori- 
gin. 

This  article  delineates  the  indications  for  sur- 
gery in  patients  with  tracheal,  bronchial,  and 
pulmonary  melanoma  regardless  of  whether  the 
melanoma  is  primary  or  metastatic.  Six  cases 
illustrate  the  varied  clinical  spectrum  of  this 
disease  and  its  surgical  management. 

Case  Reports:  Case  1:  A 42-year-old  white  man 
was  hospitalized  in  March  1967  with  intermit- 
tent hemoptysis  present  for  one  month,  short- 
ness of  breath  for  two  weeks,  and  a weight  loss 
of  25  lb.  in  four  months.  The  patient  smoked 
heavily.  Physical  examination  showed  no  abnor- 
malities except  for  a few  scattered  wheezes. 
Roentgenograms  revealed  increase  in  the  size 
of  the  left  hilum.  Planograms  showed  a pol- 
ypoid lesion  of  the  left  main  stem  bronchus  (Fig. 
1)  which  was  confirmed  by  bronchoscopy,  and 
the  lesion  was  resected  through  the  broncho- 
scope. Pathologic  studies  revealed  melanoma. 
Cervicomediastinal  exploration  yielded  paratra- 
cheal  nodes  containing  melanoma.  A thorough 
search  failed  to  reveal  a primary  site.  The  pa- 
tient died  one  month  later. 

The  tumor  in  this  patient  may  have  been  a 
primary  mucosal  melanoma.  Positive  paratra- 
cheal  nodes  precluded  further  surgery.  The  his- 
tologic section  examination  supported  a mu- 
cosal origin  and  demonstrated  squamous  meta- 
plasia. 

Case  2:  A 71 -year-old  white  man  was  hospi- 
talized in  January  1967  with  an  infiltrate  in  the 
right  lower  lobe  of  the  lung  which  failed  to 
clear  during  four  months  of  repeated  antibiotic 
therapy.  He  had  experienced  intermittent  fever, 
hemoptysis,  30  lb.  weight  loss,  and  a progres- 
sively severe  cough.  Chest  roentgenograms 
showed  a large  cavitary  lesion  in  the  right  lower 
lobe  of  the  lung.  Transbronchoscopic  removal 
of  an  obstructing  endobronchial  tumor  pro- 
duced palliative  drainage  of  the  abscess;  the 
tissue  diagnosis  was  melanoma.  The  patient 
died  one  month  later  with  widespread  metas- 
tases. 

This  case  was  originally  thought  to  be  similar 
to  case  1,  but  examination  of  skin  lesions  show- 
ed positive  melanoma.  Both  cases  represent 
palliation  by  simple  bronchoscopic  resection. 

Case  3:  A 27-year-old  white  man  was  admit- 
ted in  July  1963  after  a follow-up  chest  x-ray 
showed  a nodule  in  the  lower  lobe  of  the  left 
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CASE  REPORTS:  Six  cases  of  melanoma 
of  the  lung,  trachea,  or  bronchi  are  presented. 
Surgery  is  indicated  for  palliation  or 
definitive  therapy  for  a single  peripheral 
nodule  where  the  primary  lesion  is  under 
control,  or  for  lesions  obstructing  the  trachea 
and  bronchi.  The  difficulty  of  establishing 
whether  the  melanoma  is  primary  or 
metastatic  is  discussed,  but  is  not  relevant 
to  management  of  these  patients.  Broncho- 
plastic  procedures  can  give  excellent 
palliation  without  significant  loss  of  lung  tissue. 


Fig.  1 


lung.  The  patient  had  a melanoma  removed 
from  his  forearm  in  1959.  Segmental  resection 
of  the  melanoma  nodule  was  performed,  and 
the  patient  is  well  and  has  had  no  other  signs 
of  recurrence  for  five  years. 

Although  one  does  not  discuss  “cure”  of  pa- 
tients with  melanoma,  this  patient  represents  a 
long-term  survival  following  a localized  resec- 
tion. 

Cose  4:  A 66-year-old  white  woman  had  a 
melanoma  excised  from  her  shoulder  in  1951, 
and  an  asymptomatic  mass  in  the  right  lung, 
lower  lobe,  was  found  on  follow-up  chest  x-ray 
(Fig.  2).  The  mass  was  removed  by  right  lower 
lobectomy.  Histologic  examination  showed  this 
to  be  melanoma,  and  the  lymph  nodes  were  not 


involved.  After  two  years,  the  patient  is  asymp- 
tomatic and  without  evidence  of  recurrent  mel- 
anoma. 

This  patient  is  alive  17  years  after  resection 
of  a primary  and  two  years  after  resection  of  a 
presumably  metastatic  lung  lesion.  Lobectomy 
was  performed  because  of  the  size  of  the  lesion 
and  its  known  diagnosis. 

Case  5:  A 42-year-old  white  man  had  a mela- 
noma removed  from  the  anterior  chest  wall  with 
mastectomy  and  axillary  node  dissection  in 
1965.  He  was  readmitted  in  January  1967  with 
shortness  of  breath  and  total  atelectasis  and  ob- 
struction of  the  right  lung.  The  right  main  bron- 
chus was  totally  occluded  by  a polypoid  mela- 
noma (Fig.  3).  A sleeve  resection  of  this  seg- 
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ment  of  bronchus  with  bronchoplasty  was  per- 
formed, removing  no  lung.  Peribronchial  lymph 
nodes  showed  no  evidence  of  melanoma.  He  was 
asymptomatic  and  worked  until  October  1967, 
when  severe  headaches  developed.  He  died  in 
November  1967  with  cerebral  metastasis. 

Excellent  palliation  for  ten  months  was  ob- 
tained by  bronchoplasty  preserving  all  lung 
tissue. 


Case  6:  A 29-year-old  white  man  had  a scalp 
mole  which  was  injured  by  a barber  in  Novem- 
ber 1962.  In  February  1963  a “lump”  appeared 
under  his  ear.  In  April  1963  he  had  an  excision 
of  the  scalp  lesion,  parotidectomy,  and  removal 
of  postauricular  nodes  which  contained  melano- 
ma. He  had  a radical  neck  dissection  for  a re- 
current neck  lesion  in  1964.  In  June  1965  he 
was  readmitted  with  a mass  in  the  right  upper 
lobe.  A bilobectomy  was  performed  with  sleeve 
resection  of  the  right  main  bronchus.  He  was 
asymptomatic  for  nearly  two  years,  but  died  in 
April  1967  of  widespread  metastasis. 

Resection  and  bronchoplasty  provided  sub- 
stantial palliation  for  this  patient. 

Discussion:  Melanoma  of  the  respiratory  sys- 
tem may  occur  in  a variety  of  forms,  as  these 
cases  show.  In  four  patients  it  occurred  as  a 
polypoid  lesion  of  the  tracheobronchial  mucosa. 
This  phenomenon  was  observed  in  three  pa- 
tients with  other  known  primary  melanomas  and 
in  one  patient  where  no  primary  lesion  could  be 
found. 

In  melanomas  of  the  lung  and  tracheobron- 
chial tree,  two  questions  arise: 

1.  Does  melanoma  occur  as  a primary  ma- 
lignancy of  the  tracheobronchial  mucosa? 

2.  How  can  it  best  be  treated? 


The  question  of  origin  of  melanoma  from  the 
respiratory  epithelium  is  still  a point  of  contro- 
versy.Allen  and  Spitz^^  believe  that  mela- 
noma may  arise  from  any  epithelium  exhibiting 
“junctional  activity,”  which  includes  all  mu- 
cous membranes  as  well  as  the  skin,  eye,  and 
leptomeninges.  In  fact,  13%  of  their  337  cases 
were  reported  to  have  originated  from  mucous 
membranes.  In  support  of  this,  the  literature 
includes  cases  of  melanoma  reported  as  being 
primary  tracheobronchial  lesions^  ® and  13  re- 
ported cases  of  primary  melanoma  of  the  eso- 
phagus.However,  it  is  generally  considered 
that  melanoma  arises  from  the  malignant  trans- 
formation of  melanocytes,  cells  which  are  not 
found  in  normal  tracheobronchial  mucosa.®’ 

In  this  regard,  melanogenic  metaplasia  has  oc- 
curred in  mucous  membranes, extending  the 
possibilities  of  sites  of  origin  of  the  malignancy. 
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Fig.  3 


Salm"  and  others'*  suggest  that  melanocytes 
may  arise  from  areas  of  squamous  metaplasia 
of  the  tracheobronchial  mucosa. 

The  more  commonly  accepted  hypothesis  is 
that  the  malignancy  arises  from  those  tissues 
derived  from  embryonic  neural  crest.  This 
would  be  only  the  skin,  leptomeninges,  and  eye, 
11.16.19  as  these  are  the  only  tissues  that  nor- 
mally contain  melanocytes.  This  hypothesis  fails 
to  explain  why  there  is  increase  in  pigmenta- 
tion in  the  buccal  mucosa  in  such  conditions  as 
Addison’s  disease,  nor  is  it  compatible  with  the 
occurrence  of  malignant  melanoma  apparently 
arising  from  mucosal  cells. 

Isolated  polypoid  lesions  which  appear  to 
originate  in  the  bronchial  mucosa  (case  1)  can 
be  explained  by  hypothesizing  either  spontane- 
ous regression  of  the  primary  tumor  or  a pri- 
mary lesion  that  simply  cannot  be  found.  Many 
cases  of  spontaneous  regression  of  malignant 
melanoma  have  been  reported.-'^'-^  In  addition. 
Das  Gupta-^  reports  that  of  992  cases  of  mela- 
noma, no  primary  could  be  found  in  3.7%. 
These  patients  had  a five-year  survival  rate  of 
29.7%,  which  was  comparable  to  the  survival 
of  those  with  known  primary  sites.  Our  case  1 
may  represent  either  a primary  of  cryptic  origin 
or  spontaneous  regression.  That  it  could  be 
metastatic  is  supported  by  the  apparent  predi- 
lection for  metastatic  melanoma  to  implant  in 
the  bronchial  mucosa,  as  illustrated  by  four  of 
our  six  cases.  In  only  one  of  these  four  could 
no  primary  site  be  found. 

The  enigmatic  question  of  whether  these  le- 
sions are  primary  or  metastatic  implants  is  not 
relevant  to  the  question  of  optimal  manage- 
ment. Since  chemotherapy  and  x-ray  are  of  lit- 
tle value  in  the  treatment  of  metastatic  mela- 
noma,i’-  “®  surgery  is  considered-*^’ for  pal- 
liation or  definitive  therapy  for  isolated  peri- 
pheral or  proximal  obstructive  lesions.  This  may 
range  from  bronchoscopic  resection  of  a lesion 
causing  airway  obstruction  to  pulmonary  resec- 
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tion.  If  there  is  widespread  metastasis  these 
polypoid  lesions  may  occlude  an  entire  lung,  as 
occurred  in  two  of  our  cases,  and  bronchoscop- 
ic  resection  provides  significant  palliation.  A 
sleeve  resection  of  one  polypoid  lesion  also  pro- 
duced successful  palliation.  If  the  primary  le- 
sion is  well  controlled  and  there  is  no  evidence 
of  melanoma  elsewhere,  solitary  metastasis  to 
the  lung  should  also  be  resected.  In  the  past, 
pulmonary  melanoma  has  generally  been  con- 
sidered inoperable, 28  but  one  may  expect  to 
get  as  good  results  from  resection  of  a single 
pulmonary  metastasis  of  melanoma  as  has  been 
reported  for  various  other  malignancies  which 
metastasize  to  the  lung  such  as  osteogenic  sar- 
coma, Wilms’s  tumor,  neuroblastoma,  adeno- 
carcinoma, and  even  squamous  cell  carcino- 
ma.29-35  jhe  three-  to  five-year  survival  rate 
ranges  from  25%  to  35%  in  these  reports. 
Some  of  these  series  included  patients  with 
metastatic  melanoma,  but  no  separate  survival 
figures  are  given  for  those  with  melanoma. 
Cliffton^®  reports  one  case  resected  twice  for 
pulmonary  melanoma,  and  states  that  to  the 
physicians’  surprise,  the  patient  lived  21  months 
after  the  second  resection.  It  is  well  established 
that  the  longer  the  interval  between  resection  of 
a primary  malignancy  and  the  appearance  of 
the  metastasis,  the  better  is  the  chance  for  sur- 
vival after  surgical  removal  of  the  metastasis.  In 
melanoma,  recurrences  may  appear  after  many 
years,^®’®'  as  in  our  case  4.  Many  of  the  pa- 
tients are  young  and  some  are  children,®®  and  a 
small  chance  of  cure  or  increased  survival  is 
indication  enough  for  surgery. 
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NEIGHBORHOOD 
MULTIPURPOSE 
SERVICE  CENTER 


The  City  of  Dallas  has  applied  for  a grant 
to  develop  a comprehensive,  community- 
centered  program  of  services  ranging  from 
legal  aid  to  family  life  education  and 
employment  for  residents  of  a designated 
poverty  area.  A major  component  will  be 
medical  and  health  services  made  accessible, 
available,  and  acceptable  to  recipients. 

The  goal  is  to  break  the  vicious  cycle  of 
poverty:  Unless  something  drastic  intervenes, 
poverty’s  child  learns  and  adapts  to  the 
welfare  way  of  life  as  surely  as  fortune’s  child 
learns  and  adapts  to  middle-class  society’s 
values.  The  City  of  Dallas  may  be  among  the 
pioneers  who  seek  to  change  welfare  from 
the  traditional,  self-perpetuating,  bare 
subsistence  dole  to  a purposeful  attempt  to 
relieve  some  of  the  crushing  pressures  of 
poverty  so  that  recipients  may  have  a 
realistic  chance  to  direct  their  efforts  toward 
self-sufficient  productivity. 


HAL  J.  DEWLETT,  M.D. 


BEING  PLANNED  FOR  the  city  of  Dallas  is  a 
bold  program  for  physical  improvements,  coup- 
led with  establishment  of  a Pilot  Crossroads 
Community  Center  program,  or  a multipurpose 
service  center  program — the  so-called  super- 
market of  services  in  which  a comprehensive 
medical  and  health  services  component  will  be 
one  of  the  predominant  features.  The  program 
is  designed  to  arrest  the  social  breakdown  and 
physical  deterioration  of  an  entire  neighbor- 
hood by  providing  its  residents  with  a multitude 
of  services  hitherto  either  totally  unavailable  to 
them,  or  provided  in  such  a meager  or  frag- 
mented fashion  as  to  perpetuate  the  cycle  of 
poverty  with  its  many  social  and  economic  ills, 
frustrations,  and  disenchantment  and  depriva- 
tion. These  conditions  exist  in  cities  throughout 
the  nation,  and  public  health  workers  have  long 
known  that  generally,  both  public  and  private 
services  and  programs  have  been  designed  by 
middle-class  people  and  are  mostly  for  the  con- 
venience of  the  staff  rather  than  that  of  the 
recipient.  In  more  recent  times  numerous  prob- 
lems in  urban  communities,  related  to  discon- 
tent, have  been  partially  attributed  to  the  gap 
between  the  expectations  of  people  who  need 
services  and  the  delivery  of  those  services.  Sud- 
denly, planners  are  giving  added  importance  to 
“accessibility,  availability,  and  acceptability.’’ 

It  is  not  reasonable  to  blame  the  planners  of 
yesteryear.  They  established  at  their  current 
locations  the  institutions  and  agencies  then 
needed  to  provide  essential  services  to  people 
who  needed  them  most;  in  many  instances, 
these  locations  are  now  so  far  removed  from 
the  present  deprived  areas  as  to  be  relatively 
inaccessible  to  the  recipients.  But  who  could 
have  foreseen,  several  decades  ago,  that  the 
area  known  as  South  Dallas,  covering  about  14 
square  miles,  would  one  day  become  what  it  is 
today?  It  was  then  one  of  Dallas’  finest  neigh- 
borhoods. 
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quently  was  redesignated  Crossroads  Commun- 
ity Center  in  honor  of  the  Crossroads  Commit- 
tee, which  was  instrumental  in  the  successful 
passage  of  the  $175,000,000  bond  program,  a 
portion  of  which  will  enable  the  site  acquisition 
and  construction  of  the  Center.  The  proposal  is 
a pilot  project  in  cooperation  with  the  federal 
government,  the  state,  county,  and  city  govern- 
ments, and  the  private  and  nonprofit  agencies 
of  Dallas  County. 


Annual  Income 

Families 

No.  % 

<$1,000 

Sl,000-$1,999 
$2,000-S2,999 
$3,000-$3,999 
<$4,000  (Total) 

1,313 

2,507 

3,095 

3,272 

10,187 

8.2 

15.7 

19.4 

20.5 

63.8 

Table  1.  Annual  incomes  of  63.8%  of  families  in  South 
Dallas  area  in  I960.  (Source,  City  of  Dallas, 

Department  of  Urban  Rehabilitation,  Mr.  William  C. 
McClintock,  director.) 


Between  1940  and  1950  several  changes  oc- 
curred in  South  Dallas.  The  flight  of  affluent 
whites  to  the  suburbs  had  already  started,  and 
the  nonwhite  population  increased.  Concomit- 
antly, the  “professional,  managerial,  and 
skilled’’  component  of  the  labor  force  de- 
creased in  favor  of  the  “unskilled.”  The  change 
gathered  momentum  during  the  following  dec- 
ade, and  by  1960  the  population  in  the  area 
was  almost  90%  nonwhite,  7%  white,  and  3% 
Latin  American.  The  unskilled  labor  force  had 
increased  from  34%  in  1950  to  approximately 
53%  in  1960.  The  spectrum  of  unemployment 
to  underemployment,  with  its  relationship  to 
race  and  low  income,  is  evident  in  Table  1, 
which  shows  the  income  of  families  in  this 
area  in  1960.  Of  the  children  under  age  18  in 
South  Dallas,  56%  lived  in  families  with  pover- 
ty-level incomes.  It  is  probable  that  a high  pro- 
portion of  these  children  will  grow  up  to  perpet- 
uate the  cycle  by  becoming  poor  and  disad- 
vantaged parents,  unless  a drastic  impact  is 
made  to  break  the  chain. 

Background  of  the  Multipurpose  Service  Center: 

Early  in  1967  the  City  of  Dallas  proposed  the 
Park  South  Community  Service  Center,  a Pilot 
Neighborhood  Facilities  Project  (called  Neigh- 
berhood  Service  Program  or  NSP)  that  subse- 


Because  of  the  prior  interest  of  the  Depart- 
ment of  Urban  Rehabilitation  in  the  blighted 
and  low-income  areas,  and  because  the  director 
of  that  department  had  worked  with  a city  coun- 
cil-appointed committee  to  make  studies  and 
recommendations  regarding  areas  with  substan- 
dard housing  or  potential  blight,  it  was  natural 
that  the  focus  of  the  project  would  revolve 
around  urban  rehabilitation.  Although  one 
might  construe  the  principal  interest  of  urban 
rehabilitation  to  be  the  physical  problems  of 
the  area,  it  had  emphasized  that  these  condi- 
tions were  the  symptom  complex  of  human 
problems  mirrored  in  poverty,  illiteracy,  crime, 
and  the  whole  gamut  of  deprivation. 

From  1965  to  1967  considerable  discussion 
took  place  in  Dallas  concerning  a community 
service  center  which  would  provide  decentral- 
ized services  as  a comprehensive,  unified  ap- 
proach to  social  and  welfare  problems.  In  May 
1966,  a group  of  graduate  students  in  social 
work  from  The  University  of  Texas  undertook  a 
field  training  project  under  the  direction  of  the 
Community  Council  of  Greater  Dallas  in  cooper- 
ation with  the  Dallas  County  Community  Action 
Committee  and  local  private  and  public  offi- 
cials. The  project  related  to  the  establishment 
of  a “multiservice  center”  in  the  South  Dallas 
area.  Following  additional  discussions,  the  city 
manager  instructed  the  director  of  urban  re- 
habilitation to  explore  methods  of  financing 
and  implementing  such  a project.  Shortly 
thereafter,  the  Department  of  Housing  and  Ur- 
ban Development  in  Washington  selected  Dallas 
as  one  of  14  cities  to  develop  demonstration 
projects  which  eventually  would  serve  as  ex- 
amples for  similar  programs.  The  director  of 
urban  rehabilitation  of  the  City  of  Dallas  was 
appointed  demonstration  project  coordinator 
to  work  with  the  federal  team  of  five  agencies 
to  ascertain  the  feasibility  of  a neighborhood 
center.  The  federal  agencies  are:  Department 
of  Housing  and  Urban  Development  (Project 
Coordinator);  Department  of  Health,  Education, 
and  Welfare:  Bureau  of  the  Budget;  Depart- 
ment of  Labor;  and  Office  of  Economic  Oppor- 
tunity. 

A preliminary  conference  on  the  theory, 
concept,  and  purpose  of  multi-use  centers,  as 
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well  as  the  federally-assisted  local  role,  set  the 
stage,  and  by  April  1967  crystallized  the  format 
for  the  tentative  service  program,  listing  some 
14  activities,  their  sponsoring  agencies,  and 
estimated  budget.  In  the  ensuing  months  the 
program  elements  were  developed  and  a pro- 
posal was  submitted  for  federal  review. 

The  service  program  consists  of  four  divi- 
sions. First  is  the  basic  administrative  struc- 
ture which  includes  an  advisory  board  of  30 
members,  one-third  elected  by  South  Dallas 
citizens  under  the  auspices  of  Neighborhood 
Organization:  one-third  appointed  jointly  by  the 
Community  Council  and  the  board  of  the  Dallas 
County  Community  Action  Committee  (War  on 
Poverty):  and  one-third  appointed  by  the  City 
Council.  Second  are  the  core  services  which  in- 
clude Project  COPE  (Crossroad  Opportunities 
for  People  and  Environment — concentrated 
code  enforcement):  central  records  and  evalu- 
ation, building  operations  and  maintenance: 
transportation,  interagency  coordination:  and 
neighborhood  organization.  Third  is  the  service 
program,  including  legal  aid  service,  medical 
and  health  services,  family  life  education,  child 
care  program,  recreational  services,  special  li- 
brary services,  employment  services,  financial 
assistance  and  counseling  services.  The  fourth 
division  consists  of  neighborhood  and  citizens 
involvement. 

Medical  and  Health  Services:  This  component 
will  be  sponsored  by  the  City  Health  Depart- 
ment. To  meet  the  requirements  for  funding 
and  to  conform  to  the  overall  proposal  in  the 
short  time  allocated  to  develop  it,  the  founda- 
tion of  the  health  services  program  was  initiat- 
ed by  the  staff  of  the  City  Health  Department, 
with  the  assistance  of  the  task  force  and  work 
committees. 

Included  in  the  initial  proposal  were  provi- 
sions for  maternal  and  child  health  services  and 
family  planning,  venereal  disease  control,  den- 


tal health,  minor  diagnosis  and  treatment,  tu- 
berculosis control,  laboratory  support,  and  a 
component  of  health  core  services  to  include 
administration,  pharmacy  and  central  supply. 

South  Dallas  fulfilled  most  of  the  criteria  on 
which  similar  CEO  health  services  programs  in 
other  cities  were  based.  We  did  not  review  the 
program  of  other  cities  in  general,  but  the  basic 
concept  of  our  proposed  program  closely  fol- 
lowed those  established  in  Denver  and  Boston. 

In  addition  to  the  basic  social  problems,  the 
inclusion  of  various  program  elements  was 
based  partly  on  recommendations  of  the  Report 
of  Health  Services  for  Children  and  Youth  of  Dal- 
las County  published  in  1963,  and  partly  on  the 
Goals  for  Dallas  proposed  by  Mayor  Erik  Jons- 
son  in  1966  and  also  contained  in  the  recom- 
mendations of  the  health  panel  of  the  Com- 
munity Council  of  Greater  Dallas. 

At  about  the  same  time,  plans  were  being 
formulated  to  undertake,  with  funds  from  the 
Childrens  Bureau,  a comprehensive  health  ser- 
vices project  for  children  and  youth,  sponsored 
by  the  Department  of  Pediatrics  of  The  Univer- 
sity of  Texas  Southwestern  Medical  School  at 
Dallas.  Because  the  City  Health  Department  en- 
tered into  a working  partnership  with  the  latter, 
it  was  felt  that  the  children  and  youth  project 
would  fulfill  part  of  the  maternal  and  child 
health  program.  The  venereal  disease  and  tu- 
berculosis components  seemed  to  lend  them- 
selves to  decentralization,  especially  since  a 
satellite  venereal  disease  clinic  was  also  being 
planned  for  South  Dallas  where  about  50%  of 
the  Health  Department’s  central  clinic  cases 
originate.  In  terms  of  need,  the  current  dental 
health  program  seemed  inadequate:  hence, 
such  a program  was  also  included  to  make  the 
health  care  more  comprehensive. 

The  major  innovation  in  the  project  is  the 
minor  diagnosis  and  treatment  component.  For 
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about  two  years  the  War  on  Poverty  considered 
establishing  a similar  clinic  in  South  Dallas,  but 
various  obstacles  caused  delay.  Thus,  we  seized 
the  opportunity  to  include  that  feature  in  our 
project  without  trying  to  establish  or  duplicate 
a hospital  system.  It  was  thought  that  in  coop- 
eration with  the  Parkland  Memorial  Hospital 
medical  school  complex  (which  now  serves  the 
majority  of  South  Dallas  residents  who  often 
must  travel  several  miles),  such  a program 
would  function  as  a complement  to  the  outpa- 
tient clinic  and,  in  varying  degree,  would  also 
complement  the  emergency  room  functions  of 
the  hospital  system.  A few  statistics  from  Park- 
land Hospital  reveal  the  desirability  and  need 
for  such  a system  of  health  care;  In  1966,  the 
hospital  outpatient  clinics  listed  some  61,800 
visits,  of  which  about  36,800  (or  59.5%)  orig- 
inated from  South  Dallas  and  its  immediate 
surrounding  areas.  Thus,  this  component  would 
have  tremendous  impact  on  the  present  health 
care  system,  as  it  would  be  more  accessible, 
available,  and  acceptable. 

To  provide  these  programs,  much  planning 
still  needs  to  be  done,  including  the  participa- 
tion of  the  consumers,  as  well  as  establishing 
linkages  for  coordination  and  cooperation  be- 
tween the  local  official  agency  and  the  various 
agencies  now  providing  services,  especially 
those  supported  by  federal  grants.  The  target 
population,  after  undergoing  several  changes, 
now  stands  at  18,190,  in  a seven-square-mile 
code  enforcement  area.  However,  the  local 
health  department  is  committed  to  provide  sim- 
ilar services,  if  and  when  its  potential  permits, 
to  the  remainder  of  the  South  Dallas  area  which 
has  a population  of  approximately  70,000. 


In  the  initial  proposal  a tentative  space  allo- 
cation in  the  Community  Center  was  estimated 
at  30,000  square  feet.  A modest  minimal  bud- 
get was  also  estimated,  excluding  the  cost  of 
land  which  will  be  provided  by  the  City  of  Dal- 
las from  the  bond  program.  While  the  proposal 
was  being  studied  by  the  federal  review  team, 
and  comments  for  modification  were  flowing  in, 
an  architect  began  the  preliminary  plans  for  the 
building,  while  several  municipal  government 
department  heads  reviewed  possible  sites.  Fi- 
nally, a 10.5-acre  site  was  selected;  it  is  close 
to  the  State  Fair  grounds  and  to  a senior  high 
school  on  Forest  Avenue  in  South  Dallas,  and  is 
near  the  City  Health  Department’s  former  South 
Dallas  Nursing  Center,  which,  prior  to  its  relo- 
cation, was  considered  by  various  health  depart- 
ment personnel  to  be  more  suitable  to  serve  the 
clients. 

After  several  revisions  of  the  medical  and 
health  services  proposal,  the  application  was 
formally  submitted  to  the  U.S.  Public  Health 
Service  for  a total  grant  of  $2,630,824  over  a 
four-year  and  eight-month  period,  to  be  derived 
from  Section  314  (e)  of  P.L.  89-749  (The  Com- 
prehensive Health  Planning  and  Public  Health 
Services  Amendments).  Because  of  various  fac- 
tors and  linkages  to  be  developed,  maximum 
funding  might  not  be  realized,  especially  when 
various  phase-in  stages  of  development  are 
contemplated.  After  several  review  teams  had 
a chance  to  evaluate  the  application,  the  Pub- 
lic Health  Service  awarded  us  $151,315  for  a 
period  of  six  months,  with  the  understanding 
that  a reapplication  would  be  made  for  continu- 
ation. We  requested  that  the  grant  period  start 
in  October  in  order  to  allow  us  to  write  job  de- 
scriptions for  the  various  personnel.  In  the  in- 
terim, several  temporary  buildings  were  sur- 
veyed and  when  an  appropriate  one  is  located 
the  health  services  component  will  start  func- 
tioning. The  new  satellite  Venereal  Disease  Con- 
trol Clinic  in  the  vicinity  of  the  existing  South 
Dallas  Health  Center  is  already  functioning,  and 
although  located  at  some  distance  from  the 
Crossroads  site,  is  serving  the  target  popula- 
tion of  the  area. 

The  permanent  buildings  will  consist  of  sev- 
eral modules,  each  housing  the  various  com- 
ponents of  the  services  of  the  agencies  partici- 
pating in  the  Crossroads  Center.  It  is  estimated 
that  these  buildings  will  be  completed  in  1970. 
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Because  of  problems  related  to  availability 
of  manpower  and  negotiation  for  establishing 
linkages  and  working  arrangements  with  other 
agencies  providing  health  services  to  the  resi- 
dents of  the  area,  details  of  numerical  signifi- 
cance are  not  possible  now.  In  fact,  one  of  the 
innovations  of  the  program  will  be  the  selection, 
training,  and  utilization  of  health  aids  recruited 
from  the  neighborhood,  akin  to  similar  neigh- 
borhood center  programs  in  other  cities. 

The  overall  administration  of  the  center  will 
follow  policies  and  established  channels  of  the 
center  board.  After  several  months  of  diligent 
search,  the  center  director  and  assistant  direc- 
tor were  recently  hired.  Plans  for  coordination 
between  the  various  components  of  services  are 
being  formulated.  The  various  nonmedical  core 
services  will  be  provided  by  the  overall  admin- 
istration of  the  center.  A physician  will  be  re- 
cruited to  direct  the  medical  and  health  ser- 
vices component.  Administratively,  he  will  be 
directly  responsible  to  the  Director  of  Public 
Health  of  the  City  of  Dallas  and  will  function  as 
his  deputy. 

The  program  temporarily  has  excluded  a 
mental  health  component,  although  in  the  ini- 
tial proposal,  provision  was  made  for  an  even- 
tual accession  of  such  a component  into  the 
system.  Because  the  Dallas  County  Mental 
Health  and  Mental  Retardation  Center  Board  is 
a separate  entity,  various  committees  have  been 
designated  and  are  planning  for  a proposal  of 
participation. 

Since  our  proposal  involves  various  levels  of 


the  national,  state,  county,  and  city  agencies,  as 
well  as  a variety  of  health  care  components  of 
the  private  sector  and  some  of  the  non-health- 
related  agencies,  a network  of  linkages,  coop- 
eration, coordination,  and  consultation  will  be 
established  as  one  of  the  main  features. 

In  the  final  analysis,  as  the  trend  of  consu- 
mer participation  is  becoming  so  prevalent  in 
policy-making,  we  contemplate  an  accentuated 
role  of  that  segment  of  the  population  which 
will  shape  the  outcome  of  the  program  of  the 
Neighborhood  Multipurpose  Service  Center  and 
its  influence  on  the  people  living  in  the  South 
Dallas  area. 
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Health  Effects  of 
Air  Pollutants 

Air  pollution  is  today  a controversial  and  grow- 
ing problem,  and  there  is  little  agreement  con- 
cerning how  cleaner  air  should  be  achieved.  At- 
mospheric contaminants  may  produce  harmful 
effects  to  the  health  and  welfare  of  mankind 
through  a variety  of  mechanisms.  Although  the 
need  to  control  air  pollution  is  universally  rec- 
ognized, there  is  uncertainty  as  to  how  the 
cleaner  air  should  be  achieved.  Atmospheric 
contaminants  produce  effects  upon  the  quality 
of  ambient  air  which,  through  a variety  of  mech- 
anisms, may  be  detrimental  to  the  health  and 
welfare  of  mankind. 

GROWTH  AND  CONCENTRATION  of  popula- 
tions in  our  present  day  civilization  have 
brought  about  vastly  increased  requirements 
for  goods,  services,  and  energy.  One  result  of 
providing  these  elements  so  essential  to  urban 
life  has  been  the  development  of  levels  of  air 
pollution  which  are  detrimental  to  man’s  health 
and  welfare.  While  the  need  to  control  contam- 
ination of  the  atmosphere  is  universally  recog- 
nized, there  is  little  agreement  as  to  how  and 
why  the  cleaner  air  is  to  be  achieved. 

The  maleficent  effects  of  pollutants  arise 
from  a variety  of  mechanisms.  Some  are  harm- 
ful to  human  health;  and  others  adversely  af- 
fect the  welfare  of  the  public,  including  the  pro- 
duction or  enhancement  of  diseases  in  animals 
and  plants  and  such  undesirable  “mechanical” 
effects  on  the  environment  as  reduction  of  visi- 
bility, soiling,  corrosion  of  metals,  and  discolor- 
ation of  surface  coatings. 

The  cost  of  cleaning  the  air  will  have  to  be 
borne  by  society,  and  abatement  programs 
which  are  ill-conceived,  unduly  restrictive,  or 
unnecessary  can  be  wasteful  and  disruptive. 
How  cleaner  air  is  to  be  achieved  involves  com- 
plex technologic  industrial  and  economic  sys- 
tems. Why  cleaner  air  must  be  achieved  in- 
volves the  definition  of  objectives  for  an  order- 


ly and  effective  control  program.  A clear  under- 
standing of  the  health  effects  of  air  pollutants 
is  essential  to  the  development  of  such  a pro- 
gram. 

Contaminants  of  Concern  in  Urban  Ambient  Air: 

Contaminants  which  may  exist  in  the  ambient 
air  of  cities  have  potential  toxicity  or  other  un- 
desirable effects  (Table  1).  The  toxic  effects 
each  pollutant  exhibits  at  concentrations  found 
in  the  air  of  urban  areas  can  be  evaluated;  how- 
ever, individual  contaminants  in  ambient  air  are 
part  of  a dynamic,  highly  complex  system  with 
opportunities  for  interaction,  synergism,  and 
antagonism. 

Sulfur  Dioxide:  Sulfur  dioxide  (SO2)  is  truly 
a pollutant  product  of  energy  transformations 
in  our  civilization.  Amounts  occurring  naturally 
in  the  atmosphere,  coming  only  from  volcanic 
activity,  are  negligible.  Of  the  estimated  146 
million  tons  released  into  the  earth’s  atmos- 
phere annually,  70%  comes  from  coal  combus- 
tion and  16%  from  the  combustion  of  petrole- 
um products,  mainly  residual  fuel  oil.  Present 
refining  processes  reduce  sulfur  to  relatively  in- 
significant levels  in  gasoline  and  middle  distil- 
lates; technologic  developments  are  now  under 
way  which  will  achieve  this  objective  for  heavy 
fuels  and  heating  oils.  The  fate  of  SOo  is  oxida- 
tion to  form  sulfate  aerosols  which  are  removed 
either  by  settling  or  in  precipitation.  The  resi- 
dence period  of  the  gas  in  the  atmosphere  is 
estimated  at  four  days. 

The  annual  average  SOo  concentrations  in 
cities  of  the  United  States  range  from  near  0 to 
as  high  as  0.16  parts  per  million  (p.p.m.).  In 
the  northeastern  United  States,  metropolitan 
areas  with  high  rates  of  fossil  fuel  combustion 
frequently  reach  levels  of  0.1  to  0.3  p.p.m.,  and 
1 p.p.m.  or  higher  during  sustained  meteoro- 
logic  inversions. 

Experimental  acute  exposures  of  humans  and 
animals  to  SOo  at  several  p.p.m.  result  in  res- 
piratory irritation  in  the  form  of  increased  air- 
way resistance  and  mucus  production  and  in- 
creased interference  with  ciliary  activity.  Sub- 
acute exposures  to  somewhat  lower  levels,  av- 
eraging 0.5  p.p.m.  during  prolonged  meteoro- 
logic  inversion  episodes  in  which  other  con- 
taminants are  also  concentrated,  are  associated 
with  increased  morbidity  and  mortality.  Well- 
known  incidents  of  this  type  include:  Donora, 
Pa.,  October,  1948,  SOo  level  2.0  p.p.m.,  17 
deaths;  London,  December,  1952,  SO2  level 
1.47  p.p.m.,  4,000  deaths;  New  York,  February, 
1963,  SOo  level  0.40-1.50  p.p.m.,  200-400 
deaths.  However,  the  question  of  toxic  effects 
from  SO2  at  the  low  levels  commonly  encoun- 
tered in  many  American  cities  (24-hour  average 
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Pollutant 

Principal 

Source 

Human 

Health  Effects 
Animal 

Vegetation 

Visibility 

Impairment 

Sulfur  Dioxide 

Combustion  of  fossil  fuels 

* 

t 

* 

t 

* 

Particulates 

Natural  and  industrial 

t 

t 

t 

Nitrous  Oxides 

Automotive  exhaust 

t 

f 

* 

* 

Hydrocarbons 

Automotive  exhaust 

t 

t 

* 

t 

* 

Oxidant 

Photochemical  reaction 

★ 

t 

* 

Carbon  Monoxide 

Combustion  of  fossil  fuels 

7* 

t 

t 

f 

t 

t 

Fluourine 

Natural  and  industrial 

t 

* 

* 

Lead 

Automotive  exhaust 
and  natural 

t 

t 

f 

* Probably  active  under  conditions  described  in  text, 
f Probably  inactive  under  conditions  described  in  text. 

^Active  indirectly  through  oxidant  formation  in  photochemical  reaction. 


Table  1.  Pollutants  in  ambient  air. 


of  less  than  0.1  to  0.25  p.p.m.),  has  not  been 
conclusively  resolved  and  is  currently  contro- 
versial. 

Other  Sulfur  Compounds:  While  hydrogen  sul- 
fide (H2S)  and  sulfur  trioxide  (SO3)  may  pre- 
sent health  hazards  in  limited,  localized  situa- 
tions, they  do  not  ordinarily  reach  levels  of  con- 
sequence in  ambient  air.  Hydrogen  sulfide,  well 
known  for  the  obnoxious  odor  detectable  at  0.1 
p.p.m.,  is  actually  a highly  toxic  gas  which  can 
cause  death  by  paralysis  of  the  respiratory  cen- 
ter following  brief  exposure  to  700  p.p.m.  Sul- 
fur trioxide  hydrolyzes  to  sulfuric  acid  mist  in 
humid  air.  This  mist,  if  inhaled,  is  considerably 
more  toxic  (20  times)  as  a respiratory  irritant 
than  sulfur  dioxide. 

Particulates:  For  the  average  citizen,  the  “dirt- 
iness” of  air  is  related  to  particulate  loading,  as 
measured  by  his  perception  of  visible  dust  im- 
pairing visibility  or  causing  soiling.  Controlling 
suspended  particulates  in  ambient  air  to  mini- 
mize such  nuisance  effects  is  unquestionably 
desirable;  however,  evidence  of  detrimental 
health  effects  at  or  below  these  levels  is  insuf- 
ficient to  justify  further  reduction  of  inert  par- 
ticulates. 


Atmospheric  particulate  matter  of  interest 
from  a pollution  standpoint  is  generally  classi- 
fied as  smoke,  dust,  mist,  and  fume.  Photo- 
chemical aerosol,  a special  case  of  mist,  will  be 
discussed  separately.  The  behavior  of  particu- 
lates and  their  capability  for  producing  nui- 
sance and  toxic  effects  are  dependent  upon 
many  variables,  including  size,  shape,  density, 
color,  and  chemical  constituents.  Three  meth- 
ods of  measurement  commonly  used  are:  (1) 
high-volume  sampler,  the  standard  sampling 
period  being  24  hours;  (2)  tape-sampler,  de- 
veloped to  determine  smoke  concentrations,  the 
results  being  expressed  as  coefficient  of  haze 
(COH)  units  and  popularly  known  as  the  “soil- 
ing index”;  and  (3)  dust  fall  jar,  weighing  par- 
ticulate collected  during  a month.  Particulate 
levels  encountered  in  American  cities  range 
from  6 to  more  than  1,500  micrograms  per 
cubic  meter,  0 to  more  than  8 COH  units  (less 
than  1 “light”  and  more  than  3 “heavy”  pollu- 
tions), and  dust  fall  values  from  less  than  1 to 
more  than  1,200  tons  per  square  mile  per 
month. 

The  inhalation  of  heavily  dust-laden  air  is 
unquestionably  harmful,  producing  irritant  ef- 
fects in  the  respiratory  tract.  However,  surpris- 
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ingly  little  illness  has  been  related  to  the  usual 
levels  found  in  the  ambient  air  of  cities.  Factors 
that  may  account  for  the  lack  of  illness  are:  (1) 
The  particulates  under  consideration  are  physio- 
logically “inert”  (those  with  specific  toxic  ef- 
fects, such  as  silica,  beryllium,  asbestos,  and 
pollen,  represent  special  cases);  (2)  Many  of 
the  particles  are  not  of  “respirable”  size  (0.1 
to  10  microns  in  diameter)  and  never  reach  ter- 
minal bronchioli  or  alveoli;  and  (3)  The  respira- 
tory tract  has  remarkably  efficient  mechanisms 
for  the  filtration  and  clearance  of  particles. 

A popular  theory  attributes  potentiation  of 
the  toxicity  of  gases,  particularly  SOo,  to  sorp- 
tion of  the  gas  on  respirable  particles  which,  on 
inhalation,  carry  the  gas  to  the  alveolar  level 
where  it  is  released  and  produces  damage. 
While  this  may  possibly  occur  at  relatively  high 
concentrations,  there  is  insufficient  experiment- 
al evidence  to  support  such  synergistic  interac- 
tion at  the  low  levels  of  contaminants  found  in 
urban  air  if  the  inversions  are  absent.  In  gen- 
eral, maintenance  of  inert  particulates  at  levels 
below  those  which  bring  about  nuisance  com- 
plaints of  impaired  visibility  or  soiling  will  ef- 
fectively safeguard  the  health  of  the  popula- 
tion. Such  levels  are  usually  in  the  range  100- 
250  micrograms  per  cubic  meter. 

Nitrogen  Oxides,  Hydrocarbons,  and  Oxidants: 
The  interactions  of  this  triad  of  pollutants  ex- 
emplify the  complex  and  dynamic  nature  of  the 
atmospheric  environment.  In  Los  Angeles,  which 
is  in  a southern  temperate  latitude  with  an  air 
mass  frequently  “locked  in”  by  mountains  and 
subjected  to  temperature  inversions,  this  triad 
produces  the  phenomenon  of  photochemical 
aerosol.  In  contrast,  the  pollution  incidents  of 
London,  the  Meuse  Valley,  Donora,  and  the  East 
Coast  megalopolis  are  characterized  by  smogs 
containing  high  levels  of  SOo  and  particulate. 

Greatly  oversimplified,  the  photochemical 


smog  reaction  may  be  represented  by  the  equa- 
tion: Nitrogen  Oxides  Hydrocarbon  sunlight^ 
Oxidant.  While  ozone  is  the  principal  oxidant, 
other  end  products  and  intermediate  products 
include  aldehydes,  ketones,  alcohols,  alkyl  ni- 
trites and  nitrates  (peroxyacetyl  nitrate,  PAN), 
carbon  monoxide,  carbon  dioxide,  and  particu- 
late matter.  Automotive  exhaust  has  provided 
ever  increasing  quantities  of  substrate  for  the 
smog  reaction,  a growth  curve  which  hopefully 
will  be  reversed  by  anti-smog  devices  on  pres- 
ent and  future  cars. 

For  the  three  agents,  when  concentrations 
known  to  produce  toxic  effects  are  viewed  in 
relation  to  levels  found  in  ambient  air,  only  oxi- 
dant (ozone)  gives  cause  for  concern.  For  nitro- 
gen dioxide  (NOo),  the  Threshold  Limit  Value 
(TLV)*  is  5 p.p.m.,  yet  0.5  p.p.m.  is  rarely  ex- 
ceeded in  Los  Angeles  air.  The  TLV  for  hydro- 
carbons in  500  p.p.m.,  as  compared  with  the 
highest  recorded  level  of  30  p.p.m.  in  ambient 
air.  The  TLV  for  ozone  is  0.1  p.p.m.,  a concen- 
tration which  in  many  persons  produces  eye 
irritation  and  beginning  symptoms  of  respira- 
tory problems.  This  level  is  frequently  exceeded 
in  the  Los  Angeles  area;  but  elaborate  medical 
studies  have  failed  to  reveal  evidence  of  signifi- 
cant health  effects  other  than  eye  irritation,  a 
fact  that  is  indeed  surprising.  Studies  on  the 
epidemiology  of  cancer  indicate  that  lung  can- 
cer is  not  increased  in  Los  Angeles  popula- 
tions. An  occasional  asthmatic  attack  is  doubt- 
less precipitated  by  photochemical  smog;  but 
attempts  to  link  morbidity  (as  reflected  by  hos- 
pital admissions)  and  chronic  pulmonary  dis- 
eases to  air  pollution  in  Los  Angeles  have  been 
inconclusive. 

Many  forms  of  vegetation  are  highly  sensitive 
to  photochemical  smog  and  exhibit  adverse  ef- 
fects to  oxidant  concentrations  as  low  as  0.15 
p.p.m.  Some  species  react  adversely  to  even 
lower  oxidant  concentrations.  If  oxidant  levels 
are  reduced  to  salvage  the  large  economic 
losses  due  to  poor  crop  yields,  a safety  margin 
would  be  established  with  respect  to  possible 
impairment  of  human  health. 

Carbon  Monoxide:  Carbon  monoxide  (CO) 
also  represents  a pollutant  which,  in  urban  air, 
is  largely  derived  from  the  combustion  of  fossil 
fuels.  The  internal  combustion  engine  is  esti- 
mated to  account  for  84%  of  the  total  CO  emis- 
sion. The  calculated  residence  time  for  CO  is 
less  than  three  years,  indicating  the  existence 
of  a “sink”  in  the  environment  for  CO.  How- 


•The  level  recommended  as  a guideline  by  the  American 
Conference  of  Governmental  Industrial  Hygienists  as  generally 
safe  for  eight  hours’  occupational  exposure. 
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ever,  neither  physical  nor  chemical  mechanisms 
for  the  removal  of  CO  have  been  established. 

Classical  concepts  of  the  acute  toxicity  of  CO 
are  based  on  the  interaction  of  CO  and  hemo- 
globin. Carbon  monoxide’s  affinity  for  hemo- 
globin is  approximately  210  times  greater  than 
that  of  oxygen.  Thus,  small  amounts  of  CO  ef- 
fectively displace  0^  in  the  hemoglobin  trans- 
port mechanism.  Levels  of  CO  in  the  air  inhaled 
have  been  related  to  the  percentage  of  car- 
boxyhemoglobin  (COHb)  saturation  in  blood, 
and  these  in  turn  have  been  related  to  the  toxic 
effects  experienced.  Breathing  air  with  600 
p.p.m.  CO  for  one  hour  will  produce  beginning 
symptoms  of  headache  and  dizziness;  breathing 
1,200  p.p.m.  for  the  same  length  of  time  pro- 
duces more  serious  symptoms,  perhaps  even 
coma;  and  breathing  4,000  p.p.m.  may  be  fatal. 
COHb  saturations  in  blood  of  10%  were  consid- 
ered harmless,  headache  occurring  at  about 
20%  and  coma  at  50-60%. 

Recent  studies,  which  measure  more  sensi- 
tive neurologic  parameters,  report  disturbances 
in  visual  threshold  and  temporal  perception 
from  breathing  CO  in  the  range  of  50-100 
p.p.m.  These  findings  are  inconsistent  and  their 
significance  is  not  fully  established  at  this  time, 
but  they  serve  to  focus  attention  upon  possible 
toxic  effects  of  CO  exposures  at  relatively  low 
levels.  The  TLV  for  CO  was  reduced  from  100 
to  50  p.p.m.  in  1966. 

Another  possible  mechanism  of  toxicity,  CO 
interaction  with  cytochrome  oxidases,  is  appar- 
ently operative  only  at  high  levels  of  CO. 

Annual  mean  concentrations  of  CO  in  United 
States  cities  range  from  3 to  13  p.p.m.,  with 
five-minute  maximum  levels  of  40  to  70  p.p.m. 
Such  levels  are  safely  below  those  to  which 
toxic  effects  have  been  attributed,  with  the  pos- 
sible exception  of  subtle  neurologic  defects. 
Finesse  in  time  perception-coordination  capac- 


ities are  obviously  needed  for  safe  operation  of 
a motor  vehicle  in  dense  traffic,  yet  attempts  to 
relate  auto  accidents  to  CO  levels  have  gener- 
ally been  unsuccessful.  Further  research  is 
needed  to  clarify  these  relationships. 

Carbon  Dioxide:  The  present  massive  emis- 
sions of  carbon  dioxide  (COo)  are  sufficient  to 
produce  measurable  monthly  increments  in  the 
earth’s  atmosphere.  If  these  trends  continue, 
changes  in  temperature  on  a world-wide  scale 
could  possibly  cause  major  changes  in  the 
earth’s  environment  over  the  next  several  hun- 
dred years,  including  melting  of  the  polar  ice 
caps. 

While  subsequent  generations  may  face  pro- 
found environmental  and  ecological  threats  due 
to  CO2  build-up  in  the  atmosphere,  the  margin 
of  safety  from  toxic  effects  is  extremely  wide 
for  those  living  in  the  here  and  now.  Respira- 
tory stimulation  only  becomes  measurable  when 
COo  concentration  is  20,000  p.p.m.  (2%), 
while  the  level  of  ambient  air  is  320  p.p.m. 

Fluorine:  Bone  changes  of  chronic  fluorosis 
have  been  reported  in  workers  following  years 
of  occupational  exposure  to  high  fluoride  dust 
levels.  However,  fluoride  clearly  poses  no  prob- 
lem of  toxicity  to  humans  at  levels  prevalent  in 
ambient  air.  However,  fluoride  intoxications 
may  occur  in  animal  and  plant  species  in  limit- 
ed areas.  Fluorosis  has  occurred  in  grazing  ani- 
mals in  the  vicinity  of  fluorine  emitters,  due  to 
the  build-up  of  fluorine  in  forage.  Certain  plant 
species,  such  as  gladioli,  exhibit  extreme  sensi- 
tivity to  tract  amounts  of  fluorine  in  air,  with  ex- 
posure to  fluorine  levels  of  1 part  per  billion 
causing  inhibition  of  growth  and  development. 

Lead:  Present  concern  about  atmospheric 
lead  is  about  lead  particles  (largely  lead 
chlorobromide)  released  in  automotive  exhaust 
following  combustion  of  gasoline  containing  tet- 
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raethyl  lead,  an  anti-knock  additive.  However, 
lead  as  an  element  is  widely  distributed  in  the 
earth’s  crust  and  occurs  naturally  in  food 
and  water  and  in  atmospheric  particles  derived 
from  other  sources,  both  natural  and  industrial. 

In  recent  studies,  the  annual  average  con- 
centration of  lead  in  American  cities  was  in  the 
range  of  1-3  ng./M^*.  Mean  concentrations  in 
heavy  traffic  may  exceed  25  ^^'g./M^,  and  44 
^g./M^  was  measured  in  a vehicular  tunnel.  In 
comparison,  the  TLV  for  occupational  exposure 
to  lead  is  considerably  higher,  at  200  t^g./M^. 

Data  from  three  cities  surveyed  by  the  United 
States  Public  Health  Service  revealed  no  con- 
sistent trend  in  the  concentrations  of  lead  in 
the  atmosphere  during  the  period,  1960-1965. 
And  blood  lead  levels  were  found  well  within 
the  presently  accepted  range  of  normal  for  hu- 
mans. No  threat  of  the  occurrence  of  lead  in- 
toxication was  suggested  in  the  populations 
studied. 

Despite  this  negative  evidence,  continued 
monitoring  of  lead  levels  in  urban  air  and  in  the 
blood  of  city  dwellers  is  being  carried  out.  And 
research  for  more  sensitive  indices  of  intoxica- 
tion goes  on,  in  an  effort  to  insure  the  freedom 
of  urban  populations  from  toxic  effects  of  lead. 

Conclusions:  Of  the  pollutants  existing  in  the 
ambient  air  of  urban  areas,  those  causing  par- 
ticular concern  are  capable  of  producing  effects 
detrimental  to  the  health  and  welfare  of  the 
public:  sulfur  dioxide,  particulates,  nitrogen  ox- 
ides, hydrocarbons,  oxidants,  carbon  oxides, 
fluorine,  and  lead. 

In  order  to  assess  potential  mechanisms  for 
damaging  human  health,  the  known  toxic  ef- 
fects of  exposures  to  these  pollutants  for  var- 
ious concentration-times  have  been  related  to 
levels  reached  by  the  contaminant  in  the  atmos- 


phere of  cities.  However,  such  an  approach 
does  not  allow  for  possible  interactions  by  a 
number  of  agents.  Apparently,  sulfur  dioxide, 
particulates,  oxidants,  and  possibly  carbon 
monoxide  are  likely  to  be  harmful  to  human 
health  only  during  periods  when  pollutants  are 
substantially  concentrated  as  in  meteorologic 
inversions.  Gains  achieved  from  pollution  con- 
trol of  other  contaminants  and  all  contaminants 
during  non-peak  conditions,  are  probably  re- 
lated to  welfare  benefits  rather  than  to  health. 
Abatement  procedures  to  eliminate  rises  in  pol- 
lutant levels  above  the  lower  ranges  in  urban 
ambient  air  are  clearly  needed  for  the  protec- 
tion of  health. 
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A two-month-old  infant  was  referred  to  John  Sealy  Hospital  because  of  fail- 
ure to  thrive  and  multiple  congenital  anomalies.  The  initial  examination  revealed  a 
poorly  nourished  infant  with  syndactyly,  polydactyly,  an  asymmetrical  skull,  re- 
tarded motor  development,  and  a grade  2 systolic  murmur  at  the  left  sternal 
border.  No  appreciable  cyanosis  was  noted.  The  chest  film  below  was  made  at 
the  time  of  the  initial  visit. 


Fig.  1 
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The  infant  suffered  numerous  episodes  of 
upper  respiratory  infection  and  pneumonia  and 
continued  to  show  retarded  motor  development. 
At  18  months  of  age  the  infant  underwent  car- 
diac catheterization,  and  a cineangiocardio- 
gram  was  performed.  The  pulmonary  arterial 
pressure  was  elevated,  and  there  was  arteriali- 
zation  of  the  pulmonary  artery  blood.  The  cine- 
angiocardiogram  demonstrated  the  pulmonary 
veins  entering  a persistent  left  superior  vena 
cava  and  then  passing  through  the  innominate 
vein  to  enter  the  right  atrium  by  way  of  the  su- 
perior vena  cava.  The  left  atrium  and  ventricle 
received  oxygenated  blood  by  way  of  a right-to- 
left  shunt  at  the  atrial  level.  This  is  typical  of 
the  supracardiac  type  of  total  anomalous  pul- 
monary venous  return. 


Fig.  2 


Total  anomalous  pulmonary  venous  drainage 
as  an  isolated  anomaly  is  uncommon,  account- 
ing for  less  than  2%  of  all  cardiac  malforma- 
tions.^ In  spite  of  its  relatively  infrequent  oc- 
currence, this  anomaly  is  important  because  it 
is  amenable  to  corrective  surgery  and  other- 
wise carries  a very  poor  prognosis. 

This  anomaly  can  be  divided  into  three  major 
types:  the  supracardiac  variety  (57%),  para- 
cardiac (32%),  infracardiac  (9%)  and  mixed 
(2%)  varieties.®  Total  anomalous  pulmonary 
venous  drainage  is  often  associated  with  other 
cardiac  anomalies  which  are  usually  complicat- 
ed. These  associated  anomalies  may  include 
transposition  of  the  great  vessels,  single  ventri- 
cle, and  atrioventricularis  communis. 

The  basic  disturbance  in  total  anomalous  pul- 
monary venous  drainage  is  return  of  all  of  the 
pulmonary  venous  blood  into  the  right  atrium. 
In  the  supracardiac  variety,  this  is  accomplished 
by  all  of  the  pulmonary  venous  blood  entering 
a left-sided  superior  vena  cava  (persistent  left 
anterior  cardinal  vein)  which  then  empties  into 
the  innominate  vein  and  enters  the  right  atrium 
by  way  of  the  superior  vena  cava.  In  the  para- 
cardiac variety,  the  common  pulmonary  venous 
trunk  enters  the  right  atrium  by  way  of  the  coro- 
nary sinus,  azygos  vein  or  empties  directly  into 
the  right  atrium.  In  the  infracardiac  variety,  the 
pulmonary  veins  enter  a common  venous  trunk 
which  passes  through  the  esophageal  hiatus 
below  the  diaphragm  and  enters  the  ductus 
venosus,  portal  vein,  inferior  vena  cava,  or 
some  other  major  abdominal  vein. 

The  typical  patient  who  presents  with  isolat- 
ed total  anomalous  pulmonary  venous  drainage 
of  either  the  supracardiac  or  paracardiac  varie- 
ties is  an  infant  in  the  first  few  months  of  life. 
Cyanosis  may  be  present  but  is  usually  not  se- 
vere. Physical  examination  may  reveal  some 
slight  bulging  of  the  left  precordium.  A right 
ventricular  heave  is  usually  palpable.  In  the  sec- 
ond and  third  left  intercostal  spaces,  a systolic 
ejection  murmur  can  be  heard  followed  by  a 
widely  split  second  sound.  Along  the  left  sternal 
border  a low-pitched  mid-diastolic  murmur  is 
usually  present.  The  typical  electrocardiogram 
shows  right  axis  deviation  with  right  ventricular 
hypertrophy  of  the  incomplete  right  bundle 
branch  block  variety.® 
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The  supracardiac  type  of  total  anomalous 
venous  return  has  a distinctive  radiographic  ap- 
pearance. The  dilated  persistent  left  superior 
vena  cava  and  dilated  right  superior  vena  cava 
produce  a mediastinal  density  which  likens  the 
appearance  of  the  heart  and  mediastinum  to 
that  of  a snowman.  This  “snowman”  configu- 
ration may  not  be  present  in  the  newborn  and 
usually  requires  several  weeks  to  develop.^’ In 
both  the  supracardiac  and  paracardiac  varie- 
ties, the  heart  size  is  generally  increased.  The 
pulmonary  artery  segment  is  convex  and  ap- 
pears larger  than  normal.  The  aorta  is  generally 
small.  The  pulmonary  vascular  markings  are 
usually  increased.  In  the  paracardiac  variety  of 
this  anomaly,  in  which  the  pulmonary  venous 
trunk  returns  to  the  right  atrium  by  way  of  the 
coronary  sinus,  the  coronary  sinus  may  be  di- 
lated sufficiently  to  produce  an  indentation  on 
the  barium-filled  esophagus  as  viewed  in  the 
lateral  or  right  anterior  oblique  position.'’ 

The  infracardiac  variety  of  total  anomalous 
venous  return  presents  in  a different  fashion 
than  does  the  paracardiac  or  supracardiac  type. 
The  patient  is  generally  only  a few  days  or 
weeks  old.  Profound  dyspnea  and  cyanosis  may 
be  present.  The  liver  is  generally  enlarged.  Ra- 
diographically, the  heart  size  is  normal  or  slight- 
ly enlarged.'’  The  pulmonary  vascular  markings 
are  distinctive  in  that  there  appears  to  be  a 
halo  about  both  hilar  areas  which  diminishes 
as  it  extends  peripherally.”  This  is  generally  at- 
tributed to  narrowing  or  stenosis  of  the  ano- 
malous vessels  as  they  pass  through  the  eso- 
phageal hiatus  or  as  they  anastomose  with  the 
abdominal  veins  which,  in  turn,  produces  pul- 
monary venous  congestion.-- ^ 

The  radiographic  appearance  of  either  the 
supracardiac  or  infracardiac  variety,  when  con- 


sidered in  the  light  of  the  clinical  findings, 
should  immediately  suggest  the  diagnosis  of 
total  anomalous  pulmonary  venous  drainage 
and  prompt  a referral  for  complete  cardiac  eval- 
uation and  surgical  therapy. 
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Getting  her 
down  presents 
no  problem 

Even  though  rauwolfia-thiazides  have 
failed  to  give  control,  chances  are  her 
hypertension  will  respond  to  Esimil. 

It  offers  the  potency  of  guanethidine 
tempered  with  hydrochlorothiazide. 


He’s  coming  down 
uneventfully 

The  addition  of  hydrochlorothiazide 
makes  guanethidine  easier  to  handle, 
hypertension  easier  to  control.  Doses  of 
components  are  smaller  than  would  be 
needed  if  either  component  were  used 
alone.  Side  effects  are  often  minimized. 


the  antihypertensive  of 
tempered  potency 

• •-I® 

h/Simil 

guanethidine  monosulfate  10  mg 
hydrochlorothiazide  25  mg 


INDICATIONS 

Hypertension  which  cannot  be  adequately 
controlled  with  simpler  agents;  moderate 
to  severe  hypertension;  sustained  hyper- 
tension; almost  all  forms  of  fixed  and  pro- 
gressive hypertensive  disease;  when  side 
effects  of  other  antihypertensives  prevent 
effective  treatment. 

CONTRAINDICATIONS 
Guanethidine:  Proven  or  suspected  pheo- 
chromocytoma;  hypersensitivity  to  guan- 
ethidine. Do  not  use  with  MAO  inhibitors. 
Hydrochlorothiazide:  Anuria;  progressive 
renal  or  hepatic  disease;  allergy  to  thiazides 
or  other  sulfonamide-derived  drugs. 

WARNINGS 

Guanethidine:  Orthostatic  hypotension 
may  occur  early  in  treatment,  on  arising, 
during  hot  weather,  and  after  alcohol,  pro- 
longed standing,  or  exercise.  Caution  pa- 
tient to  sit  or  lie  down  with  the  onset  of 
weakness  or  dizziness. 

Concurrent  use  with  rauwolfia  derivatives 
may  cause  bradycardia,  mental  depression, 
and  postural  hypotension. 

Withdraw  therapy  2 weeks  prior  to  surgery 
if  possible  to  reduce  hazard  of  cardiac  arrest 
or  arrhythmia.  If  not,  administer  preanes- 
thetic agents,  anesthetics,  and  vasopressors 
cautiously  in  reduced  dosage  with  oxygen 
and  atropine  ready  for  immediate  use. 

Febrile  illness  may  reduce  dosage  require- 
ments. 

Due  to  catecholamine  depletion  and  in- 
creased responsiveness  to  norepinephrine, 
special  care  is  required  when  treating  pa- 
tients with  a history  of  bronchial  asthma. 
Hydrochlorothiazide:  Small  bowel  steno- 
sis, with  or  without  ulceration,  has  been 
associated  with  use  of  enteric-coated 
thiazides  with  potassium,  and  with  enteric- 
coated  potassium  alone.  Coated  potassium 
should  be  used  only  when  dietary  supple- 
mentation is  not  practical  and  discontinued 
if  gastrointestinal  symptoms  arise. 

Titrate  dosage  carefully  in  patients  with 
impaired  renal  or  hepatic  function  or  nitro- 
gen retention;  discontinue  thiazides  if  pro- 
gressive insufficiency  is  observed. 

Thiazides  may  decrease  glucose  tolerance; 
use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  uri- 
cosuric agents. 

Thiazides  may  decrease  arterial  respon- 
siveness to  norepinephrine  and  increase 
responsiveness  to  tubocurarine.  Hypoten- 
sive episodes  under  anesthesia  have  been 
observed;  decrease  dosage  of  preanesthetic 
and  anesthetic  agents. 

The  possibility  of  sensitivity  reactions 
should  be  considered  in  patients  with  a 
history  of  allergy  or  bronchial  asthma. 

Use  in  Pregnancy 

Guanethidine:  The  safety  of  guanethidine 
for  use  in  pregnancy  has  not  been  estab- 
lished; therefore,  this  drug  should  be  used 
in  pregnant  patients  when,  in  the  judgment 
of  the  physician,  its  use  is  deemed  essen- 
tial to  the  welfare  of  the  patient. 

Hydrochlorothiazide:  Thiazides  cross  the 
placental  barrier  and  appear  in  breast  milk. 


Thus,  adverse  reactions  seen  in  the  adult 
may  occur  in  the  newborn. 

PRECAUTIONS 

Guanethidine:  Give  cautiously  to  patients 
with  severe  coronary  insufficiency,  recent 
myocardial  infarction,  or  cerebrovascular 
insufficiency  and  with  extreme  caution  in 
those  with  severe  congestive  failure.  Peptic 
ulcers  and  some  other  chronic  disorders 
may  be  aggravated  by  guanethidine. 

Appetite  suppressants  (amphetamines)  and 
mild  stimulants  (eg,  ephedrine,  methyl- 
phenidate)  may  decrease  the  hypotensive 
effect  of  guanethidine. 

Wait  one  week  after  discontinuing  MAO 
inhibitors  before  starting  guanethidine. 

Periodic  blood  counts  and  liver  function 
tests  are  advised  during  prolonged  therapy. 

Hydrochlorothiazide:  Monitor  indicated 
blood  chemistry  and  fluid  and  electrolyte 
balance  carefully  in  patients  on  thiazide 
therapy,  especially  when  patient  is  vomit- 
ing, receiving  parenteral  fluids,  steroids,  or 
digitalis.  Supplemental  potassium  and  non- 
rigid  salt  intake  will  help  prevent  hypo- 
natremia, hypochloremic  alkalosis,  and 
hypokalemia. 

ADVERSE  REACTIONS 
Guanethidine:  Dizziness,  weakness,  lassi- 
tude, syncope,  bradycardia,  increase  in 
bowel  movements,  diarrhea,  inhibition  of 
ejaculation,  fluid  retention,  edema,  con- 
gestive heart  failure.  Less  frequently:  dys- 
pnea, fatigue,  nausea,  vomiting,  nocturia, 
urinary  incontinence,  dermatitis,  scalp  hair 
loss,  dry  mouth,  rise  in  BUN,  ptosis  of  the 
lids,  blurring  of  vision,  parotid  tenderness, 
myalgia,  muscle  tremor,  mental  depression, 
chest  pains  (angina),  chest  paresthesias, 
nasal  congestion,  weight  gain,  and  asthma 
in  susceptible  individuals. 

Hydrochlorothiazide:  Anorexia,  gastric  irri- 
tation, nausea,  vomiting,  cramping,  diar- 
rhea, constipation,  jaundice  (intrahepatic 
cholestatic),  pancreatitis,  hyperglycemia, 
glycosuria,  muscle  spasm,  weakness,  rest- 
lessness, dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia,  purpura,  photosen- 
sitivity, rash,  urticaria,  necrotizing  angiitis, 
leukopenia,  thrombocytopenia,  agranulo- 
cytosis, aplastic  anemia.  Orthostatic  hypo- 
tension may  occur  and  may  be  potentiated 
by  alcohol,  barbiturates,  or  narcotics.  When- 
ever adverse  reactions  are  moderate  or 
severe,  reduce  dosage  or  withdraw  therapy. 

DOSAGE 

Optimal  dosage  must  be  determined  for 
each  individual.  Note:  10  mg  guanethidine 
monosulfate  present  in  Esimil  is  equiva- 
lent to  8.4  mg  guanethidine  sulfate  USP 
(Ismelin®). 

SUPPLIED 

Tablets  (white,  scored),  each  containing  10 
mg  guanethidine  monosulfate  and  25  mg 
hydrochlorothiazide;  bottles  of  100. 

Before  starting  therapy,  consult  complete 
product  literature. 


CIBA  Pharmaceutical  Company 
Summit,  New  Jersey 
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1969  ANNUAL  SESSION  TO  OFFER  VARIOUS  ‘EXTRA’  ACTIVITIES 


In  addition  to  the  vast  array  of 
scientific  program  offerings  at  the 
Texas  Medical  Association  102nd 
Annual  Session  in  San  Antonio  May 
1-4,  1969,  Texas  physicians  will  be 
able  to  take  advantage  of  various 
sports  and  social  events.  Extra-sci- 
entific activities  will  include  tennis 
and  golf  tournaments,  skeet  and 
trap  shoot,  class  reunions,  fraternity 
parties,  alumni  events,  and  educa- 
tional tours. 

Sports  Events:  A tennis  tournament 
is  scheduled  for  one  and  one-half 
days,  April  30  and  May  1,  and  will 
take  place  at  San  Pedro  Tennis  Cen- 
ter. Competition  events  will  include, 
men’s  singles,  senior  singles,  men’s 
doubles,  ladies  singles,  ladies  dou- 
bles, and  mixed  doubles.  In  order  to 
have  adequate  time  to  complete  the 
playoff,  men  will  be  allowed  to  enter 
only  two  events.  Entry  fee  will  be  $5 
per  person  regardless  of  the  number 
of  entered  events.  Dr.  Irwin  Kurtz  of 
San  Antonio  is  tennis  tournament 
chairman. 

Dr.  Brad  Oxford  of  San  Antonio, 
chairman  of  the  golf  tournament, 
has  announced  arrangements  for  a 
golf  tournament  all  day  Thursday, 
May  1.  A nominal  entry  and  greens 
fee  will  entitle  a physician  to  parti- 
cipate in  the  golf  tournament  to  take 
place  at  New  Brackenridge  Golf 
Course. 

The  Texas  International  Gun  Club 
will  open  its  facilities  to  Texas  phy- 
sicians for  a skeet  and  trap  shoot. 
This  club  was  host  to  the  196S 
Olympic  try-outs  and  is  the  only 
private  gun  club  in  the  United  States 
with  facilities  for  international  tour- 
naments. Shotgun  competition  for 
physicians  and  their  wives  on  May 
1,  1969,  will  consist  of  50  skeet/50 
trap  targets.  Entry  fee  is  $15  per 
shooter  and  includes  targets,  tro- 
phies, and  dinner.  Dinner  charge 
for  non-shooters  is  $4.50.  Bus  ser- 
vice will  be  available  from  down- 
town hotels.  Some  skeet  and  trap 
guns  and  popular  brands  of  ammu- 
nition will  be  available  at  the  club. 
Dr.  James  B.  Morrison  of  San  An- 


tonio is  chairman  of  arrangements 
for  the  skeet  and  trap  shoot. 

Class  Reunions:  Four  Class  reunions, 
all  from  The  University  of  Texas 
Medical  Branch  at  Galveston  and  all 
taking  place  at  6:30  p.m.  on  Thurs- 
day, May  1,  have  been  scheduled  to 
date.  Class  reunions  will  be  held  by 
the  classes  of  1959,  1949,  1944, 
and  1934.  Chairmen  of  these  re- 
unions are  class  of  1959,  Drs.  Don- 
ald E.  Krause  and  Albert  E.  Sanders, 
both  of  San  Antonio;  class  of  1949, 
Drs.  Douglas  W.  Terry  of  Austin  and 
James  B.  Morrison  of  San  Antonio; 
class  of  1944,  Dr.  William  H.  Gor- 
don, Jr.,  of  San  Antonio;  and  class 
of  1934,  Dr.  Albert  W.  Hartman,  Jr., 
of  San  Antonio. 

Fraternity  Parties:  Eight  medical  fra- 
ternities will  have  functions  at  6:30 
p.m.,  Friday,  May  2.  These  fraterni- 
ties and  their  physician  chairmen, 
all  of  San  Antonio,  are  Alpha  Epsilon 
lota.  Dr.  Elnora  Anne  Farrell;  Alpha 
Kappa  Kappa,  John  P.  Pfeiffer,  Jr.; 
Nu  Sigma  Nu,  Dr.  Everett  P.  Bratch- 
er; Phi  Beta  Pi,  Dr.  R.  Reagan  Hicks, 
Jr.;  Phi  Chi,  Dr.  William  F.  Pipes; 
Phi  Delta  Epsilon,  Dr.  Milton  M. 
Rosenzweig;  Phi  Rho  Sigma,  Dr.  Ed- 
ward L.  Anderson;  and  Theta  Kappa 
Psi,  Dr.  Arthur  P.  Allison,  Jr. 

Alumni  Events:  Four  alumni  gather- 
ings are  scheduled  during  the  An- 
nual Session.  These  events  and  their 
chairmen  are  Tulane  University 
School  of  Medicine  cocktail  party, 
Saturday,  May  3,  6:30  p.m.,  Dr.  Dan 
A.  Russell,  Jr.;  University  of  Mis- 
sissippi School  of  Medicine  recep- 
tion, Thursday,  May  1,  6:30-8:30 
p.m.,  Mr.  C.  W.  Price,  alumni  secre- 
tary, University  of  Mississippi  Alum- 
ni Association;  The  University  of 
Texas  Medical  Branch  at  Galveston 
dinner,  Saturday,  May  3,  6:30  p.m.. 
Dr.  James  M.  Berler;  and  The  Uni- 
versity of  Texas  Southwestern  Medi- 
cal School  at  Dallas  cocktail  party 
and  buffet  supper,  Saturday,  May  3, 
6:30  p.m..  Dr.  Mac  Works. 

Other  special  events:  Although  TMA 
will  not  sponsor  any  large  special 


event  in  1969,  such  as  the  Fiesta 
Noche  del  Rio  or  dance,  the  Hous- 
ton Astros  baseball  game  in  1968, 
or  the  Dallas  Symphony  Orchestra 
concert  in  1967,  the  Committee  on 
General  Arrangements  is  investigat- 
ing the  possibilities  of  a bus  tour  to 
the  Aerospace  Medical  School  and 
an  open  house  at  The  University  of 
Texas  Medical  School  at  San  Antonio 
for  TMA  members  wishing  to  visit 
the  schools  during  the  Annual  Ses- 
sion. 

Women  physicians  of  the  Associ- 
ation will  meet  at  7:45  a.m.  Satur- 
day, May  3,  in  the  Tower  of  the 
Americas  for  breakfast.  Dr.  Pearl  V. 
Matthaei  of  San  Antonio  is  chairman 
of  the  event. 

Memorial  Service:  Deceased  physi- 
cian members  of  TMA  and  deceased 
wives  of  physicians  will  be  honored 
at  the  Memorial  Service  to  be  held 
Sunday,  May  4,  from  9-9:30  a.m.  in 
the  Courtyard  of  the  Alamo.  State 
chairman  for  the  Memorial  Service 
is  Dr.  Clifton  F.  Douglass,  Jr.,  of  San 
Antonio,  who  will  deliver  the  memor- 
ial address  for  deceased  physicians. 
Mrs.  David  McCullough  of  San  An- 
tonio will  deliver  the  address  for 
physicians’  wives  who  have  died  dur- 
ing the  previous  year.  Mrs.  Jack  M. 
Partain  of  San  Antonio  is  state  Me- 
morial Service  chairman  for  the  Wo- 
man’s Auxiliary  to  Texas  Medical  As- 
sociation. 

Committee  on  General  Arrange- 
ments: All  arrangements  for  the  spe- 
cial activities  connected  with  the 
102nd  Annual  Session  are  overseen 
and  handled  by  the  TMA  Committee 
on  General  Arrangements,  all  of 
whose  members  are  from  San  An- 
tonio. 

Committee  members  are  Dr.  A. 
Fletcher  Clark,  Jr.,  chairman;  Dr. 
John  A.  Williamson,  Jr.,  vice  chair- 
man; Sid  E.  Cockrell,  Jr.,  executive 
director,  Bexar  County  Medical  So- 
ciety; and  Dr.  S.  Perry  Post,  alumni 
and  fraternity  functions;  Dr.  Arthur 
C.  Ressmann,  entertainment;  Dr. 
Wade  H.  Lewis,  information;  Dr.  Clif- 
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ton  F.  Douglass,  Jr.,  Memorial  Ser- 
vice; Dr.  Francis  E.  O’Neill,  public 
lectures;  Dr.  George  B.  Livesay,  pub- 
licity; Dr.  James  R.  Smith,  scientific 
exhibits  and  art  exhibit;  Drs.  Ber- 
nard T.  Fein  (tennis).  Dr.  M.  Brad- 
field  Oxford  (golf),  and  Dr.  James 
B.  Morrison  (skeet),  sports;  Dr.  Jose 
M.  Benavides,  technical  exhibits; 
and  Dr.  Pearl  V.  Matthaei,  women 
physicians. 

Guest  speakers;  Since  the  last  pub- 
lication of  speakers  in  Texas  Medi- 
cine, five  additional  guest  speakers 
have  accepted  invitations  to  speak 
at  the  Annual  Session,  bringing  the 
total  of  scheduled  guest  speakers 
to  date  to  30.  The  five  additional 
scheduled  guest  speakers  are  F.  Lee 
Bailey,  attorney,  Boston;  Dr.  John 
FI.  Bland,  professor  of  clinical  medi- 
cine, University  of  Vermont  College 
of  Medicine,  Burlington,  Vt.;  Dr.  Dan- 
iel X.  Freedman,  professor  of  psy- 
chiatry, University  of  Chicago  School 
of  Medicine,  Chicago;  Charles  B. 
Shuman,  president,  American  Farm 
Bureau  Federation,  Chicago;  and 
Sen.  John  G.  Tower,  United  States 
Senator  from  Texas.  The  latter  two 
persons  will  speak  at  General  Meet- 
ing luncheons  May  2 and  3 respec- 
tively. Previously  obtained  speakers 
were  listed  in  the  September  and 
October  issues  of  Texas  Medicine. 

Medical  Education  Needs 
Get  Board  Consideration 

The  medical  education  committee 
made  four  recommendations  con- 
cerning medical  education  expansion 
in  Texas  at  the  Nov.  11  meeting  in 
Austin  of  the  Coordinating  Board  for 
the  Texas  College  and  University 
System.  Representatives  of  five  Tex- 
as cities  proposed  establishment  of 
new  medical  schools  in  their  respec- 
tive cities.  The  board  heard  medical 
education  committee  proposals  and 
recommendations  and  was  to  meet 
on  Dec.  3 to  announce  its  decisions 
on  Texas’  medical  and  dental  edu- 
cation needs  in  the  1970’s. 

Recommendations  of  the  medical 
education  committee  were: 

(1)  Enlargement  of  the  freshman 
classes  of  the  public  medical  schools 
of  The  University  of  Texas  in  Dallas, 
Galveston,  and  San  Antonio; 

(2)  Encouragement  of  Baylor  Uni- 
versity College  of  Medicine  in  Flous- 
ton  to  proceed  with  its  plan  to  dou- 
ble its  entering  class  enrollment, 
provision  of  state  subsidies  to  Texas 
residents  enrolled  in  Baylor;  and  as- 
sistance to  the  college  in  raising 
capital  funds  necessary  for  construc- 
tion of  physical  facilities; 

(3)  Establishment  of  a new,  four- 
year  University  of  Texas  medical 


school  in  Texas  Medical  Center  in 
Houston; 

(4)  Creation  of  an  “innovative 
medical  school"  in  Lubbock  under 
the  administrative  control  of  Texas 
Technological  College.  The  medical 
school  might  be  developed  in  part- 
nership with  medical  centers  in 
Amarillo,  Midland,  and  Odessa.  Clin- 
ical teaching  facilities  in  these  cities 
could  be  used  to  help  provide  clini- 
cal and  postgraduate  levels  of  medi- 
cal education;  and 

(5)  Encouragement  of  medical 
educators  in  all  units  to  explore  pos- 
sible clinical  and  postgraduate  edu- 
cational capabilities  available  in  Tex- 
as medical  centers  such  as  in  El 
Paso,  Temple,  and  Tyler. 

Pharmacist  Lists  Legal 
Dangerous  Drug  Holders 

Persons  who  are  entitled  to  pos- 
sess dangerous  drugs,  primarily  leg- 
end item  pharmaceuticals,  are  lim- 
ited by  the  Texas  Dangerous  Drug 
Law  to  a very  few  persons.  Such 
strict  limitation  on  the  part  of  health 
officials,  law  enforcement,  and  Tex- 
as legislators  was  wise,  according  to 
Joseph  H.  Arnette,  Austin,  secretary, 
Texas  State  Board  of  Pharmacy. 

Arnette  listed  seven  categories  of 
persons  entitled  to  possess  legend 
item  pharmaceuticals  without  a pre- 
scription. All  others  must  obtain 
these  pharmaceuticals  on  a pre- 
scription and  have  them  delivered 
by  a pharmacist  and/or  a practi- 
tioner in  a properly  labeled  con- 
tainer. 

The  seven  categories  of  legal  pos- 
sessors of  legend  item  pharmaceuti- 
cals without  a prescription  are:  (1) 
a pharmacy  (not  a pharmacist)  li- 
censed by  the  Texas  State  Board  of 
Pharmacy;  (2)  practitioners  licensed 
by  the  Texas  State  Board  of  Medical 
Examiners;  (3)  persons  who  will  use 
the  drugs  for  lawful  research,  teach- 
ing, or  testing,  but  not  for  resale; 
(4)  hospitals  which  provide  danger- 
ous drugs  for  lawful  administration 
by  practitioners;  (5)  officers  of  fed- 
eral, state,  or  local  government;  (6) 
manufacturers  and  wholesalers;  and 
(7)  carriers  and  warehousemen. 

Ophthalmologists  Begin 
New  Medical  Journal 

Sixteen  ophthalmologists  have 
joined  together  to  found  a new  jour- 
nal of  general  ophthalmology.  The 
Journal  of  Experimental  and  Clinical 
Ophthalmology,  scheduled  to  begin 
publication  in  March,  1969. 

A Texas  physician.  Dr.  Louis  Gir- 
ard, Houston,  is  one  of  the  16. 


Medical  Wing  in  Museum 
To  Honor  Dr.  May  Owen 

The  Dr.  May  Owen  Hall  of  Medical 
Science,  new  wing  of  the  Museum  of 
Science  and  History  in  Fort  Worth, 
was  formally  opened  to  the  public 
Dec.  7.  The  hall  is  named  for  Fort 
Worth  pathologist  and  past  Texas 
Medical  Association  President,  Dr. 
May  Owen,  and  is  being  sponsored 
by  the  Tarrant  County  Medical  So- 
ciety. 

The  wing,  the  idea  for  which  was 
conceived  by  Dr.  Owen  more  than 
20  years  ago,  will  house  permanent 
scientific  exhibits  from  foundations 
throughout  the  nation.  Exhibits  in- 
clude a four-foot-tall  cell  replica, 
physiology  displays  showing  how  a 
human  being  is  affected  by  the  sens- 
es and  how  the  nerves  relate  to  mus- 
cle and  bone,  a display  on  heredity 
and  sex,  a cardiac  display,  a rabies 
exhibit,  a series  on  the  beginning  of 
life,  and  numerous  medical  history 
collections. 

The  Hall  of  Medical  Sciences  was 
actually  constructed  three  years  ago; 
but,  until  now,  it  contained  only 
temporary  exhibits.  Construction  of 
the  wing  was  financed  by  the  Carter 
Foundation.  Some  1,300  persons, 
including  physicians,  county  com- 
missioners, city  councilmen.  Cham- 
ber of  Commerce  members,  mu- 
seum directors,  medical  society 
members,  and  United  Fund  officials 
were  invited  to  attend  the  short 
dedication  ceremony  and  open 
house  on  Dec.  3.  Dr.  Louis  J.  Levy 
of  Fort  Worth,  museum  director  Hel- 
muth  Naumer,  and  museum  board 
president  A.  T.  Seymour,  III,  con- 
ducted the  dedication  ceremony. 

Education  Directors 
Revamp  Association 

Expansion  of  membership  and 
change  of  name  are  among  develop- 
ments recently  announced  by  the 
Association  of  Hospital  Directors  of 
Medical  Education. 

Formerly  limited  to  membership 
of  hospital  directors  of  medical  ed- 
ucation, newly  revised  bylaws  open 
membership  to  hospital  medical  di- 
rectors, full-time  chiefs,  coordinators 
of  professional  activities,  and  con- 
tinuing education  directors. 

The  association  has  also  changed 
its  name  to  Association  for  Hospital 
Medical  Education,  with  new  nation- 
al headquarters  at  2001  Jefferson 
Davis  Hwy.,  Arlington,  Va. 

Theodore  G.  Kummer  has  been 
appointed  as  the  first  full-time  ex- 
ecutive director  of  the  organization. 
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ASSOCIATION  NEWS 


JANUARY  CONFERENCE  TO  EMPHASIZE  RESPONSIBILITIES, 
INFORM  PHYSICIANS  OF  CURRENT  LEGISLATIVE  MAHERS 


Physicians’  special  opportunities 
and  responsibilities  as  citizens  will 
be  discussed  Jan.  18,  1969,  when 
Texas  physicians  gather  in  Austin 
for  the  Texas  Medical  Association 
1969  Conference  on  Legislation. 

Five  principal  speakers  will  focus 
attention  on  the  physician's  partic- 
ular responsibilities  and  privileges 
in  relation  to  events  about  him. 
These  speakers  will  be  Dr.  Walter 
Judd  of  Washington,  D.C.,  vice  chair- 
man of  the  American  Medical  Asso- 
ciation Judicial  Council;  the  Hon. 
Omar  Burleson  of  Anson,  Represent- 
ative, 17th  Congressional  District  of 
Texas;  the  Hon.  Ben  Barnes  of  De- 
Leon, lieutenant  governor-elect  of 
the  State  of  Texas;  Calvin  D.  John- 
son of  Upper  Marlboro,  Md.,  direc- 
tor of  customer  relations.  Reming- 
ton Rand  Division  of  Sperry  Rand 
Corporation,  and  popular  contem- 
porary speaker;  and  Dr.  G.  V.  Brind- 
ley, Jr.,  of  Temple,  President,  Texas 
Medical  Association. 

In  addition  to  the  five  main  speak- 
ers, two  panel  sessions  will  be  fea- 
tured at  the  Jan.  18  meeting.  These 
panel  sessions  will  be  entitled  “Med- 
ical and  Health  Issues  before  the 
91st  Congress”  and  “Medical  and 
Health  Issues  before  the  61st  Texas 
Legislature." 

Other  events  to  take  place  during 
the  Conference  weekend  include  the 
regularly  scheduled  Orientation  Pro- 
gram for  new  and  transfer  TMA 
members  on  Jan.  18;  noon  luncheon 
compliments  of  TMA;  business  meet- 
ings of  TMA  committees,  councils. 


and  boards  culminating  in  the  Ex- 
ecutive Board  meeting  at  9 a.m., 
Sunday,  Jan.  19;  hospitality  hour, 
sponsored  by  Great  American  Re- 
serve Insurance  Co.,  at  6 p.m.  in  the 
Colonnade  Room  of  the  Commodore 
Perry  Hotel;  and  joint  meeting  of  the 
Woman’s  Auxiliary  to  the  Texas  Med- 
ical Association. 

Keynote  Speaker:  Conference  key- 
note speaker  will  be  Dr.  Walter  Judd, 
who  will  speak  on  “The  Physician’s 
Responsibility  as  a Citizen.”  Dr. 
Judd,  besides  working  actively  on 
the  AMA  Judicial  Council,  has  an 
impressive  history  in  public  life.  He 
is  a former  Congressman  from  Min- 
nesota, was  a member  of  the  House 
Committee  on  Foreign  Affairs  for  16 
years;  is  a former  delegate  to  the 
General  Assembly  of  the  United  Na- 
tions; had  his  name  placed  in  nomi- 
nation for  President  of  the  United 
States  at  the  1964  Republican  Na- 
tional Convention  in  San  Francisco; 
and  presented  the  keynote  address 
at  the  1960  Republican  National 
Convention  in  Chicago. 

Legislative  Speakers;  Congressional 
Representative  Omar  Burleson  will 
address  the  Conference  on  “Issues 
Facing  the  91st  Congress."  Repre- 
sentative Burleson,  first  elected  to 
Congress  in  1946,  is  a member  of 
the  House  Ways  and  Means  Com- 
mittee. In  July,  in  order  to  accept 
membership  on  the  House  Ways  and 
Means  Committee,  he  resigned  from 
chairmanship  of  the  Committee  on 
House  Administration,  from  mem- 
bership on  the  Foreign  Affairs  Com- 


mittee, from  chairmanship  of  the 
Joint  Committee  on  the  Library,  and 
from  vice  chairmanship  of  the  Joint 
Committee  on  Printing.  He  has 
served  as  county  attorney  and  coun- 
ty judge  of  Jones  County  and  has 
been  a special  agent  of  the  Federal 
Bureau  of  Investigation. 

The  youngest  man  ever  to  serve 
a full  term  as  speaker  of  the  Texas 
House  of  Representatives  and  the 
fourth  man  in  history  to  hold  the 
office  two  consecutive  terms  is  Ben 
Barnes.  He  is,  at  age  30,  also  the 
youngest  man  ever  to  be  elected  to 
the  office  of  lieutenant  governor  of 
Texas.  In  1965  he  was  named  one  of 
Five  Outstanding  Young  Texans  by 
the  Junior  Chamber  of  Commerce. 
“The  Future  of  Texas"  will  be  the 
title  of  Lt.  Gov. -elect  Barnes’  con- 
ference speech. 

Other  Speakers:  A former  US  Con- 
gressman, a former  member  of  the 
Illinois  General  Assembly,  and  a for- 
mer member  of  the  St.  Clair  (III.) 
County  Board  of  Supervisors,  Calvin 
D.  Johnson  is  now  a popular  speaker 
who  seeks  to  impart  to  the  people 
the  principles  of  the  American  Way 
of  Life,  in  public  service  Mr.  John- 
son has  behind  him  a long  career 
of  fighting  graft  and  extravagant 
spending  in  government.  He  is  much 
in  demand  as  a public  speaker.  His 
topic  before  the  Conference  on  Leg- 
islation will  be  “Opportunities  Un- 
limited.” 

The  man  whom  Texas  physicians 
selected  to  lead  them  as  president 
of  their  state  medical  association 
during  the  current  year  is  no  stran- 
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ger  to  them.  Dr.  G.  V.  Brindley,  Jr., 
who  will  speak  on  “The  Challenge 
Ahead  in  1969,”  is  chief  of  thoracic 
surgery,  member  of  the  general  sur- 
gical staff  and  the  board  of  directors 
at  Scott  and  White  Clinic  in  Temple, 
a consultant  in  thoracic  and  general 
surgery  at  Veterans  Administration 
Center  in  Temple  and  at  Darnell 
Army  Hospital  in  Fort  Hood. 

Panel  Sessions:  Speakers  at  the 
morning  panel  session  will  discuss 
“Medical  Issues  before  the  91st  Con- 
gress.” Speakers  and  topics  will  be 
Dr.  A.  Rex  Kirkley,  Washington,  D.C., 
acting  manager,  AMA  Washington 
Office,  “The  Posture  of  the  New 
Administration:  The  Complexion  of 
the  91st  Congress”:  C.  Darrell  Coov- 
er,  Washington,  D.C.,  legislative  rep- 
resentative, AMA  Washington  Office, 
“Medicare,  Title  XIX,  and  Govern- 
ment Programs  of  Medical  Service”: 
Jack  Kelly,  Washington,  D.C.,  attor- 
ney, “The  Issue  of  Drugs:  Generic 
Vs.  Brand  Names:  The  Pricing  of 
Drugs”:  Dr.  Russell  L.  Deter,  El 
Paso,  chairman,  TMA  Special  Com- 
mittee on  Health  Care  Costs,  “The 
Cost  of  Health  Care.” 

The  second  panel,  which  will  take 
place  in  the  afternoon,  will  feature 
“Medical  Issues  before  the  61st  Tex- 
as Legislature.”  Philip  R.  Overton  of 
Austin,  TMA  general  counsel,  will 
preside.  Speakers  and  their  topics 
will  be  Dr.  Weldon  G.  Kolb,  La- 
Marque,  chairman,  TMA  Council  on 
Medical  Education  and  Hospitals, 
“The  Need  to  Educate  More  Physi- 
cians”: H.  Doyl  Taylor,  Chicago,  di- 
rector, AMA  Department  of  Investi- 
gation, “The  Cult  of  Chiropractic”: 
the  Hon.  Jack  Ogg,  Houston,  chair- 
man, legislative  interim  committee 
on  organ  transplantation,  Texas 
House  of  Representatives,  “Organ 
Transplantation”:  Dr.  Hugh  W.  Sav- 
age, Fort  Worth,  chairman,  TMA  Spe- 
cial Committee  to  Study  the  Abor- 
tion Laws  of  Texas,  “Up-Dating  the 
Abortion  Laws  of  Texas”:  and  Dr. 
Vernie  A.  Stembridge,  Dallas,  chair- 
man, TMA  Special  Committee  to 
Study  the  Establishment  of  a State- 
wide Medical  Examiner  System,  “Li- 
censing of  Medical  Laboratories:  Li- 
censing of  Medical  Technologists: 
Consideration  of  Establishment  of  a 
State-wide  Medical  Examiner  Sys- 
tem.” 

Orientation  Program:  The  Orienta- 
tion Program  for  new  and  transfer 
TMA  members  will  feature  six  speak- 
ers who  will  emphasize  the  various 
aspects  of  the  Association.  Speakers 
and  their  topics  will  be  Dr.  Elliott 
Mendenhall.  Dallas,  chairman,  TMA 
Board  of  Trustees,  “An  Accounting 


of  Stewardship”:  Dr.  James  H.  Sam- 
mons, Baytown,  chairman,  TMA 
Board  of  Councilors,  “Medical  Eth- 
ics— Obligations  of  the  Physician  to 
His  Colleagues  and  to  the  Medical 
Profession”:  C.  Lincoln  Williston, 
Austin,  TMA  Executive  Secretary, 
“The  Role  of  Texas  Medicine  in  In- 
fluencing Federal  Medical  Service 
Programs”:  Donald  M.  Anderson, 

AMA  ENACTS  TEXAS 

Texas  delegates  were  highly  suc- 
cessful in  their  endeavors  to  help 
formulate  policy  positions  of  the 
American  Medical  Association  at  the 
1968  Clinical  Convention  at  Miami 
Beach  Dec.  1-4. 

The  Texas  delegation  introduced 
three  resolutions,  and  all  were  fav- 
orably acted  upon  by  the  AMA 
House  of  Delegates.  Most  signifi- 
cantly, the  AMA’s  top  policy-making 
body  adopted  a six-point  statement 
reiterating  principles  related  to  gov- 
ernment-financed programs  of  med- 
ical service.  Texas  resolutions  call- 
ing for  greater  liaison  and  rapport 
with  medical  students  and  for  the 
AMA  to  sponsor  conferences  on  pub- 
lic affairs  also  were  approved. 

Government-Financed  Programs:  The 
Texas  resolution  pointed  out  that 
ever  increasing  attention  is  being 
given  to  medical  care  for  the  Ameri- 
can people.  Recognizing  that  many 
new  programs  of  government-financ- 
ed medical  service  continue  to  be 
proposed  and  implemented,  the  AMA 
House  of  Delegates  agreed  that  phy- 
sicians and  their  medical  societies 
should  strive  to  attain  the  adoption 
of  six  established  principles  which 
are  designed  to  provide  high  quality 
medical  care  for  the  public:  namely: 

1.  Responsibility  for  Care.  In 
keeping  with  the  traditions  of  this 
nation,  the  individual  is  primarily 
responsible  for  his  own  medical 
care.  When  the  individual  is  unable 
to  provide  this  care  for  himself,  the 
responsibility  should  pass  to  his 
family,  then  to  the  community,  the 
county,  and  the  state.  Only  when 
resources  are  not  available  at  those 
levels  should  the  federal  government 
assume  a role,  and  then  only  in  co- 
operation with  other  echelons  of 
government. 

2.  Role  of  Physician.  Physicians 
have  a responsibility  to  provide  pro- 
fessional services  to  their  patients, 
regardless  of  ability  to  pay.  Physi- 
cians should  continue,  as  in  the 
past,  to  provide  medical  services  for 
all,  at  reasonable  charges,  or  with- 
out charge,  as  the  individual's  avail- 


Austin,  Assistant  Executive  Secre- 
tary, “Serving  the  Doctors  of  Tex- 
as”: Dr.  Robert  Mayo  Tenery,  Waxa- 
hachie,  chairman,  TMA  Council  on 
Constitution  and  By-Laws,  “Doctor- 
Patient  Relations”:  and  Sam  V. 
Stone,  Jr.,  Austin,  TMA  assistant 
general  counsel,  “Legal  Aspects  of 
Medical  Practice:  Malpractice — How 
To  Avoid  It.” 

POLICY  PROPOSALS 

able  resources  might  indicate. 

3.  Quality  Medical  Care.  The 
principle  of  quality  medical  care 
should  be  the  primary  consideration 
in  all  new  programs  and  services. 
These  programs  should  enhance  the 
traditional  doctor-patient  relation- 
ship, allowing  the  patient  to  select 
his  own  physician,  allowing  the  doc- 
tor to  accept  for  treatment  patients 
whom  he  feels  he  can  benefit:  and 
allowing  him  freedom  to  select  ther- 
apy that  is  in  his  judgment  most 
beneficial  to  the  patient. 

4.  Payment  of  Usual,  Customary, 
and  Reasonable  Fees.  When  govern- 
mental bodies,  or  other  groups  or 
plans  assume  responsibility  for  re- 
imbursing physicians  for  profession- 
al services,  the  established  concept 
of  usual,  customary,  and  reasonable 
fees  should  be  employed.  In  addi- 
tion, an  optional  mechanism  should 
permit  the  physician  to  bill  the  pa- 
tient directly  for  services  rendered 
or  to  accept  an  assignment  of  bene- 
fits from  the  patient  for  submission 
to  the  fiscal  agent  for  reimburse- 
ment. 

5.  Administration  of  Programs. 
Physicians  and  medical  societies 
should  strive  for  the  designation  of 
qualified,  experienced  fiscal  inter- 
mediaries to  administer  govern- 
ment-financed programs.  Unencum- 
bered administrative  procedures 
and  simplified  claim  forms  should 
be  used  to  enable  the  individual 
physician  to  devote  maximum  pos- 
sible time  and  effort  to  patient 
care. 

6.  Assistance  of  Physicians  and 
Medical  Societies.  Medical  societies 
should  offer  their  assistance  to  fis- 
cal intermediaries  and  administer- 
ing agencies,  through  the  appoint- 
ment of  physicians’  advisory  com- 
mittees and  medical  review  com- 
mittees and  through  the  resources 
of  existing  committees  and  mech- 
anisms in  order  to  develop  the 
most  effective  programs  possible 
and  to  achieve  high  quality  medi- 
cal care  for  the  patient. 

AMA  House  action  on  other  Texas 
resolutions  appears  on  p.  96. 
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Texas  Medical  Association 

1969  Conference  on  Legislation 

HEADQUARTERS  BUILDING,  Saturday,  Jan.  18,  1969,  Austin 


OPENING  SESSION 
SAM  THOMPSON  ROOM 


CLOSING  SESSION 
SAM  THOMPSON  ROOM 


8:30  a.m.  REGISTRATION  AND  COFFEE 


9:00  a.m.  THE  CHALLENGE  AHEAD  IN  1969 

G.  V.  BRINDLEY,  JR.,  M.D.,  Temple 
President 

Texas  Medical  Association 


9:25  a.m.  THE  PHYSICIAN’S  RESPONSIBILITY 
AS  A CITIZEN 

WALTER  H.  JUDD,  M.D.,  Washington,  D.C. 
Vice-Chairman,  Judicial  Council 
American  Medical  Association 


Presiding: 

HOWARD  R.  DUDGEON,  JR.,  M.D.,  Waco 
Immediate  Past  President 
Texas  Medical  Association 


3.00  p.m.  THE  FUTURE  OF  TEXAS 

HON.  BEN  BARNES,  DeLeon 
Lieutenant  Governor-elect 
State  of  Texas 


3:30  p.m.  OPPORTUNITIES  UNLIMITED 

CALVIN  D.  JOHNSON,  Upper  Marlboro, 
Md. 

One  of  America's  Outstanding 
Contemporary  Speakers 


9:55  a m.  ISSUES  FACING  THE  91ST  CONGRESS 
HON.  OMAR  BURLESON,  Anson 

Representative,  17th  Congressional  District 
of  Texas 

Member,  House  Ways  and  Means  Committee 


10:30  a.m.  COFFEE  BREAK 


4:15  p.m.  ADJOURNMENT 


6:00  p.m.  HOSPITALITY  HOUR 

Great  American  Reserve  Insurance  Co., 
Host 

Colonnade  Room,  Commodore  Perry 
Hotel 


[For  program  schedules  of  Panel  Sessions 
and  Orientation  Program,  turn  the  page.] 


PANEL  SESSIONS 


ORIENTATION  PROGRAM 

TEXAS  MEDICAL  ASSOCIATION 
Saturday,  Jan.  18,  1969 
Headquarters  Building,  Austin 

SECOND  MORNING  SESSION 
LIBRARY  STACK  AREA 

Presiding: 

WENDELL  H.  HAMRICK,  M.D.,  Houston 

Speaker,  House  of  Delegates 
Texas  Medical  Association 


10:45 

a.m. 

AN  ACCOUNTING  OF  STEWARDSHIP; 
WHAT  HAPPENS  TO  YOUR  DUES 

ELLIOTT  MENDENHALL,  M.D.,  Dallas 

Chairman,  Board  of  Trustees 

Texas  Medical  Association 

11:05 

a.m. 

MEDICAL  ETHICS — OBLIGATIONS  OF 
THE  PHYSICIAN  TO  HIS  COLLEAGUES 
AND  TO  THE  MEDICAL  PROFESSION 

JAMES  H.  SAMMONS,  M.D.,  Baytown 

Chairman,  Board  of  Councilors 

Texas  Medical  Association 

11:20 

a.m. 

THE  ROLE  OF  TEXAS  MEDICINE  IN 
INFLUENCING  FEDERAL  MEDICAL 
SERVICE  PROGRAMS 

C.  LINCOLN  WILLISTON,  Austin 

Executive  Secretary 

Texas  Medical  Association 

12:00 

p.m. 

LUNCHEON— BASEMENT 

Compliments  of  the  Texas  Medical 
Association 

FIRST  AFTERNOON  SESSION 

LIBRARY  STACK  AREA 

Presiding: 

JACK  B.  LEE,  M.D.,  San  Antonio 

Vice-Speaker,  House  of  Delegates 

Texas  Medical  Association 

1:15 

p.m. 

SERVING  THE  DOCTORS  OF  TEXAS 

DONALD  M.  ANDERSON,  Austin 

Assistant  Executive  Secretary 

Texas  Medical  Association 

1:35 

p.m. 

DOCTOR-PATIENT  RELATIONS 

ROBERT  MAYO  TENERY,  M.D., 
Waxahachie 

Chairman,  Council  on  Constitution  and  By-laws 
Texas  Medical  Association 

2:05 

p.m. 

LEGAL  ASPECTS  OF  MEDICAL  PRACTICE; 
MALPRACTICE— HOW  TO  AVOID  IT 

SAM  V.  STONE,  JR.,  LLB.,  Austin 

Assistant  General  Counsel 

Texas  Medical  Association 

2:45 

p.m. 

BREAK  FOR  REFRESHMENTS 

MORNING  PANEL 
SAM  THOMPSON  ROOM 

10:45  a.m.  PANEL:  MEDICAL  ISSUES 

BEFORE  THE  91ST  CONGRESS 

Presiding: 

CHARLES  MAX  COLE,  M.D.,  Dallas 

President-Elect 

Texas  Medical  Association 

1.  THE  POSTURE  OF  THE  NEW 
ADMINISTRATION 

THE  COMPLEXION  OF  THE  91ST 
CONGRESS 

A.  REX  KIRKLEY,  M.D.,  Washington,  D.C. 

Acting  Manager 
Washington  Office 
American  Medical  Association 

2.  MEDICARE,  TITLE  XIX,  AND 
GOVERNMENT  PROGRAMS  OF 
MEDICAL  SERVICE 

C.  DARRELL  COOVER,  Washington,  D.C. 

Legislative  Representative 
Washington  Office 
American  Medical  Association 

3.  THE  ISSUE  OF  DRUGS;  GENERIC  VS. 
BRAND  NAMES;  THE  PRICING 

OF  DRUGS 

JOHN  ADAMS,  Ph.D.,  Washington,  D.C. 

Vice  President,  Scientific  and 
Professional  Relations, 

Pharmaceutical  Manufacturers  Association 

4.  THE  COST  OF  HEALTH  CARE 

RUSSELL  L.  DETER,  M.D.,  El  Paso 

Chairman, , Special  Committee  on 

Health  Care  Costs 

Texas  Medical  Association 

QUESTIONS  AND  ANSWERS;  GROUP 
DISCUSSION 

12:15  p.m.  LUNCHEON 

Compliments  of  Texas  Medical 
Association 

AFTERNOON  PANEL 
SAM  THOMPSON  ROOM 

1:15  p.m.  PANEL:  MEDICAL  ISSUES  BEFORE 
THE  61ST  TEXAS  LEGISLATURE 

Presiding: 

PHILIP  R.  OVERTON,  LLB.,  Austin 

General  Counsel 

Texas  Medical  Association 

1.  THE  NEED  TO  EDUCATE 
MORE  PHYSICIANS 

WELDON  G.  KOLB,  M.D.,  LaMarque 

Chairman,  Council  on  Medical  Education  and 
Hospitals 

Texas  Medical  Association 

2.  THE  CULT  OF  CHIROPRACTIC 

H.  DOYL  TAYLOR,  LLB.,  Chicago 

Director,  Department  of  Investigation 
American  Medical  Association 

3.  ORGAN  TRANSPLANTATION 

HON.  JACK  OGG,  LLB.,  Houston 

Chairman,  Legislative  Interim  Committee  on 

Organ  Transplantation 

Texas  House  of  Representatives 

4.  UP-DATING  THE  ABORTION  LAWS 
OF  TEXAS 

HUGH  W.  SAVAGE,  M.D.,  Fort  Worth 

Chairman,  Special  Committee  to  Study  the 
Abortion  Lavi/s  of  Texas 
Texas  Medical  Association 

5.  LICENSING  OF  MEDICAL 
LABORATORIES;  LICENSING  OF 
MEDICAL  TECHNOLOGISTS; 
CONSIDERATION  OF  ESTABLISH- 
MENT OF  A STATE-WIDE  MEDICAL 
EXAMINER  SYSTEM 

VERNIE  A.  STEMBRIDGE,  M.D.,  Dallas 

Chairman,  Special  Committee  to  Study  the 
Establishment  of  a State-w/ide  Medical 
Examiner  System 
Texas  Medical  Association 

2:15  p.m.  QUESTIONS  AND  ANSWERS; 

GROUP  DISCUSSION 

2:45  p.m.  BREAK  FOR  REFRESHMENTS 


GENERAL  NEWS 


PHS  Emergency  Health 
Programs  Centralized 

The  emergency  health  programs 
of  the  US  Public  Health  Service  have 
been  centralized  within  a Division  of 
Emergency  Health  Services,  accord- 
ing to  a reorganization  plan  ap- 
proved by  Secretary  of  Health,  Edu- 
cation, and  Welfare,  Wilbur  J.  Co- 
hen. Director  of  the  newly  formed 
Division  is  Dr.  Henry  C.  Huntley, 
who  was  Director  of  the  Division  of 
Health  Mobilization,  major  compon- 
ent of  the  new  Division. 

The  Division  of  Emergency  Health 
Services  helps  states  and  communi- 
ties cope  with  emergency  health 
problems  created  by  disasters,  lend- 
ing assistance  with  both  advance 
planning  and  postdisaster  recovery 
efforts.  Through  the  division’s  pro- 
grams, the  Public  Health  Service 
provides  supplies,  equipment,  con- 
sultation, and  guidance  upon  the  re- 
quest of  a state  or  community 
health  department. 

Model  plans  for  states  and  com- 
munities are  made  available  for  the 
guidance  of  planning  groups. 

Community  hospitals  to  which  in- 
jured disaster  victims  naturally  turn 
may  obtain  critical  medical  supplies 
and  equipment  that  make  it  possible 
for  them  to  care  for  a greatly  ex- 
panded number  of  patients  in  time 
of  disaster.  There  are  two  basic  in- 
ventory expansion  programs:  the 
Packaged  Disaster  Hospital  (PDH) 
Program,  which  enables  a hospital 
to  increase  its  capability  by  an  addi- 
tional 200  beds;  and  the  Hospital 
Reserve  Disaster  Inventory  (HRDI) 
Program,  which  provides  a 30-day 
backup  stock  of  medical  supplies 
for  disaster  casualty  care. 

To  aid  in  the  effective  use  of 
PDH's  and  HRDI’s,  the  Division  con- 
ducts training  and  demonstration 
programs. 

The  Division’s  recently  initiated 
Natural  Disaster  Hospital  (NDH) 
Program  is  designed  to  increase  the 
emergency  medical  services  capabili- 
ties of  sections  of  the  country  which 
experience  a high  incidence  of  nat- 
ural disasters  such  as  tornadoes  and 
hurricanes. 

The  Division’s  Medical  Self-Help 
(MSH)  Training  Program  provides  in- 
formation and  training  that  will  help 
prepare  people  for  survival  in  time 
of  natural  or  national  disaster  when 
the  services  of  a physician  or  allied 
health  personnel  are  not  available. 
The  national  goal  of  the  program  is 
to  train  at  least  one  member  of  each 
American  family  in  Medical  Self-Help. 

The  Hospital  and  Ambulance  Ser- 
vices Program  of  the  Division  pro- 


motes standards  of  emergency  trans- 
portation and  care  of  victims  of  ac- 
cidents and  sudden  illness. 

During  the  last  year,  the  Division 
of  Emergency  Health  Services  has 
provided  direct  assistance  to  State 
and  local  health  departments  in  32 
disasters,  ten  of  which  were  de- 
clared major  disasters  by  the  Presi- 
dent. They  included  hurricanes, 
floods,  tornadoes,  fires,  power  fail- 
ures, blizzards,  civil  disturbances,  a 
bridge  collapse,  and  a train  collision. 

The  Division  of  Emergency  Health 
Services  is  located  in  the  Lee  Build- 
ing, 6935  Wisconsin  Ave.,  Chevy 
Chase,  Md.  20015. 

Heart  Disease  Relation 
To  Beer  Getting  Study 

Increasing  evidence  of  serious 
heart  disease  among  chronic  beer 
drinkers  is  the  basis  of  a research 
program  at  the  University  of  Minne- 
sota. 

A grant  to  support  the  study  was 
announced  jointly  by  Dr.  Stanley  F. 
Yolles,  director,  National  Institute  of 
Mental  Health,  and  Malcolm  C. 
Moos,  president  of  the  University. 

According  to  Dr.  Carl  S.  Alexan- 
der, principal  investigator,  85-90% 
of  the  patients  at  the  Minneapolis 
Veterans  Administration  Hospital 
with  primary  myocardial  disease  are 
chronic  beer  drinkers,  and  most  of 
these  patients  develop  alcoholic 
cardiomyopathy,  or  alcoholic  heart 
failure. 

Dr.  Alexander  is  an  associate  pro- 
fessor of  medicine  at  the  university 
and  the  head  of  the  Cardiovascular 
Disease  Section  at  the  Veterans  Hos- 
pital. In  a new  study  of  the  effects 
of  alcohol  on  the  heart.  Dr.  Alexan- 
der will  work  with  alcoholic  cardiac 
patients  and  experiment  on  rats. 

Major  aims  of  the  research,  ac- 
cording to  Dr.  Alexander,  are  to  see 
if  alcohol  (1)  produces  a depletion 
of  necessary  elements  found  in  the 
heart,  such  as  magnesium,  potas- 
sium, and  zinc;  (2)  changes  the  level 
of  protein,  actomyosin,  and  collagen 
in  the  heart;  and  (3)  affects  heart 
muscle  in  other  ways. 

Researchers  have  already  shown 
that  heart  failure  symptoms  associ- 
ated with  chronic  alcoholics  include 
difficulty  in  breathing,  rapidly  beat- 
ing heart,  swollen  legs,  fatigue,  and 
weakness. 

Heavy  drinking  seems  often  to  be 
the  one  similarity  of  some  patients 
who  succumb  to  primary  myocardial 
disease  suddenly,  yet  show  no  evi- 
dence of  other  types  of  heart  dis- 


ease such  as  atherosclerosis,  valvu- 
lar disease,  anemia,  or  severe  mal- 
nutrition. 

Infernational  Activities 
Obtain  Award  for  UT 

Health  sciences  exchange  pro- 
grams carried  on  among  the  Ameri- 
cas by  The  University  of  Texas  med- 
ical institutions  was  recognized 
along  with  other  University  programs 
when  the  University  was  given  the 
Americas  Foundation  award  in  No- 
vember. 

The  Board  of  the  Foundation  is 
composed  of  leading  statesmen,  pub- 
lishers, industrialists,  and  scholars 
m both  North  and  South  America. 
Other  UT  System  programs  recog- 
nized by  the  board  include  the  long- 
established  research  and  publication 
record  of  the  Institute  of  Latin 
American  Studies  as  well  as  student- 
faculty  exchange  at  Austin;  UT  El 
Paso’s  field  work  and  publication  in 
both  Mexico  and  Colombia;  the  pro- 
grams of  the  Lutcher  Center  at  San 
Antonio;  and  many  volumes  of  His- 
panic America  issued  by  The  Uni- 
versity of  Texas  Press  at  Austin  and 
by  Carl  Hertzog  of  UT  El  Paso. 

The  plaque  presented  reads: 

“The  Americas  Foundation  pre- 
sents this  special  citation  to  The  Uni- 
versity of  Texas  whose  standard  of 
scholarship  and  commitment  to  the 
cause  of  inter-American  understand- 
ing and  friendship  is  an  encourage- 
ment to  all  citizens  of  the  Americas 
and  whose  attainments  as  a secure 
and  viable  bridge  between  our  peo- 
ples merits  this  recognition.” 

The  Americas  award  is  the  second 
to  be  received  by  the  UT  System  as 
“university  of  the  year”  in  interna- 
tional programs.  The  first  was  con- 
ferred in  1967  by  the  Institute  of 
International  Education  in  New  York 
and  specially  recognized  the  work  of 
Dr.  Joe  Neal  in  conduct  of  student 
exchange  through  the  International 
Office  and  assistance  to  Peace  Corps 
programs  at  Austin  and  El  Paso. 

In  relation  to  both  awards,  stu- 
dent participation  in  the  Systems 
programs  was  noted.  Included  are 
Mexican  field  work  of  medical  stu- 
dents in  the  UT  Southwestern  Medi- 
cal School  at  Dallas,  conferences 
among  international  student  groups 
3t  institutions  in  the  System,  ex- 
change conducted  by  student  asso- 
ciations, and  the  recent  publication 
of  “El  Futuro,”  a bilingual  record 
of  an  international  conference  di- 
rected by  students  in  the  College  of 
Business  Administration  at  Austin. 
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DIA-quel  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

■ By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effective  and 
pron^t-actmg  m acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  IS  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 

Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains- 

.12.?'^''"  • • • 0 03  ml.-Equivalent  to  0.75  ml.  of  paregoric. 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide ...  0. 1 5 mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping 
Pectin...  24. mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  10%  by  volume,  * 


In  case  you  re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
rule):  Vi  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied:  In  4 fl.  oz.  (1 1 8 ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 

DIA  -QUELuou. 


INTERNATIONAL  PHARMACEUTICAL  CORP. 

Warrington,  Pennsylvania  18976 


AMA  House  Approves 
Other  Texas  Resolutions 

In  addition  to  approving  a Texas 
delegation  resolution  proposing  a 
six-point  statement  listing  principles 
related  to  government-financed  pro- 
grams of  medical  service,  as  dis- 
cussed on  p.  90,  the  American  Med- 
ical Association  House  of  Delegates 
passed  two  other  Texas  resolutions, 
one  concerning  public  affairs  and 
the  other  seeking  greater  rapport 
with  medical  students. 

Conferences  on  Public  Affairs:  Favor- 
able consideration  was  given  to  a 
Texas  resolution  which  asked  the 
AMA  Board  of  Trustees  to  consider 
sponsorship  of  periodic  conferences 
or  workshops  on  public  affairs  for 
the  continuing  education  of  medical 
society  leaders  and  physicians 
throughout  the  nation. 

These  conferences  should  be  of 
value  (1)  in  helping  inform  the  pro- 
fession, public,  and  legislators  of 
problems  facing  medicine:  (2)  in  fos- 
tering a better  understanding  of  gov- 
ernment on  the  part  of  physicians 
and  their  wives  and  to  stimulate 
their  activity  in  civic  and  political 
affairs;  and  (3)  in  helping  medicine 
to  amplify  its  voice  in  community, 
state,  and  national  affairs. 

Rapport  With  Medical  Students;  The 
House  of  Delegates  passed  a Texas 
resolution  which  urged  all  county 
and  state  medical  societies  to  initi- 
ate and  maintain  a continuing  pro- 
gram of  liaison  with  students  at 
medical  schools  within  their  juris- 
dictions, preferably  through  active 
functioning  chapters  of  the  Student 
American  Medical  Association. 

The  resolution  stated  that  SAMA 
members  will  become  medical  con- 
freres of  physicians  now  in  active 
practice,  and  communications  with 
students  are  most  fruitful  in  bring- 
ing tomorrow’s  doctors  into  the  main 
stream  of  American  medicine.  The 
TMA  and  its  county  societies  have 
maintained  liaison  over  the  years 
with  SAMA  chapters  at  medical 
schools  in  the  state. 


Texan  To  Receive  Award 
For  Outstanding  Service 

A member  of  the  Bell  County 
Medical  Society  and  the  Texas  Med- 
ical Association,  Dr.  J.  Arnold  Bar- 
gen,  has  been  named  the  recipient 
of  the  American  Medical  Associa- 
tion’s Distinguished  Service  Award. 

Dr.  Bargen  was  selected  for  the 
award  in  Miami,  Fla.,  by  the  AMA 
House  of  Delegates  on  Dec.  1.  The 


award  will  be  presented  at  the  AMA 
Annual  Meeting  to  be  held  in  New 
York  City  on  July  13-17,  1969.  Pre- 
sented to  a physician  who  has  made 
a notable  contribution  to  the  ad- 
vancement of  medical  science,  the 
award  consists  of  a gold  medal  and 
a citation. 

Dr.  Bargen,  a specialist  in  gastro- 
enterology, has  authored  more  than 
200  scientific  articles  and  four 
books.  He  served  as  chairman  of  the 
Department  of  Gastroenterology  and 
Proctology  at  the  Mayo  Clinic  in  Ro- 
chester, Minn.,  in  1956-1960,  and 
was  a consultant  in  gastroenterology 
at  Scott  and  White  Clinic  in  Temple 
in  1960-1968.  He  now  resides  in 
Riverside,  Calif. 


Blue  Cross  Surveys 
Health  of  US  Poor 

An  opinion  study  conducted  for 
the  Blue  Cross  Association  states 
that  63%  of  America’s  poor  whites 
and  51%  of  this  country’s  Negro 
ghetto  dwellers  feel  that  they  are 
less  healthy  than  their  parents  or 
grandparents,  and  that  they  feel  that 
their  health  is  worsening  seriously. 
By  contrast,  only  25%  of  the  popu- 
lation at  large  feels  they  are  less 
healthy  than  previous  generations. 

The  findings,  which  come  from  an 
opinion  study  conducted  by  Louis 
Harris  & Associates,  were  announced 
Nov.  15  by  Walter  J.  McNerney, 
president  of  the  Blue  Cross  Associ- 
ation. The  complete  study  is  to  ap- 
pear in  the  winter  issue  of  Sources, 
a new  Blue  Cross  publication. 

The  report  cited  the  following 
findings: 

(1)  In  one  out  of  every  ten  Amer- 
ican homes,  someone  has  an  un- 
cared-for medical  problem,  most 
often  tooth  decay,  gum  problems, 
failing  eyesight,  or  hearing.  Among 
ghetto  blacks  and  Mexican-Ameri- 
cans,  however,  the  figure  more  than 
doubles  to  24%,  while  among  poor 
whites  it  triples  to  32%. 

(2)  While  one  third  (34%)  of  the 
affluent  polled  suffer  from  “nervous 
tension,"  this  condition,  surprisingly 
enough,  afflicts  many  more,  49%, 
of  the  poor. 

(3)  One  out  of  every  three  Ameri- 
cans finds  trouble  sleeping  at  night, 
and  roughly  one  in  four  feels  too  ex- 
hausted to  get  up  in  the  morning. 
These  percentages,  too,  increase 
among  the  poor. 

(4)  By  53  to  38%,  the  public  is 
generally  critical  of  nearby  existent 
medical  facilities,  and  an  even  60% 
of  the  poor  rate  the  facilities  avail- 
able to  them  as  inadequate. 


Despite  complaints  about  the 
shortage  of  doctors,  both  the  poor 
and  non-poor  alike  expressed  real 
faith  in  the  healing  power  of  doc- 
tors, and  particularly  specialists. 

Regional  Advisory  Group 
Applies  for  New  Grants 

Applications  for  grants  in  support 
of  eight  proposals  to  be  developed 
under  the  auspices  of  the  Regional 
Programs  in  Heart  Disease,  Cancer 
and  Stroke  were  submitted  late  in 
November  by  the  Regional  Advisory 
Committee.  The  proposals  are: 

Long  distance  telephonic  con- 
sultations, Southwestern  Medical 
School;  development  and  distribu- 
tion of  an  interregional  cooperative 
serial  control  system  in  the  South 
Central  Library  Region,  University  of 
Texas  Medical  Branch;  regional  coro- 
nary care  and  training  by  computer. 
University  of  Texas  Medical  Branch; 
cardiovascular  nursing  institutes  for 
registered  nurses,  Texas  Woman’s 
University;  reduced  complications 
following  radiotherapy.  University  of 
Texas  Dental  Branch;  health  careers 
personnel  program,  Texas  Hospital 
Education  and  Research  Foundation: 
extending  coronary  care  nursing 
training  to  community  hospitals,  St. 
Joseph  Hospital;  and  a plan  to  evalu- 
ate comprehensive  health  care,  Bay- 
lor University  College  of  Medicine. 

These  proposals,  approved  at  the 
Oct.  28  meeting  of  the  Regional  Ad- 
visory Committee,  now  are  subject 
to  review  by  the  National  Advisory 
Council,  Division  of  Regional  Medi- 
cal Programs,  National  Institutes  of 
Health. 

At  the  same  meeting,  the  Region- 
al Advisory  Committee  voted  to 
amend  the  group’s  rules  of  proce- 
dure to  provide  that  its  members 
may  vote  by  proxy  only  if  they  are 
represented  by  persons  who  are  not 
employees  of  the  Regional  Medical 
Program. 

The  following  groups  have  been 
asked  to  nominate  a representative 
to  the  Regional  Advisory  Committee: 
Baylor  University  College  of  Dentist- 
ry, Texas  Academy  of  General  Prac- 
tice, Private  Clinics  and  Hospitals 
Association  of  Texas,  Blue  Cross- 
Blue  Shield  of  Texas,  Texas  League 
for  Nursing,  and  Coordinating  Board, 
Texas  College  and  University  Sys- 
tem. In  addition,  individuals  recom- 
mended for  approval  to  the  grantee 
institution  are  Mr.  Delbert  Adams  of 
Fort  Worth,  Mr.  S.  R.  Greenwood  of 
Temple,  Dr.  John  Hundley  of  Fort 
Stockton,  and  Dr.  William  Priest, 
(Ph.D.),  Dallas. 
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County  Society  Director 
Elected  National  Officer 

John  Kemp,  executive  director  of 
the  Travis  County  Medical  Society 
and  of  the  society’s  blood  bank,  has 
been  elected  to  the  board  of  direc- 
tors of  the  American  Association  of 
Blood  Banks  (AABB). 

The  election  took  place  in  Wash- 
ington, D.C.,  during  the  AABB's  21st 
annual  meeting.  The  association, 
which  was  formed  in  Dallas,  now 
has  a membership  of  4,500  in  all 
the  states  and  35  foreign  countries, 
representing  over  1,200  non-profit 
blood  banks. 

During  the  AABB  convention,  Mr. 
Kemp  delivered  a report  on  how  the 
Austin  blood  bank  had  responded 
to  and  coped  with  the  sudden  emer- 
gency need  for  great  quantities  of 
whole  blood  during  The  University 
of  Texas  Tower  sniper  incident  in 
1966. 

AMA  Book  Teaches 
Children  Body  Facts 

Parents’  difficulties  in  talking  to 
their  children  about  the  human  body 
can  be  easily  overcome  with  the  as- 
sistance of  the  American  Medical 
Association’s  new  book,  Your  Body 
and  How  It  Works. 

Written  in  the  language  of  a child 
in  the  elementary  school  years,  the 
book  is  designed  for  the  parent  and 
child  to  read  together.  The  entire 
book  fosters  a wholesome  attitude 
that  the  body  is  a beautiful  gift  and 
encourages  an  interest  in  taking 
care  of  it. 

The  colorful,  30-page  booklet 
mentions  the  functions  of  the  ex- 
terior parts  of  the  body,  along  with 
describing  and  illustrating  the  in- 
ternal systems,  such  as  the  heart 
and  circulatory,  nervous,  respiratory 
and  digestive.  The  section  on  the 
respiratory  system  describes  how 
the  air  comes  into  the  body  and 
traces  the  route  of  air  through  the 
system  until  it  leaves  the  body.  Il- 
lustrations of  the  heart  and  circula- 
tory system  show  the  mass  of  blood 
vessels  in  the  human  machine. 

The  book  ends  with  five  “health 
hints  ’ for  helping  the  body  keep 
strong  and  well.  There  is  an  excel- 
lent drawing  of  the  four  basic  food 
groups  with  a reminder  for  children 
to  eat  some  of  the  food  from  each 
group  every  day.  Other  hints  encour- 
age outdoor  activities,  rest  and 
sleep,  regular  brushing  of  teeth, 
washing  hands  before  eating  and 
after  going  to  the  bathroom,  and 
having  regular  physician  checkups. 
This  new  book  is  written  in  a similar 


style  and  uniquely  illustrated  by  the 
same  artist  who  illustrated  Your 
Friend  the  Doctor,  an  AMA  educa- 
tional book  used  for  preparing  chil- 
dren for  visits  to  the  physician. 

Both  books  are  available  from 
the  AMA’s  Order  Handling  Depart- 
ment, 535  N.  Dearborn  St.,  Chicago 
60610.  Prices  for  Your  Body  and 
How  It  Works  begin  at  45  cents 
for  single  copies  with  various  re- 
duced rates  for  quantity  orders. 
Your  Friend  the  Doctor  is  available 
at  40  cents  each  and  in  quantities 
at  various  costs. 

CORRECTION 

In  “Volvulus  of  the  Colon"  by  Drs. 
Ernest  C.  Andrews,  Leopoldo  Zorilla, 
and  William  W.  Nichol  (November 
issue),  the  legends  for  Figs.  1 and  2 
should  read: 

Fig.  1.  Flat  plate  of  the  abdomen 
with  cecal  volvulus. 

Fig.  2.  Flat  plate  of  the  abdomen 
with  sigmoid  volvulus. 

In  Fig.  3,  the  right  side  of  the  il- 
lustration should  be  at  the  top. 

Doctor-Police  Teams 
May  Do  Accident  Study 

Teams  of  physicians  and  police 
traffic  officers  have  been  proposed 
as  a means  of  collecting  vitally 
needed  scientific  data  from  auto 
accidents. 

Dr.  H.  A.  Fenner,  Jr.,  Hobbs, 
N.M.,  chairman  of  the  American 
Medical  Association’s  committee  on 
the  medical  aspects  of  automotive 
safety,  pointed  out  that  every  traf- 
fic accident  presents  an  opportunity 
to  discover  clues  to  prevention. 

Dr.  Fenner  noted  that  many  of 
the  safety  devices  on  present-day 
automobiles  and  highways  resulted 
from  traffic  accident  research. 

According  to  Dr.  Fenner,  the  AMA 
committee,  along  with  the  American 
Association  for  Automotive  Medicine, 
is  studying  the  possibility  of  work- 
ing with  one  or  more  universities  in 
the  establishment  of  intensive 
courses  in  accident  investigation. 

Preliminary  discussions  have  in- 
dicated that  such  a course  would  be 
of  three  days’  duration  and  would 
be  limited  to  200  teams,  each  con- 
sisting of  a physician  and  a mem- 
ber of  a police  traffic  department. 

Dr.  Fenner  said  the  important 
need  at  the  moment  is  to  determine 
if  enough  physicians  are  interested 
in  participating  in  such  an  effort. 

Physicians  who  are  interested  are 
asked  to  send  their  name,  address, 
age,  medical  college,  and  field  of 
practice  to  the  Committee  on  Medi- 
cal Aspects  of  Automotive  Safety, 


AMA,  535  N.  Dearborn  St.,  Chicago 
60610. 

Nurse  Examiners  Issue 
Notice  on  Eight  Persons 

The  Board  of  Nurse  Examiners  for 
the  State  of  Texas  has  issued  notice 
concerning  eight  supposed  nurses 
who  may  attempt  to  seek  employ- 
ment or  who  may  have  already 
sought  employment  in  Texas.  Em- 
ployers are  warned  that  these  per- 
sons are  not  licensed  nurses  in 
Texas. 

The  eight  nurses  and  brief  back- 
ground of  each  are: 

1.  Janice  Woosley,  who  claims  to 
be  a registered  nurse  and  a gradu- 
ate of  the  University  of  Paris,  but 
who  has  not  made  application  for 
licensure  in  Texas  and  whose  replies 
to  certified  mail  sent  by  the  Board 
have  not  been  received. 

2.  Margaret  Edythe  Cheyne  (or 
Margaret  Edythe  Audet,  Margarete 
Audet  Andrus,  or  Angela  Juanita 
Andrus),  who  claims  to  be  a US  Air 
Force  Medical  Corps  Flight  Nurse 
major  retired  and  claims  to  hold  an 
international  nursing  license,  but 
who  is  not  listed  in  Air  Force  files 
and  who  is  not  licensed  in  Texas; 

3.  Mary  Louise  Morris  Robinson 
Kelly,  who  claims  licensure  by  the 
District  of  Columbia,  but  whose  rec- 
ords are  not  registered  with  the  Dis- 
trict of  Columbia  Board  of  Nursing; 

4.  Wilma  Jousan,  who  has  been 
listed  as  a medical  and  surgical 
clinic  employee  but  who  is  not  listed 
in  files  of  the  Texas  Board  and  who 
has  written  to  the  Board  indicating 
that  she  has  never  either  verbally  or 
in  writing  identified  herself  as  a reg- 
istered nurse  and  that  she  had  no 
knowledge  of  the  announcement; 

5.  Aletha  Virginia  Irwin  Proaps 
Smith  Johnson,  whose  claimed  licen- 
sure in  Mississippi  has  not  been 
supported  and  who  does  not  have  a 
permit  to  practice  in  Texas; 

6.  Wilma  Furlow,  whose  license 
number  was  issued  to  a registered 
nurse  with  an  entirely  different  name 
in  1967  and  who  has  not  made  ap- 
plication for  licensure  in  Texas; 

7.  Robert  Gregory  Lungstrum, 
who  poses  as  a registered  nurse 
from  California,  but  whose  supposed 
California  license  number  has  been 
issued  to  a person  with  a completely 
different  name  and  whose  certified 
mail  sent  by  the  Texas  Board  has 
not  been  answered;  and 

8.  Mildred  Rodgers  Russell,  of 
whom  the  Idaho  State  Board  of 
Nursing  has  no  record  and  whose 
license  used  for  presentation  is  a 
complete  fake. 
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In  September,  Dr.  Robert  Inglis 
accepted,  on  behalf  of  the  San  An- 
tonio State  Tuberculosis  Hospital, 
the  President’s  Citation  for  employ- 
ing handicapped  workers.  Dr.  Inglis 
is  superintendent  of  the  hospital. 
Selection  of  the  hospital  was  made 
by  the  Governor’s  Committee  for  the 
Employment  of  the  Handicapped. 
The  San  Antonio  State  Tuberculosis 
Hospital  has  some  60-70  handicap- 
ped employees.  Emphasis  is  placed 
on  performance  by  the  individual  in 
jobs  he  is  able  to  handle. 

Lt.  Col.  Basil  A.  Pruitt,  Jr.,  assist- 
ant professor  of  surgery  at  The  Uni- 
versity of  Texas  Medical  School  at 
San  Antonio,  has  returned  after  a 
year  in  Vietnam  to  serve  as  com- 
manding officer  and  director  of  the 
US  Army  surgical  research  unit, 
Brooke  Army  Research  Center.  He 
was  formerly  chief  of  the  unit’s  clin- 
ical division. 

New  dean  of  The  University  of 
Texas  School  of  Public  Health  is  Dr. 
Reuel  A.  Stallones,  former  professor 
of  epidemiology  at  The  University  of 
California  in  Berkeley. 

Recipient  of  the  1968  Gold-Head- 
ed Cane  Award,  presented  Nov.  1 
by  Tarrant  County  Medical  Society, 
is  Dr.  James  A.  Hallmark  of  Fort 
Worth.  The  award  is  presented  an- 
nually, to  the  county’s  “doctor’s 
doctor.’’  Dr.  Hallmark  is  currently  a 
member  of  the  Texas  Medical  Asso- 
ciation Board  of  Trustees. 

Dr.  Hector  P.  Garcia  of  Corpus 
Christi  is  currently  serving  as  a 
member  of  the  US  Commission  on 
Civil  Rights.  The  commission  is  an 
independent,  bipartisan  agency  cre- 
ated by  Congress  in  1957  to  investi- 
gate complaints  that  certain  citizens 
are  being  deprived  of  their  rights  to 
vote  by  reason  of  race,  color,  re- 
ligion, or  national  origin  and  to  study 
legal  developments  which  constitute 
a denial  of  equal  protection  of  the 
laws  under  the  Constitution. 

Dr.  Charles  A.  LeMaistre,  execu- 
tive vice-chancellor  for  health  af- 
fairs, The  University  of  Texas  Sys- 
tem, was  honored  at  a pre-Dad’s 
Day  dinner  Nov.  1 in  Austin.  Dr. 
Richard  B.  Grant,  Jr.,  of  Bryan  is  a 
new  vice  president  of  the  Dads’  As- 
sociation at  The  University  of  Texas 
at  Austin. 

Dr.  Arthur  I.  Holleb  of  Houston 
has  been  appointed  senior  vice  pres- 
ident for  medical  affairs  and  chief 
medical  officer  of  the  American  Can- 
cer Society  in  New  York  City. 


POSTGRADUATE 

COURSES 


Hematology:  The  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 
ences at  Houston,  Division  of  Con- 
tinuing Education,  and  The  Univer- 
sity of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Houston 
will  hold  a Course  on  Hematology, 
Jan.  16-17,  1969. 

Papers  to  be  presented  include 
leukocyte  physiology,  red  cell  mor- 
phology in  disease,  chromosome  an- 
alysis, radioactive  isotope  hematol- 
ogy, acute  leukemias,  and  the  lym- 
phocyte and  immunological  compe- 
tence. 

Course  faculty  will  be  Drs.  Ray- 
mond Alexanian,  James  J.  Butler, 
David  S.  de  Jongh,  Emil  J.  Freireich, 
Jacqueline  S.  Hart,  Thomas  P.  Hay- 
nie.  III,  Evan  M.  Hersh,  Philip  J. 
Migliore,  C.  C.  Shullenberger,  and 
Jose  M.  Trujillo,  all  of  Houston. 

Tuition  is  $30.  Direct  applications 
and  requests  for  information  to  The 
University  of  Texas  Graduate  School 
of  Biomedical  Sciences  at  Houston, 
Division  of  Continuing  Education, 
P.O.  Box  2037,  Houston  77025.  Ad- 
vance registration  is  requested.  The 
program  is  acceptable  for  10  pre- 
scribed hours  by  the  American  Acad- 
emy of  General  Practice. 

Immuniology:  The  American  College 
of  Physicians  will  present  a post- 
graduate course  at  Baylor  University 
College  of  Medicine  on  Advances  in 
Infectious  Disease  and  Immunology, 
Feb.  19-22,  1969.  The  course  will 
include  discussions  of  hospital  in- 


“You're  putting  me  on  a diet!  Why  don’t 
you  pick  on  someone  your  own  size?" 


factions,  acute  viral  respiratory  dis- 
eases, and  emerging  knowledge  of 
immunology  as  related  to  medicine. 
Within  these  general  topics,  such 
specific  subjects  will  be  studied  as 
staphylococcal  infection,  gram-nega- 
tive sepsis,  use  of  new  antibiotics, 
herpesvirus  infection,  epidemic  in- 
fluenza, mycoplasma,  pneumonia, 
allograft  rejection,  histocompatabil- 
ity  testing,  antilymphocyte  serum 
and  immunosuppression,  and  infec- 
tious complications  of  transplanta- 
tion. All  sessions  will  be  held  in  the 
auditorium  of  the  Jesse  Jones  Li- 
brary Building,  Texas  Medical  Cen- 
ter. 

Course  faculty  will  include  Drs. 
Fred  M.  Davenport  of  Ann  Arbor, 
Mich.;  Julius  A.  Kasel  (Ph.D.)  of 
Bethesda,  Md.;  Anthony  P.  Monaco 
of  Boston;  David  Rifkind  of  Tucson, 
Ariz.;  Arthur  C.  White  of  Indianapo- 
lis; Jay  P.  Sanford  of  Dallas;  and 
Gerald  P.  Bodey,  Evan  M.  Hersh, 
William  T.  Butler,  Denton  A.  Cooley, 
Robert  B.  Couch,  R.  Gordon  Doug- 
las, Vernon  Knight,  James  J.  Nora, 
Edwin  M.  Dry,  Stuart  Riggs,  Roger 
D.  Rossen,  John  J.  Trentin  (Ph.D.), 
Temple  W.  Williams,  Jr.,  and  Martha 
D.  Yow,  all  of  Houston. 

Tuition  is  $60  for  college  mem- 
bers, $100  for  nonmembers.  Regis- 
tration forms  and  requests  for  in- 
formation should  be  directed  to  Dr. 
Edward  C.  Rosenow,  Jr.,  Executive 
Director,  American  College  of  Phy- 
sicians, 4200  Pine  St.,  Philadelphia 
19104. 

Anesthesia  and  Cancer:  A Sympos- 
ium on  Anesthesia  for  the  Cancer 
Patient  will  be  presented  by  The 
University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at 
Houston,  The  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 
ences at  Houston  Division  of  Con- 
tinuing Education,  Texas  Society  of 
Anesthesiologists,  and  Memorial 
Sloan-Kettering  Cancer  Center,  New 
York.  Dates  of  the  symposium  are 
Feb.  21-23,  1969. 

Taking  place  at  The  University  of 
Texas  Dental  Branch  at  Houston, 
the  course  will  emphasize  preoper- 
ative, intraoperative,  and  postoper- 
ative anesthetic  care  of  patients  with 
cancer.  Newer  drugs  and  techniques 
and  the  management  of  respiratory 
and  circulatory  problems  of  major 
surgical  procedures  will  be  consid- 
ered. 

Tuition  is  $35.  For  further  infor- 
mation write  The  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 
ences at  Houston,  Division  of  Con- 
tinuing Education,  P.O.  Box  20367, 
Houston  77025. 
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TEXAS  MEDICAL  ASSOCIATION 
CONFERENCE  ON  LEGISLATION 

Five  principal  speakers  and  members  of  two  panel  sessions  will 
focus  on  the  special  responsibilities  and  privileges  of  the  physi- 
cian, Jan.  18,  1969,  at  the  Texas  Medical  Association  Confer- 
ence on  Legislation  in  Austin. 

Keynote  speaker  will  be  Dr.  Walter  Judd,  Washington,  D.C., 
vice  chairman,  American  Medical  Association  Judicial  Council,' 
considering  the  topic  “The  Physician’s  Responsibility  as  a Citi- 
zen.’’ Other  main  speakers  and  their  topics  are  the  Hon.  Omar 
Burleson,  Anson,  Representative,  17th  Congressional  District  of 
Texas,  “Issues  Facing  the  91st  Congress’’;  Ben  Barnes,  DeLeon, 
lieutenant  governor-elect.  State  of  Texas,  “The  Future  of  Tex- 
as”; Calvin  D.  Johnson,  Upper  Marlboro,  Md.,  director  of  cus- 
tomer relations.  Remington  Rand  Division  of  Sperry  Rand  Cor- 
poration, “Opportunities  Unlimited”;  and  Dr.  G.  V.  Brindley, 
Jr.,  Temple,  President,  Texas  Medical  Association,  “The  Chal- 
lenge Ahead  in  1969.” 

Participants  in  two  panel  groups  will  discuss  “Medical  and 
Health  Issues  before  the  91st  Congress”  and  “Medical  Issues 
before  the  Texas  Legislature.” 

Other  Conference  weekend  events  include  an  Orientation  Pro- 
gram for  new  and  transfer  TMA  members;  meetings  of  com- 
mittees, councils,  and  boards;  luncheon;  and  hospitality  hour. 
A complete  program  of  the  Conference  appears  on  pp.  91-92  and 
a detailed  article  concerning  conference  events  begins  on  p.  89. 
C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin  78701,  is 
Association  Executive  Secretary. 


TEXAS  MEDICAL  ASSOCIATION 
COMMITTEE  ON  MENTAL  HEALTH  WORKSHOP 

“Primary  Prevention  of  Mental  Illness— A Proposal  for  Pilot 
Project  in  Texas”  will  get  consideration  in  depth  at  a workshop 
sponsored  by  the  Texas  Medical  Association  Committee  on  Men- 
tal Health  at  the  Sheraton-Crest  Inn  in  Austin  Jan.  10,  1969. 

Speakers  will  include  Dr.  Harry  K.  Davis,  Galveston,  clinical 
assistant  professor  of  neurology  and  psychiatry.  The  University 
of  Texas  Medical  Branch  at  Galveston;  Dr.  Gary  Miller,  Austin, 
acting  deputy  commissioner  for  mental  health  services,  Texas 
Department  of  Mental  Health  and  Mental  Retardation;  Dr. 
Claude  H.  Marks  (Ph.D.),  Austin,  professor  of  education.  De- 
partment of  Special  Education,  The  University  of  Texas  at 
Austin;  Dr.  Ira  Iscoe  (Ph.D.),  Austin,  professor  of  psychology 
and  director.  Counseling  Center,  The  University  of  Texas  at 
Austin.  Group  leaders  will  be  Dr.  Jack  Boston,  Austin,  consult- 
ant, Department  of  Special  Education,  The  University  of  Texas 
at  Austin;  Mrs.  Kathryn  Townsend,  Victoria,  president,  Texas 
Classroom  Teachers  Association;  Dr.  Frank  P.  Schuster,  Jr.,  El 
Paso,  psychiatrist;  Dr.  Bernice  Moore  (Ph.D.),  Austin,  Hogg 
Foundation;  and  Dr.  Maurice  Korman  (Ph.D.),  Dallas,  presi- 
dent, Texas  Psychological  Association. 

Dr.  Harry  K.  Davis,  827  Sealy-Smith  Professional  Bldg.,  200 
North  Blvd.,  Galveston  77550,  is  chairman.  Subcommittee  on 
Primary  Prevention  of  Mental  Illness,  TMA  Committee  on 
Mental  Health. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 

INTERNATIONAL  MEDICAL  ASSEM- 
BLY OF  SOUTHWEST  TEXAS  will  hold 
its  33rd  annual  meeting  Jan.  27-29,  1969, 
in  the  San  Antonio  Convention  Center. 
Eighteen  speakers  will  be  featured ; and 
additional  meeting  accompaniments  will  in- 
clude golf  tournament,  cocktail  buffet, 
sheet  and  tennis  events,  dinner  dance,  full 
program  for  physicians’  wives,  business 
meeting  of  tbe  Fifth  District  Medical  So- 
ciety, one-day  seminar  sponsored  by  the 
San  Antonio  Society  of  Ophthalmology  and 
Otolaryngology,  and  post-convention  trip  to 
Guadalajara  or  Puerto  Vallarta,  Mexico. 
Guest  speakers  and  topic  areas  will  be 
anesthesiology.  Dr.  Carl  E.  Wasmuth. 
Cleveland,  Ohio ; dermatology.  Dr.  Thomas 
Butterworth.  Reading,  Pa.;  general  prac- 
tice, Dr.  Maynard  I.  Shapiro,  Chicago;  in- 
ternal medicine,  Drs.  Alvin  Jo.seph  Cum- 
mins, Memphis,  Tenn.,  and  Edwin  J.  Huth. 
Philadelphia,  neurosurgery : Dr.  Claude 
Bertrand,  Montreal,  Quebec,  Canada : ob- 
stetrics and  gynecology.  Dr.  William  J. 
McGanity.  Galveston  ; ophthalmology.  Dr. 
Thomas  P.  Kearns.  Rochester.  Minn.;  oto- 
laryngology. Dr.  William  G.  Hemenway. 
Denver ; orthopedic  surgery.  Dr.  Otto  E. 
Aufranc,  Boston  : pathology.  Dr.  Oscar 
Auerbach,  East  Orange,  N.J.  ; pediatrics. 
Dr.  Robert  J.  Haggerty,  Rochester,  N.Y.  ; 
proctology.  Dr.  Fidel  Ruiz-Moreno,  Mexico 
City;  radiology.  Dr.  J.  A.  del  Regato.  Colo- 
rado Springs,  Colo.  ; and  surgery.  Drs.  Al- 
fonso Topete.  Guadalajara.  Mexico,  Cor- 
nelius E.  Sedgwick.  Boston  ; Dr.  J.  Brad- 
ley Aust,  San  Antonio,  and  Lt.  Col.  Basil 
Pruitt,  Ft.  Sam  Houston.  Sid  Cockrell,  202 
W.  French  PI..  San  Antonio  78212,  is  as- 
sembly executive  director. 

TEXAS  NURSING  HOME  ASSOCIATION 
will  present  an  Institute  on  Housekeeping, 
Jan.  19-22,  1969,  at  the  Inn  of  the  Six 
Flags,  Arlington,  Tex.  Subjects  to  be  dis- 
cussed will  include  the  team  approach  to 
nursing  home  housekeeping  ; setting  up  the 
housekeeping  program  ; defining  housekeep- 
ing terms  and  functions  ; housekeeping  and 
accident  prevention  ; basic  floor  care  clean- 
ing program,  wall  care  procedures ; clean- 
ing  patient  rooms,  rest  rooms,  and  bathing 
facilities , and  how  to  write  a procedure 
manual.  The  course  will  utilize  the  teaching 
methods  of  lectures,  chalk  talks,  panels, 
group  interaction,  films,  and  film  strips’. 
John  M.  Crawford.  Jr..  622.5  US  Highway 
290  E.,  Austin  78723,  is  association  execu- 
tive  director. 
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NORTH  TEXAS  PLANNING  COUNCIL 
FOR  HOSPITALS  AND  RELATED 
HEALTH  FACILITIES  will  focus  on  set- 
ting priorities  for  health  services,  delivery 
of  comprehensive  health  services  by  health 
care  institutions,  and  the  comprehensive 
planning  process  at  a meeting  Jan.  22, 
1969,  at  the  Hacienda  Motor  Inn  in  Irving, 
Tex.  Principal  speakers  will  be  Dr.  Paul  J. 
Sanazaro  and  Edward  J.  Connors,  both  of 
the  National  Center  for  Health  Ser\'ices 
Research  and  Development,  Department  of 
Health  Education  and  Welfare,  Bethesda, 
Md.  Speakers  who  ^viU  present  model  plan- 
ning projects  are  Robert  W.  Decker  and 
Larry  Eason,  Child  Study  Center,  Fort 
Worth;  W.  Dewey  Presley  and  Boone  Pow- 
ell, Baylor  University  Medical  Center,  Dal- 
las : and  Miss  Nelle  Johnston  and  Dr. 
Aram  Glorig,  Callier  Hearing  & Speech 
Center,  Dallas.  The  meeting  was  planned 
for  the  members  of  the  council,  adminis- 
trators of  health  organizations,  physicians, 
other  health  professionals,  and  interested 
citizens  in  Collin,  Dallas,  Denton,  Ellis, 
Johnson,  Kaufman,  Parker,  Rockwall,  Tar- 
rant and  Wise  counties  ; but  interested  per- 
sons outside  the  region  have  also  been  wel- 
comed. W.  E.  Arnold,  604  Avenue  H.  East, 
Arlington  76010,  is  council  executive  direc- 
tor. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


ALSO  IN  JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, New  York  City,  Jan.  18-23,  1969.  John  K.  Hart, 
29  E.  Madison,  Chicago  60602,  Exec.  Sec. 

■ FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  29, 
1969.  Dr.  A.  F-  Clark,  Jr.,  3-F  Medical-Professional  Bldg., 
San  Antonio  78212,  Sec.-Treas. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  San  Antonio, 
Jan.  24-25,  1969.  Dr.  Herman  C.  Sehested,  1550  W.  Rose- 
dale,  Fort  Worth  76104,  Sec. 


UNITED  CEREBRAL  PALSY  ASSOCIA- 
TION OF  TEXAS,  INC.,  will  hold  its  15th 
annual  meeting  Jan.  11-12,  1969,  at  the 
Hilton  Inn  in  El  Paso.  Meeting  features 
will  include  meetings  of  the  medical-pro- 
fessional advisory  and  evaluation  board, 
the  corporation,  and  the  board  of  directors  ; 
a dinner,  and  a workshop.  Workshop  pre- 
sentations will  feature  commissioners  of 
their  designated  representatives  from  the 
Texas  State  Departments  of  Health,  Public 
Welfare,  Mental  Health  and  Mental  Re- 
tardation, and  the  Texas  Education  Agency. 
Dinner  speaker  on  Jan.  11  will  be  Mrs. 
Elsie  D.  Helsel,  Washington  representative, 
United  Cerebral  Palsy  Associations,  Inc., 
New  York  City.  Her  speech  topic  will  be 
“Participation  in  Federal  Programs.*' 

THIRD  ANNUAL  RADIOTHERAPY 
SYMPOSIUM  will  be  presented  by  the 
University  of  Miami  School  of  Medicine 
Jan.  23-25,  1969,  at  the  Sheraton-Four  Am- 
bassadors Hotel  in  Miami,  Fla.  Basic 
theme  will  be  diagnosis  and  management 
of  genitourinary  tumors,  including  pediat- 
ric GU  tumors.  Subjects  to  be  covered  in- 
clude carcinoma  of  the  urinary  kidney,  ad- 
vances in  treatment  of  the  urinary  bladder, 
consideration  of  preoperative  irradiation  of 
cancer  of  the  prostate,  and  management  of 
GU  tumors  in  infants.  Dr.  Mario  Vuksano- 
vic.  Radiation  Therapy  Division,  Jackson 
Memorial  Hospital,  1700  NW  10th  Ave., 
Miami,  Fla.  33136,  is  seminar  information 
officer. 

SOCIETY  FOR  CRYOSURGERY  will  hold 
its  annual  meeting  at  the  Hilton  Plaza  in 
Miami  Beach,  Jan.  12-17,  1969.  Discussions 
will  take  place  in  the  fields  of  cryoophthal- 
mology,  cryoneurosurgery,  ci*yootolaryngol- 
ogy,  cryourology,  cryogynecology,  cryo- 
therapy of  skin  diseases,  cryosurgery  of 
tumors,  cryoengineering  and  cryoinstru- 
mentation,  and  cryobiology.  Dr.  John  G. 
Bellows,  30  N.  Michigan  Ave.,  Chicago 
60602,  is  society  secretary. 


■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  Hous- 
ton, Jan.  25-26.  1969.  Dr.  Jack  L.  Smith,  3155  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

■ THE  UNIVERSITY  OF  TEXAS  GRADUATE  SCHOOL 
OF  BIOMEDICAL  SCIENCES  AT  HOUSTON,  Postgrad- 
uate Course  on  Hematology,  Houston,  The  University  of 
Texas  Graduate  School  of  Biomedical  Sciences  at  Hous- 
ton, Jan.  16-17,  1969.  Division  of  Continuing  Education, 
P.O.  Box  2037,  Houston  77025.  (See  p.  98  for  course  de- 
tails. ) 


FEBRUARY 

■ AMERICAN  COLLEGE  OF  PHYSICIANS  POST- 
GRADUATE COURSE,  Infectious  Disease-Antibiotics, 
Immunology  Organ  Transplantation,  and  Clinical  Virol- 
ogy, Houston,  Feb.  19-22,  1969.  Dr.  Edward  C.  Rosenow, 
Jr.,  4200  Pine  St..  Philadelphia  19104,  Exec.  Dir.  (See  p. 
98  for  details  of  coui-se.) 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Atlanta,  Ga., 
Feb.  18-22,  1969.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
AND  COLLEGE  OF  AMERICAN  PATHOLOGISTS,  Los 
Angeles,  Feb.  23-28,  1969.  Dr.  William  D.  Dolan,  5129  N. 
16th  St.,  Arlington,  Va.  22205,  Sec.-Treas. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Hollywood,  Fla.,  Feb.  8-13,  1969.  Dr.  Alfred  J.  Cantor, 
147-41  Sanford  Ave.,  Flushing,  N.Y.  11355,  Exec.  Sec. 

■ SCOTT  AND  WHITE  CONFERENCE  IN  MEDICINE 
AND  SURGERY,  February,  1969.  Dr.  W.  A.  Lea,  Scott 
and  White  Clinic,  Temple  76501,  Chairman. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  February,  1970.  Bob  Reid,  723  Mills  Bldg.,  El  Paso 
79901,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Dallas,  February.  1969.  Dr.  R.  E.  Johnson,  Box 
4905,  Midland  79702,  Sec.-Treas. 


100 


TEXAS  MEDICINE 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out — even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endoprine  System — 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril’ 

(Thioridazine  HCl) 
25mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J. 


there  is  a inewi  reason 
for  prescribing  Mellaril 

(Thioridazine  HCl) 

effectiveness  in 
mixed  anxiety- depression 


68-169 


How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet>a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bz 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 

• 


anticostive,  adj.  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  CyanamicJ  Company 
Pearl  River,  New  York  10965 


TAO‘‘(triacetylolean(loiiiyciii) 

Brief  Summary 


INDICATIONS:  Include  staphylococci, 
streptococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS:  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
DRUG  MAY  PRODUCE  ALTERATIONS  IN 
LIVER  FUNCTION  TESTS  AND  JAUNDICE.  CLIN- 
ICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INDICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  DISCONTIN- 
UATION OF  THE  DRUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used.  If 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  When  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient’s  therapy.  In  the 
' event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 


J.B.ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 
235  EAST  42nd  STREET 
NEW  YORK,  N.Y.  10017 


In  vitro 

susceptibility  results 
with 


TAO  (triacetyl- 


oleandomycin) 

in  Staphylococcus 
aureus  cultures, 
as  shown  in 
studies  of 
antibiotics. 


1,2.3 
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TTAr^  (triacetyl- 

oleandomycin) 

is  a macrolide  antibiotic,  for  use  only  in 
the  treatment  of  acute  severe 
infections  where  adequate 
sensitivity  testing  has 
demonstrated  susceptibility 
to  this  antibiotic  and  resistance 
to  other  less  toxic  agents. 


OMNI-TUSS'  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage— extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-\2 years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 


Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 


Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  miik 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


wnd  (So/mjsifoi 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 


Available  in 
Concentrated  Liquid  or  Powdered 
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Headaches,  Inc? 


Naui.. 

tc^  managmient  for 

tmsionas  wpII  as  pain 


What  a madhouse. 

Even  the  office  boy  has  problems. . . 
and  he’s  the  boss’  nephew. 

The  business  day  is  full  of  insanity, 
incompetence  and  interruptions ...  a 
thousand  little  things  that  may  cause 
tension  headaches. 

Life  in  the  office  may  get  more 
complicated,  but  now  treatment  of 
the  tension  headache  is  simpler— with 
Dialog!  Here’s  effective  nonsalicy- 
late analgesia  plus  mild  sedation. 
Relieves  tension.  Relieves  pain. 

Unlike  APC-barbiturate  or  APC- 
codeine  combinations.  Dialog  is  non- 
salicylate. No  gastric  irritation,  even 
in  aspirin-sensitive  patients.  Also 
nonphenacetin  — when  given  in  proper 
dosage,  won’t  injure  the  kidney. 

Dialog  succeeds  when  business  is 
really  trying. 


INDICATIONS : For  relief  of  pain  and 
discomfort  of  simple  headache;  neu- 
ralgia, myalgia,  and  musculoskeletal 
pain;  dysmenorrhea ; bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever 
and  to  relieve  discomfort  due  to  respira- 
tory infections,  influenza,  and  other 
febrile  conditions. 

CONTRAINDICATIONS : Not  recom- 
mended during  pregnancy. 

WARNINGS : May  be  habit-f arming. 

Do  not  use  in  patients  sensitive  to  bar- 
biturates or  in  those  with  moderate  to 
severe  hepatic  disease. 

ADVERSE  REACTIONS:  Nausea, 
transitory  dizziness,  rash.  Overdosage 
of  allobarbital  produces  symptoms  typi- 
cal of  acute  barbiturate  excess. 


DOSAGE : Adults : 1 or  2 tablets  every 
U hours.  Not  to  exceed  8 tablets  in  2U 
hours.  Children  6 to  12: 1/2  to  1 tablet 
every  4 hours.  Not  to  exceed  4 tablets  in 
24  hours. 

SUPPLIED : Tablets  (white,  scored), 
each  containing  15  mg  allobarbital  and 
300  mg  acetaminophen ; units  of  3, 
bottles  of  30. 


CIBA  Pharinaceutical  Company,  Summit, N.J. 


C I B A 


CA  COLA  • AND  '■COKE  ' ARE  REGISTERED  TRADE  MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY 


TO  ALL  MY  PATIENTS 


^ you  to  discuss  Jrankly 
wMmme  any  duestions  redardind 
0f.\vicesormyjees.. 

e/hest  medical  service  is  based 
p‘''a^friendly  mutual  under- 
standing between  doctor  and  patient. 


This  attractive  office  plaque,  available  from  the 
American  Medical  Association,  will  encourage 
better  understanding  between  you  and  your  pa- 
tients. Suitable  for  wall  or  desk  display,  the 
plaque  measures  6"  x lOVa"-  The  lettering  is 
white  on  a dark  brown  background  and  the  frame 
is  durable  beige  plastic.  The  plaque  is  designed 


to  blend  well  with  any  office  decor.  Cost  of  the 
plaque  is  $1.25,  postpaid.  To  place  your  order, 
write  to  the  Order  Department,  American  Medical 
Association.  Make  check  payable  to  the  AMA. 

AMERICAN  MEDICAL  ASSOCIATION 

535  North  Dearborn  Street  • Chicago,  III.  60610 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


■ TEXAS  rUHLIC  HEALTH  ASSOCIATION,  Dallas. 
Feb.  28-26,  1969.  Joseph  N.  Mvirphv,  Jr.,  Box  6192  Aus- 
tin 78703,  Sec.-Treas. 

■ TEXAS  UROLOGICAL  SOCIETY,  Port  Arthur,  Feb- 
ruary, 1969.  Dr.  James  L.  Petry,  3115  Procter  St..  Port 
Arthur  77642,  Sec. 

■ THE  UNIVERSITY  OF  TEXAS  M.  I).  ANDERSON 
HOSPITAL  AND  TUMOR  INSTITUTE.  Symposium  on 
Anesthesia  for  the  Cancer  Patient,  Houston.  Feb.  21-23, 
1969.  The  University  of  Texas  Graduate  School  of  Bio- 
medical Sciences  at  Houston.  Division  of  Continuing:  Edu- 
cation. P.O.  Box  2(1367,  Houston  77025.  (See  p.  98  for 
symposium  details.) 


MARCH 

AMERICAN  ACADEMY  OF  ALLERGY.  Bal  Harbour, 
Fla..  March  15-19,  1969.  Dr.  Paul  P.  VanArsdel,  Jr.,  Uni- 
versity  of  Washington  School  of  Medicine,  Seattle  98105, 
Sec. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, San  Francisco.  March  31-April  2.  1969.  Dr.  Thom- 
as B.  Ferguson,  Suite  311.  7710  Carondelet  Ave.,  St. 
Louis  63105,  Sec. 

■ AMERICAN  COLLEGE  OF  PHYSICIANS  POST- 
GRADUATE COURSE,  Physiological  Concepts  of  Clinical 
Disease,  Dallas,  March  3-6,  1969.  Dr.  Edward  C.  Rosenow, 
Jr.,  4200  Pine  St..  Philadelphia  19104,  Exec.  Dir. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  17-19,  1969.  MiUard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  76301,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY. 
New  Orleans,  March  10-13,  1969.  Mrs.  Irma  B.  Sher- 
wood, 1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
New  Orleans.  March  20-22,  1969.  Mrs.  Elsie  Howard! 
2109  Commerce  St.,  Dallas  75201,  Exec.  Sec. 

■ SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, San  Antonio,  March  7-9,  1969.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  San  Antonio,  March  7-8,  1969.  Dr. 
J.  L.  Jinkins,  Jr.,  Suite  921,  200  North  Blvd.,  Galveston 
77550,  Sec.-Treas. 

■ THE  UNIVERSITY  OF  TEXAS  M.  D.  ANDERSON 
HOSPITAL  AND  TUMOR  INSTITUTE  AT  HOUSTON 
Symposium  on  Fundamental  Cancer  Research,  “Genetic 
Concepts  and  Neoplasia,”  Houston,  March  5-7,  1969.  Dr. 
David  E.  Anderson  (Ph.D.),  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute  at  Hous- 
ton, Texas  Medical  Center,  Houston  77025,  is  symposium 
chairman. 


APRIL 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Boston,  Ap- 
ril 21-23,  1969.  Dr.  Robert  G.  Frazier,  1801  Hinman  Ave., 
Evanston,  111.  60204,  Exec.  Dir. 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Chicago,  April  24-26,  1969. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Dir. 

■ AMERICAN  DERMATOLOGICAL  ASSOCIATION, 
Scottsdale,  Ariz.,  April  17-22,  1969.  Dr.  Barrett  Kennedy, 
1542  Tulane  Ave.,  New  Orleans,  La.  70112,  Sec. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J., 
April  30-May  1,  1969.  Dr.  Charles  D.  Cook,  333  Cedar  St., 
New  Haven,  Conn.  06510,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  Chicago,  April  11-12,  1969.  Frank  K.  Wool- 
ley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago  60601, 
Exec.  Dir. 


■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City, 
Tex.,  April,  1969.  Dr.  William  Nicholson,  304  W.  Broad, 
Freeport  77541,  Sec.-Treas. 

■ INDUSTRIAL  MEDICAL  ASSOCIATION,  Houston, 
April  21-24,  1969.  Howard  N.  Schulz,  56  E.  Washington 
St.,  Chicago,  111.  60602,  Exec.  Dir. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, April  30-May  4,  1969.  Russell  F.  Staudacher,  2635 
Flossmoor.  Flossmoor,  111.  60422,  Exec.  Dir. 

■ TEXAS  DENTAL  ASSOCIATION,  Dallas,  April  27-30, 
1969.  Bill  Howard,  3707  Gaston  Ave.,  Dallas  75246,  Exec. 
Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Houston,  April  21-24,  1969.  Dr.  G.  E.  McGlothlen,  P.O. 
Box  336,  Bridge  City,  Tex.  77611,  Sec.-Treas. 

■ TEXAS  SURGICAL  SOCIETY.  Galveston,  April  12-15, 
1969.  Dr.  Jesse  E.  Thompson,  3434  Swiss,  Dallas  75204, 
Sec. 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Fran- 
cisco, May  5-8,  1969.  Dr.  Merrill  H.  Goodwin,  Aerospace 
Medical  Association,  Washington  National  Airport,  Wash- 
ington, D.C.  20001,  Exec.  Vice  Pres. 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS 
CHAPTER,  San  Antonio,  May  2,  1969.  Dr.  Robert  L. 
Mathis,  4119  Montrose  Blvd.,  Houston  77006,  Sec.-Treas. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  4,  1969.  Dr. 
Daniel  E.  Jenkins,  1200  Moursund  Ave.,  Houston  77025, 
Sec.-Treas. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER,  Houston,  May,  1969.  Dr.  August  F. 
Herff,  Jr.,  820  M&S  Tower,  San  Antonio  78205,  Sec. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Washington,  D.C.,  May  14-17,  1969.  Dr.  H.  D. 
Janowitz,  11  E.  100th  St.,  New  York  City  10029,  Sec. 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY.  Hot 
Springs,  Va.,  May  26-28,  1969.  Dr.  Samuel  D.  McPherson, 
Jr.,  1110  W.  Main  St..  Durham,  N.C.  27701,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION.  Miami 
Beach,  Fla.,  May  6-9,  1969.  Dr.  Robert  S.  Garber.  Car- 
rier Clinic.  BeUe  Mead,  N.J.  08502,  Exec.  Sec. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH.  San  Antonio,  May  1-4,  1969.  Dr. 
Irvin  M.  Cohen,  641  Hermann  Professional  Bldg.  Hous- 
ton 77025,  Sec. 

AMERICAN  THORACIC  SOCIETY.  Miami  Beach.  Fla., 
May  24-26,  1969.  Robert  G.  Weymueller,  1780  Broadway. 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION.  San  Fran- 
cisco, May  12-16,  1969.  William  P.  Didusch,  1120  N. 
Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION,  TEXAS 
CHAPTER,  San  Antonio,  May  1,  1969.  Dr.  Robert  L. 
Schoenvogel,  401  Sycamore,  Brenham  77833,  Sec.-Treas. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS.  TEX- 
AS DIVISION,  San  Antonio.  May,  1969.  Dr.  Thomas  L. 
HiU,  Kings  Daughters  Clinic,  Temple  76501,  Sec. 

NATIONAL  CONFERENCE  ON  BREAST  CANCER, 
Washington,  D.C.,  May  8-10,  1969.  Dr.  Roald  N.  Grant! 
219  E.  42nd  St.,  New  York  10017,  Coordinator. 

■ SEVENTH  ANNUAL  BAYLOR  ALUMNI  DAY.  Bay- 
lor University  College  of  Medicine,  Houston,  May,  1969. 
Mr.  Russell  Clem  and  Dr.  Herbert  Fred,  Baylor,  Houston 
77025,  Coordinators. 
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■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio, 
May  1,  1969.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OP  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio,  May  1,  1969.  Dr.  Reinhold  E. 
Johnson,  Box  4905,  Midland  79701,  Sec.-Treas. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  Antonio, 
May  3,  1969.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

■ TEXAS  DIABETES  ASSOCIATION,  San  Antonio,  May 
4,  1969.  Dr.  Holbrooke  S.  Seltzer,  4600  S.  Lancaster, 
Dallas  75216,  Sec.-Treas.  and  Prog.  Chm. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  May  17- 
21,  1969.  O.  Ray  Hurst,  P.O.  Box  4553,  Austin  78751, 
Exec.  Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION,  San 
Antonio,  May  1,  1969.  Dr.  George  E.  McGIothlen,  P.O. 
Box  336,  Bridge  City,  Tex.,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May 
1-4,  1969.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  John  Kuppinger,  613  W. 
Fillmore,  Harlingen  78550,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  An- 
tonio, May  3,  1969.  Dr.  Ray  Lawson,  2828  Lemmon  Ave., 
Dallas  75204,  Sec.-Treas. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  Charles  Engelking,  224-34  W. 
Beauregard,  San  Angelo  76902,  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  San  Antonio,  May  1,  1969.  Dr.  Robert 
M.  Izard,  Jr..  P.O.  Box  58,  Gonzales,  Tex.  78629,  Sec.- 
Treas. 

■ TEXAS  PROCTOLOGIG  SOCIETY,  San  Antonio.  May, 
1969.  Dr.  James  M.  Hampton,  448  Hermann  Professional 
Bldg.,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ANESTHEISIOLOGISTS,  San 
Antonio,  May  3-4,  1969.  Dr.  Presley  Chalmers,  2310 
Gramercy,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS. San  Antonio,  May  2,  1969.  Dr.  Stonie  R.  Cotten, 
2601  Welborn,  Dallas  75219,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  May  4.  1969.  Dr.  Jack  L.  Smith,  3165  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio,  May  3,  1969.  Dr.  Frank  Dunton,  3601  Swiss 
Ave.,  Dallas  75204,  Sec.-Treas. 

■ TEXAS  TRAUMATIC  SURGICAL  SOCIETY,  San  An- 
tonio, May  1,  1969.  Dr.  C.  M.  Ashmore,  6124  Richmond 
Rd.,  Bellaire  77401,  Sec.-Treas. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  INC.,  San  Antonio,  May  3,  1969.  Mr.  Wally 
Christensen,  1919  Lavaca,  Austin  78701,  Exec.  Dir. 


JUNE 

AMERICAN  ORTHOPAEailC  ASSOCIATION.  Hot 
Springs.  Va.,  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St.,  Chicago  60602,  Sec. 

AMERICAN  PROCTOLOGIC  SOCIETY.  Boston,  June 
16-19,  1969.  Dr.  John  E.  Ray,  320  W.  Lafayette,  Detroit 
48226,  Sec. 


AMERICAN  RHEUMATISM  ASSOCIATION,  Boston, 
June  19-20,  1969.  Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Lake  Ta- 
hoe. June  2-5,  1969.  Dr.  Jack  A.  Barney,  301  Pasteur 
Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

UNITED  STATES  - MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION,  Santa  Fe,  N.M.,  June,  1969. 
Dr.  Jorge  Jimenez  Gandica,  501  US  Court  House,  El 
Paso  79901,  Sec. 


JULY 

AMERICAN  MEDICAL  ASSOCIATION,  New  York,  July 
13-17,  1969.  Dr.  F.  J.  L.  Blasingame,  535  N.  Dearborn 
St.,  Chicago  60610,  Exec.  Vice  Pres. 

■ POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  21-23,  1969.  Mrs.  W.  H.  Dahme, 
209  Jesse  H.  Jones  Library  Bldg.,  Houston  77025,  Exec. 
Sec. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE.  Denver, 
July  17-19,  1969.  Kenneth  L.  Smith,  American  National 
Bank  Bldg.,  818  17th  St.,  Denver  80202,  Sec. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Austin, 
July  20-23,  1969.  Luther  Parker,  Austin  Savings  Bldg., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  REHABILITATION  ASSOCIATION,  El  Paso, 
July,  1969.  Mrs.  Sharon  Estep,  P.O.  Box  20194,  Austin 
78767,  Sec.-Treas. 


AUGUST 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE, Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Philadelphia,  Sept.  26-Oet.  3,  1969.  Dr.  Mac  F.  Cahal 
(J.D.),  Volker  Blvd.  at  Brookside,  Kansas  City,  Mo., 
Exec.  Dir. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  PhU- 
adelphia.  Sept.  18-22,  1969.  David  Littler,  420  Lexington 
Ave.,  Suite  417,  New  York  10017,  Exec.  Sec. 

■ TEXAS  HEART  ASSOCIATION.  Houston,  Sept.  23-28, 
1969.  Jim  R.  Rose.  P.O.  Box  25041,  Houston  77005,  Act- 
ing Executive  Director. 

■ TEXAS  PEDIATRIC  SOCIETY,  Corpus  Christi,  Sept. 
26-27,  1969.  Dr.  P.  A.  Cato,  1015  E.  32nd  St.,  Austin 
78705,  Sec. 


OCTOBER 

■ AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Houston,  Oct.  19-22,  1969.  Daniel  Weiss,  33  W.  60th  St., 
New  York  City  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct.  6-10,  1969.  Dr.  John  Paul  North,  55  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS.  San 
Francisco,  Oct.  25-29,  1969.  John  W.  Andes,  515  Busse 
Hwy.,  Park  Ridge,  III.  60068,  Exec.  Sec. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Dallas,  Oct.  17-18, 
1969.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  75205,  Exec.  Dir. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY.  Lub- 
bock, Oct.  11,  1969.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 76106,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION.  Asheville, 
N.C.,  Oct.  5-7,  1969.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  436  6th  Ave.  N.,  Nashville,  Tenn.  37219. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  San 
Antonio,  Oct.  12-16,  1969.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 
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MEDICINE  IN  LITERATURE 


OFFICE  MANAGEMENT,  PATIENTS  GET  LITERARY  ATTENTION 


Medical  Practice  Management,  Hor- 
ace Cotton,  351  pp.,  illus.,  Ora- 
dell,  N.J.,  Medical  Economics 
Book  Division,  Inc.,  1967. 

THE  ADVERTISEMENT  hooked  Dr. 
Patrick  Melton.  His  wife  showed  it 
to  him  a few  weeks  before  his  resi- 
dency ended.  It  read;  “Nandina 
Beach  internist  will  transfer  grow- 
ing practice,  office  lease,  and  all 
records  to  purchaser  of  medical 
equipment  and  small  equity  in  new 
split-level  with  pool.  Payment  plan 
arranged.”  Nandina  Beach,  a resort 
near  Daisy  Melton's  hometown,  was 
the  top  name  on  the  couple's  where- 
we'd-like-to-live  list.  They'd  honey- 
mooned there.  Now  they  couldn't 
wait  to  answer  that  ad. 

Little  more  than  one  year  later, 
Dr.  Melton  sadly  mailed  much  the 
same  ad  to  the  same  medical  jour- 
nal. Soon  after,  he  and  Daisy  shook 
the  sand  of  Nandina  Beach  from 
their  shoes  forever.  A town  can  sup- 
port just  so  many  doctors. 

As  the  Meltons  drove  westward, 
they  cheered  up.  After  all,  hadn't 
San  Francisco  always  stood  a high 
second  on  this  list  of  preferred  loca- 
tions? Pat  had  served  a few  weeks 
of  his  draft  stint  there,  and  he  and 
Daisy  had  both  loved  the  place.  They 
should  have  gone  there  in  the  be- 
ginning, they  told  each  other — with- 
out wasting  that  precious  year  at 
Nandina  Beach.  It  stood  to  reason 
that  a city  the  size  of  San  Francisco 
could  take  one  more  internist.  If  San 
Francisco  had  a slot  for  Dr.  Melton, 
it  wasn't  visible. 

After  a depressing  year  trying  to 
put  together  some  sort  of  a prac- 
tice, Pat  headed  his  aging  sedan 
eastward  for  Detroit. 

So  starts  the  chapter  entitled 
“Start  right;  Go  where  you're  need- 
ed.” 

The  book  is  divided  into  two  main 
sections.  Managing  Your  Practice, 
and  Sizing  Up  Your  Practice;  and 
these  into  43  chapters.  Covered  are 
just  about  all  of  the  topics  needed 
by  any  practitioner. 

All  in  all,  this  is  a useful  book,  if 
one  cares  to  wade  through  the  Med- 
ical Economics  style  of  presentation, 
and  if  one  keeps  the  subject  matter 


in  perspective.  Any  management 
procedure  should  be  amended  if  it 
is  not  in  the  patient’s  best  interest. 

ALFORD  R.  HAZZARD,  M.D., 
Austin. 

Patients,  Doctors  and  Families,  Faye 
C.  Lewis,  ed.  1,  240  pp..  Garden 
City,  N.Y.,  Doubleday  & Co.,  Inc., 
1968,  $4.95. 

THROUGHOUT  this  informative  book, 
the  author,  who  was  the  first  woman 
to  receive  a medical  degree  from 
Washington  University,  evidences  ap- 
preciation of  the  importance  of  fam- 
ily relationships  and  their  positive 
influence  on  the  rapport  between 
doctor  and  patient. 

Not  only  will  the  reader  gain  many 
practical  insights  into  personal 
health  and  the  care  and  well-being 
of  others  from  this  volume,  but  he 
will  discover  fascinating  aspects  of 
a doctor’s  life,  too  often  romanti- 
cized or  ignored  by  patients.  It  may 
be  a revelation  to  some  that  when 
dealing  with  fretful  patients,  queru- 
lous families,  or  complaining  friends, 
doctors  could  do  with  a little  T.L.C. 
(Tight  Lipped  Cooperation),  them- 
selves. 

For  all  those  who  ever  wished 
for  a quiet,  reassuring  talk  with  the 
family  physician,  here  is  advice  that 
was  helpful  to  others  on  many  oc- 
casions— just  what  the  doctor  or- 
dered. 


You  Are  Extraordinary,  Roger  J.  Wil- 
liams, 253  pp.,  charts.  New  York, 
Random  House,  1967,  $5.95. 

A SUPERFICIAL  TREATMENT  of  an 
intriguing  subject  which  cries  out  for 
study  in  depth,  individual  differ- 
ences, this  book  is  not  recommend- 
ed for  the  medical  reader. 

One  gets  the  impression  that  the 
author,  a chemist  by  profession, 
looked  up  from  his  deskful  of  ho- 
mogeneous substances  one  day  and 
discovered  that  each  biological  unit 
is  a unique  individual.  His  wonder 
and  awe  are  expressed  in  the  title 
and  in  personal  anecdotes  but  are 
supported  by  very  sparse  documen- 


tation. He  does  not  hesitate  to  clothe 
personal  opinions  in  the  mantle  of 
authority. 

The  unwary  lay  reader  who  lacks 
personal  knowledge  may  be  led 
astray,  and  the  author's  view  may 
be  taken  to  represent  a scientific 
consensus.  However,  most,  if  not 
all,  of  his  hypotheses  are  reached 
by  prodigious  leaps  of  the  imagina- 
tion. Further,  he  contributes  no  new 
information;  and  his  interpretations 
are  unlikely  to  improve  understand- 
ing of  data  presently  available. 

DAVID  B.  WEINSTEIN,  M.D., 
El  Paso. 

How  To  Get  The  Best  From  Your 
Physician,  William  B.  D.  Van  Auk- 
en,  100  pp.,  Springfield,  ML, 
Charles  C Thomas,  Publisher 
1967. 

WITH  THE  RAPID  INCREASE  in 
knowledge  regarding  the  science  of 
health  and  disease  has  come  a man- 
ifold confusion  regarding  the  selec- 
tion of  a physician.  Patients  won- 
der which  specialist  they  should  se- 
lect and  how  they  can  get  the  best 
in  that  particular  specialty.  This 
manual  seeks  to  clarify  vague  values 
and  to  give  the  patient  a working 
technique,  not  only  to  select  the 
best  physician,  but  to  enable  the  pa- 
tient to  continuously  get  the  best 
medical  care  the  physician  can  give. 


NEW  BOOKS 
IN  TMA  LIBRARY 

Gordon,  A.  S.:  Cardiopulmonary  Re- 
suscitatiofi  Cofijefciice  Pt'occeditigs, 
Washington,  D.  C.,  National  Re- 
search Council,  1967. 

Gordon,  M.;  Psychopharmacological 
Agents,  vol.  2,  New  York,  Aca- 
demic Press,  1967. 

Happenie,  S.  D.;  Colostomy:  A Sec- 
ond Chance,  Springfield,  III., 
Charles  C Thomas,  Publisher, 
1968. 

American  Cancer  Society,  Inc.:  Can- 
cer Management,  Philadelphia,  J. 
B.  Lippincott  Company,  1968. 

Crow,  J.  F.,  and  Neel,  J.  V.,  eds.: 
Proceedings  of  the  Third  Interna- 
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tional  Congress  of  Human  Genetics, 
Baltimore,  Johns  Hopkins  Press, 

1967. 

Harrison,  S.  I.,  and  Carek,  D.  J.:  A 
Guide  to  Psychotherapy,  Boston, 
Little,  Brown  and  Co.,  1966. 
Hickey,  R.  C.:  Palliative  Care  of  the 
Cancer  Patient,  Boston,  Little, 
Brown  and  Co.,  1967. 

Hoagland,  R.  J.;  Infectious  Mononu- 
cleosis, New  York,  Grune  & Strat- 
ton, Inc.,  1967. 

Horwitz,  N.  H.,  and  Rizzoli,  H.  V.: 
Postoperative  Complications  in  Neu- 
rosurgical Practice.  Recognition, 
Prevention,  and  Management,  Bal- 
timore, The  Williams  & Wilkins 
Co.,  1967. 

Houts,  M.:  Lawyers’  Guide  to  Medi- 
cal Proof,  New  York,  Matthew 
Bender,  1966. 

Javert,  C.  T.:  Spontaneous  and  Habit- 
ual Abortion,  New  York,  The  Blak- 
iston  Division,  McGraw-Hill  Book 
Co.,  Inc.,  1957. 

Jensen,  G.  D.:  The  Well  Child’s  Prob- 
lems. Management  in  the  First  Six 
Years,  Chicago,  Year  Book  Medi- 
cal Publishers,  Inc.,  1962. 
Johnson,  W.  R.,  et  al.:  Health  Con- 
cepts for  College  Students,  New 
York,  The  Ronald  Press  Co.,  1962. 
Keegan,  H.  L.,  and  Macfarlane,  W. 
V.,  eds.:  Venomous  and  Poisonous 
Animals  and  Noxious  Plants  of  the 
Pacific  Region,  New  York,  The 
Macmillan  Co.,  1963. 

Kenshalo,  D.  R.;  The  Skin  Senses, 
Proceedings,  Springfield.  III., 
Charles  C Thomas,  Publisher, 

1968. 

King,  F.,  and  Herzig,  W.  F.:  Golden 
Age  Exercises,  New  York,  Crown 
Publishers,  Inc.,  1968. 

King,  J.  S.,  Jr.:  Renal  Neoplasia,  ed. 

I,  Boston,  Little,  Brown  and  Co., 
1967. 

Lasagna,  L.:  Life,  Death,  and  the 
Doctor,  ed.  1,  New  York,  Alfred  A. 
Knopf,  1968. 

Levine,  M.  I.,  and  Mascia,  A.  V.:  Pul- 
monary Diseases  and  Anomalies  of 
Infancy  and  Childhood,  Their  Diag- 
nosis and  Treatment,  New  York, 
Hoeber  Medical  Division,  Harper 
& Row,  1966. 

Longacre,  J.  J.:  Craniofacial  Ano- 
malies: Pathogenesis  and  Repair, 

J.  B.  Lippincott  Co.,  1968. 
Longmore,  D.:  Spare-part  Surgery, 

Garden  City,  N.Y.,  Doubleday  & 
Company,  Inc.,  1968. 


PAMPHLETS 


As  an  aid  to  physicians  adminis- 
tering medical  examinations  for  ath- 
letes, the  American  Medical  Associ- 
ation has  published  A Guide  for 
Medical  Evaluation  of  Candidates  for 
School  Sports. 

Formulated  by  the  AMA’s  Com- 
mittee on  the  Medical  Aspects  of 
Sports,  the  pamphlet  recommends 
that  local  school  officials  and  medi- 
cal society  representatives  jointly 
work  out  arrangements  that  offer 
optimum  medical  guidance  for  each 
athlete. 

Copies  may  be  obtained  from  the 
AMA  Order  Handling  Unit,  535  N. 
Dearborn  St.,  Chicago  60610,  at 
various  costs. 

Questions  that  young  people  often 
ask  about  marihuana,  LSD,  am- 
phetamines, and  narcotics  are  an- 
swered with  current  scientific  evi- 
dence in  four  new  flyers  prepared 
by  the  National  Institute  of  Mental 
Health. 

The  new  flyers  were  designed  to 
separate  accurate  scientific  infor- 
mation from  rumors  and  half-truths 
about  drugs.  They  explain  the 
known  dangers,  and  point  out  areas 
where  more  data  are  needed  to  es- 
tablish firm  conclusions. 

Single  copies  of  each  flyer  are 
available  from  the  Public  Informa- 
tion Branch,  NIMH,  Chevy  Chase, 
Md.  20203.  Copies  in  bulk  may  be 
obtained  for  5 cents  each  or  $3.25 
per  100  from  the  Superintendent  of 
Documents,  US  Government  Print- 
ing Office,  Washington,  D.C.  20402. 

Thousands  of  inquiries  concerning 
plastic  surgery  have  resulted  in  the 
publication  of  the  new  11-page 
pamphlet.  Cosmetic  Surgery  — What 
It  Can  and  Cannot  Do. 

Reprinted  from  an  article  which 
appeared  in  the  June,  1968,  issue 
of  the  American  Medical  Associa- 
tion’s Today’s  Health  magazine,  this 
brochure  provides  general  informa- 
tion regarding  cosmetic  surgery,  as 
well  as  specific  details — such  as  the 
length  of  certain  operations  and  the 
hospitalization  required — for  a few 
of  the  more  common  cosmetic  pro- 
cedures. Also  included  is  a "guide” 
to  the  cost  of  some  of  the  most 
popular  types  of  cosmetic  opera- 
tions, such  as  those  on  the  nose, 
face  lift,  ears. 

A complimentary  review  copy  is 
available  from  the  Committee  on 
Cutaneous  Health  and  Cosmetics, 
AMA,  535  N.  Dearborn  St.,  Chicago 
60610.  Multiple  copies  may  be  se- 
cured from  the  Order  Department  at 
various  prices. 


Recent 

Deaths 


DR.  J.  WOODWARD 

Former  physician  on  the  staff  of 
Rusk  State  Hospital,  Dr.  Jack  Wood- 
ward died  Sept.  9,  1968,  in  Lufkin, 
Tex.,  after  an  illness  of  three 
months.  He  was  64. 

Dr.  Woodward  was  born  April  13, 
1904,  in  Carthage,  Tex.,  the  son  of 
Dr.  S.  A.  and  Julia  Woodward.  He 
attended  Texas  A&M  College  from 
1923-26,  and  received  a doctor  of 
dental  surgery  degree  from  North- 
western University  in  Evanston,  III., 
in  1930.  He  was  graduated  from  The 
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University  of  Texas  Medical  Branch 
at  Galveston  in  1934. 

Having  practiced  in  Eureka  and 
Hoopa,  Calif.,  and  Fort  Worth  and 
Denton,  Tex.,  he  moved  to  Rusk  in 
April,  1958,  where  he  was  on  the 
staff  of  Rusk  State  Hospital.  He  had 
moved  to  Lufkin  three  months  be- 
fore his  death. 

Dr.  Woodward  was  a member  of 
Cherokee  County  Medical  Society 
and  was  president  of  the  Denton 
County  Medical  Society  in  1942  and 
was  secretary  in  1944.  He  was  a 
member  of  the  Masonic  Lodge  and 
the  Order  of  the  Eastern  Star. 

Surviving  Dr.  Woodward  are  his 
wife,  the  former  Alice  King;  and  two 
step-sons,  Don  Drummond  and  Dr. 
Travis  Drummond  (doctor  of  op- 
tometry), both  of  Houston;  and  three 
uncles,  Drs.  Valin  R.  and  Cicero 
Smith  Woodward,  both  of  Arlington, 
Tex.,  and  Dr.  Lewis  Woodward  of 
Mexia,  Tex. 


DR.  W.  S.  THILTGEN 

Sixty-three-year-old  Dr.  Winston 
Schaber  Thiitgen,  El  Campo,  Tex., 
general  practitioner,  died  on  Sept. 
12,  1968,  of  a heart  attack.  He  was 
visiting  his  son  in  Ann  Arbor,  Mich., 
at  the  time  of  his  death. 

Dr.  Thiitgen  attended  State  Uni- 
versity of  Iowa,  Iowa  City,  in  1923- 
1930,  receiving  his  medical  degree 
in  1930.  His  internship  was  served 
at  the  Santa  Rosa  Medical  Center 
in  San  Antonio  from  1930  1931. 

The  son  of  Sophia  Schober  and 
Charles  Thiitgen,  Dr.  Thiitgen  was 
born  on  Sept.  30,  1904,  in  Somers, 
Iowa.  Dr.  Thiitgen  practiced  in  Bell- 
ville,  Tex.,  from  1931-1942,  when 
he  moved  to  El  Campo. 

A member  of  Wharton-Jackson- 
Matagorda-Fort  Bend  Counties  Med- 
ical Society,  he  also  belonged  to 
American  Medical  Association. 

Mrs.  Thiitgen,  the  former  Helen 
Lucile  Louwien  of  Bellville,  survives, 
as  do  three  sons,  Winston,  Jr.,  and 
Thomas  Thiitgen  of  El  Campo,  and 
Dr.  Robert  Douglas  Thiitgen  of  Ann 
Arbor,  Mich.;  a sister,  Mrs.  Ray 
Mercer  of  Menlo  Park,  Calif.;  and  a 
brother,  Don  T.  Thiitgen  of  Safford, 
Ariz. 


DR.  J.  M.  ASHBY 

Anahuac,  Tex.,  general  practition- 
er, Dr.  Joe  Milton  Ashby,  was  fatally 
shot  on  Sept.  22,  1968,  while  clean- 
ing his  deer  rifle.  He  was  49. 

A native  of  Henderson,  Tex.,  he 
was  born  May  5,  1919.  His  parents 
were  Oran  Donnelly  and  Bessie  Ma- 
rie Fletcher  Ashby. 

In  1938,  Dr.  Ashby  was  graduated 
from  Stephen  F.  Austin  State  Col- 
lege in  Nacogdoches,  Tex.  In  1942, 
he  obtained  his  medical  degree  from 
Baylor  University  College  of  Medi- 
cine then  in  Dallas.  His  internship 
was  served  in  1942-1945  at  Roper 
Hospital  in  Charleston,  S.C. 

Dr.  Ashby  served  in  the  US  Army 
in  1943-1945  and  from  1950  to 
1951.  During  his  latter  tour,  he  was 
stationed  in  Japan  and  Korea.  He 
attained  the  rank  of  major. 

A member  of  both  Texas  Academy 
of  General  Practice  and  American 
Academy  of  General  Practice,  Dr. 
Ashby  was  also  a member  of  Lib- 
erty-Chambers Counties  Medical  So- 
ciety and  American  Medical  Asso- 
ciation. 

Dr.  Ashby  is  survived  by  his  wife 
of  Anahuac,  the  former  Viola  Mad- 
dox; a son,  Joe  Milton  Ashby,  Jr.,  a 
student  at  Baylor  University  in  Waco; 
three  daughters,  Sallye  Michele  and 
Cindy  Gale  of  Anahuac  and  Mrs.  Ro- 
land Sparks  of  Austin;  his  mother, 
Mrs.  J.  S.  Taliaferro  of  Kilgore,  Tex.; 
and  a brother,  Julian  Ashby  of  San 
Antonio. 


DR.  G,  E.  PEACOCK 


President  of  the  Permian  Basin 
Medical  Society  in  1959,  Dr.  George 
Eugene  Peacock  died  in  Dallas  on 
Sept.  19,  1968,  at  the  age  of  54.  He 
had  practiced  in  Big  Spring,  Tex., 
from  March,  1946,  until  his  death. 

The  son  of  John  Bishop  and  Con- 
stance Mayfield  Peacock,  Dr.  Pea- 
cock was  born  in  McAlester,  Okla., 
on  March  31,  1914.  He  attended 
North  Texas  Agricultural  College, 
now  The  University  of  Texas  at  Ar- 
lington, graduating  in  1933.  He  was 
graduated  from  Baylor  University 
College  of  Medicine,  then  in  Dallas, 
in  1937,  and  served  an  internship  at 
West  Baltimore  General  Hospital, 


Baltimore,  Md.,  from  1937  to  1938. 
He  returned  to  Dallas  to  serve  his 
residency  at  Baylor  University  Med- 
ical Center  from  1938-1940. 

Dr.  Peacock  served  in  the  US 
Army  at  Fort  Sill,  Okla.,  from  1940- 
46  attaining  the  rank  of  lieutenant 
colonel.  While  at  Fort  Sill,  he  mar- 
ried Miss  Pauline  McDowell. 

He  served  as  president  in  1958 
for  the  West  Texas  Association  of 
Obstetricians  and  Gynecologists  and 
was  a member  of  Howard-Martin- 
Glasscock  (Permian  Basin)  Counties 
Medical  Society,  American  Medical 
Association,  American  College  of  Ob- 
stetricians and  Gynecologists,  and 
Texas  Association  of  Obstetricians 
and  Gynecologists.  Dr.  Peacock  was 
also  a steward  in  the  First  United 
Methodist  Church  in  Big  Spring. 

Surviving  Dr.  Peacock  are  his 
wife;  one  son.  Dr.  George  E.  Pea- 
cock, Jr.,  of  Dallas,  a daughter,  Mrs. 
Gene  Ann  Arrick  of  Big  Spring,  Tex.; 
his  parents,  Mr.  and  Mrs.  John  b! 
Peacock  of  San  Antonio;  and  a sis- 
ter, Mrs.  William  A.  Gorman  of 
Houston. 


DR.  H.  S.  MEYER 

Houston  physician  and  clinical  as- 
sociate professor  at  Baylor  Univer- 
sity College  of  Medicine,  Dr.  Henry 
S.  Meyer,  died  Aug.  22,  1968.  He 
had  lived  in  Houston  for  the  past  37 
years.  Cause  of  death  was  a heart 
attack. 

Born  in  Jeanerette,  La.,  on  Aug. 
5,  1905,  he  was  the  son  of  Henry 
and  Selma  Dover  Meyer.  He  attend- 
ed Castle  Heights  Military  Academy 
in  Lebanon,  Tenn.  In  1929,  he  ob- 
tained his  medical  degree  from  Tu- 
lane  University  School  of  Medicine. 
He  served  his  internship  and  resi- 
dency, specializing  in  pediatrics,  at 
Shreveport  Charity  Hospital,  Shreve- 
port, La.,  and  Milwaukee  Children's 
Hospital,  Milwaukee.  During  World 
War  II,  Dr.  Meyer  served  with  the  US 
Army  Air  Force  and  was  stationed  in 
San  Antonio,  Phoenix,  Ariz.,  and  in 
the  European  theater  of  operations. 
He  attained  the  rank  of  major. 

Dr.  Meyer  was  a member  of  Har- 
ris County  Medical  Society,  Ameri- 
can Medical  Association,  American 
Academy  of  Pediatrics,  and  Ameri- 
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can  Board  of  Pediatrics.  He  had 
been  a trustee  of  Congregation  Beth 
Israel  in  Houston  and  was  a mem- 
ber of  the  Westwood  Country  Club. 

Dr.  Meyer  is  survived  by  his  wife, 
the  former  Ruth  Faulb  of  Houston; 
and  one  daughter,  Mrs.  Herbert 
Goldstein  of  Colorado  Springs,  Col. 


DR.  D.  JACKSON,  JR. 

San  Antonio  surgeon.  Dr.  Dudley 
Jackson,  Jr.,  died  Aug.  16,  1968,  in 
Kerrville,  Tex.  Cause  of  death  was 
coronary  occlusion.  He  was  47. 

The  son  of  the  late  Dr.  Dudley 
Jackson,  Sr.,  and  Dr.  Martha  Nell 
Beal  Jackson,  he  was  born  in  San 
Antonio  on  Aug.  28,  1920.  He  at- 
tended San  Antonio  public  schools 
and  in  1941  received  a B.A.  degree 
from  The  University  of  Texas  at  Aus- 
tin. His  medical  degree  was  ob- 
tained in  1943  from  The  University 
of  Texas  Medical  Branch  in  Galves- 
ton. After  serving  an  internship  at 
Parkland  Memorial  Hospital  in  Dal- 
las in  1943-44,  he  was  a fellow  in 
surgery  at  Lahey  Clinic,  Boston,  in 
1947-1948  and  at  Memorial  Hospi- 
tal for  Cancer  and  Allied  Diseases 
in  New  York  City  in  1949-1950. 

Dr.  Jackson  served  as  lieutenant 
at  the  US  Army  Evacuation  Hospital, 
European  theater  of  operations,  and 
as  chief  of  surgery  at  the  US  Army 
station  hospital.  Fort  Leavenworth, 
Kan.  He  later  did  research  on  proj- 
ects concerning  mammary  pathology 
in  dogs,  sponsored  by  the  National 
Cancer  Institute.  He  was  also  the 
author  of  several  scientific  articles. 

Dr.  Jackson  was  a member  of  the 
Bexar  County  Medical  Society,  Amer- 
ican Medical  Association,  and  Texas 
Surgical  Society. 

His  wife  of  San  Antonio,  the  for- 
mer Jeannie  Hufstutler,  survives  as 
do  a son,  William  T.;  two  daughters, 
Lucy  and  Jane;  his  mother.  Dr.  Mar- 
tha Beal  Jackson;  and  a sister,  Mrs. 
John  Hickman,  all  of  San  Antonio. 


DR.  H.  V.  HELBING 

After  an  illness  of  several  months. 
Dr.  Hugh  V.  Helbing  died  on  Sept. 


DR.  HELBING 


23,  1968,  in  Lake  Worth  Village, 
Tex.  Cause  of  death  was  arterio- 
sclerosis. 

Dr.  Helbing  was  born  in  Pember- 
ville,  Ohio,  on  Dec.  16,  1885,  the 
son  of  Dr.  August  and  Annie  Van 
Etten  Helbing.  He  was  graduated 
from  the  National  University  of  Arts 
and  Sciences  Medical  Department 
in  St.  Louis  in  1909. 

Dr.  Helbing  served  on  the  Fort 
Worth  school  board  during  1932-47, 
working  for  teachers’  raises  and  free 
lunches  for  underprivileged  children. 
In  1948,  a Fort  Worth  elementary 
school  was  renamed  for  Dr.  Helbing. 
He  also  served  as  medical  director 
of  Elmwood  Sanatorium  in  Fort 
Worth  for  43  years  until  his  retire- 
ment in  1965. 

Elected  to  honorary  membership 
in  Texas  Medical  Association  in 
1966,  Dr.  Helbing  belonged  to  the 
Tarrant  County  Medical  Society, 
American  Medical  Association,  Tar- 
rant County  Masonic  Lodge  No.  942, 
and  the  John  Knox  Presbyterian 
Church.  He  was  a past  president  of 
the  North  Fort  Worth  chapter  of 
Kiwanis  International,  and  was  a 
former  vice  president  of  the  Fort 
Worth  School  Board. 

Dr.  Helbing  is  survived  by  his  wife 
of  Fort  Worth,  the  former  Agnes 
Magoffin;  and  two  sons,  E.  C.  Helb- 
ing and  Dr.  Leslie  J.  Helbing 
(D.D.S.),  both  of  Fort  Worth. 

DR.  S.  W.  GAINES 

Dr.  Sidney  W.  Gaines,  52,  Grand 
Prairie  general  surgeon  for  19  years, 
died  July  27,  1968,  in  New  York 
City  while  attending  a 25th  reunion 
of  the  crew  of  the  USS  Swanson.  As 
Lt.  Commander  Gaines,  he  had 
served  as  doctor  of  the  ship  during 
World  War  11. 

Born  in  Detroit,  Mich.,  on  Oct.  1, 
1915,  Dr.  Gaines  was  a graduate  of 
Wayne  State  University  School  of 
Medicine  in  Detroit.  He  served  in- 
ternship and  residency  at  Fordham 
Hospital  in  New  York  City.  A mem- 
ber of  the  Dallas  County  Medical  So- 
ciety and  American  Medical  Associ- 
ation, Dr.  Gaines  had  been  named 
Grand  Prairie  doctor  of  the  year  in 
1952.  He  had  served  in  1964  as 
Southwest  chairman  of  the  Scien- 
tists’, Engineers’,  and  Physicians’ 
Committee  for  Johnson  and  Humph- 
rey and  was  plant  physician  for  the 
Missiles  and  Space  Division  of  Ling- 
Temco-Vought,  Inc.,  in  Grand  Prai- 
rie. Dr.  Gaines  was  a sustaining 
member  of  the  Grand  Prairie  Young 
Men’s  Christian  Association  and  was 
a charter  member  and  booster  of 
the  Grand  Prairie  Symphony  Orches- 
tra Association. 


Survivors  of  Dr.  Gaines  are  his 
wife,  Marie,  of  Grand  Prairie;  two 
sons,  David  and  Stephen,  both  of 
Grand  Prairie;  a daughter,  Melissa 
of  Grand  Prairie;  and  a sister,  Mrs. 
Eugene  Goodman  of  Riverdale,  N.Y. 


DR.  T.  L LINN 

Dr.  Thomas  Laidlaw  Linn,  47, 
pathologist,  died  July  19,  1968,  in 
Houston.  He  was  at  the  time  of  his 
death  laboratory  director  at  Galves- 
ton County  Memorial  Hospital  in  La 
Marque  and  a member  of  the  path- 
ology faculty  at  Baylor  University 
College  of  Medicine  in  Houston. 

Dr.  Linn  was  born  in  Glasgow, 
Scotland,  Sept.  12,  1920,  the  son  of 
Robert  Linn  and  J.  H.  S.  Laidlaw 
Linn.  He  was  graduated  from  the 
Faculty  of  Medicine,  University  of 
Glasgow  in  Glasgow,  Scotland,  in 
1943.  He  served  an  internship  at 
Victoria  Hospital  in  Yorkshire,  Eng- 
land, and  a postgraduate  residency 
in  pathology  at  Faculty  of  Medicine, 
University  of  Glasgow  Department  of 
Pathology.  He  also  served  a research 
fellowship  at  New  England  Deacon- 
ess Hospital  in  Boston. 

Having  practiced  in  Regina,  Sas- 
katchewan, Canada;  Seattle,  Wash.; 
Columbus,  Ga.;  and  Cincinnati,  Ohio, 
Dr.  Linn  moved  to  Houston  in  1961 
where  he  was  pathologist  at  Method- 
ist Hospital.  He  moved  to  Dickinson 
in  1965. 

A captain  in  the  British  army  med- 
ical corps  during  World  War  II,  Dr. 
Linn  served  in  India  and  Japan.  A 
member  of  Galveston  County  Medi- 
cal Society,  he  was  also  a member 
of  American  Medical  Association  and 
Texas  Society  of  Clinical  Patholo- 
gists and  a fellow  of  the  College 
of  American  Pathologists.  He  also 
worked  with  a group  of  Boy  Scout 
Medical  Explorers  sponsored  by 
Methodist  Hospital  in  Houston. 

Dr.  Linn  is  survived  by  his  wife, 
Mrs.  Brenda  Linn  of  Dickinson,  Tex.; 
a son,  Robin  Alexander  of  Dickin- 
son; five  daughters,  Jennifer,  Heath- 
er, Janet,  Brenda  Jean,  and  Barbara, 
all  of  Dickinson;  and  his  mother, 
Mrs.  Jessie  Hay  Smeaton  Linn  of 
Galveston. 


DR.  LINN 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 


Volume  64,  December,  1968 


115 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY 

HOME 

1250  W.  Rosedale 

ED  5-5942 

ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

THE  DUNCAN  MEMORIAL  HOSPITAL 

A DIVISION  OF  THE  EDNA  GLADNEY  HOME 

A state  licensed,  private  maternity  residence  and  hospital 
offers  a confidential,  multiple  service  progrram  and  li- 
censed adoption  services  to  unmarried  mothers. 


Write  2308  Hemphill,  Fort  Worth,  Texas  76110 

or  phone:  WA  6-3304  or  WA  6-1774. 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D,,  M,A,C.R. 
Robert  J.  Atcheson,  M.D.,  M,A.C.R. 
Douglas  E.  Bibby,  M,D.,  F,A.C.R. 
Janies  W,  Buice,  M,D.,  M,A.C.R. 
Richard  C.  Gasser,  M,D,,  M.A.C,R, 
Janies  A.  Holland,  M,D,,  M.A,C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W,  Nash,  M.D.,  D.A.B.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Comer  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 


Claude  Williams,  M.D.,  M.A.C.R. 
DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


100  Medical  Tower  Bldg.  — ED  6-8681 


Offices : 


1217  West  Cannon  — ED  6-8627 


TRAVIS  CLINIC  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE, 

TEXAS 

STAFF 

General  Sureery: 

Internal  Medicine: 

Pediatrics : 

L.  L.  Travis,  M.D. 

J.  T.  Boyd.  M.D. 

M.  Li.  Gray,  M.D. 

J.  S.  O'Hare.  M.D. 

F.  H.  Verheyden*  M.D. 

R.  K.  Wiilma,  M.D. 

J.  T.  Scogin,  M.D. 

Radiology  and  Radioactive  Isotopes : 

Orthopedic  Surgery : 

Mary  A.  Bone,  M.D. 

L.  W.  Ralston,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

Obstetrics  and  Gynecology : 

William  J.  Fowler 

Urology : 

J.  C.  Rucker,  M.D. 

Administrator  of  Nan  Travis 

H.  F.  Rives,  M.D. 

J.  D.  Crawford,  M.D. 

Memorial  Hospital 

Pathology : 

Ophthalmology : 

J.  G,  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Fred  Haberle,  M.D. 

Business  Manager  of  Travia  Clinic 

MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 

PEDIATRICS 

BUSINESS  MANAGER 

JOHN  W.  GRIFFIN,  M.D., 

F.A.A.P.* 

OWEN  G.  ELLIOTT,  M.G.M.A. 

INTERNAL  MEDICINE 

SURGERY 

LOUIS  E.  GIBSON,  M.D.,  Fj\..C.S.* 

ROBERT  D.  BONE,  M.D., 

F.A.C.P.* 

OPHTHALMOLOGY 

JiUilES  F.  WITTEN,  M.D., 

A.A.C.P.* 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 

CHARLES  1.  BILTZ,  M.D.* 

EAR,  NOSE,  THROAT 

PHILLIP  M.  AWTREY,  M.D.* 

OBSTETRICS  & GYNECOLOGY 

DENTISTRY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

ROBERT  A.  LANG,  D.D.S, 

*Diplomate  of  the  American  Board 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium' 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium 


PARKE-DAVIS 


Ot9R(7 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  6,2  therapy  may  result  in  hematologic  remission  but  neu- 
rological progression.  Adequate  doses  of  vitamin  6,2  (parenteral, 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  or 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiological  doses  of  vitamin  6,2.  If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  6,2,  may  be  necessary.  No  single  regi- 
men fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic 


You  can  treat  combined 
deficiencies  with 

Trinsicon 

— the  multifactor  hematinic 


Vitamin  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


^4  Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
^ tion  syndromes. 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  Iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
oral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [032.68] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

601668 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.'’^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle. . .there  is  no  alternative 
or  substitute  for  absolute  bed  rest. . 


*^®thocarbo^ 

750mO 


taw 


Boa  rd 

Boards  should  be  ordered  under 


^ SOTabletS  p 

BobaYin-750i 


Heat  'A  very  valuable 
method  of  applying 
heat  at  home  is  a prolonged 
* hot  bath..."* 


/I 


the  mattress . . . these  boards  act 
by  immobilizing  the  spine...'"* 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literoture  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,)  Gm./lOcc.) 
References:  (1 ).  Godfrey,  C.M.:  Applied  Therap.  8:950, 1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2:219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.; 

Med.  Sc.  1 4:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42fl  962.  (7) . Feuer,  S.G.,  et  o/..-  New  York  J.  Med.  62:1 985, 1 962. 


ORobaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A weII-tolerated‘ 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"...without  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.* 


Am 


[ROBINS 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment 
program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
giam  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 


ONCOLOGY 


Oscar  L.  Morphis,  M.D.,  F.A.C.R, 

Radiation  Therapy 
Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

Chemotherapy 


Tom  S.  Allen,  M.D.,  M.A.C.R. 

Radiation  Therapy 
Nuclear  Medicine 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Consultant 


Hours  by  Appointment 

1550  West  Rosedale,  Suite  620  Fort  Worth 


ED  6-2028 


( Phenylketonuria  ) 


Testing  is  indicated  on  every  child  be- 
fore the  age  of  eight  weeks.  This  may 
be  done  by  using  the  ferric  chloride, 
dipstick,  or  Guthrie  tests  at  the  proper 
times.  If  the  test  is  positive  a serum 
phenylalanine  level  will  confirm  the  di- 
agnosis. Treatment  consists  of  a spe- 
cial diet  which  prevents  development 
of  mental  retardation. 

— Committee  on  Public  Health 
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on 

the^^udiet... 

on 

the^J[^other 

G\  GA  T a blets  Elixir  /G) 

^^por  ^ron  P)eficiency 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N Y,  10016 


brand  of  FERROUS 


on 

GLUCONATE 


^aiomcAt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR.  NASAL 
DECONGESTANT  AND  LOCAL 


ANTIHISTAMINIC 
Active  In^edients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  0.50% 

Chlorobutanol  0.15% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


'Z^aAomtAt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . 0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE:  Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


^ Usomisr 

. (ANTIHISTAMINIC) 


Utsomisf 

'AMTIHISTAMINICt 

i " OECOHOESTAJfT 


UiOHATO^t 


vasoml^ 


DIRECTIONS:  Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA.  ARK.-TEX. 
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TEXAS  MEDICINl 


PHYSICIANS'  DIRECTORY 


Allergy 


Clinics 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 
. , Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bide.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6331 

HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
^ P;  ®^TTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

r.A.C.A.,  F.A.A.A.  F.A  C A 

WARREN  .1  RAYMER,  M.D..  F.A.C  A 
RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  156,  Hermann  Professional  Buildine 
6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M,  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M,£).,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D.. 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D.. 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.. 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Robert  P.  Gordon, 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 

.P.A.,  Administrator 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  SeweU,  M.D, 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

Theodore  J.  Haywood, 

Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


M.D. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


MEDICINE 

Sidney  E.  Stout.  M.D. 
Frank  L.  Bynum.  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith.  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 
Otto  H.  Grunow.  M.D. 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


Cardiovascular  Disease 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann.  M.D..  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright.  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 
Crysup  Sory.  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 
Electrocardiography 

Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograms 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Business  Office  Telephone  214  - 748-3715 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 
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THE  JOHNS  CLINIC 


DIAGNOSTIC  CLINIC  OF  HOUSTON 


720  West  6th  St.,  Taylor,  Texas 


Jay  J.  Johns,  M.D.,  F.A.C.S. 
S.  W,  Lehmberg,  M.D. 
Marvin  J.  Leshikar,  M.D. 

J.  E.  Kirschvink,  M.D. 


C.  J.  Daniel,  M.D. 

R.  C.  Hermann,  M.D.,  F.A.C.S. 
A.  Bryan  Spires,  Jr.,  M.D. 

R.  Dale  Cummings,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 

\A/  n 51 

2100  North  Fulton  Street  ’ 713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

PATHOLOGY 

Hector  M.  Perches.  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway.  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  VouJgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  Rd..  Dallas.  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D..  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson.  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER.  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W,  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 


9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713.  WI  8-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri.  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O'Bryant.  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 


6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
♦Charles  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory,  M.D. 

B.  Frederick  Gregory,  M.D. 

Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Pathology 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

Pulmonary  Diseases 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory: 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 

♦Deceased 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
Otolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D.,  F.C.C.P. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 
Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  DiUon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D. 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P, 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


A.  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 
Wm.  D.  Chalmers,  M.D. 

Earl  Newton,  Business  Manager 


Mrs.  Evelyn  Farr,  Business  Manager 
At  Your  Service! 

TMA  MEMORIAL  LIBRARY 

1801  North  Lamar  Blvd. 


Austin,  Texas  78701 
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CLINIC  OF  THE  SOUTHWEST 
6437  High  Star  at  Hillcroft 
Houston,  Texas  77036  PR  4-7671 


INTERNAL  MEDICINE 
William  C.  Franklin.  M.D. 
Charles  C.  Douglass.  M.D. 
Hematology  & Oncology 

OBSTETRICS  & GYNECOLOGY 


GENERAL  SURGERY 
Harvey  B.  Koch.  M.D. 
UROLOGY 

Glen  E.  Lewis.  M.D. 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 


nT  j-  1 rhe  Treatment  of  Skin  Malignancies 


AVUVtSUlXi  111  ii 

714  Medical  Arts  Bldg. 


San  Antonio,  Texas 


Joy  L.  Deere,  M.D.  DENTISTRY 

Loren  B.  Goss.  M.D.  Burley  G.  Ingram,  D.D.S. 


RICHARD  D.  COLE,  M.D. 


PEDIATRICS 

John  R.  Dunn,  Jr..  M.D. 
Blanca  S.  Azios,  M.D. 


RADIOLOGY 
Neil  B.  Longley.  M.D. 
Richard  E.  Schuette,  M.D. 


Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 


PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 


107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


Colon  and  Rectal  Surgery 


CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas 

Off.  Tel.  TA  4-2573  Res.  Tel.  EM  1-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2715  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  25,  Texas 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 


WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 
1550  W.  Rosedale  Fort  Worth,  Texas 

EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  25,  Texas 


J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas.  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 


617  South  Tatar  Street 
Pasadena,  Texas  77502 


WALTER  B.  MANTOOTH,  JR.,  M.D. 
JOE  M.  LEHMAN,  M.D. 
ROBERT  LEHMAN,  M.D. 


Dermatology 


Dermatology,  Syphilology,  and  Cancer  of  the  Skin 
o801  19th  St.,  Suite  500  Lubbock,  Texas 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 
DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas.  Texas 


MARVIN  E.  CHERNOSKY,  M.D. 
FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
703  Hermann  Professional  Building 
Phone  JA  6-3733  Houston  25,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 
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DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-G369  Houston,  Texas  77024 

General  Surgery 

Eye,  Ear,  Nose,  Throat 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S,  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

HAROLD  J.  SHELLEY,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1000  Fifth  Avenue  Fort  Worth,  Texas 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

FORREST  C.  ORMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1111  Ellis  Ave.  Phone  NE  4-3523 

Lufkin,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 
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HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 


MORRIS  H.  LAMPERT,  M.D. 

Practice  Limited 
to 

Neurology  and  Electroencephalography 
1000  N.  McCullough  Avenue,  Suite  B 

San  Antonio,  Texas 


Internal  Medicine 


Edward  F.  Yeager,  M.D.  William  A.  O’Quin,  M.D. 

DRS.  YEAGER  and  O’QUIN 
INTERNAL  MEDICINE 


ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 
1000  East  32nd  Street,  Suite  6 
Phone  GR  6-7371  Austin,  Texas 


400  S.E.  First  Street 
Mineral  Wells,  Texas 


TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 
Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 


JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 


HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 
1010  Louisiana  Houston,  Texas  77002  222-7224 


Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 
James  K.  Peden,  M.D. 
Ward  G.  Dixon,  M.D. 
Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
practice  limited  to 
PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 
4600  Samuell  Blvd.,  Dallas,  Texas 
EV  1-7181 


HOUSTON  ASSOCIATES 
IN 


Neurology/ Psychiatry 

STEPHEN  WEISZ,  M.D. 


Practice  Limited  to 
NEUROLOGY  and  PSYCHIATRY 
1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 


*Abe  Hauser,  M.D. 
♦Harris  M.  Hauser,  M.D. 
♦Robert  1.  Hauser,  M.D. 
Wayne  Keller,  M.D. 
♦Gerald  Ratinov,  M.D. 
Ronald  J.  Hauser,  M.D. 


Clinical  Psychology 

Joanne  Borba,  M.  A. 

Robert  D.  Langston, 

PH.D.,  Consultant 

Psychiatric  Social  Work 

Ethel  M.  Feinsilver, 
M.S. 


808  Memorial  Professional  Building 
Houston,  Texas  77002 
CA  4-5041 


PSYCHIATRY  AND  NEUROLOGY 
Houston,  Texas 

C.  A.  lannucci,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 
Alfred  H.  Vogt,  M.D. 

George  M.  Stevens,  M.D. 

Jules  Bohnn,  M.D. 

Leroy  Androes,  M.D. 

A.  R.  Martinez,  Ph.D. 

Ruth  Searls,  M.S.W. 

Diana  Sheer,  M.S.W. 

Dan  DeShazo,  M.S.W. 

Beth  Bowman,  M.A. 

Comprehensive  Neuropsychiatric 
Evaluation  and  Treatment 
Electroencephalography 

1021  Hermann  Prof.  Bldg.  JA  9-5721 


*Diplomate,  American  Board  of  Psychiatry  and  Neurology 


6812  Staffordshire  RI  8-3780 
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THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  •Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  5-4023 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

Neurological  Surgery 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

Ophthalmology 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  ME  1-1500 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell.  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  657-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 

Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0958 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 
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Orthopedic  Surgery 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


EDWARD  T.  SMITH,  M.D. 
Bone  and  Joint  Surgery 

6410  Fannin,  Houston,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb.  M.D. 

Henry  C.  McDonald.  Jr..  M.D.  Fred  W.  Sanders,  M.D. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone;  JA  9-4389 
Houston,  Texas 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S.,  M.D 
A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson.  M.D. 

W.  Compere  Basom.  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  533-7465  El  Paso,  Texas  79902 


B.  c.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 
Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 


CHARLES  E.  GRAHAM,  M.D. 
212  South  Cottonwood  Suite  D 
Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 
AD  1-6396 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and 
Upper  Extremity  Reconstructive 
Surgery 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  75246  tA  3-5351 


Otolaryngology 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 
Diseases  of  Larynx,  and 
Laryngeal  Surgery 


Medical  Arts  Building 


Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 
712  N.  Washington 
Suite  514 

Dallas,  Texas Hours  By  Appt. 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 


DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth,  Texas 

Pathology 


MARVIN  D.  BELL,  A.  B.,  M.D. 
Clinical  Pathology 


1109  Medical  Arts  Bldg. 


Dallas,  Texas 
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A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas Dallas,  Texas 
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FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 

PILCHER  LABORATORY 

PATHOLOGY-CLINICAL  PATHOLOGY 

John  Pilcher,  M.D.,  F.C.A.P. 

2465  Medical  Center  P.  0.  Box  5279 

Phone  TUlip  4-4885  Corpus  Christi,  Texas  78405 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas.  Texas  75285 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  25,  Texas 

“Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston" 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology.  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  0.  Box  160  Lufkin.  Texas  75901 

Phone  634-4453 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

HAROLD  WOOD,  M.D.  — REFERRAL  LABORATORY 

Endocrine  Assays 

Serum  Human  Growth  Hormone  - Serum  Insulin 

Special  Chemistries  - Medical  Toxicology 

Exfoliative  Cytology  and  Surgical  Pathology 

2909  Hillcroft  Ave.  Houston,  Texas  77027 

713  -781-1272 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinickl  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

R.  H.  CHAPPELL,  M.D.,  F.A.C.P. 

Diplomate  in  Clinical  Pathology 
and  Anatomical  Pathology 
by  the  American  Board  of  Pathology 

SMALL  HOSPITAL  PATHOLOGY 

Quality  control  and  check  sample  and  C.P.C.  service 
for  the  small  hospital.  Pickup  and  delivery  service. 

P.  0.  Box  1288  Texarkana,  Texas  75501 

Ph:  214-792-2161 

DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

Physical  Medicine 
and  Rehabilitation 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
RecreationaJ  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD.  JR..  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

Plastic  Surgery 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in : 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 
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BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  lA  6-6661 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904%  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bide: Ri  i 3goi 

6011  Harry  Hines  Blvd me  1 7070 

360T  Gsston  Avg T \ ^ 0061 

DALLAS,  TEXAS 

DAVID  A.  GRANT,  M.D.,  F.A.C.S 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  rrir  o 

502  Goodhue  Bldg.  ^ filf. 

Baptist  Hospital  -fg 

^ Beaumont.  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office;  272  Hermann  Prof.  Bldg. 

o • Tj  V Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  1343  Blalock 

Houston,  Texas  77055  JA  8-2481 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

Thoracic  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  tA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ.  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD.  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 
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Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 
The  Professional  Building 
OR  3-8184 

1101  North  19th  Abilene,  Texas 


Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph;  EM  1-0229 
Dallas  8,  Texas 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 
The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 
Dallas  10,  Texas 


Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 
THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 
TA  6-5184 


JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 
Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 


HERBERT  E.  MADALIN,  M.D.,  F.A.C.S. 

Diplomate:  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Thoracic,  Cardiac  and  Vascular  Surgery 

302  Medical  Plaza.  Corpus  Christi,  Texas  78404 
1416  Third  TU  4-1635 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235  ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 


ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 
502  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


A.  KELLER  DOSS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 
201-202  Doctors  Bldg. 

SOO  Fifth  Avenue  Fort  Worth,  Texas 


JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 
EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 


JAN  R.  WERNER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 
Practice  limited  to 

UROLOGY 

2307  West  7th  Street  Amarillo,  Texas 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  hy  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 
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TEXAS  MEDICINE 


Physicians  Wanted 


WANTED:  General  Practitioner  to  assume  well-established  practice  in 
Moody,  Texas.  Available  facilities  include  fully  equipped  office  and  three 
examining  rooms.  Located  in  Central  Texas.  Mo(^y  has  a trade  area  of 
3.600.  Interested  physicians  please  contact  Mrs.  J.  B.  Vandiver.  Frank 
Denny,  Mrs.  Ruth  Newman  or  Leroy  Wall,  Moody,  Texas. 


ONE  GENERAL  PRACTITIONER  AND  ONE  INTERN- 
IST  to  join  8 man  group  in  progressive  Texas  Panhandle  city  of  12,000 
Write  or  call  C.  E.  Rush,  M.D.,  Hereford.  Texas. 

WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist; to  becoiTie  salaried  associate  to  a six  man  clinic  group  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett 
M.D.,  215  Craig  Street,  Hillsboro,  Texas. 

OPPORTUNITY : Ambitious  GP  to  associate,  or  otherwise  with  over- 
worked GP  in  fully  equipped  clinic.  Choicest  suburban  area  of  Houston, 
Texas,  near  hospitals,  ideal  living.  Income  limited  only  by  ambitions.  No 
money  needed.  For  information  write  Box  108.  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin.  Texas  78701. 

L WANTED:  GENERAL  PRACTITIONER,  (medical  doctor)  to  enter 
I solo  practice,  partnership  or  salaried.  Would  join  five  man  group  in  ro- 
I toting  calls.  Office  space  now  available  adjoining  a new  100-bed  general 
[ hospit^.  Located  edge  of  city  limits  of  Corpus  Christi,  Texas,  and  four 
miles  from  Robstown.  Serving  a wide  and  growing  community.  Free 
rent  and  salary  available  for  the  right  person.  Income  limited  only  by 
ambitions.  Contact  Doyne  B.  Hamilton,  M.D.,  Route  4,  Box  46,  Robstown 


WANTED — M.D.’s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Box  179,  Texas  Medicine 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  WANTED:  GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Uffice  and  equipment  available.  No  cash  needed.  Ideal  for  GP.  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-158.  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to  join  two 
physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital.  Guarantee  $18,000 
net.  Rotate  weekends,  holidays,  etc.  James  C.  Price,  M.D..  or  W.  A.  Siev- 
ers,  M.D.,  Gonzales,  Texas. 

^ GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing  one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center.  Dallas,  Texas  75217. 

INDIVIDUAL  PRIVATE  GENERAL  PRACTICE:  aU  of  the  advan- 
tages  of  group  practice  with  none  of  the  disadvantages.  Guaranteed  high 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Maximum 
leisure  time  with  your  family.  Texas  license.  Contact  Sanford  Smith. 
Northshore  Medical  Center.  P.O.  Box  9836.  Houston,  Texas  77015.  Tele- 
phone GL  3-5454. 


URGENTLY  NEEDED  TO  COMPLETE  STAFF  in  375-bed  fully  ac- 
credited GM&S  hospital,  located  in  the  heart  of  the  beautiful  Texas  Hill 
Country.  Board  certified  or  eligible— an  internist  staff  physician,  a 
urologist,  and  an  orthopedic  surgeon.  Salary  up  to  $20,000  determined  by 
training  and  experience.  Excellent  vacation  and  sick  leave,  insurance,  re- 
tirement, and  other  fringe  benefits.  Please  write  Director,  VA  Hospital. 
Kerrville,  Texas  78028.  An  equal  opportunity  employer. 

WANTED  to  associate  with  two  other 
GP  s in  practice  in  privately  owned  hospital  and  clinic.  No  investment 
required.  $1,800  monthly  guarantee  until  established.  Nice  small  town 
within  easy  driving  distance  of  Wichita  Falls,  Dallas,  and  Fort  Worth 
Contact  A.  D.  Major,  M.D..  or  K.  J.  Wharram,  M.D.,  Box  239,  Nocona 
Texas  76255.  Area  code  817.  825-3371. 

NEED  URGENTLY : this  clinic  and  hospital  can  offer  excellent  oppor- 
tunities  for  an  internist  and  an  OB/GYN  specialist  in  group  practice 
with  excellent  remuneration  and  no  professional  overhead.  Clinic  located 
in  rapidly  growing  West  Texas  city  of  approximately  40,000  people.  Ap- 
ply to  Charles  A.  Weeg,  Administrator,  Hall-Bennett  Memorial  Hospital, 
Big  Spring,  Texas. 

OPENING  FOR  GP,  four  doctor  clinic,  x-ray,  laboratoi*y  facilities, 
ideal  residential  area.  Two  open  staff  hospitals,  excellent  schools.  City 
income  balanced  by  military,  oil,  industi*y  and  agriculture.  Associates 
range  36  to  44  in  age.  Salary  and/or  percentage.  Night  and  weekend  calls 
by  regular  rotation.  Please  reply  to  Ad-207,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 

^ WANTED  FOURTH  INTERNIST,  board  certified  or  eligible,  for  grow- 
ing 16  man  multi-specialty  group  in  Southwest.  New  clinic  with  excel- 
lent facilities.  Liberal  fringe  benefits.  Remuneration  negotiable.  Please 
reply  to  Ad-200,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 


OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTITIONER  to 
associate  or  otherwise  with  well-established  general  practitioner  in  cen- 
town.  Negotiate  salary.  Have  Medicare-approved  hospital  of 
16  beds  and  32-bed  rest  home  complex.  Ideal  country  outdoor  living  with 
excellent  schools,  churches,  and  nearby  recreational  facilities.  No  initial 
capital  investment.^  Must  see  to  appreciate.  For  information  reply  to 
Ad-187,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERESTED  IN  PSYCHIATRY?  Austin  State  Hospital  has  a well 
planned,  completely  approved,  three  year  residency  in  psychiatry  with  a 
special  provision  for  physicians  who  have  been  in  general  practice  four 
years  or  more.  Contact  G.  A.  Constant,  M.D.,  4110  Guadalupe,  Austin, 
Texas  78751. 


WANTED  : General  practitioner,  pediatrician,  internist  on  staff  of  Den- 
ton State  bchool.  Base  annual  salary  $18,000,  extra  $1,000  to  $3,000  if 
board  certified.  40-hour  week  with  ample  vacation  time,  other  fringe 

Dallas,  Fort  Worth.  Contact 

Medical  Director,  Denton  State  School,  Box  368,  Denton,  Texas. 

SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group 

le^r^  f/"  partnership  in  one 

T details,  write  John  B.  Chester,  M.D.,  3330  South 

Lancaster  Road,  Dallas,  Texas  75216. 


^mediately  : INTERNIST,  general  internal  medicine 
and  diagnosis  to  join  growing,  well-established,  eight  doctor  multi-spe- 
?4^  hos^^tals'  southwest  Houston,  small  medical  compfex 

P’’y®'<='aus)  in  residential  and  light  industrial  area. 
Present  volume  above  capacity,  salary  and  terms  open,  partnership  in 
em^Hi^h  collect  Administrator,  Clinic  of  the  Southwest, 

PrV7^71^  Hillcroft,  Houston,  Texas  77036.  Area  code  713, 


F P^'actice  of  recently  deceased  MD 

m ono*n1n«^Pl^  equipped  clinic,  lab,  and  x-ray.  Gross 

$70,000  ^us.  Pleasant  Gulf  Coast  city  of  10,000,  area  50,000.  Excellent 

hosn°I®l  tyP“-  Excellent  open  staff 

hospital.  Contact  T.  W.  Thiltgen,  Box  190,  El  Campo,  Texas  77437. 

$65,000  GROSS  GENERAL  PRACTICE  AVAILABLE  in  very  desirable 

lont  'ertPblfr  furnishings  at  fair  market  price.  Interest  in 

.Dve-suite  clinic  with  x-ray  and  laboratory  facilities  also 
desired.  Two  other  GP’s  in  building  at  present.  There’s 
enough  here  for  two  more  doctors,  with  practice  growth  limited  only  by 
ambition.  Leaving  to  enter  residency.  Reply  Ad-213,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

^ WANTED:  MD  TO  DO  GENERAL  PRACTICE,  with  surgery  and  OB, 
in  a two  doctor  cbnic.  Financial  arrangements  can  be  worked  out  on  an 
s'nnn'  ^ rapidly  growing  population 

of  Fnrf  ^ Located  four  miles  west 

of  Fort  Wolters.  We  have  good  schools,  industry,  lakes,  golf  course,  hunt- 
minutes  from  Fort  Worth  and  Dallas.  Contact  Mr. 
c or/..  Business  Manager,  Baker  Clinic,  Mineral  Wells,  Texas, 

r A o~Zob4. 


RADIOLOGICAL  ASSOCIATE  WANTED:  separate  billing.  Central 
Texas  area,  excellent  120-bed  hospital  now  under  construction,  latest 
equipment  available.  Terms  dependent  upon  experience,  arrangements 
open  to  negotiation.  Please  reply  to  Ad-214,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

ASSOCIATE  GROUP  MEMBER  WANTED.  Practice  in  Northeast  Dal- 
las  for  20  years,  members  Baylor  Medical  Center  Staff.  Need  pediatri- 
man,  internist  and  general  practitioner.  Lakewood  Medical  Center  6331 
Prospect,  Dallas,  Texas  75214. 

GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  IS  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
iV-o  ®’  p Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 

Miller,  P.O.  Box  546,  Milford,  Texas  76670,  area  code  214,  493-2511. 

PHYSICIAN  WANTED  (GENERAL  PRACTICE)  in  Earth  Texas 
Clinic  available,  completely  furnished  and  equipped.  Large  enough  for 
two  physicians.  Population  of  Earth  1500.  Irrigated  farming  area  (high 
per  capita  income).  Trade  area  population  4000-5000.  Write  Neil  Pounds 
Box  334,  Earth,  Texas,  or  call  257-2861. 

OPHTHALMOLOGIST  NEEDED  in  South  Central  Texas  community 
located  between  Austin  and  Houston.  Seven  physicians  now  practice  in 
immunity  but  there  is  no  ophthalmologist.  New  million-dollar,  60-bed 
hospital.  Population  of  city  4,400  : county  population  19,150.  Would  prefer 
full-time  service  but  would  consider  a part-time  arrangement.  Contact  La 
Commerce,  P.O.  Box  70,  La  Grange,  Texas  78945 

( /io  - yDo-4756) . 


PHYHCIAN  NEEDED,  Central  Texas  town  of  approximately  5.000 
population,  located  only  45  minutes  from  Austin  and  San  Antonio.  New 
^ll^y  equipped  30-bed  hospital.  Office  space  available.  Contact  Adminis- 
onc  Davis  Memorial  Hospital,  Luling,  Texas.  Area  code  612, 

876-5643. 

SEEKING  INTERNIST  OR  GENERAL  PRACTITIONER.  Board  certi- 

fied  internist,  Henry  Ford  Hospital  trained,  age  38,  desires  associate  in 
H'versity  town  of  50,000  in  Central  Texas,  90  miles  from  Houston. 
Large  amount  office  space  available  adjacent  to  hospital.  Recent  illness 
of  physician-member  makes  large  practice  readily  available.  Further 
particulars  will  be  discussed  if  interested.  Please  contact  Ad-218,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGY  RESIDENCIES  AVAILABLE— Fully  approved 
two  year  program  in  600  bed  general  hospital  includes  neurosurgery, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetics  administered — 
over  13,000.  Stipend — $8100  and  $9300.  Board  and  laundry.  A.  N.  Hein- 
richs. M.D.,  Director,  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Copy  deadline  is  the  20th  of  the  month  pre- 
ceding publication.  Send  copy  to  Advertising  Assistant. 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin. 
Texas  78701. 
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GENERAL  PRACTITIONER  WANTED  to  join  five  man  clinic  in 
growing  town  of  Clifton,  30  miles  northwest  of  Waco  near  Lake  Whit- 
ney. 41-bed  fully  accredited  hospital  with  plans  to  expand  by  30  beds. 
Salary  to  start,  commensurate  with  present  requirements ; partnership 
later.  Good  schools,  churches  and  hunting-  and  fishing  facilities.  Contact 
V.  D.  Goodall,  M.D.,  Goodall  & Witcher  Clinic,  Clifton,  Texas  76034. 


WANTED  IMMEDIATELY,  RADIOI^OGIST,  board  certified  or  eligi- 
ble, as  associate  with  Drs.  Smith  and  Martin,  1616  Ed  Carey  Drive,  Har- 
lingen, Texas.  Private  office  and  two  hospitals.  $2.5,000  to  start,  partner- 
ship soon  as  mutually  agreeable.  Lots  of  time  off  e(iually  for  nu^etings, 
fishing,  hunting,  and  traveling.  Cobalt  teletherapy,  minimal  radium  ther- 
apy : e.xcellent  climate. 


EXCEPTIONAL  OPPORTUNITY  for  one,  two,  or  three  physicians 
(specialist  or  GP)  to  phase  into  and  assume  thriving  two  man  general 
practice  now  grossing  $200,000  annually  in  a growing,  progressive  area. 
Modern  building — new  equipment.  No  initial  investment  required.  One 
partner  wishes  retirement,  the  other  a residency.  Reply  to  Ad-219,  Texas 
Medicme,  1801  North  Lamar  I3lvd.,  Austin,  Texas  78701. 


EXCP^LLENT  OPPORTUNITY  for  physicians  in  Carrizo  Springs, 
Texas.  Office  space  available  in  new  professional  building  adjacent  to 
hospital  and  nursing  home.  Excellent  schools  and  housing  in  city.  One 
general  practitioner  and  surgeon  needed.  For  information  write  or  call 
C.  W.  Vandervoort,  500  North  First,  Carrizo  Springs,  Texas  78834,  tele- 
phone 512-876-2550. 


MEDICAL  EDUCATION  DIRECTOR:  500  bed  general  hospital.  43  in- 
terns, residents  and  fellows.  Filled  intern  quota  last  9 years.  Affiliated 
with  medical  school.  Hospital  expanding  to  750  beds.  Salary  open.  Con- 
tact Executive  Director,  Methodist  Hospital  of  Dallas,  P.O.  Box  5999, 
Dallas,  Texas,  telephone  946-2206. 


OBSTETRICIAN  AND  GYNECOLOGIST:  Board  certified  or  eligible, 
to  associate  with  a progressive  and  expanding  multispecialty  group  in 
west  Texas.  Many  fringe  benefits  including  retirement  program.  No  in- 
vestment required.  Adjoining  accredited  hospital.  City  population  35,000. 
Rc*ply  Ad-221,  Texas  Medicine^  1801  North  Lamar,  Austin,  Texas  78701. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progressive 
and  expanding  multispecialty  group  in  West  Texas.  Many  fringe  benefits 
including  retirement  program.  No  investment  required.  Adjoining  ac- 
credited hospital.  City  population  35,000.  Reply  Ad-221,  Texas  Medicine^ 
1801  North  Lamar,  Austin,  Texas  78701. 


RADIOLOGIST,  board  certified  or  eligible  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoin- 
ing accedited  hospital.  City  population  35,000.  Reply  to  Ad-221,  Texas 
Medicme,  1801  North  Lamar,  Austin,  Texas  78701. 


PATHOLOGY  RESIDENCIES  AND  INTERNSHIPS  available  in  600 
bed  general  hospital.  Fully  approved  four  year  program  in  anatomical 
and  clinical  Pathology.  Average  annual  specimens  and  tests — 348,587. 
Interns — $6300;  residents — $8100  up.  Board  and  laundry.  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West  Can- 
non. Fort  Worth,  Texas  76104. 


Situations  Wanted 


RADIOLOGIST.  Indiana  University  (AO A)  radiology  resident,  age  30,. 
military  completed,  seeks  radiology  group  position  for  July,  1969.  In- 
terned at  Parkland  Memorial  Hospital,  Dallas.  Write  Ad-206,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 

LOCUM  TENENS:  25  year  old  University  of  Tennessee  graduate — 
AOA — completing  rotating  internship  at  Baylor  in  Dallas  in  December, 

1968.  Starting  OB/GYN  residency  in  July,  1969,  at  Baylor.  Available  for 
various  opportunities  in  Dallas  area  for  six  months,  beginning  January, 

1969.  Texas  license.  Contact  James  Daniell,  M.D.,  3500  Gaston  Avenue, 
Dallas,  Texas  75246. 

GENERAL  PRACTITIONER,  age  51,  desires  to  relocate  in  Texas.  No 
surgery  or  obstetrics.  Reply  to  Ad-220,  Texas  Medicine,  1801  North  La- 
mar Blvd.,  Austin,  Texas  78701. 

BUSINESS  ADMINISTRATOR  seeks  position  as  business  manager  for 
clinic,  professional  building  or  hospital.  Five  years  experience  as  mana- 
ger of  three  doctor  group.  Familiar  with  all  areas  of  medical  manage- 
ment. Prefer  Houston,  but  will  consider  relocation.  Resume  available. 
Please  reply  to  Ad-211,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

SURGERY : 34  years  old,  certified,  F.A.C.S.,  five  years  experience  in 
general,  peripheral,  vascular  and  chest.  Interested  in  partnership  or 
group  practice  in  Texas.  Complete  military  in  May,  1969.  Please  reply  to 
325  Metz  Road,  Fort  Ord,  California  93941  or  call  408-242-6226. 

BOARD  CERTIFIED  general  surgeon  available  on  weekends  or  by  the 
week  for  general  surgery  or  general  practice  locum  tenens.  $750.00  per 
week  minimum.  3220  Boydston,  Fort  Worth,  Texas  76127. 


For  Sale  or  For  Rent 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What  have 
you?  Write  today  1 Murray,  3305  Bryan,  Dallas,  Texas  75204. 


FOR  LEASE:  MODERN  OFFICE  SPACE.  Immediately  available  for 
lease.  Adjacent  to  135-bed  general  hospital.  Spring  Branch-Memorial 
area,  Houston.  Will  adapt  floor  space  to  suit  tenant.  Mr.  John  Sims, 
Building  Manager,  Spring  Branch  Medical  Center,  8830  Long  Point  Road, 
Houston,  Texas  77055.  (1  - 713  - 468-2657). 


IDEAL  LOCATION  34  X 52  ft.  in  new  and  modern  center  close  to 
hospitals  on  major  street.  $300.00  per  month.  1718-B  Dalworth  Street, 
Grand  Prairie,  Texas,  or  write  T.  M.  Taylor,  P.O.  Box  331,  Grand 
Prairie,  Texas  75050. 


REDBIRD  PROFESSIONAL 
CENTER 

4010-20  Alloy  Service  Drive 
Dallas,  Texas  75232 


IMMEDIATE  OCCUPANCY 


We  are  proud  to  offer  a new  concept  in  design  and  atmosphere  of  our  Professional  Office  Center,  located  in  the  heart 
of  the  rapidly  expanding  Redbird  Plaza  area,  adjacent  to  the  Army  & Air  Force  Exchange  Headquarters. 

Featuring  a setting  of  brick-paved  landscaped  garden  malls,  Redbird  Professional  Center  provides  14,500  sq.  ft.  of 
soundproof  office  space,  uniquely  divided  between  two  one-story  buildings. 

Each  office  is  provided  with  ample  adjacent  parking  facilities. 

Individual  climatic  controls  afford  year-round  comfort. 

Within  an  area  of  3 sq.  miles  of  Redbird  Professional  Center,  a total  of  1500  garden  type  apartment  and  one-family 
residences  are  now  in  the  process  of  erection.  The  rapidly  expanding  Redbird  Plaza  encompasses  the  Mobile  Research 
Corp.,  the  Sweetheart  Cup  Corp.,  131  unit  La  Quinta  Motel,  among  others,  making  our  office  complex  a busy  nucleus 
for  any  doctors  interested  in  expanding  its  horizons. 


For  Further  information  CALL  OR  WRITE: 


REDBIRD  ENTERPRISES,  INC. 

1377  Bar  Harbor  Dr.,  Dallas,  Texas  75232 
PHONE:  (214)  FR  1-3120 

Allen  M.  Fain,  M.D.,  Mr.  George  Greenberg 
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in  the  treatment  of 

IMPOTENCE 


Rndroid 

(thyroid-androgen)  tablets 


Effectiveness  confirmed  by  another  double  blind  study 

1. SUMMARY 

ANDROID 


GOOD  TO  EXCELLENT  75x 


PLACEBO 


Sexual  impotence  treatment  with  methyl  testosterone  — thyroid  (ANDROID)  a 
double  blind  study"  — Montesano,  Evangelista:  Clinical  Aledicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy  of  reproductive  organs  in 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease,  hypertension  unless  the 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 
cannot  be  disputed. 


Choice  of  4 strengths 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  . .2. 5 mg. 

Thyroid  Ext.  (1/6  gr.)  ,10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St..  Los  Angeles.  Calif.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  .,5.0  mg. 
Thyroid  Ext.  (V2gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCr 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  . 64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 

REFER  TO 


PDR 


WITH  HIGH  POTENCY 
6-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2. 5 mg. 
Thyroid  Ext.  (Va  gr.)  .15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains. 

Methyl  Testosterone 


Ethinyl  Estradiol 
Thyroid  Ext.  (1/6  gr.)  . 
Thiamine  Hydrochloride 
Glutamic  Acid  


2.5  mg. 
0.02  mg. 
10  mg. 
10  mg. 
50  mg, 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen-only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis,  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month.  CONTPA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


I For  the  treatment  of  the  aging  patient 

' apathy 
irritability 
forgetfulness 
confusion 


Cerebro-Nicin 


capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


8% 


POOR 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 


17% 


FAIR 


17% 


. CEREBRO-NICIN'®  New  double-blind  study*  shows  how 
effectively  Senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

'•kA  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
the  Anner.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazols. 100  mg.  ; 

Nicotinic  Acid ..lOOmg.  , 

Ascorbic  Acid 100  mg.  ; 

Thiamine  HCI 25  mg. 

1-Glutamlc  Acid 50  mg. 

Niacinamide 5 mg,  ; 

Riboflavin 2 mg,  ■ 

Pyridoxine 3 rng.  : 


DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician, 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 


Also  elixir  pint  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrarolealthough  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 


REFER  TO 

PDR 


THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.6th  St, Los  Angeles, Calif.90057  ' 
Write  for  Product  Catalog  i 
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The  new  Brown  Schools . 

construction  and  improvement  ...  in  living  facilities 
and  services  ...  to  provide  the  finest  care  and  treat- 
ment for  the  retarded  and  the  disturbed. 


This  new  dormitory  . . . one  of  17  new  buildings  now 
underway  ...  is  part  of  that  plan.  When  completed  in 
1969,  they  will  provide  a comfortable,  safe,  and  sup- 
portive environment  to  complement  the  work  of  an 
experienced  professional  staff. 


The  New  Brown  Schools  program  encompasses  each 
of  the  six  separate  residential  centers  and  treatment 
programs.  For  further  information  on  the  expanding 
facilities  and  services  of  the  New  Brown  Schools,  write 
for  a catalogue  today. 


Registrar,  Dept.  K-1 
P.O.  Box  4008 
Austin,  Texas  78751 


Paul  L.  White,  M.D.,  Medical  & Psychiatric  Director 
Jackson  R.  Day,  M.D.,  Staff  Psychiatrist 


FOUNDED  IN  1940 


SIX  SEPARATE  RESIDENT  CENTERS  AUSTIN  & SAN  MARCOS,  TEXAS 


Dep^' 


DIVISION  OF  MEDICINE 
Department  of  Internal 
Medicine 

Sections  of  Internal 
Medicine 

Allergy  and  Immunology 
Cardiovascular  Disease 
Endocrinology 
Gastroenterology 
and  Endoscopy 

Hematology  and 
Oncology 

Pulmonary  Disease 
Rheumatology 

Department  of  Pediatrics 

Subspecialties  of 
Allergy 

Endocrinology 

Hematology 

Department  of  Neurology 

Department  of  Psychiatry 

Section  of  Psychology 

Department  of  Dermatology 


Qetiter 


San 

San 


^^•LiiientS  of 

Anesthesiology 
Cardiovascular  Surgery 
General  Surgery 
Neurosurgery 
Ophthalmology 
Orthopedics 
Otorhinolaryngology 
Plastic  and  Maxillofacial 
Surgery 

Thoracic  Surgery 
Urology 

DIVISION  OF  OBSTETRICS 
AND  GYNECOLOGY 
Department  of  Obstetrics 
Department  of  Gynecology 

DIVISION  OF  RADIOLOGY 
Departments  of 

Diagnostic  Radiology 
Nuclear  Medicine 
Radiation  Therapy 


DIVISION  OF  LABORATORIES 
Departments  of 

Surgical  Pathology 
Clinical  Pathology 

Sections  of 
Microbiology 
Biochemistry 

Clinical  Physiology 

Sections  of 
Biophysics 

Cardiovascular  Physiology 
Gastrointestinal 
Physiology 
Neurophysiology 
Pulmonary  Physiology 

DIVISION  OF  EDUCATION 
AND  RESEARCH 
Department  of  Education 
Department  of  Research 
Research  Laboratories 
Biochemistry 
Cardiovascular 
Endocrinology 
Experimental  Physiology 
Experimental  Surgery 
Gastroenterology 
Hematology 
Pulmonary 
Rheology 


Scott  and  White  Clinic 

AN  ASSOCIATION  AFFILIATED  WITH  SCOTT  AND  WHITE  MEMORIAL  HOSPITAL 
AND  SCOTT,  SHERWOOD  AND  BRINDLEY  FOUNDATION,  TEMPLE,  TEXAS 


• • 


ASSOCIATED  WITH  KING'S  DAUGHTERS  HOSPITAL 
302  So.  22nd  Street  Temple,  Texas  Telephone  PR  8-5501 


GENERAL  SURGERY 

R N.  Bartels,  M,  D. 

R.  K.  Harlan,  M.  D 
T L.  Hill,  M.  D. 

H A.  Wiebeltiaus,  M.  D 


THORACIC  SURGERY 

R.  N.  Bartels,  M.  D. 

H A.  Wiebelhaus,  M.  D. 


INTERNAL  MEDICINE 

W.  j.  Bean,  M.  D. 

J.  B.  Brown,  M.  D. 


UROLOGY 

R.  S.  Fillmore,  Jr.,  M D. 


ORTHOPEDIC  SURGERY 

R.  N.  Bortels,  M.  D. 

T L.  Hill,  M.  D. 


PEDIATRICS 

T.  C.  Denson,  M.  D. 


PERIPHERAL  VASCULAR  SURGERY 

H A Wiebelhaus,  M.  D, 


OBSTETRICS  & GYNECOLOGY 

R.  E.  Wollace,  M.  0 


ORAL  SURGERY 
T W.  Cagle,  D.  D.  S. 


PATHOLOGY 
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J.  D Wilson,  M IL  _ 


ADMINISTRATOR 
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2,  80 

Apr. 

39 

Cole,  C.  M. 

Cook,  W.  A. 

See:  Sugg,  W.  L. 
Cooley,  R,  N. 

See:  Carabin,  F.  J, 
Cooper,  E.  E. 

Curd,  G.  W.,  Jr. 


Month 

Apr. 

Aug. 


July 
Flenry,  M.  J. 
- Dec. 
May 


Daily,  L. 

Dalton,  M.  L.,  Jr. 

Davis,  J.  S. 

See:  Suzuki,  M.;  Weg,  J. 
DeBord,  B.  A. 

Deter,  R.  A. 

Dewlett,  H,  J. 

Dickerson,  M.  S. 


Dobson,  FI.  L. 

See:  Robbins,  L.  R. 
Downs,  J.  T.,  Ill 
Doyle,  J.  L. 

Dudgeon,  H.  R. 
(President’s  Page) 


Duncan,  W.  C.  . . 
Duran,  A. 

See:  Allison,  R.  D. 


Eberts,  J,  P. 

See:  Reid,  R.  A. 
Eiband,  J.  M. 
Eichhorn,  R.  D. 

Ellis,  O.  H. 

See:  Breck,  L.  W. 


June 

_July 

G. 

.June 

Nov. 

Dec. 

Feb. 

Oct. 

Nov. 


Aug. 

Aug. 

Jan. 

Feb. 

Mar. 

Apr. 

Sept. 


Jan. 

May 


France,  N.  E.  Aug. 

Fred,  H.  L.  _ Oct' 

See:  Curd,  G.  W.,  Jr.;  Lynch, 
E.  C.;  O’Neil,  S.;  Schweppe, 
H.  I.,  Jr.;  Weg,  J.  G. 
Freeman,  B.  S.  Feb. 

Frei,  E.,  Ill 

See:  Samuels,  M.  L. 

Furst,  W.  D.  Sept. 


Gallaher,  G.  L. 

See:  Reich,  G.  A. 

Garza,  R.  June 

Goar,  E,  L.  _ Aug. 

Goldston,  A.  B.  Nov. 

Goode,  J.  V. 

See:  McNeill,  J.  P. 

Gossett,  R.  F.  Jan, 

Greenwood,  J.,  Jr.  _ Aug. 

Griffiths,  D,  L.  Oct. 

Grover,  M.  L.  Sept. 

Gyorkey,  F. 

See:  Alfrey,  C,  P.;  O’Neil,  S. 


H 

Haberman,  S. 

See:  Russell,  W.  O. 
Halbrooks,  N,  E. 


Page 

37 

30 


2,  54 
31 

2,  68 


31 
2,  50 


2,  42 
39 
2,  67 
39 
38 
109 


2,  48 
2,  42 

47 

47 

47 

49 

2,  66 


2,  57 
89 


92 

2,  60 


2,  64 


40 


2,  46 
30 
2,  52 


39 
28 
2,  46 
2,  75 


.May 


Month 

Page 

Halpern,  S.  R. 

Han,  S. 

Jan. 

2,  89 

See:  Curd,  G.  W.,  Jr 
J.  G. 

; Weg, 

Hands,  S. 

See:  Goldston,  A.  B. 
Hanson,  H.  H. 

Jan. 

2,  65 

See:  Raine,  M.  B 
Harle,  T.  S. 

See:  Schweppe,  H.  L, 

Jr. 

Harrington,  P.  R. 
Helgason,  A.  H. 

Mar. 

2,  54 

See:  Lynch,  E.  C. 
Henry,  M.  J.  . 

Howe,  C.  D. 

_ Dec. 

3,  81 

See:  Samuels,  M.  L. 
Huchton,  P. 

See:  Nickey,  L.  N 

Hunt,  W.  H.,  Ill 

May 

2,  54 

Irons,  J.  V. 

See:  Russell,  W.  O. 


Jenkins,  D.  E. 

See:  Weg,  J.  G. 
Jennings,  F.  L. 

See:  Snodgrass,  S.  R. 
Johnson,  P. 

See;  O’Neil,  S.;  Weg,  J. 
Julian,  J.  D. 

See:  Abell,  J.  M.,  Jr. 


K 

Kahd,  M.  E. 

See:  Curd,  G.  W.,  Jr. 
Kantor,  FI.  1. 

Kelsey,  J.  R.,  Jr. 

Kibler,  G.  E. 

See:  Raine,  M.  B. 
King,  S.  M. 

Jr. 


Feb. 

-Sept. 


2,  79 
39 


King,  W.  A. 

Oct. 

40 

King,  W.  B.,  Jr. 

Feb. 

2,  82 

Kirkley,  A.  R. 

Oct. 

111 

Klein,  G.  F. 

Dec. 

2,  36 

Kline,  A.  H. 

July 

2,  36 

Koch,  J.  L. 

Kohen,  R.  R. 

See:  Alfrey,  C.  P. 

Apr. 

2,  74 

Kolb,  W.  G. 

June 

29 

Kraft,  LA. 

Aug. 

2,  44 

LaBauve,  L. 

-June 

102 

Langsjoen,  P.  FI. 

- . Sept. 

44 

Laurens,  H. 

See:  Retd,  R.  A. 

Leachman,  R.  D. 

Mar. 

2,  68 

Dec. 

2,  46 

Leonard,  M.  H. 

See:  Breck,  L.  W. 

Lesly,  P 

Dec. 

27 

Lewis,  J.  M. 

Jan. 

2,  52 

Lidsky,  M.  D. 

87  I 


See:  Alfrey,  C.  P. 
Lindsey,  J.  H. 

See:  Baden.  W.  F. 
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Month  Page 

Lippman,  O.  _ Feb.  39 

Lynch,  E.  C.  _ June  3,  69 


M 

McGee,  G. 


See:  Nickey,  L.  N. 


McNamara,  J,  J. 

July 

2,  46 

See:  Arndt,  J.  H,; 
Campbell,  C,  F, 
McNatt,  M.  _ 

Nov, 

2,  66 

McNeill,  J,  P. 

Feb, 

2,  68 

Makk,  L. 

See:  Hanson,  H.  H, 
Marchman,  O.,  Jr. 

Apr, 

40 

Matthews,  C.  B. 

Feb. 

102 

Maxwell,  E.  A. 

Oct. 

118 

Meeks,  J.  E. 

Oct. 

2,  74 

Meyer,  P.  R,  _ 

July 

30 

Miller,  C,  B.,  Jr, 

See:  Barclay,  G.  W,,  Jr. 
Moore,  G.  E.  

- Oct. 

2,  54 

Muller,  D.  J.  

_ Apr. 

2,  72 

N 

Nail,  B.  N.,  Jr. 

Dec. 

82 

Nichol,  W.  W. 

See:  Andrews,  E.  C, 
Nickey,  L.  N.  

Sept. 

2,  63 

Nixon,  S,  A,  - _ - 

Mar. 

39 

o 

Odom,  D.  D, 

See:  Robbins,  L.  R. 


O’Neil,  S.  . _ 

Apr. 

3,  87 

Ong,  B.  

_ Sept. 

2,  82 

Overton,  P.  R. 

Jan. 

145 

Mar. 

120 

Apr. 

116 

June 

99 

July 

88 

Sept 

123 

Oct. 

130 

Nov. 

42 

Ozarda,  A.  T. 

Ozer,  F.  L. 

See,  Thurm,  R.  H. 

Nov. 

2,  84 

Painter,  T.  S. 

P 

Oct. 

39 

Pannill,  F.  C. 

July 

29 

Patman,  R.  D. 

Jan. 

2,  79 

Paulson,  D.  L. 

See:  Campbell,  C.  F,; 
McNamara,  J.  J. 
Peterson,  K,  L. 

See:  Fred,  H.  L, 


Peterson,  R.  W. 

Oct. 

3.  94 

Ponsdomenech,  E.  R. 

Dec. 

2,  52 

Powell,  L.  C.,  Jr. 

Aug. 

28 

Powell,  N.  B. 

July 

30 

Price,  R.  D. 

See:  Carter,  J.  E. 

Prince,  H.  E. 

June 

2,  38 

Pruessner,  H.  T.  

Sept. 

3,  88 

Month  Page 

A 


Abortion,  Amendments 


Tabulation 

Aug. 

88 

Changes,  TMA  Members 

Approve 

Sept. 

107 

Abortion  Law 

Oct. 

98 

Psychiatry  _ 

Jan, 

48 

Vote  - 

Sept. 

107 

Accreditation 

April 

109 

Institute  _ - - 

Feb. 

114 

Requirements,  Hospitals 

Aug. 

30 

System  for  Clinics 

Nov, 

121 

Aging  (President’s  Page)_ 

March 

47 

Airplane  Crash  _ . - . 

May 

86 

Air  Pollution 

Feb. 

118 

Dec, 

72 

Month  Page 

Pruitt,  R.  D. 

See:  Curd,  G.  W.,  Jr,;  Weg, 

J,  G, 


R 

Rabin,  E,  R. 

See:  Curd,  G,  W.,  Jr,; 
Suzuki,  M. 

Race,  G.  J, 


See:  Russell,  W.  O. 


Raine,  M.  B.  _ . 

- Aug. 

3,  71 

Rea,  V.  E. 

See:  Schreiber,  M. 

H. 

Rehfeldt,  F.  C 

Feb. 

2,  61 

Reich,  G.  A. 

Sept. 

2,  56 

Reid,  R.  A. 

Nov. 

3,  94 

Renger,  H. 

_ - _ Nov. 

41 

Reynolds,  J. 

Apr. 

2,  50 

Robbins,  L.  R.  . 

Jan. 

2,  85 

Rodarte,  J,  G. 

Feb, 

101 

Rose,  D.  L. 

May 

2,  63 

Rosser,  C. 

See:  McNatt,  M, 

Rossman,  R.  E. 

Aug. 

2,  59 

Rouse,  M.  0. 

Nov. 

36 

Runge,  T.  M. 

Mar. 

2,  84 

Russell,  W.  0. 

May 

2,  40 

Rutledge,  R.  H.  

Feb. 

2,  48 

s 


Sammons,  J.  H. 

July 

33 

Oct. 

37,  45 

Samuels,  M.  L. 

Sanchez,  S.  A. 

See:  Allison,  R.  D. 

Nov. 

2,  44 

Schreiber,  M.  H. 

June 

2,  56 

See:  Carabin,  F.  J.; 
Henry,  M.  J. 

July 

54 

Schweppe,  H.  L.  Jr. 
Sears,  A.  D, 

See:  Arndt,  J.  H. 

July 

2,  57 

Selby,  J.  H.  . 

Sept. 

42 

Sharp,  J.  T, 

See:  Alfrey,  C,  P.;  Lynch, 

E.  C, 

Sheffield,  H,  C. 

See:  Ozarda,  A.  T, 

Shinnick,  T,  L Dec,  31 

Simmons,  C,  R. 

See:  Burge,  C,  H. 

Sloan,  J,  M, 


See:  Garza,  R. 

Slocum,  D.  B. 

Mar, 

2,  48 

Smith,  F.  M.,  Jr. 

Jan. 

109 

Smith,  H.  T. 

Sept. 

no 

Smith,  J.  L. 

Apr. 

2,  69 

Smith,  W.  G.  _ 

May 

34 

Smith,  W.  L. 

Nov. 

39 

Snodgrass,  S.  R. 

Jan. 

3,  97 

Snow,  J.  C.  

Feb. 

2,  54 

Sommervllle,  R.  J. 

See:  Leachman,  R.  D. 

Sparberg,  M. 

June 

2,  52 

Stein,  J.  J. 

Aug. 

2,  38 

Stone,  S.  V.,  Jr. 

See:  Overton,  P.  R. 

Sugg,  W.  L. 

Mar. 

2,  81 

INDEX  OF  SUBJECTS 

Month 

Page 

Control 

March 

38 

Alcoholism  Study  Grant, 

Houston  State  Psychiatric 

Institute 

June 

96 

Aldosteronism,  Surgically 

Correctable 

Jan. 

79 

Allergy,  Childhood 

Jan. 

89 

Food  

July 

30 

Insect  , 

June 

38 

Oct. 

39 

Vegetable  Fibers 

June 

30 

Amebiasis  (CPC) 

March 

93 

American  Academy  of 

Allergy 

Jan. 

137 

American  Academy  of 

General  Practice 

Aug. 

82 

Month  Page 


Suzuki,  M. 

Apr. 

2,  78 

See:  Schweppe,  H.  1 

..  Jr. 

Sykes,  E.  M.,  Jr. 

Aug. 

2,  50 

T 

Tally,  M.  H. 

Sept. 

2,  80 

Tenery,  R.  M,  

. Jan. 

41 

Thomas,  E.  F. 

41 

Thomas,  J.  R. 

See:  Raine,  M.  B. 
Thompson,  J.  E. 

See:  Patman,  R.  D. 
Thompson,  S.  (3, 

Feb. 

121 

Townsend,  C.  M. 

Jan. 

37 

Thurm,  R.  H.  _ 

June 

2,  62 

u 

Unterharnscheidt,  F. 

See:  Snodgrass,  S. 
Urschel,  H.  C.,  Jr. 

R. 

See:  Campbell,  C.  F.; 

McNamara,  J.  J. 

V 

Vanderpool,  J.  P. 
Veirs,  E.  R. 

— 

Ian. 

Nov. 

2,  48 
35 

Voltzl  P.  W.,  Jr. 

See:  Doyle,  J.  L. 

w 

Wade,  D. 

Walker,  T.  A. 

Oct. 

116 

See:  Baden,  W.  F. 
Weaver,  N.  K. 

Dec. 

2,  72 

Webb,  W.  R. 

See:  Sugg,  W.  L. 
Weg,  J.  G. 

Mar. 

3,  93 

White,  B.  B. 

_ July 

31 

Dec. 

33 

White,  R.  B. 

See:  Vanderpool,  J. 
White,  R.  R. 

See:  Reid,  R.  A. 
Williams,  D.  V. 

P. 

Aug. 

96 

Williston,  C.  L. 

Feb. 

41 

Apr. 

41 

Wilson,  M. 

See:  Snodgrass,  S. 
Wiseman,  J.  S. 

See:  Reich,  G.  A. 
Withers,  B.  T. 

R. 

Mar. 

35 

Y 

York,  B.  P. 

Youmans,  C.  R.,  Jr, 

May 

33 

See:  Snodgrass,  S. 

R. 

z 

Zorrilla,  L. 

See:  Andrews,  E.  C, 

Month 

Page 

American  Academy  of 

Pediatrics  

March 

118 

Nov. 

120 

American  Association 

of 

Blood  Banks 

Oct. 

104 

Dec. 

97 

American  Association 

of 

Industrial  Nurses 

April 

112 

American  Association 

for 

Inhalation  Therapy 
American  Association 

of 

Oct. 

104 

Medical  Assistants 
American  Association 

of 

Nov. 

108 

Medical  Clinics 
American  Association 

of 

Nov. 

121 

Ophthalmology 

Oct. 

104 

INDEX  — c 0 n t i n u e d 


American  Cancer  Society. 

Texas  Division 
American  College  of 
Allergists 

American  College  of 
Physicians 
American  College  of 
Surgeons 

American  Hospital 
Association 
American  Medical 
Association 


Air  Pollution  Medical 
Research  Conference 

AMA-ERF,  Officers 
Auxiliary 
Chiropractic 
Clinical  Convention 


Month 

Sept. 

March 

March 

Jan. 

Nov. 

Aug. 

Jan. 

May 

June 
July 
Aug. 
Aug. 
July 
Nov. 
Dec. 


Congress  on  Environmen 
tal  Health  Problems  April 
Council  on  Medical  Ser- 
vice & Division  of  Socio 


Conference  on 
Rural  Health  March 

Third  National  Conference 
on  Health  Education 
of  the  Public  March 

AMDOC  _ Jan. 

American  Medical  Women's 


Association 

American  Proctologic 
Society 

American  Rheumatism 
Association 
American  Society  of 

Cytology  . 

Anesthetic 

Administration  (Medi- 
cine and  the  Law) 
Agents  __  _ 

Armed  Services,  Draft 


June 

Nov. 

. May 

Jan. 

Oct. 


June 

April 

Feb. 

April 

Aug. 

June 

Feb. 

Oct. 


Arteritis,  Temporal 
Arthritis  (CPC)  _ 

Arthrodeses 

Association  of  American 
Medical  Assistants 
Association  of  American 
Colleges  - . _ 

Association  of  American 
Physicians  and  Surgeons 
Association  of  Hospital 
Directors  of  Medical 
Education  Dec 

Association  of  Life  Insurance 
Medical  Directors 
of  America  . 

Atherosclerosis  (CPC) 

Athletes  ... 

Athletics  - 

Audio-Digest  Foundation 
Austin-Travis  County 
Health  Department 
Authorizations  of  Medical 
Treatment  (Medicine 
and  the  Law) 


Jan. 

Medical 

Oct. 

Oct. 


May 

May 

Sept. 

Sept. 

Aug. 


Page 

95 

118 

118 

130,  135 
120 

82 

40,  43. 
44.  137 
99 

85 

78 

91 

102 

83 

123 

90 

112 


Economic  Activities  . 

Feb. 

126 

March 

118 

Council  on  Mental  Health.. Feb. 

126 

Elections  _ 

July 

83 

Health  Care  Guidelines 

Dec. 

27 

House  of  Delegates 
National  Conference  on 
Community  Health 

Nov. 

115 

Planning 

Oct. 

104 

National  Conference  on 

Nov. 

124 

Rural  Health  _ 
National  Congress  on 

-Feb. 

126 

Health  Quackery  

National  Congress  on 

Sept. 

96 

Medical  Ethics  

- Sept. 

96 

Nomination 

Oct. 

98 

Officers  & Exhibitors 

Aug. 

98 

Organ  Transplants 

-Sept. 

116 

Resolutions 

-June 

79 

Dec. 

96 

Speakers  Bureau 

Texas  Physicians 

May 

77 

Get  Appointments 
Twenty-first  National 

Feb. 

113 

Nov. 


Jan. 


118 

118 

131 

85 

124 

99 

137 

104 

99 

39 

113 

43 
31 
42 
91 
51 

44 
103 
129 

87 


99 

68 

44 

40 

95 

109 


145 


Month 


Page 


Awards 

Anson  Jones 

Distinguished  Service 

Science  Fair 
Texas  Medicine 


Bargen.  J.  A. 

Barium  Enema  Studies 
Baylor  University  Colleg 
Medicine  in  Houston 

Bexar  County  Medical 
Society  __ 


Bile  Duct. 

Injury  Prevention 
Billboard  Advertising 
Blackford  Memorial 
Lectures 

Blind.  Handicapped, 

Literature  for 

Blindness 

Diabetic  Retinopathy 
Temporal  Arteritis 
Blood  Pressure 
Blue  Cross  of  Texas 

Survey  .. 

Blue  Cross-Blue  Shield 
of  Texas  


Workshops 


for  the  State  of  Texas 
Books  


Bowel  Perforation 
Brain,  Cancer 
Damage 

Breast  Cancer,  History 
Brindley,  G.  V.,  Jr. 
Bromide,  Intoxication 
Bronchial  Rupture 
Bursitis 


Cancer 

Brain 

Breast 

Colon 

Conference 
Dermatoses 
Kidney  (CPC) 

Lung 

Carcinoid  Tumors,  Rectum 
Cardiac  Catheterization 
Cardiomyopathy 
Carotid  Body, 
Chemodectoma 
Cason  Family  in  Bolivia 
CHAMPUS 

Cleft  Palate 
Chemodectoma 
Child  Care,  Responsibility 
Christian  Medical  Society 

Christmas 

(President's  Page) 
Coarctation  of  the  Aorta 
Colitis,  Ulcerative  Proctitis 
Colon,  Cancer 
Volvulus 


Feb. 

113 

Nov. 

107 

Oct, 

108 

Dec. 

96 

June 

93 

Feb. 

44 

June 

79 

July 

63 

Sept. 

52 

Oct. 

114 

Dec. 

96 

Nov. 

52 

of 

Feb. 

118 

Aug. 

102 

March 

38 

June 

80 

Aug. 

96 

Oct. 

124 

Nov. 

119 

Aug. 

50 

- . .April 

102 

-Sept. 

96 

June 

102 

June 

31 

June 

42 

Sept. 

40 

March 

42 

Sept. 

113 

Dec. 

96 

April 

101,  109 

May 

77 

Oct. 

118 

Oct. 

129 

Dec. 

97 

Ian. 

139 

Feb. 

130 

March 

126 

April 

122 

May 

103 

June 

103 

July 

89 

Aug. 

111 

Sept. 

124 

Oct. 

136 

Nov. 

138 

Dec. 

111 

Nov. 

52 

April 

78 

Jan. 

109,  111 

Feb. 

68 

May 

83 

April 

72 

April 

50 

May 

63 

Oct. 

54 

April 

78 

Feb. 

68 

May 

34 

April 

110 

Aug. 

59 

Feb. 

91 

June 

56 

Nov. 

70 

Nov. 

66 

March 

68 

Jan. 

65 

Dec. 

52 

May 

87 

June 

91 

Sept. 

108 

April 

69 

- Dec. 

52 

July 

31 

Aug. 

81 

Sept. 

96 

Dec. 

35 

Sept. 

40 

-June 

52 

May 

34 

Nov. 

61 

Dec. 

97 

Month 

Page 

Communicating  with 

Patients 

Feb. 

61 

Comprehensive 

Health  Care 

Dec. 

67 

Comprehensive  Health 

Planning 

(President's  Page) 

Nov. 

43 

uonterence  on  Engineering  in 

Medicine  and  Biology 

Oct. 

104 

Conference  on  Ethics  in 

Medicine  and 

Technology 

March 

115 

Contraceptives,  Oral  (CPC)  July 

57 

Copeland,  J.  B. 

Oct. 

98 

Coronary 

Care  Units 

Dec. 

36,  44 

Drug  Project 

Dec. 

31 

Cranial  Arteritis 

April 

61 

Credit  Union 

April 

44 

Customary  Fees 

Nov. 

107 

Cutaneous  Alterations 

Jan. 

85 

D 

Dallas  County 

Medical  Society 

Jan. 

44 

April 

40 

Dallas  Neurological 

Symposium 

Jan. 

134 

Dallas  Southern 

Clinical  Society 

Feb. 

125 

March 

1 17 

Death,  Donation  of  Organs 

(Medicine  and  the  Law) 

March 

120 

Dependents'  Medical  Care 

Program 

-June 

91 

Sept. 

108 

Dermatoses,  Precancerous. 

- Aug. 

59 

Dextrans,  International 

Symposium 

April 

111 

Diabetes,  Insulin  Injection 

Jan. 

85 

Mellitus  (CPC) 

Jan. 

97 

Diabetic  Retinopathy 

June 

31 

Dialysis,  Home  Program 

June 

96 

Diphtheria,  Immunization 

Nov. 

109 

Direct  Billing 

Jan. 

37 

April 

40,  41 

May 

77 

Dec. 

33 

Military  Dependents 

April 

41 

Disaster, 

HemisFair  Monorail 

Oct. 

124 

Disc  Lesions,  Surgery 

Aug. 

28 

Doman-Delacato  Method 

July 

76 

Donation,  Organs  (Medicine 

and  the  Law)  _ | 

March 

20 

Drugs  -- 

Oct. 

125 

Dec. 

31,  87 

Misadministration  (Medicine 

and  the  Law) 

Oct. 

130 

Drug  Information,  Program 

Oct. 

98 

DEATHS 


A 


Adin,  L.  E.,  Jr. 

July 

92 

Alexander,  H.  L. 

June 

105 

Allday,  L.  E. 

May 

106 

Alliston.  W.  S.,  Jr. 

Oct. 

139 

Ashby,  J.  M. 

Dec. 

113 

B 

Bailey,  C.  F. 

Sept. 

128 

Barry,  D.  J 

Feb. 

133 

Barton,  R,  M. 

Mar. 

129 

Beall,  J.  F. 

Aug. 

113 

Bennett,  D.  E. 

Mar. 

130 

Birdsong.  W F, 

Apr. 

124 

Boyle,  J.  W.,  Jr. 

Feb. 

133 

Brown,  C.  F 

Feb. 

134 

Bruhl,  C.  E.  - 

Oct. 

139 

Brunner,  G. 

Feb. 

134 

Buck,  R. 

Apr. 

124 

Bush,  H.  M. 

July 

93 

C 


Cappleman,  W.  P. 

May 

106 

Caylor,  R.  N. 

Jan. 

149 

Chiasson,  J.  L. 

July 

94 

Clarke,  H.  H. 

- Nov. 

142 

Cloud,  T.  M. 

Nov. 

142 

Coleman,  S.  D. 

July 

92 

Collier,  G. 

Mar. 

128 

Coulter,  W.  W.,  Sr. 

Sept. 

128 

Crow,  W.  E. 

June 

106 
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Darrough,  L.  E. 

D 

Month 

July 

Page 

91 

Denman,  L.  H. 

- June 

105 

Dunn,  S.  G. 

Jan. 

149 

Dupre,  J.  D. 

Mar. 

128 

Durham,  C.  A. 

Ian. 

150 

Edwards,  G.  M. 

E 

Oct. 

138 

Ellis,  P,  R.,  Jr. 

__July 

93 

Evans,  E.  L. 

- Nov. 

142 

Ford,  J.  F. 

F 

Apr. 

126 

Friedman,  L.  G. 

_ Apr. 

125 

Games,  S.  W. 

G 

Dec. 

114 

Gardner,  J.  N. 

Feb. 

132 

Gidney,  W.  H. 

Sept. 

127 

Gray,  E.  B. 

-Nov. 

141 

Griffin,  B.  B. 

Apr. 

125 

Hall,  J.  E. 

H 

Oct. 

138 

Hartman,  J.  T. 

_ July 

91 

Heiligman,  H. 

_ May 

105 

Helbing,  H.  V. 

Dec. 

114 

Holman,  W.  C.  . 

June 

103 

Horton,  R.  G. 

_ Nov. 

142 

Jackson,  D.,  Jr. 

J 

Dec. 

114 

Jarrett,  R.  P.,  Jr. 

Feb. 

133 

Jenkins,  W.  N. 

July 

91 

Kerr,  W.  R. 

K 

Aug. 

114 

Knight,  B.  P. 

_ Jan. 

149 

Kramer,  J.  T.,  Jr. 

- 

Apr. 

126 

Lemmon,  J.  R. 

L 

June 

104 

Lewis,  S.  J. 

- Aug. 

114 

Linn,  T.  L. 

_ Dec. 

114 

Looney,  R.  H.,  Jr. 

Jan. 

150 

McCall,  R.  A. 

M 

Aug. 

113 

McElhenney,  T.  J. 

June 

106 

McLean,  E.  P. 

_ June 

103 

McMahan,  G.  T. 

- Apr. 

123 

Mann,  D.  A.  

- Nov. 

141 

Marsh,  J.  E.,  Sr. 

Oct. 

139 

Mathis,  J.  R. 

_ June 

106 

Mee,  E.  L. 

July 

94 

Meyer,  H.  S,  

Dec. 

113 

Mitchell,  G. 

- Aug. 

114 

Moody,  J.  V. 

Oct. 

140 

Neeham,  R.  H. 

N 

May 

105 

Pack,  L.  C. 

P 

Oct. 

139 

Pate,  V.  A.,  Jr. 

Apr. 

125 

Paternostro,  C.  J. 

May 

105 

Patteson,  J.  L. 

Sept. 

126 

Peacock,  G.  E. 

Dec. 

113 

Peavy,  C.  D. 

Sept. 

127 

Pilmer,  G.  A. 

Jan. 

150 

Pitta  rd,  K. 

July 

91 

Pollard,  F.  L.,  Jr. 

Oct. 

138 

Powell,  D.  B.,  Jr. 

Sept. 

127 

Price,  H.  S. 

Aug. 

114 

Ramsay,  W.  E. 

R 

Nov, 

141 

Rape,  J.  G. 

July 

94 

Reece,  C.  D. 

Mar. 

128 

Reeves,  L.  H. 

June 

104 

Revuelta,  R. 

. Mar. 

129 

Robison,  J.  T. 

Mar. 

128 

Rodriguez,  M.  J. 

Sept. 

127 

Rodriguez,  S. 

Oct. 

139 

Rudd,  L.  H. 

. Sept. 

128 

Shane,  J.  H. 

S 

Nov. 

140 

Shannon,  H. 

- May 

106 

Shaw,  R.  F. 

. June 

105 

Sheldon,  L.  B. 

- Oct. 

137 

Sherrill,  E.  A.,  Jr. 

. Apr. 

126 

Shortal,  W.  W. 

Apr. 

124 

Smith,  A.  H. 

- _ 

- Oct. 

138 

Smith,  C.  K. 

Month 

Apr, 

Page 

123 

Strickland,  G.  E. 

_ Mar. 

130 

Synnott,  T.  G. 

Feb. 

134 

Swearingen,  R.  G, 

- Sept. 

128 

Tatum,  W.  C. 

T 

July 

93 

Tenery,  W.  C. 

July 

92 

Thiitgen,  W.  S. 

. Dec. 

113 

Tinkle,  L.  T. 

Mar. 

129 

Walker,  G.  R. 

W 

Jan, 

149 

Wells,  C.  V. 

. July 

94 

West,  J.  E.,  Jr. 

Oct. 

140 

Whitney,  D.  G. 

June 

104 

Willerson,  E.  T. 

_ Oct. 

140 

Williams,  C.  L.,  Sr. 

Mar. 

130 

Witte,  W.  S. 

Apr. 

125 

Womack,  H.  H.,  Jr 

Nov. 

141 

Wood,  W.  H. 

Mar. 

127 

Woods,  H.  S.,  Jr. 

_ Mar. 

127 

Woodward,  J. 

Dec. 

112 

Zeis,  L.  B. 

z 

Aug. 

113 

E 


Economics,  Solution  __ 

Sept. 

88 

Education,  Continuing 

Feb. 

43 

Educational  TV  Station 

Nov. 

116 

Eichhorn  in  Thailand 

May 

89 

Eighth  District  Medical 
Society 

March 

117 

Elbow  Injuries 

- March 

48 

Elections 

Oct. 

37 

Electrocardiogram 

.March 

74 

Emergency  Care  Course 

Sept. 

113 

Emergency  Medical 
Identification 

Dec. 

31 

Symbol 

Oct. 

125 

Epidermal  Necrolysis  _ 

_ Nov. 

44 

Eponym 

Nov. 

35 

Erythema  Multiforme, 
Resemblance  to 

Nov. 

44 

Ethics  . 

. July 

33 

Oct. 

45,  97 

Dec. 

33 

F 

Federal  Employees  Health 


Benefits  Program 

Nov. 

107 

Felty’s  Syndrome  (CPC)  . 

Feb. 

91 

Films  ...  . 

July 

90 

Fluorescent  Antibody 

Technique 

May 

40 

Flying  Physicians  Asso- 

ciation, Texas  Chapter 

July 

77 

Foot,  Lesions 

Feb. 

64 

Fort  Worth  Clinical 

Symposium 

April 

112 

May 

99 

Fractures,  Closed 

Reduction 

Oct. 

46 

G 

Gallbladder,  Rupture 

Feb. 

58 

Gill,  A.  J. 

Feb. 

44 

Oct. 

108 

Group  Practice 

Feb. 

101 

Gulf  Bend  Center  for 

Children  and  Youth 

Feb. 

126 

March 

117 

H 


Halbrooks  Inspects  Jordan 


Hospital  .. 

May 

87 

Health  Care  . 

July 

29 

Sept. 

51 

Nov. 

36 

Dec. 

67 

Costs  

Nov. 

39 

Guidelines  ..i 

Dec. 

27 

Health  Insurance 

Jan. 

131 

Institute  - 

Sept. 

116 

Voluntary  Private  (Presi- 
dent’s Page)  

Aug. 

37 

Month 

Page 

Health,  Manpower 

July 

29 

Health  Planning, 

Comprehensive 

Nov. 

43 

Heart 

Electrocardiogram 

March 

74 

Penetrating  Wounds 

March 

81 

Missile  Equipment 

Oct. 

129 

Transplant  Guidelines 

Aug. 

106 

Transplant  Reporting 

Aug. 

92 

Valve  Replacement 

March 

84 

Heart  Disease  

March 

68, 

Dec.  1 

31,  36,  44 

Congenital 

Dec. 

46 

Ischemic  . 

Aug. 

71 

HemisFair 

Health  Care  Facilities. 

Aug. 

96 

Monorail  Accident  . 

Oct. 

124 

Hemorrhage,  Postpartum 

Sept. 

80 

Hepatitis 

Jan. 

57 

Hernia  ... 

June 

46 

History 

Surgery 

Feb. 

82 

M.  D.  Anderson 

Oct. 

80 

Hodgkin’s  Disease, 

Management 

- Aug. 

38 

Hospitals,  Problems 

(President’s  Page) 

_ Feb. 

47 

Hospital  Training 

Programs 

Jan. 

43 

Houston  . . 

. April 

94 

Houston  Academy  of 

Medicine  Library  for  the 

Texas  Medical  Center 

Jan. 

130 

Houston  State  Psychiatric 

Institute  

June 

96 

Houston  Work  Evaluation 

Unit  _ 

Nov. 

121 

Hypertension 

Types  

Jan. 

79 

Renovascular 

_ July 

40 

Hypoglycemia  (CPC)  _ 

Sept. 

82 

1 

Immunity,  Cancer 

Oct. 

54 

Immunization 

April 

40,  109 

Oct. 

38 

Austin,  Diphtheria 

Nov. 

111 

Diphtheria 

Nov. 

109 

Influenza 

Oct. 

123 

Measles  . 

Feb. 

43 

March 

39,  113 

Mumps  . 

Sept. 

63 

Polio 

- Aug. 

101 

Rh-Negative 

- Aug. 

27 

Schedule  

Nov. 

111 

Immunofluorescence 

May  42,  44,  45 

Implied  Consent 

Aug. 

91 

Individual 

Responsibility  . 

Oct. 

40 

Dec. 

33 

Form  . 

Feb. 

113 

April 

40 

Industrial  Medical 

Association  . 

April 

112 

Informed  Consent 

Nov. 

42 

Insect,  Allergy  _ 

June 

38 

Stings 

Oct. 

39 

Institutes  for  the  Achieve- 

ment  of  Human  Potential 

of  Texas,  Inc, 

Jan. 

109,  111 

Institutes  of  Medical  Proof 

Oct. 

125 

Insulin,  Cutaneous 

Alterations  From 

Jan. 

85 

Insurance,  Forms 

Dec. 

34 

Insurance,  Health 

Jan. 

131 

Voluntary,  Private 

Aug. 

37 

Workmen’s 

Compensation 

Sept. 

41 

Internal  Revenue  Service 

Tax  on  Advertising 

Jan. 

44 

International  Medical 

Assembly  of  Southwest 

Texas  

Jan. 

137 

Dec. 

99 

Intestinal  Obstruction 

June 

46 

Intoxication,  Bromide  

April 

72 

Intradural  Lipomas, 

Spinal  Canal  . 

Nov. 

88 

Isolation 

Nov. 

44 

J 

Joint  Commission  on 
Accreditation  of 
Hospitals 

Aoril 

109 
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K 


Keogh  Law 


Kidney,  Cancer  (CPC) 

Patient  Center 
Kimbro,  R.  W.,  Home 
Knee,  Lesions 


Month 

Page 

Jan. 

39 

March 

41 

April 

43 

May 

78 

June 

80 

July 

83 

Oct. 

98 

Nov. 

115 

Feb. 

91 

June 

56 

March 

113 

. July 

65 

Aug. 

61 

L 


Lactose  Intolerance 

. July 

36 

La  Grange  Hospital 

Sept. 

no 

Learning  Defects 

Oct. 

74 

Legislation 

Feb. 

107 

Aug. 

91 

Malpractice  (Medicine 

Oct. 

111 

and  the  Law) 

Oct. 

130 

LeMaistre,  C.  A. 

June 

95 

Leprosy  _ „ 

Feb. 

39 

Life  Island  . . 

Liver 

Nov. 

44 

Amebic  Abscess  (CPC) 

March 

93 

Disease 

Jan. 

57 

Lung,  Carcinoma 

- Nov. 

70 

Lupus  Erythematosus, 

Dec. 

62 

Procainamide  Induced 

. May 

54 

M 


Month 

N 


National  Conference  on 

Group  Practice  Feb. 

Sept. 

National  Society  for 

Prevention  of  Blindness.  Oct. 

Negligence  (Medicine 

and  the  Law)  _ April 

Nephrotomography  _ Jan. 

Nerve  Repair  (Texas 

Medicine  Award  winning 
entry)  sept. 

New  Orleans  Graduate 

Medical  Assembly  Feb. 

Noise,  Home  March 

North  Texas  Planning 


Council  for  Hospitals  and 
Related  Health  Facilities  Dec. 
Nurse  Shortage 

(President's  Page)  Jan. 

Sept. 

Nutrition  Survey  _ ..July 

Sept. 

Nov. 


0 


Office  Construction 

Oct. 

Office  Ethics 

Oklahoma  City 

. . July 

Clinical  Society 

. Sept. 
Oct. 

Old  Age  Assistance 

March 

Ophthalmology 

Organ  Transplants, 

Aug. 

AMA  Guidelines  .. . . 

Sept. 

Osteopathy  . . 
Otolaryngology, 

Oct. 

Anesthesia 

April 

Page 


101 

39 

104 

116 

61 


2,  52 

126 

115 


100 

47 

no 

66 

113 

108 


94 

33 

96 

104 

41 

30 

116 

45 

39 


Mallory-Weiss  Syndrome 

- Feb. 

54 

Maternal  Death 

-.  Aug. 

48 

Measles  . 

Sept. 

80 

Feb. 

43 

Immunization 

March 

113 

March 

39 

Mediastinum,  Superior 

Dec. 

52 

Medicaid 

Jan. 

37 

Feb. 

41 

March 

41 

Medical  Care 

April 

40 

Sept. 

51 

Changing  Trends 

- Sept. 

39 

Costs 

July 

31 

Medical  Careers 

Sept. 

88 

June 

96 

Medical  Column 

Nov. 

119 

Medical  Education 

Jan. 

43,  130 

Feb. 

37,  43 

March 

36,  113 

June 

29,  93 

July 

35 

Dec. 

87 

Medical  School  Expansion 

May 

77 

Statement 

Oct. 

113 

Medical  Schools 

Medical  Society  of  the 
United  States  and 

Sept. 

115 

Mexico 

Jan. 

137 

Medicare 

Oct. 

104 

Jan. 

37 

Feb. 

119 

March 

41 

Medicine,  Private  Practice 

Oct. 

116 

May 

37 

Mental  Health  Directory 

- Nov. 

108 

Microbiology,  Diagnosis 
Midland  County 

May 

42 

Medical  Society 

March 

42 

Military  Dependents 

July 

75 

Medical  Care 

March 

41 

June 

91 

Mononucleosis,  Infectious 

Sept. 

108 

. April 

74 

Moore,  Donald  M. 

- Jan. 

130 

Mumps  

Muscular  Dystrophy, 

-Sept. 

63 

Cardiomyopathy  in 

- Jan. 

65 

Museum,  May  Owen  Hall 

of 

Medical  Science 
Mycobacterial  Infections, 

Dec. 

87 

Cutaneous 

Sept. 

66 

Myeloma 

June 

62 

P 


PAC  (Ampac  Texpac) 

Oct. 

37 

Pacemaker,  Transvenous 

_-July 

46 

Transvenous  Cardiac 

-July 

50 

Pancreas,  Aberrant  (CPC) 

Nov. 

94 

Panhandle  District 

Medical  Society 

Sept. 

95 

Pathologic  Diagnosis, 

Tissues  _ . 

- ..May 

40 

Pediatrics,  Mumps 

-Seot. 

63 

Permian  Basin 

Health  Fair 

July 

75 

Pesticide  Poisoning 

-Sept. 

56 

Pharmacists  in  Texas 

July 

66 

Philosophy 

Nov. 

36 

Physician  Shortage 

Dec. 

27,  35 

June 

29 

Physicians 

Benevolent  Fund 

Feb. 

102 

Plantar  Flaps 

Feb. 

64 

Poison  Control  Center 

Feb. 

114 

Poisoning, 

Arsenic  (CPC) 

April 

87 

Polio  Rise 

Aug. 

101 

Poliomyelitis 

Aug. 

101 

Political  Parties 

Oct. 

112,  113 

Politics  - Oct.  37. 

112.  113 

Popliteal  Compression 

byndrome 

Aug. 

61 

Postgraduate  Courses 

Jan. 

134 

Feb. 

123 

March 

125 

April 

121 

May 

90 

June 

97 

July 

85 

Aug. 

109 

Sept. 

121 

Oct. 

135 

Nov. 

122 

Dec. 

98 

Postgraduate  Medical 

Assembly  of 

South  Texas  _ 

June 

85 

Premarital  Consultation 

July 

77 

Feb. 

79 

Premedical  Programs,  Girls 

-Aug. 

106 

Prescriptions 

Oct. 

125 

Private  Clinics  and  Hos- 
pitals Association 

of  Texas 

Nov. 

123 

Procainamide  - . . 

- May 

54 

Proctitis  

June 

52 

Month 


Project  Concern  Oct. 

Protein  Supplements  ._Sept. 
Psychiatry 

Abortion  jan. 

Children  Oct. 

Psychology,  Pediatrics  Aug. 

Public  Relations  April 

Heart  Transplanting  Aug. 

Pulmonary  Amebiasis 

(CPC)  _.  ._  . March 

Pulmonary  Disease  _ . June 

Pulmonary  Embolism  Aug. 

Pulmonary  Thromboembolic 
Disease,  Diagnosis  . _.  Oct. 


R 


Radiologic  Diagnosis  June 

Radiological  Society  of 

North  America  ..  ._  Nov 

Radiology  __  June 

July 

„ , , Dec. 

Radiology 

Bowel _ Nov 

Bronchial  Rupture  . . April 

Radiotherapy  . Nov. 

Ramirez,  Mario  _. Jan! 

Records,  Transferral  Ian. 

Rectum,  Carcinoid  Tumors  Nov. 

Refraction  _ . ..  ..  Aug! 

Regional  Medical  Program 
of  Texas  Feb. 

May 

July 

Oct. 

Dec. 

Rehabilitation,  Vocational  Aug. 

Renal,  Differentiation  ..  Jan. 

Retirement  Plan  _Jan. 

Feb. 


March 

April 

May 

June 

July 

Oct. 

Nov. 


Rh  Hemolytic  Disease  Aug. 

RhoGAM  ...  Aug. 

Rocky  Mountain 

Cancer  Conference  _ June 
July 

Rodarte,  J.  G.  Nov. 

Rouse,  M.  O.  Feb. 

Aug. 


s 


Safety,  Driving  Feb. 

St.  Luke’s  Episcopal 

Hospital  April 

Aug. 

San  Jacinto  Tuberculosis 
and  Respiratory  Diseases 
Association  Nov. 

Scoliosis  . March 

Scott  and  White  Clinic  Jan. 

~ Aug. 

Separate  Billing  May 

Aug. 

Small  Town  Doctor  _ Jan 

Smoking  . March 

Snake  Antivenin  May 

Society  for  Cryosurgery  Dec. 

Society  of  Nuclear  Medicine, 
Southwestern  Chapter  Feb. 

Southern  Medical 

Association  Jan. 

. Oct. 

Southern  Surgical 

Association  _ Nov. 

South  Central  Association 

of  Blood  Banks  _ April 

Southwestern  Surgical 

Congress  March 

April 

Spinal  Canal,  Intradural 

Lipomas  Nov. 

Spine  ._  ..  ._  March 

Sports  Guidelines  Nov. 

Medicine,  Elbow  . March 

State  Bar  of  Texas  ._  Oct. 
State  Securities  Board  March 
Student  American  Medical 

Association  April 

Nov. 


Page 

128 

44 

48 

74 

44 

102 

92 

93 
30 

102 

60 


56 

123 

56 

54 

81 

52 

50 

84 
112 

41 

66 

30 

121 

85 
63,  84 

41 

96 

98 

61 

39 

43 

41 

43 
78 
80 
83 
98 

115 

27 

27 

85 

78 

121 

44 
91 


39 

112 

92 


123 
54 

135 

81 

77 

106 

112 

108 

86 

100 

125 

135 

103 

124 

112 

117 

112 

88 

54 

120 

48 

125 

114 

112 

115 
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Month 

Page 

Subclavian  Steal  Syndrome 

July 

54 

Suicide,  Management  

Jan. 

52 

Surgery 

Disc  Lesions 

Aug. 

28 

History 

Feb. 

82 

Joint  Responsibility  and 

Liability  (Medicine 

and  the  Law) 

July 

88 

Spinal 

-Aug. 

28 

T 

Tarrant  County 

Medical  Society 

Dec. 

87 

Tarsal  Arthrodeses 

Oct. 

51 

Tax  Cut,  Employers 

-Nov. 

107 

Technites  Peri  Lalias 

Feb. 

61 

Tennis  March 

35 

Terminology,  Descriptive 

Nov. 

35 

Texas  Academy  of 

General  Practice 

Sept. 

95 

Texas  Academy  of 

Internal  Medicine 

Nov. 

123 

Texas  Air  Control  Board 

Feb. 

118 

Texas  Association  of  Medical 

Record  Librarians 

Feb. 

114 

April 

109 

Texas  Association  for 

Mental  Health 

July 

77 

Texas  Association  of  Obstetri- 

cians  and  Gynecologists 

Feb. 

125 

Texas  Central  Credit 

Union  . 

April 

44 

Texas  College  and 

University  System 

Dec. 

87 

Texas  Dangerous  Drug  Law 

Dec. 

87 

Texas  Department  of  Mental 

Health  and  Mental 

Retardation 

Nov. 

108 

Texas  Heart  Association 

Sept. 

95 

Oct. 

103 

Texas  Hospital  Association 

April 

109,  111 

May 

99 

Texas  Medical  Association 


Abortion 

See:  Abortion  in 


Alphabetical 
Subject  Index 


Annual  Session,  1969 

Jan. 

129 

Feb. 

115 

March 

106 

April  37,  49,  94,  99, 

102,  111 

May 

79 

Aug. 

95 

Sept. 

107 

Oct. 

128 

Nov. 

116 

Dec. 

86 

Art  Exhibit 

May 

77 

Nov. 

116 

Program  

March 

P-1 

Award,  Anson  Jones 

Feb. 

113 

Nov. 

107 

Distinguished  Service 

Oct. 

108 

Texas  Medicine 

Feb. 

44 

June 

79 

July 

63 

Sept. 

52 

Oct. 

114 

Board  of  Councilors 

Oct. 

97 

Committee  Functions 

Nov. 

134 

Committee  on  Association 

Insurance  Programs 

Nov. 

116 

Committee  on  Health 

Care  Costs  _ 

Sept. 

51 

Committee  on  Liaison 

with  Blue  Shield 

Nov. 

41 

Committee  on  Maternal 

Health  

Aug. 

48 

Committee  on  Mental 

Health, 

Workshop 

_ Dec. 

99 

Committee  on  Nursing 

_ Oct. 

123 

Committee  on  Public 

Health 

Oct. 

123 

Committee  on  Workmen's 

Compensation  and 

Industrial  Health 

Sept. 

41 

Conference  on 

Legislation  _ 

Dec. 

99 

Conference  on  Medical 

Service 

and  Legislation 

Feb. 

107 

Council  on  Medical  Edu- 

cation  and  Hospitals 

Oct. 

123 

Month 

Page 

Dues  Increase 

_ Oct. 

97 

Fiscal  Status  

-May 

33 

Group  Disability  Income 

Insurance  Program  - 

Nov. 

116 

House  of  Delegates 

April 

37 

May 

77,  85 

January  Legislative 
Conference 

Feb. 

43 

Dec. 

89,  91 

Physicians  Benevolent 

Fund 

Nov. 

39 

Public  Affairs  and  Public 

Relations  Conference 

July 

77 

Aug. 

81,  87 

Sept. 

95 

Oct. 

108 

Retirement  Plan 

Jan. 

39 

Feb. 

43 

March 

41 

April 

43 

May 

78 

June 

80 

July 

83 

Oct. 

98 

Nov. 

115 

Scientific,  Art  Exhibits 

May 

78 

Nov. 

116 

S.  E.  Thompson  Fund 

Oct. 

98 

10,000th  Member 

Feb. 

44 

Woman's  Auxiliary 

Aug. 

82 

Sept. 

96 

Oct, 

124 

Texas  Nursing  Home 

Association 

March 

117 

June 

85 

July 

77 

Oct. 

103 

Dec. 

99 

Texas  Nutrition  Survey 

Sept. 

113 

Nov. 

108 

Texas  Ophthalmological 

Association  

April 

102 

Texas  Pediatric  Society 

Aug. 

81 

Sept. 

97 

Texas  Public  Health 

Association 

Feb. 

125 

Texas  Radiological  Society 

Jan. 

135 

July 

54 

Dec. 

81 

Texas  Rehabilitation 

Association 

June 

85 

July 

77 

Texas  Society  of  Medical 
Technologists  -- 
Texas  Society  for  the  Pre- 

Oct. 

113 

vention  of  Blindness, 
Inc. 

July 

78 

Aug. 

82 

Texas  State  Board  of 

Examiners  in  the  Basic 
Sciences 

Feb. 

114 

June 

95 

Texas  State  Board  of 

Medical  Examiners 

Feb, 

114 

June 

85 

Aug. 

106 

Sept. 

115 

Texas  State  Department 

of  Health 

April 

109 

May 

86 

July 

66 

Aug. 

101 

Sept. 

75 

Nov.  108, 

109,  119 

Texas  State  Department 

of  Public  Welfare 

Oct. 

116 

Texas  State  Library 

June 

102 

Texas  Surgical  Society 

Feb. 

125 

March 

117 

Sept. 

95 

Texas  Thoracic  Society 

April 

112 

Association 

April 

112 

July 

78 

Texas  Urological  Society 
Texas  Woman's  University 

Jan. 

135 

College  of  Nursing 

Aug. 

101 

TEXPAC  - _ 

June 

35 

Texas  Tuberculosis 
Thompson,  J.  E. 

Feb. 

82 

Thrombophlebitis  (CPC) 
Thrombotic  Thrombocyto- 

Jan. 

97 

penic  Purpura  (CPC) 

June 

69 

Month  Page 

Title  XIX  Jan.  37 

Feb.  41 

Cct.  118 

Progress  Report  Oct.  116 

Transfixation  Pins Oct.  51 

Transplantation  Society  Aug.  82 

Travel  May  87 

Travis  County 

Medical  Society  Dec.  97 

Tuberculosis  Control 

Program  Sept.  75 

Nov.  119 

Tuberculosis  Eradication  Sept.  42.  75 

Tumor,  Bone  __  June  62 

Bronchi  Dec.  62 

Cecum  Aug.  42 

Chemodectoma Dec.  52 

Lung  .^Dec.  62 

Trachea  Dec.  62 

Turnkey  Buildings Oct.  94 


u 


Ulcer,  Surgery 

Feb. 

48 

United  Cerebral  Palsy  Asso- 

elation  of  Texas,  Inc. 

Dec. 

100 

University  of  Texas 

at  Austin  __  

Oct. 

125 

Dec. 

93 

University  of  Texas  Graduate 

School  of  Biomedical 

Sciences  at  Houston 

Nov. 

116 

University  of  Texas  M. 

D. 

Anderson  Hospital  and 

Tumor  Institute 

June 

96 

Oct. 

80.  103 

1968  Bertner  Foundation 

Award 

March 

116 

University  of  Texas 

Medical  Branch 

Feb. 

44,  114 

March 

113 

June 

93,  96 

July 

66 

Aug.  91, 

102,  106 

University  of  Texas 

Medical  School  at 

San  Antonio  

March 

113 

April 

no 

Aug. 

91,  103 

Sept. 

113 

Nov. 

108 

University  of  Texas 

Southwestern  Medical 

School 

at  Dallas 

Feb. 

44 

June  91,  93,  95 

Aug.  91,  98,  101, 

102,  106 

Oct. 

129 

Nov.  119, 

120,  124 

University  of  Texas  System  June 

95 

Sept. 

115 

Oct. 

114 

Nov. 

108 

Urinary  Tract,  Allergy 

July 

30 

Urokinase 

Aug. 

102 

US  Public  Health  Service  Dec. 

93 

Utilization  Review 

- April 

101 

Workshops 

March 

42 

May 

78 

V 


Vaccine,  Live  Measles 

-Feb. 

43 

Vagina,  Profile 

. May 

56 

Venereal  Disease 

March 

42,  116 

Vietnam  Volunteers  

-Sept. 

115 

Viral  Oncology  _ 
Vocational  Rehabilitation 

May 

44 

Services  . . 

Jan. 

130 

Volvulus,  Colon 

Nov. 

61 

Correction 

Dec. 

97 

W 

age  Law 

- Nov. 

Ill 

X 

X-Ray,  Use  of  by  Physician 

(Medicine  and  the  Law)  Sept,  123 
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